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D 009 Initial Comments D 0oo
The Adult Care Licensure Section conducted an
annual and follow-up survey with an onsite visit
from May 11-12, 2021 and & desk review survey
from May 13-14, 2021 and May 17, 2021 with 5
telephone exit on May 17, 2021,
D079 10A NCAG 13F .0306(a)(5) Housekeeping and D079
Fumishings
10A NCAC 13F .0308 Housekesplng and
Furnishings
Responses to the cited deficiency do nat
(a) Adult care homes shall constitute and admission by the Iity of the
(8) bo malntalned in an unclutiered, clean and facts alleged or concluslons set forth In the
orderly manner, free of all obstructions and statement of deficiency or corrective action
hazards; report; t?te plr%n of ::cl.wlrre<:tlo‘;1'I .Iﬁ sgalyl prepared
i as a matter of compliance with stata law.
This Rule shall apply to new and existing " g
facilities,

i This Rule is not met as evidencad by:

Based on observations and Interviews, the facllity
failed to ensure the facility was free of
obstructions and hazards as evidenced by 9 of 14
oxygen tanks being stored in a unsecured
manner on the floor without a stand or storage
rack to prevent tipping in an uniocked storage
closst.

The findings are:

Observation of a storags closat next to the
medication alde’s (MA's) desk on 06/11/21 at
9:50am revealed:

-There was a sign on the door which read "02
[oxygen] Closst”,

~There was ancther sign on the door which read
lloxygenll‘
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D078/ Continued From page 1 D079
stands on the floor storsd in various areas of the

room In front of the wire shelving, ;
-There was ona small oxygen fank stored on the |
fioor In an unsecured manner in a padded |
carying case,

-There was one small oxygen fank and eight
medium oxygen tanks storad Unsecured and
i free-standing on the floor in various areas of the ‘
room In front of the wire shelving that containad |
fraquently used supplles, |
~The four large oxygen tanks wera full of oxygen,

-Two of the medium oxygen tanks had intact

5-11-21 Oxygen tanks were immedicately secured.

seals indloating they had not been usad. : DME contacted and immediately removad 6-16-21
i ~There were elght small to medium oxygen tanks additional tanks. :
| with broken geals.

~There was very litfle room to walk in the closet
due to the muitiple oxygen tanks being stored on
the floor and scatiarad thraughout the closet,

Interviews with a MA on 05/11/24 at 8:50am and
2:05pm revealed:

-They used the closet for supply and oxygen tank
storaga since COVID-16 began because they had
to separata the sick rasidents who had the
COVID-18 virus and their 3upplies from the wall
residents.

~Ths facllity was no fonger in COVID-19 outbreak
status, but they had not cleanad out the closet
yet.

~The closet was uniocked, but the staff tried to
lock the daor it If they walked away and the clogst
was not supervised by facllity staff,

-8he was net surs why they had the large oxygen
tanks but thought they had them on-hand leftover
from hurricane preparedness 2-years ago In case
the facility lost power,

~The tanks without a blue seal were empty tanks,

=She, ure o

oxygen tanks but they usad to chain oxygen tanks

to-therwat 7y
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storage process,
: <The oxygsn tanks should be In a storage racks
so they would not tip over, espacially If the tanks -
[ were full, i
- ~The facility did not have storage racks for the
unsecured tanks,
. =The facility had always stored the tanks standing
g upright on the fioor, 5-12-21 Self locking door handie instalied on 6-16-21

i ~The persenal cars aldes (PCA) and MAs were in

| and out of the closet 4l day to access frequently
used supplies that were stored on the wire
shelved being the tanks they neaded o care for
the residants,

i ~It would be easy for staff to knock the tanks over

: due to how messy the closet was and how |litle

| room there was to walk causing a safely lssus,

| -She thought it was the MAs or the Resldent Care

| Geordinator's (RCC) fesponsibility to order new

{ tanks and hayo the empty tanks picked up by the

, durable medical equipment {DME;) provider,

| ~There was no facllity process In place or
education for staff to ensura safa storage of

{ OXygen tanks.

; ~She had not reportad any concerns regarding
oxygen tank storage to anyone because she

 didn't realize it was a problam.

Intarview with the Maintenance Director on
05/11/21 at 2:21pm revealed;

~Oxygen tanks were supposed to be stored in tha
02 closet,

! -He did not normally handle oxygen tanks and did
f not know how they were fo be stored.

| -Tne closet was supposed to stay locked and was
ventilated for safety purgoses.

-He did not normally enter the 02 closet unless
he had a work order for repairs to do so,
~He was no are.that the oxyaen tanks

Wera

closet door by Maintenenace Director.,

MA's and PCA's by DDCS on 5. 1-21,

Training on proper axygen sturage providedlo | g 4 0

Additional staff training provided to
MA's and PCA's on facilities Oxygen 6-21-21
gtgzagapohcy by Executive Director on

2| 2L B VE = :
stored unsecured on tha floor or that itwas a

probiems:
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Interview with the RCC on 05/11/21 at 2:37gm
revealed: i
-Oxygen tanks that wera not in use were to be i :
stored in the 02 closet,
-When the tanks ware empty, the MA's or the
RCC would call the DME pravider to come pick
them up.
~There was no documentation of safe oxygen
storage monitoring for the 02 sloset. Management team will ensure doors ongoing
+ ~There should have been crates or stands in the :nre locked d*t-“?nQ dept, ?agdo?gl Fgléngs-
reom to stors th al ox tanks In anagement team conals y
ore tha full and empty exygen tan BOC,%JIamt. Mgr. and LSIC., '

responeibility to keep "an
the oxygen tanks,

2:37pm revealud:

she starled,

stored safely,

and cause an explosion,

&t 1:03pm revealod:
~The larg

facllity In

power olitage for any

order fo prevent tipping of the oxygeh tanks,
-She could not remember the last time she
enterad the O2 closet bacause It was the MAs

eye on when to reorder"

~She was not aware that the tanks had been
stored Unsecured on the floor,

Interview with the Administrator on 05/11/21 on

-There was no procass in place to ensure the
safe storage of oxygen tanks; she did not know
why, except that she was still in the process of
fixing other process Issues within the facility since

-She was not aware that the door to the 02 closet
was unlocked and that the oxygen tanks were not

-It was important to properly store oxygen tanks
becausa they did not want the tanks to fall over

Telephons interview with a representative from
the facility's contracted DME provider on 05/14/21

S I e

NELE Provid
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D079 Continued From page 4 D079

residents who used Oxygen via a concentrator In
their rooms would have access to oxygen until

t powsr had been restored.

| -Oxygen tanks should bs stored in a crate or
stand to stabilize them and prevent tipping if
stored upright,

-If an oxygen tank tipped over It could injure
sameone by falling on them, fly across the raom
due to prassure build-up, or expleds leading to
injury or death.

-If the oxygen tanks were stored In froquently
acceesed areas, thers would be & greater risk of
knocking the tanks over causing Injury or an
explosion,

-Care facility residents were generally at & higher
fall risk than the rest of the genaral population
and could easlly knogk an oxygen tank over if
they hed access to I,

-The DME provider could supply @ non-tip stand
to store oxygen tanks Upah request,

-She could not recall If the facllity had praviously
requested non-tip stands from the DME providar.
~Storing oxygen tanks In an unsecured fashion
was a safety risk,

D273 10A NCAC 13F .0902(b) Health Care

10A NCAC 13F .0902 Health Care

(e} The facillty shall assure referral and follow-up
to meet the routine and acute health <are heeds
of rosldents.

This Rule s nat met as evidenced by:
TYPE A2 VIOLATION

Based on obsetvations, interviews, and recorg

rsviawsrthmeiﬁty-failed-tuﬂmum—health-earc

D273 !

ED, RCC or designee will coemmunicate

DME provider regarding the need for
proper storage holders to be delivered
when oxygen tanks are dalivered.

ongoing

refarral and folJaw-ug for 5 of 5 sampled residents

Division of Health Servioe Regulation
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D 273/ Continued From page § D273 {
(i1, #2, #3, #4, and #5) related to the omissfon of l
& referral to an endocrinologlst (#1), rectal f
! bleeding not reported to the primary care provider
| (PCP) (#3), complaints of urinary discomfort not
repcried to tha PCP, a urinalysis and laboratory
orders and follow-up with an ophthalmologlst
(#1), not reporting blood pressures oufside of
parameters to the PCP (#4), and not reporting
fingerstick blood sugars (FSBS) outside of
; Parameters to the PCP {#5).
! Education provided to MA's by DDCS on 5-13.21
The findings are; on  proper nolification steps to PCP of biood sugars | 6-16-21
and/er bloed pressure readings outside of
1.Revisw of Resident #2's FL-2 dated 03/25/21 parameters.
revealsd:
| -Diagneses included diabotes mellitus types Il

|’ (DMII), hemiparssis, muscle weakness, aphasia

i following cerebral infarction, heart failure, Proper notifications steps will be included in i
| unspecified atrial flutter, history of @ new MA orientation provided by the L(Hpg | ©"going
, cardiovascular accident, history of a bilateral total nurse,

knee arthroplasty, and right sided weakness,
-She was on & regular dlet with no added tabls
salt and was Intermittently discrientad.

Review of Resident fiz's primary cars provider I
{PCP} note dated 10/01/20 revealed an order to
have the resident follow up with andocrinology for
a diagnasis of poorly controlled DMl

Review of Resident #2's PCP hots dated
02/04/21 revealed:

~The resident was non-complfant with her diet per
the facillty staff,

~The resident's blood sugars remalned elevated

| with a large fiuctuation of FSBS values,

{ -There was an order to have the resident follow
up with endocrinolagy for a diagnosis of poorly

conir
| -The facllity was to sand Resident #2's bload
I gid 1or .
Division of Health Service Regulation
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evaluation and asslstance to manage the
resident's care,

: Review of Resident #2's laboratory results dated
05/05/21 revealed: :

~The resldents hemoglobin A1C {HgBA1c) result

was 10.2. (HgBA1c is used fo measure average

blood glucose levels over a 3-month period to ses i : =

how well dlabetes is being managed.) i Droder o ars and missed | 6-16.21

-Normal range for HgBA1c was 4.8-5.8,

~Deslred ranged for the dlabetic resident was lesa

! than 7.0,

- -There was a handwrittsn order signed by the

- PCP 1o have the resident follow up with Mobile lab notified of orders as of 5-17-21
| endocrinclogy on 05/06/21. 6-16-21
! s

f Review of Resident #2's recorg ravaaled no
1 documentation that the resident had been seen

| by an endocrinologist or that an appoiniment with
! the endocrinologist had been made.

]

Interview with Resldent 2 on 06/12/21 at 4:35pm
revealed she did not sse the PCP or BNy specialty

physicians on a regular basis and would like them Missed referrals to outside providors have
to check on her more often, been scheduled as of 5-17-21 for
resident #2. 8-16-21

Telephone Interview with g medication aide (MA)
; at Resident #2's endocrinologist's office on

| 06/17/21 at 8:21am revealed: )

| “Resident #2 had not besn seen by the
endocrinologist since 01/06/2010.

-They had not received any communication or
referral information from the facility to schedule
an appointment untll 05/14/21,

-She would expact the facllity to fallow the PCP

i orders In referring the resident and

. communicating Information to the endocrinologist, i

Qi 0g
additional insulin along with an elevated HBA1c
was concerning because Jt meant the ragident’s
Division of Health Sarvice Regulation
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blood sugars needad to he managed and better
controlled.

-Long term health factors related to increased
bleod glucoss from diabetes could affact the
resldent's cardiovascular system, vision,
increased risk for infection and delayed wound
healing, kldney damage, and risk of diabetic
xetoacidesls (a serlous condition that could lead
to a dlabetic coma),

~Interventions that could have been provided by
: the endocrinclogist would have helped to protact
the resident from harmful diabstic co-morbidities
that accompany a diabetes diagnhosls.

-If they had heard from the facility regarding
Resident #2 needing to be sean, there would
have been very little to no walt ime to get an
appointment with the endocrinologlst.

Telephone intervisw with Resident #2's PCP on
05/14/21 at 8:46am and 05/17/21 at 8:62am
revealed; !
-He expected the facility staff ta make the
tesldent an appointment with the endocrinolog|st
as orderad,
-He expected the facility staff to notify the
endocrinologist of the resident's blood sugars and
HBA1c as ordered as he had “discussad with the
staff",
-He was not an endocrinologlst and expected the
resident to be seen by the endocrinclogist for the
management of her poorly controlled diabstes,
~The resident could have negative outcomes
related to her diabetes that included renal failure,
cphthaimic (eye) ssues, and circulation issues
with severity depending on the length of time her
blood sugars wera poorly controlled.
-The resident having an HBA1c of 10 meant that
’, m.Q[IV

g 8
El
15
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an appointment at the endocrinologist's office,
~The facliity should have called Resident #2's
endceerine provider for an appalntment prior to
06114721,
Telsphona Intarview with the Resident Care All resident charts have been audited by
Coordinator (RCC) on 06/14/21 at 1:32 =D and RCC ensura all lab ¢ oot
: " el and referrals to outside providers have
j revealad: _ been scheduled.
-New orders (medications, lab crders, o
referrals) from the PGP were scanned Into the
"system" by her or the Administrator for
implementation using the "bucket system”, [
-Physiclan referrals wers then sent to the ‘

transportation coordinator who would then call to
set up the appointment for a resiient,

<The transportation coordinator would fell her
when the appointment was mads, and she would
| add it to & calendar In the computer that would be
H printed off,

! -She would also document the appointment In the
| resldent record via a progress note,

+ -All orders should be procassed within 24
business hours.

-There was no audit system in place to ensure
orders were completed except the bucket system,
~-She did not document her steps of action In the
bucket system; she just worked on things until
they were completad.

-It orders wers not placed into the bucket system,
. she would not know to follow up on them.

~She did not know that Resident #2 nesded an
appolntment with the endocrinologlst,

Telephone Interview with the Administrator on
05/17/21 at 3:00pm revealed:

-Referrals to outside providers were scheduled by
the transportation coordinator.

-She_expacted all referrals to be scheduled as

soon as the order was recelved and seen by the

1de r a5 500N as possibla.
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«The transportation coordinatar was expacted to

schadule the appointment, attach |t to a post-it

note, then retum the order back to the RCC or

Administrator where it would be placed into the

"bucket system", i

~The RCC was responsivle to follow up on

resldents’ ordars In the bucket system dally,

~The process for schaduling resident reforral

| appointments was put into blacs approximately
one month ago.

i ~The RCC reviswed orders and placed them into

| the bucket system to ensure the orders ware ' !

| compleed.. :

|i -She and the RCC did not know about several

+ orders, Including Resident #2's order to follow up

: RCC or deslgnee will give transporter all new
| with an endocrinclogist, referral orde?s.

 “She would have oxpacted the faility staff to Transporter will schedule appointment ang | ongoing
| capturs orders within the PCP notes if they had 3%%??§i“h@uﬁaggﬁe"£hﬁﬁ,ﬁ°é§r}LT“ of appoinimen
i access to them in order to implement the ordars
| as needed. RCC or designee will pull daily activity report
-As s00n as the facility was aware of the orders 10 ansure appointmernts have boen scheduled.
brought to their attention, they immediately looked
in the record to review and implement the orders,
and the transportation coordinator began making
appolntments right away,
~The transportation coordinator dld not call and
make an appolntment untit 05/14/24 bacause she
had to figure out which andoctinologist Resident
#2 was supposed to ses,
-She was concerned that Resident #2 had bean
delaysd In seaing an endocrinologist.

Attempted Interview with Rasident #2's guardian
on 05/14/21 at 12:490m was unsuccessful,

2. Reviaw of Resident #5's current FL-2 dated

12/10/20 revealed: :

A | -Diag ngaes_lncluded_ce:enmmmulamaddant. .
urinary tract infection, hypertension, diabstes

) (]38
Division of Heallh Service Regulation
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~The residant's ambulatary status was !
documented as a wheslchalr,

-Bhe was dlsoriented intermittently.

Raview of Resident #5's primary care provider
(PCP) crder report from 11/08/20-12/10/20
revaaled:

-Orders to check fingerstick blood sugars (FSBS)
! befora meals and at bedtime,

f -Call PCP with FSBS <80 or >300 four times a
 day; 7:30am, 11:30am, 4:30pm, and 8:00pm.

Review of Resident #5's PCP order dated [

04/12/21 revealed: [
| ~Check FSBS befors meals and at bedtime, : [
| -Call PCF with FSBS <80 or >360,
|

Jl Review of Resident #5's electronic medication |
I administration record (eMAR) dated March 2021

 revealed; ‘
i -There wes &n entry to check a FSBS at bedtime .
(8:00pm) and to call PCP for bload sugar <80 or |
>300,

-Cn 03/03/21, the FSBS was doctimented as 383
mg/dl.

-Ogr{ 03/07/21, the FSBS was documented as 338
mg/fdl.

-On 03/08/21, the FSBS was documented as 380
mg/dl.

~On 03/10/21, the FSBS was documented as 340
mg/di.

-On 03/13/21, the FSBS was documented as 324
| mgidl. |
| -On 03/14/21, the FSBS was documented as 355 .
! maidl.

' -On 03/16/21, the FSBS was documented as 346
mgy/dl.

— . -0On03/26/21, tha FSBS was documented as 333 |
mg/dl.

T A S S T o TS B e
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Resident #5's PCP was notified of the 8 eplsodes
of the FSBS >300,

Review of Resident #5's prograss notes dated
March 2021 revealed there was no
documentation the PCP was nofified of the FSBS

| above parametars on 03/03/21, 03/07/21,
i 03/09/21, 03110121, 03/13/21, 03/14/21, 03/18/21,

and 03/26/21.

Review of Resident #5's sMAR dated April 2021
revealed:

-There was an entry to check a FSBS at bedtime
{8:00pm) and to call PCP for blood glucase <80
ar >300,

~There was an entry for Humalog U-100 Insulin
Inject 7 units subcutanecusly daily at 8:00am,
hold for FSBS <200 (Humalog insulin |s used to
treat diabetes).

-0On 04/01/21, the FSBS was documented as 346
mgfdl.

-On 04/02/21, the FSBS was documentad as 347
mgfdl.

~On 04/10/21, the FSBS was documanted as 337
mg/dl.

-On 04/19/21, the FSBS was documented as 41
mgldL. '

-On 04/24/21, the FSBS was documented as 86

{ mgldl.
: «On 04/30/21, the FSBS was documented as 66

mg/d, .

-There was no docurmenlation en the eMAR that
Residert #5's PCP was notifed of the 6 apisodas
of the FSBS <80 or >300 in Apri] 2021,

Review of Resident #5's progress notes dated
April 2021 revealed:

_-There was no documentation the PCP was _
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notified of the FSBS above parameters on
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| and the outcome of the PCP notification.

-There was no documentation the PCP was
notified of the FSBS below paramaters on

04/10/21, 04/24/21, and C4/30/21 <80.

! Teleptione Interview with @ medication alde (MA)

on 06/13/21 at 4:47pm revealed:

-She was responsible for obtaining FSBS and
administering or holding medications for FSBS
<200mg/d! fo Resident #5 on 04/19/21, 04/24/21,
and 04/30/21 as indicated by her inltials on the
slectronic medication administration records.
~Resident #5 was not administered any Humalog
insulin on 04/19/21, 04/24/21, and 04/30/21 at
8:00am due to having FSBSs <200 and she did
not notify Resldent #5's PCP.

~-She did not notify Resident #5's PCP of FSBS
results of 41 mg/dl on 04/19/21, 65 mg/di on
04/24721, and 88 mg/dl on 04/18/21,

-She was not sure why she did not notify
Resident #6's PCP of the FSBS resulls.

-She was aware of Resldent #5's FSBS ordered
paremeters to notify the PCP with FSBS <80 or
>300 four times a day.

-When a resident's FSBS was below parameters
they were at risk for hypoglycemla.

Interview with a medication aide on 056/12/21 at
7:51am revealed:

-For a resident FSBS result below or above
parameter, she would call the PCP with the
results and follow the PCP's verbal order.

~For after hours, she would notify the on-call PCP
by phane.

-She woeuld fax a PCP notification to the PCP if
unable to reach the PCP by phene.

: -Also, a resident progress note would be

completed outlining the resident's FSBS result

TTRtaIviEw With 8 mmSupamﬁr On UGBTI 2IZT Bt
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10:21am revealed:

-For a resident who had a change In health status
from baseline, running a tempetaturs, a low !
oxyger saturation, or & FSBS result above/below :
the ordered parameters before 6:00pm, she '
waould call the resident's PCP. -

-For any resident changes or resulls aboveibelow
parameters, she would nofify the on-call PCP
afler 6:00pm.

-She would also fax the PCP notiflcation of any
rasident changes or results above/balow
parameters,

~The faxed PCP notlfication would then be placed
into a folder within the facllity's bucket system.
~The Administrator or the RCC wers responsible
for following the faxed PCP nctification through
the bucket system process,

~The faxed PCP notification would remain in the
facility's bucket system process until the
Administrator or the RCC spoke with the
resident's PCP or until the facility recelved the

. faxed PCP notlfication back signed and dated
 Which meant it was received and reviewed.

Telephone interview with the RCC on 05/14/21 at
1:30pm revealed;

-She expected for a resident who had a FSBS
below/above the PCP ordered parameters, the
resident's PCP should receive nofification by
phone by the staff member immediately. :
-If stalf were unable to reach the resident's PCP
by phone, staff should fax the resident's PCP with
the results. |
-Any PCP faxed netifications would be placed in
the red folder within the facility's bucket systam
process.

-Once the PCP faxed notification was placed in
e = the red folder,the RCC was to follow up
Immediataly.

e ¥l ] X  notiitcation
Division of Heelth Service Regulation
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through the facility's bucket system process untl|
+ It made It to the gresn folder, ready to ba filed in
i the resident's racord.
-She also expected staffto also complate a
resldent progress note,

Telephone interview with Resident #5's primary
care provider (PCP) an 05/14/21 at 8:46am
revealed:

~He expectsd to be notified of the resident's

; FSBS results belaw or above his crdered

! parameters by a phona call, fax, or a text

- message the same day of the occurrence.

" -If he was not natified by the facility of the

- resident's FS8S result below or above his
ordered parameters, he could not do much about
: It or provide an Intervention,

| -He expected to ba notifled 50 he could "address"
! tha result.

! Telephone Interview with the Administrator on

| 06/14/21 at 10:30am revealed:

1 -She expected staff to follow the PCP's orders

E related to notification when a resident had a

! FSBS bealow/above parameters.

| -She expacted staff to notlfy the PCP Immediately
| when a resident had a FSBS below/above
parameters,

~There was not a current monitoring process at

| the fagliity for the RCC or harself to confirm the

; PCP was notffied of any abnormal FSBS.

| -She had "concerns” If the resident had 4 FSBS

; outside the ordered parameters.

i ~The resident could have experienced low blaod
'sugar, shakiness, dizziness, confusion, sweating,
 heart palpitations or hospltallzation,

-She had "concerns" for the resident if the PCP

e was not notified of the resident's FSBS, the PCP
could not implement any action.

For after hour blood sugar and blood
prassure out of parameter readings, MA's
will fax PCP a notification form, call the
on call service and notify the RCC,

MA’s will call PGP during normal bUSiHEBS%
r

hours to notify them of any out of paramet
readings. |
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3. Review of Resident #3's current FL-2 dated
(8/24/20 revealacl:

-Diagnoses included hypothyraidism,
gastroparesis, anxlety and anorexia.

~Tha resident was semi ambulatory.

Review of Resident #3's current assessment and
care plan dated 01/28/21 revealed the resident
was sometimes disoriented, forgetful and needed
reminders,

Review of Resident #3's pragress nots
documented by a medication aida (MA) dated
03/08/21 at 2:59am revesled:

~The resident reportad when she went to the
bathroom there was a bunch of "dark, dark blood"
that same out of her rectum,

~The MA did not witness the rectal bleeding.

-The MA faxad the resident's primary care
provider (PCP) to raport the rectal bleeding,

Interview with Resident #3 on 06/14/21 at
10:30am revealed:

-Her health was declining due to her diagnosis,
-She saw her PCP on a regular basis.

Attempted second interview with Resldent #3 on
06/12/21 at 8:45am was unsuccessful,

Telephone interview with the MA, who
documented Resident #3's progress note dated
03/08/21 at 2:59am on 04/17/21 at 2:15pm
ravealed:
-8he frequently provided care to Resident #3.
-Resldent #3 reported to her she saw blood In tha
| tollet on 03/08/21.
-She was not sure f the reskdent had the bleeding
. | aftar having a bowe! movement because she did
not ohserve the blood.

RCC or deslﬁnaa will review vitals and ongoing

activity report daily to ensure all PCP
notifications have been completad by MA,

|

{ -1ho Tesident had Tusne &) B
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rectal bleeding was reported to har,

~The resident was not having any pain or
dlacomfort at that time and she told Resident #3
when she used the tollet again to call her and not
to flush the toilet.

~The resident denied seeing any further bieeding

: the remalinder of the shift on 03/08/21,

i -She asked the resident days aftar 03/08/21 if she
had seen any further bleeding and at that time,
the resident did not remember reporting to her
that she saw blood in the toilet.

-If she had seen any bload In the residents tollet,
she would have called 811 and sent the resident
for evaluation at the emergency room,

~She remeimbered that it was in the middle of the
night and sha sent a fax netification to Resident
#3's PCP related to the resident's reports of ractal
bleeding.

-She attached the confirmation page to the fax
sent 1o Resident #3's PCP, then reported
Resident #3's rectal bleeding to the next shift
(first shift) MA.

. -She placed the confirmation page and fax sent

: to Roeldent #3's PCP In one of "8 folders" filed in
the "copier room", t
-She did not recaive a response from the fax she
sentto Resident #3's PCP regarding the reports
of rectal bleeding.

Review of Resident #3's PCP orders and
notificatiens from the facility revealed there was
no documentation of a fax sent to the resident's
PCP related to rectel blseding.

Telephone interview with the receptionist for
Resident #3's PCP on 04/17/21 at 11:15am
revealed:

~Thera was no documentation in Resident #3's e el

record that the facllity contacted the residen®s i
FUF ragarding any rec ng in March 2027, H
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-The resident's PCP had on-call staff for after
hour care assistance.

-if the facility faxed Resident #3's information into
: the office conceming the reports of rectal
 bleeding on 03/08/21, tha infarmation would have
been in the system,

Telephene Intarview with the facility's PCP who
provided as needed care for Resident #3 on
06/17/21 at 10:06am revealed:

-He could not remember any specific Information
regarding any reports of the resident having any
i rectal bloeding,

| -He could not recall every phone call he recsived
i and was currently not at the offica.

'

: Telaphone interview with the Resident Care

| Coordinator (RCG) on 06/17/21 at 2:59pm

i revealed she was not aware of any issues with

! Resident #3 having any rectal bleading.

i Telephone interview with the Administrator on

1 08717721 at 2:59pm revealed;

-She was not aware of any Issues with Resident
#3 having any rectal bleeding.

~The MA should have communicated Resident
#3's reports of rectal blesding to her or the RGC
In order fo ensure follow-up ocourrad with the
PCP.

Telephone Interview with a nursa for Resident

#3's PCP on 04/17/21 at 11:20am revealed:

-The last appointment the resident had at the

PGP's office was 02/18/21,

~There was no notificatian In the resident's record
regarding any rectal bleeding from March 2021 -
current.

-She reviewed all the faxed documents recelved
since March 2021 and there was no fax received

regarding e resigents re ng.
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-The resident had a 3-month follow-up
appointment tomorrow, 04/18/21.

~It would have baen impartant to contact Resident
#3's PCP regarding any concerrs of rectal
bleeding. ;

~The facllity should have contacted the PCP
Immadiately bacause passing large amounts of
bleod could have caused anemia,

~The resident had a history of Iron daficiency
anemia.

-A one-time oecurrence could have been relatad
to constipation and would not be of great
concemn, howaver the PCP would have expected
to be notified and could have possibly ordered
blood work for the resident,

-When a facility faxed any documents to the PCP,
the information was printed for the PCP and after
the PCP reviewsd the information a return fax
would have been gsent back to the facllity with an
order if an order was Indicatad.

-It was expected for the facility to have contacted
the resident's PCP in a day or so when there was
no response back concerning the resident's rectal

! bleeding,

4. Review of Resident #1's current FL-2 dated
02/09/21 revealed:

-Dfagnoses includad hypertipidemia, obasity,
diabetes mellitus type Il and schizoaffactive
disorder of bipolar type.

~The resident was intermittently disorientad.
-The resident was ambulatory.

Review of Resident #1's current assessment and
care plan dated 02/04/21 revealed the resident
was oriented with an adequate memory.

Attempted interview with Resldent #1 on 06/12/21
at 4,64pm was unsuccessful.

D273

‘|a resident has b

Staff was inserviced on change of
cendition to Include c/o pain, ieeding,
lab results, UTI, BS/BP outside
Barameters and when to notify the

CP on 6-18-21 by the RCC and ED.

6-18-21

The PCP will be notified via phone call
and/or fax with anr change in condition
he MA.
The MA will notify the RCC or
designee via phone call and document
a progress note in Matrlx. RCC will
review daily activity report to ensure
proper follow up.

ongoing
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a. Review of Resident #1's progress notes
documented by a medication alde (MA) dated
02/23/21 reveslad:

~The resident was complaining of pain when she
urihated.

~The resident reported that thera was a buming
sensation "really bad” and an odor,

-The resident reported that th's had been going
on for a while.

~There was ho documentation the resident's
primary care provider (PCP) was netifled.

Review of Resident #1's PCP visit note dated
02/25/21 rovealed:

~The resldent was baing sesn for complaints of
burning when urinating as well as hesitancy,
urinary frequency end urgency,

-The PCP would order & urlns for culture and
sensltivity and treat accordingly.

Review of Resident #1's PCP crders dated
02/25/21 revealed an order for a urinalysis {U/A)
with a culture and sensitivity (C/S). (A U/Als a
urine test to detect urinary tract infections and a
G/S tests for tha types of bacteria and organisms
In the urine to determine what type of antibiotics
to treat Infections),

Review of Resident #1's laboratory resuits
revealed:

~There wae a urine C/S collectsd by on 03/03/21,
-The final report date was dated 03/05/21,

-The results were lass than 10,0000 organlsms

| per millimeter with no abnormal results,

{ -The PCP signed the report with his initials and

! ho date.

_..; Review_of Resident #1's PCP viait nate dated
i 03/18/21 revealeg:
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: ~1he resident was belng seen Tor & routine
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follow-up,
-The resident had a neurogenic bladder with &

 history of palnful and difficult urination.

-The rasident had been evaluated by a Urologist

' in the past.

i ~Tha resident was voiding Independently at that
fime with o further complaints of inabllity to pass
urine, ho abnormal farge amounts of urine, no
frequency of urinating at night and no volding

| discomfort,

. =The resident had a Computed Tomography (CT)

| scan which revealed a right renal cyst (no date

! provided). (A CT scan is a diagnostic

! computerized scan that takes a serles of x-ray

| images of bones, blood vesssls and soft tissus).

|

% Telephone interview with the Resident Care

| Cogrdinator (RGC) on 05/14/21 at 1:33pm

i revealed:

; -She had been the RCC for approximatsly one

; month.

‘“ =The MA would have been responsible to contact

i the PCP on 02/23/21 cencerning Resident #1's

complaints of pain when urinating on 02/23/21.

-¥hen a resident had a change in status the MA

would have been respansible to contact the PCP

immediately,

~There should have been documentation by the

| MAIf contact was made with Resident #1's PCP

| an D2/23/21,

-The RCC was concerned if Resident #1's PCP

was not contacted on 02/23/21 because the

resident was having paln and no orders to collect

‘a U/A wers given until two days |ater (02/25/21).

Telephone interview with a registered health
infermation technologist with the Resident #1's

-There was documentation of contact made from

PCP's office on 06/17/21 at 10:12am revealed:

the facllity o 02/20/2 18t 11:21am regarding
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concern of "light bleeding” with a possible UTI .
-The message was given to the on-call providsr
+ who ordered Resident #1 to have a urinalysis.

~ -There was no other documentation in the
resident record regarding any complaints with
urination on 02/23/21,

-There were o laboratory results since August
2020,

Review of Resident #1's PCP orders and
notifications from the facility revealed there was
ne documentation of the resident's light bleeding
or an order for a urinalysis.

Telephons Intsrview with the Administrator on
" 05/17121 at 2:59pm ravealed:
-3he was not aware Resident #1 had an order on

~There was no documentation in Resident #1's
record of any urinary symptoms or light bleeding
when urinating for 02/20/21 or an order for a U/A.
~There was no documentation in Resident #1's
record staff had attempted to collect a U/A,
-She would have expected staff to have
contacted Resident #1's PCP and reported the
residant's symptome on 02/23/21.

-8he had concems Resident #1 had symptoms
that could have affected her overall health
Including her mental status and that her
symptoms were causing her paln.

Telephone Interview with Resident #1's PCP on
05/14/21 at 8:45am and 06/17/21 at 10:05am
revealed:

-He was currantly not at the office.

; -He was not aware of any lssugs or concerns of

' any laboratory orders not being completed for the
i resident. e 2 Lol

1 -Ha recaivad the resident's laboratory results

! from the facility or from the facllity's laboratory

02/20/21 for a U/A due to reporis of light bleeding,

D273
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provider that collected the samples. *
| -He expected all orders including any laboratory

* orders glven for the resident to be completed as

Lo The RCC or designee will schedule labs by .

' ’ lacing in Jab boox. Follow up will be done by | 0NgeIng

| b. Review of a primary care provider (PCP) ordor RCC, ED or designee per the bucket system,

! for Resident ##1 dated 03/25/21 revealed an crder
for a complete blood count (CBC) in 30 days. (A

CBC is a blood test containing full biood count

levels).
| Review of Resident #1's Iabcratory results dated
{ 03f24/21 revealec: RCC or designae will review lab book prior to ongoing
- .0n 03/24/21, the resident's labcratory results gg‘e%dulled lﬂlnb flmrﬁg day to ensure all |ab orders have
- Inchuded a CBC with differentlal. (A differential Lo '

| measured and counts the different types of white
i blood calls from & bloed sampls).

: -The resident hac an abnormal red blood cell

| (RBC) result of 3.57. (A normal RBC referance
! range was 3.6 - 4.9). ;
I “The resident had an abnormal hemoglobin RCC or designee will review lab book at {he end of
(HGB) result of 10.9. (A normal HGB refersnce lab draw day to ensure all labs were complated.
range was 11.0- 186.0).

-Thera was a handwritien circle around the
residants RBC and HGB level with an errar
pointing below to a handwritten order.

~Thare was a handwritten order dated 03/26/21
for Ferrous Sulfate 3256mg daily and a CBC in 30
days. (Ferrous Sulfate is an Iran supplement).
-There were no additional CBC laboratery results
for the resident.

ongoing

Ree o designee wil contact lab company on any
orders that were noi compleled,

‘ Revlew of Resident #1's PCP visit notes dated

| 04/20/21 revealed:

' -The resident's CBC results dated 12/30/20 and
! 02/03/20 were documented In the Labs/Tests )
. section of the vislt note. ;

! “There was no documentation for the resident's
i CBC results ordered 03/25/21.
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Telephone interview with a registered health
| information technologist with the Resident #1's
| PGP's office on 05/17/21 at 10:12em revealed:
: -All of Resident #1's PCP notes and orders were
! not scanned Into tha resident's record, '
* _Currently there were no ordars for a GBC in 30
| days dated 03/26/21 in the resident's record.
“There ware no CBC laboratory results for
Residant #3 dated after 03/25/21.
-The only laboratory results Resident #1 had in
her record ware from August 2020.
.She would revlew Resident #1's record and
information to scan and would forward the results !
i If faund., '

e e S A i ST S T T ST o i

i

: At the time of exit there was no additional

¢ information provided from Resldent#1's PCP
i regarding any additional laboratory results.

|§ Telephone interview with a cllent sarvice staff with
% the facllity's contracted laboratory pravider cn

i 05/17/21 at 8:05am revealed the facllity had

~ accass to all the residents' laboratory results

I through an elactronis provider portal.

5 Telephone interview with the Administrator on

| 06/17/21 at 2:59pm revealed:

l -She and the Resident Care Coordinator (RCC)

| were responsible for processing and scheduling
residents' labs.
-Resident #1's order dated 03/25/21 for a CBC In
30 days was missed.

| -8he thought Resident #1's order was overlooked
when the order was received from the PCP

i pecause it was possibly stapled together,

| .She expected all orders to be Implemented as |
ordared by the PCP. i

Telephone Interview with Resident #1's PCP on

5571%’51 ot Bia5am and 05717727 at 10:06am

1
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Division of Health Sarvice Regulation
STATE FORM suan




PRINTED: 06/08/2021

[
|

revealed:

-Me was currently not at the office.

-He was not aware of any Jssues or coticerns of
any taboratory erders not belng completed for
Resldent #1.

 -He recelved the resident's laboratory results

from the facility or from the facllity's laboratory
provider that collected the samples.

~He expscted all orders Including any laboratory
orders givon for the resident to be completed as
ordered,

¢. Raview of Resident #1's orders revealed
04/15/21 an order to obtain a Depakote level,
CBC, CMP and & TSH on next blood draw.

. Telephone interview with a registered health

informatfon technologist with the Resident #1's
primary care provider's (PCP's) office on 05/17/21
at 10:12am revealed:

-All of Resident #1's PCP notas and ordors wers
not scanned in the resident's record.

~Currently there were no orders for a Depakote
level, CBC, CMP and a TSH dated 04/15/21 in
the resident's record.

-There were no Depakcte level, GBC, CMP and a
TSH laboratory results for Resident #3 for the
order dated 04/16/21,

~The enly laboratory reaults Resident #3 had In
her record were from August 2020,

Telephone interview with a client service staff with
the facllity's contracted laboratory provider on
056/17/21 at B:05am revealed the facility had
access to all the residents' laboratory results
through an electronic provider portal.

Telephone interview.with the Resident Care
Coordinator (RCC) on 05/14/21 at 1:33pm
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-She was responsible to follow up on all residents'
orders,

- | ~Resldents’ laboratory orders were set up through

the facility's contracted laboratory provider.
-The facllity used a "Bucket System" for
processing and filing all orders to ensure all

orders were implemented. *

i Telephene interview with ths Administrator on

05/17/21 at 2:68pm revealed:
-The residents’ laboratory testing orders were
currently entered into the facility's contracted

. electronic laboratory portal,

-The facility had switched around the middle of
April 2021 1o electronically entering all residents’
laboratory orders through the facllity's contracted
electronic laboratery portal.

-She and the RCC were raesponsible for
processing the residents' laboratory orders,

" howsver, the RCC was having Issues with using
. the facility's contracted laboratory portal and

unable to currently use the system.

-Pricr to using the facility's contracted laboratory
electronic portal, a copy of the residents'
laboratory order was placed in a binder for the
phiebotomist wha came to the facllity on a routine
basls wackly,

-During this time of transition {around the middle
of April 2021), there was not a phlebotomist from
the facility's cortracted laboratory making weekly
visits to the facility because it was “assumed" sll
residants' lab request would be entered into the
electronic portal system,

. -She had implemented a proceass to track the

. completion of resldent orders using the facility's
: Bucket System within the last month when the

- RCC started her position,

-The residents' laboratory order went into a
deslgnated blue folder within the facility's Bucket

D273

System, documentation was handwritten on the

i
i
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| residents’ arder when the order was completed

| and than moved to another folder within the

] facllity's Bucket System file for the residents'

1 order lo be filed in the residents’ record.

! -Resident #1's lab order dated 04/15/21 to obtain
& Depakote level, CBC, CMP and a TSH on next
blood draw was around the time the facility
transitioned to entaring the residents labs Into the
facility's contracted laboratory portal and the
facllity was heving difficulty entering the
resident's laboratery requests.

-She thought she had sent the lab results for
Resident #1's order dated 04/156/21 for the

: Depakote level, CBC, CMP and a TSH for review
* but would check again and forward the results.

+ Telephdne interview with Resident #1's PCP on

| 06/14/21 at 8:45am and 06/17/21 at 10:05am

i revealed: -

+ ~He was currently not at the office.

| ~He was not aware of any issues or concerns of

i any laboratory ordars not being completed for the

: resident.

| ‘e received the resident's laboratory results

! fram the facility or from the facllity's laboratory

 provider that collected the samples.

i -He expected all orders including any laboratory
orders given for the resident tc be completed as

: ordersd.

At the time of exit on 05/17/21 there was no
additional Information provided from the faclfity for
Resldent #1's Depakote level, CBC, CMP and a
TSH Imboratory results ordered 04/15/21,

d. Review of Resldent #1's primary care providsr
{PCP) visit notes revealed en antry to please
follow-up with ophthalmology; diagnosis was
deteriorating vision bilateral on 14 visit notes from

D273

12721121 - D420/21.
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: Telephene interview with the Resldent Care

i Coordinater (RCC) on 06/14/21 ed 1:33pm
revealsed:

-She was responsible to follow up cn all residents'
orders.

-The transporter coordinator scheduled tha
residents’ appointments to outside providars. i
-The transporter coordinator provided her and the ;
Administrator a calendar when the residents’ !
appolntments were made, i
-Recantly a new process had been put into place
. to also dosument In the residents’ progress note
when the referral had been scheduled.

~The faclliy used a "Bucket Systsm" for . ;
processing and filing all orders to ensure all :
; orders were implemented.

. Telophone Interview with the Administrator on ;
05/17/21 at 2:59pm revealed: . :
-When a resident had a referral to an outside I
provider, the order was given to the transparter > :
coordinatar. !
-She expected all resident raferrals fo be
scheduled as soon as the order was recelved and :
sean by the oulslde providar as soon as possible. i
-The transporter coordinator was responsible for i
scheduling the residents' appointments, 3 !
document the appointment on a “post It" note ‘
attached to the order and return the order fo the
her.

-It was "now" expected for the transporter
coordinator to also document in the residents'
progress note when the referral was made.
-Resident referrals were monitered by placing the
referral into the Bucket Systemn and if there were
no notes in the residents' progress nota section
or if the residents’ referral was not returned back
she would follow-up with the transporter

“Eeorainator 1o Gheck on the Status of e refernar.
Division of Health Sarvice Ragulation
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System to ensure the orders were completed.
-She and the RCC were unable to view and print
! the residents' PCP netes until last weak.

! -5he and the RCC did not realize PCP notes

i ware avallable to review and print and recelved

; access to the residents' PCP slactronic system

| approximately 1 anc % weeks ago.

i ~The only resident orcers she and the RCC had
| were PCP orders that were written and left at the
! facllity or If & residents’ orders were faxed to the
 facilty.

-“When orders were only Included on the
residents' PCP visit notes, they would not have
been aware thers was an order for the resident
since no visit notes were left et the facility by the
' PCPs.

| -Since she had been employed as the
Administrator, she had not requested any notes
! from the residents’ PCPs.

: -Sha and the RCC were not aware the resident

' needed to follow-up with an ophthalmologist until
. Resident #1's PCP vigit notes were requested.

! _Resident #1's ophthalmology appolntment was
scheduled iast week after the resident's notes
were reviewed and calls were placed to find out
which ophthalmalogist the resident had seen In
the past.

Telephone intarview with a scheduler at Resident
#1's ophthalmologist office on 0517/21 at
12:12pm revealed: ...

-The resldent was last seen in January 2013.

waekly via ema
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-She had implemented this systam to procass
residents' refarrals "probably" within the last
month using the facility's Bucket System.
~The RCC was responsible to monitor the
residents’ orders In the Bucket System caily.
-Resldent orders were reviewed by the RCC
when recslved and placed Into the Buckst PCP office now frovidea facllity with cara nates ongoelng

A A TR TR VB T TS YATIy O FHday,
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| 05/14/21, and an appointment was made
. 09/10/21,

 Telephone Interview with Resident #1's PCP on

i 06/1721 at 10:06am revealsd he expected

! resldent refarrals to any speciallty provider to be
followsd up as soon as possible rather than later,

- 6. Review of Resident #4's FL-2 dated 12/21/20
| revealed.

[ -Diagneses Included conduction disorder (heart

| disorder), hyperlipidemia, hypsrtension, anemla,
: coronary artery disease, and heart valve

" replacement.

~The resident was constantly disorlented.

. Review of Resident #4's miscellaneous records

| revealed:

* -He had a heart valve replacement on 09/12/12.
. -He had a pacemaker placad on 01/10/14,

i -He was diagnosed with Adam Stokes syndrome
: (a syndrome that causes perlod fainting spells in
- which there is Intermittent complete heart block or
! other high grade arrythmias resulfing In loss of

spontaneous cireulation and Inadequate bicod
flow to tha brain) on 04/20/21.

Review of Resident #4's physiclans orders dated '
03/02/21 revealed an order to check bload i
pressure twice dally with parameters to call the
primary care provider (PCP) for a systolic blood
pressure (SBP) fess than 110 or greater than 180,
or a diastolic blood pressure (DBP) less than 50
or greater than 90 at 8:00am and 8:00pm.,

Review of Resldent #4's April 2021 medication
administration records (MAR) revealed:

N -There was an entry to check the resident's blood |
pressure twice daily with parameters fo report to

Tie PCP ot SBP Tess than 110 of QFEE! than 180,
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cr & PDBP less than 60 or great than 80 at 8:00am
and 8:00pm.

-There was documentation on 04/02/21 at
8.00am of a blood pressure of 180/97 which was
outsida of parameter,

~There was an documentation on 04/05/21 at
8:00pm of a blood pressure of 167/02 which was
outside of parameter,

-There was eh documentation on 04/11/21 at
11:00pm of & blood prossure of 143/92 which was
outside of parameter.

-There was an documeniation on 04/12/21 at
8:0Cam of a blood pressure of 160/83 which was
' outslde of paramater.

_~Thers was no documentation the pravider was

i notified of the blood pressures being cutside of
the ordered parameters,

i Raview of Resident #4's prograss notes reveeled
there was no dacumentation that the provider
was notified of the resident's blood pressures that
ware outside of parameter.

Review of Resident #4's PCP ancounter notes
revealed there was no documentation that the
facllity made him aware of the resident's blood
i pressures outside of parameter.

. Telephone interview with a medication aide (MA)
; on 05/13/21 at 3:00pm ravealed:

{ -The MAs were responsible for obtaining vital

! slgns as ordered.

! ~The MAs would call the PCP If vital sign results
were outside of parameters as ordered.

-Calls to the PCP would be documented on the
resident's progress note,

-She did not know If Resident #4's PCP was

confacted regarding his DBP outside of the

parameter if it was not documanted,
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Telephone Interview with a medication
aldefsupervisor (MA/S) on 05/13/21 at 4:48pm
revealed:

: -She worked on 04/12/21 and abtalned resident

. #4's blood pressure that was outside of the
parameter,

-She did not call Resident #4's PCP or
cardlologist as ordered and did not remember
why.

-She should have calied the resident's PCP
because the result was outside of the parameter.
-The result ouiside of the parameter was a risk to
the resident because he took hiood pressure
medications and his blood pressure was too high,

Telephene Interview with Resident #4's PCP on
! 05/14/21 at 8:48am revealed:
. -He expected to be notified of blood pressure
: results outside of the ordered paramater.
: -If a blcod pressure was out of range and he ¢id
| not know about It, he would not be able to
i address the problem and provide further
| intervention or evaluate a pattern.
: «If a resldent was followed by a cardiclogist, he
waould expect the facility to notify the cardiologist
of blood pressure results outside of the
parameter as wall.
-He did not remember baeing notified of Resident
##4's blood pressure: outside of the parameters,
-He was concarned that Resident #4 had
incrensed blood pressures outside of the
parameters because It could cause the resident
{o experience eye issues, headaches, dizziness,
. or put the resident al increased risk of stroke and
l heart attack.
I Af he had been notified of the resident's
i Increased blood pressure, he would have ardered
for the resident to have the blood pressure
rechecked and to notify the resident's

D273
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Telephone interview with the Resident Care
Cootdinator (RCC) on 06/14/21 at 1:32pm

i revealed:

! -1t was expected for facillty staff to notify a

" resldent's PCP right away for blood pressure

, renges outside of the parameter via fax, phone,
i oron-call provider.

-f the notification had been faxed, the RCC would
have followed up to ensure the notification had
bean receivad.

~Notificatlon of blood pressures outside of the

| parameters was expected to ba documentad on
i the resident's progress notes.

Telephone intarview with the Administrator on
06/14/21 at 1:32pm and 05/17/21 at 3:00pm
revealed:

-The staff were expected to contact the PCP for
blood pressures outside of the parameters, even
after hours, per the PCP request.

-She would be concemned if orders were not
followed because the resident could have
potential harm if the PCP was unaware and
uneble to addresa any issues.

-QOrders should have been caned out to ensure
residants recelved care for thelr safety and
averall health,

Interview with a medication aide on 05/12/21 at
7:51am revealed:

-For after hours, she would notify the on-call PGP
by phene.

~She would fax a PCP nofification to the PCP If
unable to reach the PCP by phone.

Interview with a MA/Supervisor on 05/12/21 at
10:21am revealed:

-For any resldent changes or results above/bsiow .

D273

paramaters, she wauld notity the on-call PGP
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after 5:00pm.

~She would aiso fax the PCP notification of any
resident changes or resuits above/below
parameters,

-The faxed PCP notification would then be placad
into a folder within the facliity's bucket system,
~The Administrator or the RCC were responsible
for following the faxed PCP netification through
the bucket system process,

-The faxed PCP notification would remain in the
facility's bucket system process untll the
Administrator or the RCC spoke with the
resident's PCP or until the facility received the
faxed PCP notificatlon back signed and dated
which meant it was received and reviewed.

' Telephona interview with the RCC on 06/14/21 at

1:30pm revealed.

-Bhe expected for a resident who had a blood
prassure reading below/above the PCP orderad
parameters, the resident's PCP should receive
notificaticn by phone by the staff member
lmmediately,

-If staff were unable to reach the resident's PCP
by phone, staff should fax the resident's PCP with
the results.

-Any PCP faxed notifications would be placed In
the red folder within the facllity's bucket system
process,

-Once the PCP faxed notification was placed in
the red folder,the RCC was to follow up
immediatsly.

-8he would follow the faxed PCP notification
through the facility's bucket system process until
It made It to the green folder, ready to be filed in
the resident's record,

-She also expected staff to also complete a
resident progress note,

D273

"Telephone Interview with Resident ##4's primary
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care previder (FCP) on 05/14/21 at 8:46am
revealed:

-He expected to he notifiled of the resident's blood
pressure result below or ebove his ordered
parameters by a phone cail, fax, or a text
message the same day of the occurrence.

-If he was not netified by the facility of the
resident's blood pressure result below or above
his ordered parameters, he could not do much
about it or provide an interventlon.

-He expected to be notified so he could "address"
the result,

- Telephone Interview with the Administrator on

' 05/14/21 at 10:30am revealed:

: ~She expected staff to foliow the PCP's orders
 ralated to notification when a resident had a blood

prassure reading below/above parameters,

i -She expected staff to nofify the PCP immediately

when a resident had a blood pressure reading
below/above parameters,

~There was not & current monitoring process at
the facllity for the RCC or hersalf to canfirm the
PCP was notified of any abnormal blood
pressures.

-Sha had "concemns" If the resident had & blood
pressure outside the orderad paramaters.

~The resident could have experlenced heart
palpitations or hospitalizaticn.

~She had "concems” for the resident if the PCP
was not notified of the resident's bloed pressures,
the PCP could net implement any action.

Aftampted telephone interview with Resident #4's
cardiologist on 05/14/21 at 11:32 was
unsuccessful,

The facllity falled to ensure referrat and follow-up
for b of 5 sampled residents to include delay in a
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seven months for a resident who had
uncontrolled diabetas (#2); fallure to notify the
! primary care provider (PCP) for a resident's

i repart of ractal bleeding who had a history of

. anamia (#3); delaysd contact with the PCP for

* Urinary pain to collect a urine sample for & days

which posed a risk of ongoing pain and falled to
follow-up with an ophthalmologist for at least 4

- months (#1}, and not reporting fingerstick blood
; glucose outside of parameters (#5); and not

reporting blood pressures outside of parametors
for a resident who had a history of severe cardiac
disease (#4). The facility's fallure resulted In
substantial risk of serious harm and pain and
constitutes a Type A2 Violation.

The facility provided a plan of protaction In
accerdance with G.8, 131D-34 on 05/14/21 and
revised and accepted on 05/18/21 for this
violation,

CORRECTION DATE FOR THE TYPE A2
VICLATION SHALL NOT EXCEED JUNE 186,

|
0276,

2021.

10A NCAC 13F .0802(c)(3-4) Health Care

10A NCAC 13F .0802 Health Care

(c) The facility shall assure documentation of the
following In the resident's record:

(3) written procedures, freatments or orders from
a physiclan or other licensed health professional;
and

(4) implementation of procedures, treatments or
orders specified in Subparagraph (¢}(3) of this
Rule.
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pressures.

The findings are;

revealed:

pressures,

3:34pm revealed;

Care Coordinator

* This Rule Is not met as evidencad by:

i Based on intarviews and record reviews, the
faciilty falled to Implement orders for 1 of 5
sampled residents (#2) regarding weskly blood

1.Revlew of Resldent #2's FL-2 dated 03/25/21

-Diagnoses of diabetes mellitus type [l (DMII),
hemiparesis, muscle weakness, aphasia
following cerebral infarction, heart fallure,
unspedified atrial flutter, history of a
cardiovascular accident, history of a bilateral total
knee arthroplasty, and right sided weakness.

- ~She was on a regular diet with no added table

: salt and was Intermittently disoriented,

~There was an order for weekly blood pressures.

Review of Resident #2's previous FL-2 dated
03/23/20 revealed an order for weekly blood

Review of Resident #2's electronic medication
administration record (eMAR} dated March, April,
and May 2021 revealed no documentation of
weekly bloed presaures.

Interview with the Administratar on 05/12/21 at

-Implementation of orders on the FL-2 were
expected to be implemanted by the Resident

system. When a new order Is recelved
sant to appropriate provider, The order

residents Medical Chart,

ne orders have been missed.

compliance on order implementation.

Orders will be Implemsnted using the bucket

remain in that bucket until it has been processed
Onoe proceased the order will be filed n the

RCC and ED have completed shart audits 1o ensure. 81621

ED, RCC or deslgnes will complete chart audits
of 10 percant of census monthiy to ensure ongoing
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i

=She did not know why Residant #2's orders on
her FL-2 had net bean implemented.

Telephona Interview with & medleation alde (MA)
on 05/13/21 at 3:00pm revealed:

-When the primary care provider (PCP) wrote an
order, It was faxed to the pharmacy.

-The pharmacy placed the order on eMAR and
the RCC or Administrator would approve the
crder.

-1t was the MA's responsibility to obtain resident
blood pressures,

~She was not aware Resident #2 had an order for
weekly blood pressures,

Telephone interview with a medication
aide/supervisor (MA/S) on 06/13/21 at 3:54pm
revealed orders were processed by faxing tham
to the pharmacy who would subsequently place
the order on the eMAR,

Telephone interview with & pharmacist at the
facility's contracted pharmacy on 06/14/21 at
9:56am revealed:

~The pharmacy placed new orders on the sMAR
after they raceived the faxed order from the
facility.

-The pharmacy would generate a discontinue
order for a previcus order.

~They were unable to view the facility eMARs,
-The facility must accept the discontinue order to
have the previous order remaved from the aMAR.

Telephone interview with a.pharmacist at the

! facility's contracted pharmacy on 05/17/21 at

11:10am revealed:
~They did not have the FL-2 dated 03/25/21 on
file for Resident #2,

T
!
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bleod pressures for Resident #2.

 If they had received an order for Resldent #2 to
¢ have weekly blood pressures, the pharmacy

i would havs enterad the order on the sMAR to be
carried out.

-lt was Imporiant for Resident #2's safely to have
weekly blood pressures obtainad due to the
resldent's fall risk and history of stroke,

i Telephona interview with Resident #2's primary
care provider (PCP)} on 05/14/21 at 8:46am
revealad:

| -He ordered weskly blood pressures for Resident
| #2.

: ~He expactad the order for weekly biood

| pressures to be carried out as ordered,

+ -He did net know that Resldent #2's blood

' pressures had not been obtained.

- Telephone interview with the RCC on 05/14/21 at
1:32pm revesled:

~Bhe did not knew why Resldent #2's order for
weekly blood presaures was missed,

-She was responsible for scanning orders and
faxlng them to the phammacy for implementation.
-She was responsible for ansuring medication
orders showed Up accurately on the eMAR, -
-She would check the written order against the
order on the eMAR fo ensure accuracy, then
approve the arder on the eMAR.

-There was no system In place to check behind
the RCC.

Telephone interview with the Administrator on
05/14/21 at 1:32pm and 05/17/21 at 3;00pm
revealed:

-Orders wers faxed to the pharmacy, then placed
‘ on the eMAR, and had to be approved by the
+RCS. -

" -Btaff were not able o see orders on the eMAR
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‘ thet had nat been epproved.

| -Reslident #2's weekly blood pressure would have
| been documentsd on the sMAR If it had been

| implemented.

| ~She did not know why Resident #2's weekly

* blood pressure order had naver bean
Implemented.

-She would have expected Resident #2's weekly
blood pressure crder to have been implemented
within 24 business hours of recelving the order.
-She was concerned that Resldent #2's waekly
blood pressure order had never been
implemented.

-She expacted the eMAR to reflect accurate.
orders and documentation of what the resident
was administered for the resldent's safety.

D310} 10A NCAC 13F ,0904(0)(4) Nutrition and Food
Service

| 10A NCAC 13F 0904 Nutrition and Food Service
i (e) Therapsutic Disis in Adult Care Homes:

i (4) All therapeutic diets, Including nutritional

" supplements and thickened liquids, shall be

; served as ordered by the resident's physician.

This Rule is not met as evidenced by:

Based on obsarvations, interviews, and record

i reviews the facility failed to ensure 1 of 5 sampled
residents (#1) was served meals as ordered with
an order for no caffeine.

The findings are:

D276

D310

RCC or designee will pull dally vitals report to ensure

ongoing
proper follow up.
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Review of Resldent #1's currant FL-2 dated
02/09/21 reveeled:
-Diegnoses included hyperlipldemia, obesity,

| diabetes mellitus type 1l and schizoaffective

disorder of bipolar type.
~The resident was intermittently disorlented.
~There was no diet order on the FL-2.

Review of previous dist orders for Resident #1
revealed there was an order dated 12/10/20 for a
regular diet with no caffeine.

Review of the resident's diet list posted in the
dining room on 05/11/21 at 11:00am revealed:
-There were two dist lists posted.

-Rasident #1 was on a regular dlet on an undated

: diat list

-Resident #1 was on a regular diet with no
caffelne on a diet list dated 01/26/21.

Observation of Resident #1 on 05/12/21 at
12:00pm revealed:

-She was seated at a table alone in the dining
room for lunch,

-She was sarved approximataly 12 ounces of tea
with two packets of artificial sweetener with her
plated food for funch.

-She completed 75% of her lunch at 12:38pm and
had conaumed approximately 50% of her tea.

Interview with Resldent #1 on 06/12/21 at
12:38pm revealed:

-She loved to drink her sweet tea, but somatimes
it "tore her stomach up”.

-She had a time with her stomach on tha pravious
avening and she thought It may have been from
drinking her sweet tea.

Observation In the facility's kitchen on 05/12/21 at

D 310

Diet erder book and iheraFuﬁc diet list postedIn ~ [8-16-21
kitchen was audited by Dletary manager to ensure
all diets are current.

Educaticn provided to staff by ED on 5-21-21 onthe |5-21-21
importance of foltwolng diet orders when serving
resident meala.

4 40pi revealed:
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-Thera was & box of tea labeled as black jced tea
blend.

| ~There was no labsling to include the tea-was

- decaffelnated.

! Interview with a cook on 05/12/21 at 4:41pm
revaaled;
-She was not prasent during the residents’ lunch
| meal service today, (058712121).
| ~The facllity only had one type of tea on hand to
i serve to the residents.
| -The tea on hand was not decaffeinated.
; -Resident #1's distary restrictions inciuded no
1 caffelne.
 -Resident #1 was served either milk, juice, or
 water during her meals,
. -Resident #1 should not have been served tea
: with her lunch meal.
-She was not sure why Resident #1 could not
have caffelne.

Telephone Interview with a registered health
information technologlst with the Resident #1's
primary care provider's (PCP's) office on 06/17/21
at 10:12am revealed:

-In the resident's past medical history dated
01/20/18, there was documentation the resident
was on a regular no caffeine diet because the
resident had frequent headaches,

-There was documentation in the record the
resident continued to have frequent headaches.

Telephone interview with Resident #1's PGP on
05/17/21 at 10:05am revealed:

-Ha could not remember any specific orders

. regarding Resident #1's diet order or reascn the
" resident should not have caffeine.

| -He was currently not at the office and did not

- have access to the resident's records.

- -He expected &l orders 16 Be followad as

i
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orderad,

! Telephona interview with the Administrator on

1 06/17/21 at 2:59pm revealed:

i ~She and the Rasident Care Coordinator (RGC)

| monitored the restdents' meal service often slhce

| communal dining had resumed.
-During her observations of the residents' meal
service, she monitored the food served to the

| residents.

-8he thought the tea served to the residents was

decaffeinated.

i‘ -Resident #1 had been on a caffeine restricted

| diet for some fime now.

i -Resident #1 loved tc drink tea.

 ~After 05/12/21, she met with one of the cook's

| who was raspansible for ordering food for the

| facility and discussed purchasing daecaffeinated

" tea in the event Resident #1 wanted loa with her

| maals,

D 358 10A NCAC 13F .1004(a) Medication

Administration

10A NCAC 13F .1004 Medication Administration
(a) An adult care home shall assure that the
preparation and administretion of medications,
prescription and non-prescription, and treatments
by staff are in accordance with;

{1) orders by a licensed prescribing practiticner
which are maintained in the residant's record: and
(2) rules In this Secticn and the facility's policies
and procedures.

; This Rule s not met as evidenced by:
 Based on observations, interviews, and record
! reviews, the facllity falled to ensure the

____administration of medicatlons.as orderad for 2 of

D 310

D 358
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5 sampled residents (#3 and #4) regarding a
! medication for paln (#3) and a medication for
! seizures (#4).
The findings are:
1. Review of Residant #3's current FL-2 dated
08/24/20 revealed diagnoses includad RCCﬂQ& dlgaigness will pu(ljli m?lglcaﬁ?n compliance
report da ensure medications glven as ongoin
hygathyroldism, gastroparesls, anxlsty and prdered. PCP willl be notified of any discrepancyl :
anorexia,
Revlew of a subsequent medication order for
: Resident #3 dated 03/29/21 revealed:
; "There was an unsigned entry from facillty staff
: the resident had requested Acetaminophen
» 350mg added witn her 8:00pm madications so

the resident would not have to ask for it eveary
night. (Acetaminophen was a medication usad to
treat mild pain).

~Thera was an order for Acetaminophsn 350mg
every hour of sleep.

Review of a pharmacy request from the facility's
contracted pharmacy provider to Resident #3's
primary care provider (PCP) dated 03/29/21
revealed:

~The order for Acetaminophen was written for -
350mg.

-Acetaminophen did not have a strength of
350mg.

~'Did you mean 325mg or 850mg?"

: -There was an entry fo piease slarlfy the dosage.

: Review of a subsequent medication order for

Residant #3 dated 03/20/21 revealed there was
an order for Acetaminophan 326mg every hour of
sleep,

Review of Resident #3's March 2021 electronic

madication administration record (sMAR)
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revealed there was no entry for Acetaminophen
325mg every hour of sleep.

Review of a subsequent medication order for
Rasident #3 revealed there was an order for
Acetaminophen 500mg at bedtime and to
discontinue Acetaminophen 325mg dated
04720721,

Review of Resident #3's April 2021 eMAR
revealed:
~There was an entry for Acetaminophen 325mg at
bedtime with a schaduled administration time at
©:00pm.
-There was decumentation Acetaminophen was
administered from 04/01/21 - 04/25/21 with
excaptions on 04/06/21 with a reason
documented as the medication not being
available, on 04/07/21 with a reason documented
as waiting on family to bring supply, on 04/22/21
wlth a reason documented as not arrived from
pharmacy yet and 04/24/21 with a reason
documented as weiting en family to bring in.
-There was an entry for Acetaminophen 325 mg
to be discantinued on 04/25/21.
-There was an entry for Acataminophen 500mg &t
bedtime with a scheduled administration of
8:00am.
~There was documentation Acetaminophen
600mg was administered on 04/21/21.
-There was documentation Acetaminophen was
discontinued on 04/22/21.
-There were no additional entries or
+ decumentation of administration for
: Acetaminophen 500mg at bedtime.

' Review of Resident #3's May 2021 eMAR
revealad there was no entry for Acetaminophen

i 500mg at bedtime.
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Observation of Resident #3's medications on
hand on 05/12/21 ravealed one hottle of
Acstaminophen 325mg tablets.

Interview with Resident #3 on 05/11/21 at
10:302m revealed:

 -She had severa pain In her legs, hip and back.
| -She had neurapathy in her legs which caused a
! lot of pain and Instabllity In her lags.

~Her health was declining due to her diagnosis,
~She fook Acetaminophen from the medication
aldes (MAs) fo control her pain and a prescribed
medication tc help with nerve pain.

Interview with the Resident Care Coordinator
(RCC) on 04/12/21 at 1:08pm revealed:
-Resident #3 had a standing order for

! Acetaminophen as needed for paln.

+ -8he was not sure why Acataminophen 328mg at
| badtime was not started in March 2021,

| ~She was not sure why Acetaminophen 500mg at
i badtime was documentad as administered on

: 04/12/21 then discontinued.

. -8he was not sure why Acetaminophen 500mg at

bediime was not on Resident #3's sMAR in May
2021.

~She would review Resident #3's medication
orders and pravide follow-up information,

Review of Resident #3's Licensed Haalth
Professional Support (LHPS) evaluation dated
04/14/21 revealed:

-The resident complained of right leg pain when
standing.

-Acataminophen was ordered every 4 hours and
scheduled at hour of sleep,

-The resident recelved a dose {Acetaminophen)
prior the nurse's assessment.

Interview with a MA on 04/17/21 at 2:15pm
Division of Health Service Regulation
STATE FORM 845 B828F11 1 continuation shaet 46 of B2




lon of Health Service Regulation

BTATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 08/08/2021
FORM APPROVED

(X1) PROVIDER/SUF PLIER/CLIA
IDENTIFICATION NUMBER:

HAL018018

B. WING

{X2) MULTIPLE CONSTRUCTION
A. BUILDING:

R

(X3) DATE SURVEY
COMPLETED

06/17/2021

NAME OF PROVIDER CR SUPPLIER

CARTERET HOUSE

STREETADDRESS, GITY, STATE, ZIP GODE
3020 MARKET STREET
NEWPORT, NC 28570

X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICGIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

i D
' PREFIX
] TAG

T

| PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE AGTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

0%8)
COMPLETE
DATE

D358

Continued From page 46

revealed:
-She had provided care to Resident #3 often.

! -Residant #3 was in “tremendous severs pain” in

her hip, knees and legs.

-The resident took Acetaminophen for pain when
nesded but was not on any scheduled pain
medicaticns.

-She had administered Acetaminophen for pain
when needed to Resident #3,

Telephone Interview with a pharmacist with the
facility's contracted pharmacy provider on
05/17/21 at 11:55am revesled:

-The resldent was a profile only meaning no

, medications were dispensed from the pharmacy

and the resident's medication orders were added
to the facllity's eMAR saystem,
-0On 05/13/21, there was an order to discontinue

: Acetaminophen 500mg at hour of sleep and start
- Acetaminophen 500mg twice dally.

Telaphone interview with the RCC on 06/17/21 at
2:58pm revealed:

-Resident #3's scheduled Acetaminophen was
inadvertently discontinued off the sMAR._

-She and the RGC were able to discontinue
tesidents' medicaticns from the eMAR.

~She contacted Resident #3's primary care
provider (PCP) last week and advised the PCP
thal the resident's scheduled Acetaminophen was
discontinued in errcr,

-She and the PCP reviewed how often Resident
#3 was administerad the as neaded
Acetaminophen.

-The PCP provided an order for the resident to
receive Acetaminophen twice daily on a
schaduled hasis,

~She was not aware of any Isauss of Resident #3
having any increased, uncontrolled pain.

D 358

Education provided to MA's by RCC on thall
of responding to resident care concerns In a

dmely
manner,

During weekly carl audlt, If MA's note any discrepancles
on mR. Rég Is to be notified immediately, i

|
1

ortance 6-18-21

oengoing
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Telephona interview with the Administrator on
05/17/21 at 2:58pm revealsd:
-Resident #3's order for the acheduled

i Acetaminophen was discontinued Inadvertently

| from tha eMAR, :

: -Resident #3's order for the schaduled

r Acetaminophen was dlscontinued when the RCC
was (sarming the eMAR system,

| ~She and the RCC were now pulling a report dally

. and reviewed all changes to snsure medications

;’ were correct and accurate.

, -Resident #3 should have racsived

i Acetaminephen scheduled as ordered by her
PCP.

Telephone Interview with Resident #3's PCP on
I 05/14/21 at 8:45am revealad:
i -He expeoted all medications to be administered
- to the resldents as ordered.
' -Acetaminophen was ordered for Resldent #3 to
| help the resident's pain, help the resident relax
j and rest at night.

| 2, Raview of Resldent #4's FL-2 dated 12/21/20
| revealed;

 -Diaghoses included conduction disorder (heart
; disorder), hyperlipidemia {high cholesterol),

; hypertensicn (high blood prassure and when left
. untreatad could complicate heart dissass),
 anemia (low hemoglobin which carries oxygen
through the body}, coronary artery disaass, and
heart valve replacement,

-The resldent was constantly discriented,

Review of Review of Resident #4's medication
orders dated 03/02/21 revealed and order for
Keppra {a medication used to treat seizure
disorders) 500mg every 12 hours at 8:00am and
l G:OOpm.
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Review of Resident #4’s slectronic medication

I administration record (eMAR) dated April 2021
revealed:
+ -There was an entry to adminlstsr Keppra 500mg
i at 8:00am and 8:00pm as ordered.
: -There was no documentation Keppra 500mg
i was adrministered on 04/08/21 at B:00am,
i i ~There was no documentaticn Keppra 600mg
. was administered on 04/26/21 at 8:00pm,
-Thare was no documentation Keppra 500mg
' wes administered on 04/27/21 at B:00am.
: : -There was no documentation why Keppra was
. not administered on any of the above dates,
|
i Telephone interview with a medication aide (MA)
on 05/13/21 at 3:00pm revealsd:
~When administering medications, she ensurad
| the reskdent received accurate medications by
i comparing what she was administering to the
resldents eMAR.
-She did not know why it was not documented
that Resident #4 racelved his Keppra on
04/08/21, 04/26/21, or 04/27/21.
-The Keppra tablets came in the bubble packs
: with other pills that wera supplied by the
i ! pharmacy, se the resident should have recelved
; ; the madication as ordered if the other
mad!catlons had been administered.

; Telephone interview with Resident #4's primary

i care providar (PCP) on 05/14/21 at 8:48am
revealed:

, -He expected medications to be administered as

' ordered,

| -If medications were not administered as ordered,
! it could affect the resident’s blood level of the

! madication, and possible cause nagative

| outcomes.

| -He had not been notified that Resident ##4 had
I

1 not recelve his Keppra medication on 04/08/21,
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04/26/21, or 04/27/21,

-Resident #4's blood level could have dropped
due to missing his doses of Keppra causing a
seizure,

| Telephone interviow with a pharmacist at the
facility's contracted pharmacy on 08/14/21 &
9:66am revealed:

-The pharmacy dispensed 56 pilis (28-day supply)
of Keppra for Resident #4 on 03/18/21.

! =The pharmacy dispensed 56 pllls (28-day supply)
i of Keppra for Resident #4 on 04/45/21.

: ~There was no order on file to hold the doses of

i Koppra on 04/08/21, 04/26/21, or C4/27/21,

i ~There was no reason for Resident #4 to miss

| any doses of his Keppra.

; -Resident #4 could have experienced a seizure

; dus to missing his doses of Keppra.

r

Observation of Resident #4's medication on hand
on 05/12/21 at 12:00 reveaied that Resident #4
had Keppra available for administration.

Telephone interview with the Resident Care
Coordinator (RCC)on 06/17/21 at 1:32pm
revealad:

-She expected Resident #4's medications ta bs
administered as ordered.

-She was not sure why it was not documented
that Resident #4 received his Keppra on
04/08/21, 04/26/21, or 041277121,

| Telephone interview with the Administrator on

| 08/17/21 at 3:00pm revealed:

i -She expected Resident #4's medications to be

. administered as ordered.

, -She was not sure why it was not documented
that Rasident #4 received his Keppra on

: 04/08/21, 04/26/21, or 04127721,

D 358

| -She was concamed that he order was not
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carrled out and could have caused potential harm
to the resident.

-8he expected residents to raceive their
medications for thelr safety end overall health.

D 367| 10A NCAC 13F .1004()) Medication D 367
Administration
Tralning was compleled on 6-18-21 with MA's 6-18-21
10A NCAC 13F .1004 Medication Administration EVIAR Such a8 Ml meatne of 1o
() The resident's medication administration PGP.

record (MAR) shall be accurate and include the
followling:

: {1) restdent's name; ‘

i {2) name of the medicetion or treatment order;
(3) strength and dosaga or quantliy of medication
administered;

{4) Instructions for administering the medication i
. or treatment; gCA;g m}:ﬁ ‘.r;% g gﬁl‘li-a insulin anvctl ﬁ' acéerg]er mv?m : ongoing
{6) reason or justification for the administration of I ng weekly visit. :
medications or treatments as nesded (PRN) and oo i CuoNslivgs s S mens,
documenting the resulting effect on the resident:
{6) date and time of adminlstration;

{7} documentation of any omission of
madications or treatments and the reason for the
amission, Including refusals: end,

(8} name or Inltials of the person administering
the medication or treatment. If initials are used, a i
signature equivalent fo those initials is to be
documented and maintained with the medication
administration record (MAR).

This Rule s not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility falled to ensure the electronic
; medication administration records (eMARs) were
; accurate for 3 of & sampled residents (#2, #3, #4)
regarding duplicate medication arders on the —

LeMARs-and.the-omission-of.documenting ;
i J
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additional insulin medication orders and
administration on the eMARs.
The findings are;

1.Review of Resident #2's FL-2 dated 03/25/21
revealed:

-Diagnoses of diabates mellitus type i {DMI1),
hemiparesis, muscle weakness, aphasla
following cerebral infarction, heart failure,
unspacified atrial flutter, history of a :
cardiovascular accident, history of a bllateral total
knee arthroplasty, and right sided weakness, i
~She was intermittently disorlented.

Review of Resident #2's care plan dated 03/18/21
revealed the resident required LHPS tasks for
finger stick blood sugar (FSBS) testing and
insulln Injections.

a, Review of Resldent #2's renewed physician's ;
orders dated 03/25/21 revealad: . i
-There was an order for Novolog U-100 aspart
solution; 100unit/m! per sliding scale thrae times
per day before meals at 7:30am, 11:30am, and
5:30pm, with a directive to call the primary care
pravider (PCP) for a FSBS greater then 400,
-There was an order for FSBS testing before
bedtime at 8:00pm with a directive to call the PCP
. for a FSBS less than 80 or greater than 350,

Review of Resldent #2's progress notes revealsd:
-There was an entry dated 01/07/21 that the PCP
was notified of the resident's FSBS outside of
parameter at 550 at 8:00am with an crder from
tha PCP to administer 5 units of additional insufin
and to recheck the blood sugar In 30-minutes.

s .| The PCP was nofified of tha 30-minute re-chack . . . | __ dos ls SIS
of FSBS at 482 with no additional orders.

“There was an entry dated 02/02/21 10:51pm that
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{ the PCP was notified of the resident's FSBS
 outside of parameter at 362,

-There was an entry dated 02/09/21 at 11:42 pm
that the PCP was notlfied of the resident's FSBS
outside of parameter at 413 with 5 units of insulin
administerad.

-Thare was an entry on 04/03/21 at B:30pm that
the PCP was natifled of the resident's FSBS
outside of parameter at 454 with 5 units of insulin
administerad and an order to administer 10 unlts
of additional insulin,

-There was an entry dated 06/06/21 at 9:00pm
that the PCP was notifled of the resident's FSBS
ouiside of parameter at 393 with an order to
administer 10 units of insulin.

-There was an entry dated 05/09/21 at 8:30pm
that the PCP was notified of the resident's FSBS
outside of parameter at 558 with an order to
administer 10 units of Insulin and recheck the
FSBS In 2-hours.

-There was an enfry on 056/10/21 at B:35pm that
the PCP was notified of the resident's FSBS
outside of paramster at 375.

Review of Resident #3's alectronic medication
edministration records (eMARs) dated March,
April, and May 2021 revealed:

-There was an entry to adminlstar sliding scale
Insulin three times per day before meals and
befors bed.

-There was documentation on 04/03/21 In which
the resident's FSBS was 454 which was outside
parameter.

! ~There was documentation on 05/06/21 In which
" the resident's FSBS was 393 which was outside
* parameter.

' “There was documen

tatio

(SO S D i d

n on 06/09/21 in wh

-LHPS nurse provided education to MA's
on diabetes to include FSBS, and the
im?ortance of notifying PCP of FSBS
out of parameters,

6-11-21

parameter.

| =There was documantation on 05/10/21 in which
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, the resident's FSBS was 375 which was outslde
' parameter,

| <There were no entries documenting the

i additional FSBS checks ar crders of insulin

i adminlsterad fo the resldent on the MARs for

i FSBS that were outside of parametars as

: indlcated by tha resident's progress notes,

! Telephone interview with a medication alde {MA)

i on 06/13/21 at 3:00pm revealed:

| -Verbal or telaphone orders from the PCP or

| on-call provider would be documented on a

i Physician order sheet, faxed fo tha pharmaay,

- then submittad to the Resldent Care Coordinator

" (RCC) or Adminlstrator except for Insulin orders.

i ~Insulin orders wers not faxed to the pharmacy
and were only documented on the 24-hour shiit

{ report.

. -Other shifts would know what was administered

i to the resident per verbal report or review of tha

24-hour shift report.

-She was unsure why they did not document

additional insulin on the sMAR,

Telephone Interview with a medication
aide/supervisor (MA/S) on 05/13/21 at 3:54pm
revesled:

~Verbal or telephone orders for additional FSBS
and insulin were documented on the resident
progress notes.

-Other verbal or telephone medication orders
were written on a physician order sheet and faxad
to the pharmacy.

-Tha pharmacy was available to the facility
24-hours per day.

-One-iime dosas orders of insulin were not faxad
to the pharmacy Ike other medication orders
_were

D 367

Diet order book and theraputic diet list 6-16-21
ﬁ‘osted in kitchen has been audited by

@ Dietary Manager to ensure al| diets
are current.

Education provided to staff o 5-21-214 on | 52121
the importance of following diet orders
when serving resident meals,

~She did not know why the facility's procass did

not fax additional insulin orders pharmacy.
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Continued From page 54

-If it was not documented on a resident progress
note, It was documented on the 24-hour shift
report,

-Additional Insulin was the only medication they
did not document on the eMAR.

-She was concernad that addifional insufin not
documented on the eMAR could be safety issue
due to insulln being a high risk/high alert
medication and risk the resident getting too much
Insulln if not documented accurately.

-She had not reported her concsrns to anyone

. and did not know why.

Attermpted review of the facility's 24-hour shift
reports on 05/13/21 and 05/17/21 was
unsuccessful and not provided by the facility by
survey exit.

Telephone interview with Resident #2's PCP on
05/14/21 at B:48am and 05/17/21 at 9.62am
ravealed:

-Ha expectad the facility staff to document all
insulln administration on the resident’s eMAR so
when he assessad the resident he could review
the eMAR for patterns in the resident's FSBS
outside of parameters and addifional needs of
insulin to provide further intervantions, and
poasibly adjust her diet arder to properly manage
her dlabetes untli she saw the endocrinologist,
-He was not aware the facility did not document
additional FSBS and insulin on the eMAR,

-It was impossible for him to remember
everything about every resident ha serviced.

! “The resident could have negative outcomes

! related to her diabetes that included renal fallure,
! ophthalmic (eye) issues, and clrculation issues

i with severlty depanding on the length of time her

FSBS wera pootly contralled

D 367

Intarview with a pharmacist at the facility's
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contracted pharmacy provider on 05/17/21 at
11:10am revealed:

-There was nc documentation that the facllity had
faxed additional orders of Insulin neaded for
FESBS outside of parameters to the pharmacy to
he placed on the eMAR for documentation,

-If the Facility did not fax the order to the
pharmecy, the order woulkd not be placed on the
eMAR for the facllity staff fo document
administration.

-If the additional insulin needs were not

I- documented on the eMAR, it would affect the

| consuitant pharmacist's ability to make

' recommendatlons to Resident #2's PCP or

I endocrine provider tc gulde the resident's care.

: “With Resident #2's history of high FSBS, she

! was concerned that the providers could not see
i the documentaticn of additional needs for insulin
i on the eMAR becausa it could affect their

i decision to make medication adjustments for the
resident that would be beneficial in prevenling
hypoglycemia (low blocd sugar),

-Increased FSBS could lead to renal issues,
kidney fallure, clrculation issues, eyesight issues,
increased risk for infection and delayed wound
healing, a decrease In the overall quality cf life,
diabetic comna, or death. 1

Telephone interview with the RCC on 05/14/21 at
1:32pm revealed:
-She was responsible for ensuring medication
orders showed up accurately on the eMAR.
-The facility's process to document exira FSBS
and doses of Insulin was to place the
documantation of the medication into a progtess
note or a 24-hour shift report.
-The 24-hour shift report was not part of the

cord

-if the PCP did not see what he was looking for
on the eMAR, The stail would pull the Information
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for him if he asked for it,

g Tolephone Interview with tho Administrator on

j 06/17/21 at 3:00pm revealed:

| *Medicaticns should be documentsd on the

. 6MAR to accurately reflect what a resident was
| ! adminlsterad.

: -She expected the eMAR to reflect accurate

! orders and documentation of what the resident
. was administered for the resident's safety.

b. Review of Resldant #2's renewed medication
ordars signed by the primary care provider (PCP)
on 03/25/21 revealed:

~There was a duplicate order for Lavemir
FlexTouch U-100 insulin,

~There was an order with a start date of 12/24/20
with no end date for Levemir FlexTouch U-100
insulin (used to lewer elevated blood sugar
leveis), inject 48 units subcutaneously, every
morning at 8:00am.

-There wag another order with a start date of
02/07/21 and no end date for Levemir FlexTouch
U-10G insulin, inject 48 hours subcutaneously,
every morning at 8:00am,

Review of Resident #2's electronic medication
administration record (eMAR) dated March 2021
revealed;

-There were duplicate entries for Levemir
FlexTouch U-100 insulin.

~There was an antry with a start date of 12/24/20
to administer Levemir FlexTouch U~100 Insulin
daily, 48 units at 8:00am.

~Tha Levemir with a start date of 12/24/20 was

! documented as administered as ordered

| 03/01/21-03/31/21,
try with a start date of 02/07/21

MA's were Inserviced on 5-21-21 bg RCC and ED on I
regm‘ting duplicate orders te tha R }

RCC or designee will clarify and d/c dupllcale order
from the e-mar.
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C or designes. 5-21-21

_.fltlm:a_mimu

to administer Levemir FlexTouch U-100 Ingulin,
~48 units daily at 8:00am.
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-The Levemir with a start date of 02/07/21 was
documented as adminlsterad on 03/21/21.
-The Levemir with a start date of 02/07/21 was
documented as "Not Administered: Other
Comment: Duplicate Order” from
03/04/24-03/20/21 and 03/22/21-03/31/21.
-There was documantation that Resldent #2
racslved two doses of Levemir insulin (88 unlis)
on 03/21/21,

Review of Resident #2's eMAR dated April 2021

i revealed;

-There were duplicate entries for Lavemir
FlexTouch U-100 insulin.

-There was an entry with a start date of 12/24/20
and an end dafe of 04/14/21 to administer
Levemir FlexTouch U-100 Insulin deily, 48 units at
8:00am.

~The Levemir with a start cate of 12/24/20 was
documented as administered as ordered for 12 of
30 days on 04/01/21-04/08/21 and
04111/21-04/14721.

-The Levemir with a start date of 12/24/20 was
documented as "Not Administered: Other
Comment: Duplicate Order” 2 of 30 days from
04/09/21-04/10/21. !
-There was an entry with a start date of 02/07/21 i
to administer Levemir FlexTouch U-100 insuiin 48
units daily at 8:00am. ;
~The Levemir with a start date of 02/07/21 was
documented as administered as ordered 17 of 30
days on 04/09/10-04/10/21 and

| 04/16/21-04/30/21.

~The Levemir with a start date of 02/07/21 was

i documented as "Not Aciministered: Other

i Comment: Duplicate Order” 12 of 30 days from

i‘ 04/01/21-04/08/21 and 04/11/21-04/14/21,

' Telephone interview with Resident #2's primary

-~ care providar (PCP) on 06/14121 at B:46am
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revealed: ;
-He expected duplicate medications to bs clarified !
+ and administered as orderad.

— .| pharmacist at the facllity's contracted pharmacy____.

* «He could not recall If facllity staff had contacted
him regarding Resldent #2's medications.

Telephone interview with a MA at Resldent #2's

endocrinology office on 06/17/21 at 8:21am

revealed:

~They had not received any communication from

the facility regarding the resident's medication

order or care.

-t was Important to administer medications .

; corractly as ordered to prevent resident harm.

! If the resicent had recelved a double dose of the

| Levemir Insulin, the resident would have required

1 30-minute blood glucose monitoring with a enack
nearby due to the risk of hypoglycemia from

; receiving too much Insulin.

: =The endocrinologist would have expected fo be

| notified If tha resident received a double doss of

i the Insufin.

| Review of Resident #2's record revesled thers

1 was no documentation that the resident had any

| adverse outcome from racelving the dauble dose

+ of Levemir on 03/21/21 or that the resident's PCP
; or endocrinolegist were notified of the duplicate

; adminlstration of Levemir insulin on 03/21/21,

!

" Refer to the telephane Interview with a medication
" alde (MA) on 05/13/21 at 3:00pm.

1

: Refer to the telephone interview with a medication
: alde/supervisor (MA/S) on 05/13/21 at 3:54pm.

- Refer fo the telephone interview with a

on 05/14/21 at 9;58am,
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Refer to the telsphone interview with the Residant
i Care Coordinator (RCC) on 06/14/21 at 1:32pm.
| -
' Refer fo the Interview with the Administrator on
! 05/12/21 at 3:34pm.,
Refer to the telephone interview with the
i Administrator on 05/14/21 at 1:32pm,

2. Review of Resident #4's FL-2 dated 12/21/20
reveeled;

-Dlagnosas Included conduction digorder (heart
disorder), hyperfipidemia, hypertension, anemia,
coronary artery disease, and heart valve
replacemant.

-The resident was constantly disoriented.

a.Review of Resldent #4's record revealed an
order dated 04/28/21 for Coumadin (a blood
thinner used to prevent blood clots) 5mg daily
except 7.6mg on Mondays and Fridays.

Review of Resident #4's electronic medication
administration (eMAR) record dated May 2021
revealed:

-There was anentry to adminlster Coumadin bmg
daily.

-There was an entry to administer Coumadin
2.6mg with a 5mg tablet an Mendays and Fridays
to equal 7.5mg.

-There was anothar entry on 05/03/21 to
administer Coumadin 5mg daily.

-There was another entry on 05/03/21 to
administer Coumadin 2.5mg with 8 5mg tablet on
Mondays and Fridays to equal 7.6mg.

-There was documentation by a MA that the
resident was administered Coumadin Smg and
.2.5mg to equal 7.5mg on 05/03/21

D 367

-There was aiso documentation by the Resident

¢

Care Coordmator (RGC) that the resigent was.
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administered a second dose of Coumadin Bmg
and 2,6mg to equal 7.5mg on 05/03/21.

: Telephone interview with a medication aide (MA)
on 06/13/21 at 3:00pm revealed she was very
careful when administerad high risk medications
such as Coumadin to ensure safety.

Review of Resident #4's record revealed there
was no order to administer the Goumadin 7.5mg
twice on 05/03/21,

Telephone Interview with Resident #4's primary
care provider (PCP} on 05/14/21 at 8;46am
revealed:

: -He expected duplicate medications to be clarified
" and administered as ordered.

- -He had not been notified that Resident #4 had
been given a double dose of Coumadin 7.5mg on
Qb/03/21,

-Coumadin 7.5mg had not been ordered to be
adminisiered twice on 05/03/21.

-Resident #4's international normalized ratio
(INR) valus {how thin the resident's bicod was)
was glready too high and having an extra dose of
Coumadin 7.5mg was conceming bocause it
could have caused the resident to have |ssues
related fo bleeding.

Telephone Interview with a pharmacist at the
facility's contracted pharmacy on 056/14/21 at
0:66am revealed:

~The pharmacy had not recelved an order lo
administer Resident #4's Coumadin 7.5mg twice
on 05/03/21.

-If Resident #4 had received a double dose of
Coumadin, his blood would have been too thin
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death if he had experienced an Injury.
" “Resident14's F’%P or cardiologist should have
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been notified If Resldent #4 had recelved foo
much Coumadin to ensure proper monitoring and
managsement of his medication.

_ Telephone interview with the RCC on 05/14/21 at

1:32pm revealed:

-On 05/03/21, she had recelved a new delivery of
Resldent #4's Coumadin 2.5mg and 5mg doses.
-She had forgotten to enter the medication at a
schedule IV medication so that the system would
count the number of pills adminlstered and
number of pills on hand in the computer system.
-She discontinued the orlginal entry and
resntered the medication correctly.

-She documented that she administered the
7.5mg of Coumadin on 05/03/21 to Resident #4
to show the number of medication tablets on
hand to be correct in the system.

~8he did not actually give Resident #4 the 7.5mg
of Caumadin on 056/03/21, she only documented
it.

. «There was no way to go back and un-chart the
' administration of & medication to show accuracy

on the eMAR of what Resident #4 was
administered.

-She should have writtan a note on the MAR to
explain that she did not actually administer the
medication to clarify the entry.

b. Review of Resident #4's medication orders
datad 03/02/21 revealed:

-There was an order with a start date of 11/12/19
for Lipitor {2 medication used to treat high
cholesterol} 20mg daily at 8:00am.

~There was ah order with & start date of 02/03/21
for Lipitor 40mg daily at 8:00am.

Review of Resident #4's slectronic medication _

D 367

administration record (eMAR) for March 2021

i

revealed:
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~There was an entry for Lipitor 20mg dally at
8:00pm.

~There was an entry for Lipitor 40mg dally &t
9:00pm.

~Lipitor 20mg was documented as administarad
i for 16 of 31 days in March 2021 on 03/01/21,

i 03/03721, 03/06/21, 03/08/21, Q3M4/21,
03/16/21-03/17/21, 053/18/21-05/20/21,
08/22/21-03/23/21, and 03/27/21-03/31/24.
-Lipltor 20mg was doctmented as "Not
Administered: Other Comment: Resident s on
40mg", "Not Administerad: On Hold: Neads

! Clarifications”, or "Not Administered:

! Discontinued Comment: dosage changed fo

: 40mg" for 16 of 31 days in March 2021 on

1 03/02/21, 03/04/21, 03/06/21, 03/07/21,

i 03/08/21-03/13/21, 03/15/21, 03/18/21, 03721121,
i 03/24/21-08/28/21,

i ~Lipitor 40mg was documented as administared
| a8 ordered from 03/01/21-03/31/21.

: Review of Resident #14's sMAR dated April 2021
revealed;

| ~There was an entry for Lipitor 20mg daily at

: B:00pm with a discontinue date of 04/21/21.

¢ -There was an entry for Lipitor 40mg daily at

! B:0Cpm.

. -Llpltor 20mg was documented as administered

i for 17 of 21 days in April 2021 on

+ 04/01/21-04/06/21, 04/08/21, Q4/10/21-04/14/21,

and 04/18/21-04/19/21.

~Lipitor 20mg was documentsd as *Not

Administered: Other Comment: Resldent takes

40mg not 20mg" or "Not Administered: On Hold:

Resident Is on 40mg nat 20mg" for 4 of 21 days

in April 2021 on 04/07721, 04/09/21, 04/15/21 and

04/20/21.

-Lipiter 40mg was documented as administered

D 367

as ordered from 03/01/21-03/31/21.
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Telaphone interview with a medication aide (MA)
on 06/13/21 at 3:00pm revealed:

-Resident #4's |ast cart audit was performed on
0510721,

-If there was a duplicate order, she would clarify
the order and confirm which order to follow,

~-She did not recall Resident #4 having both Lipitor
20mg and Lipitor 40mg on hand.

Telephone interview with Resident #2's primary
care provider (PCP) on 05/14/21 at 8:46am
revealed;

-He expected duplicate medications to be clarified
and medications to be administered as ordered,
-He had not been notified by facility staff
regarding Resldent #4's duplicate Lipitor
medication orders,

-Having too much Lipitor could have dropped
Resident #4's cholestero! too low and he would
need a cholesterol laboratory evaluation to
ensure the Resident's levels wens okay,

Telephone interview with a pharmacist at the

! facilty's contracted pharmacy on 05/14/21 at

i 9:56am reveslad:

. -Resident #4's Lipitor 20mg should have been

| discontinued on 11/02/20 per ordets on file.

; ~Itwas the facllity's responelbility to discontinue
i the Lipitor 20mg on the eMAR.

| -Resldent #4's Lipitor 40mg began on 11/02/20.
i -Reslident #4's orders dated 03/02/21 had been
faxed to the phamacy, but the facility was
respensiblo to clarify duplicate orders and the
pharrmacy assumed the most recent order for
Lipitor 40mg was the accurate crder.

: -If Resident #4 had been administsred too much
¢ Lipitor it could have caused liver toxicity and

muscle aches,

D 387

~Lipitor came in multi-dose packs with other pills

from the pharmeacy for the resident.
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—— administered from Q4/10/21 - 04/30/21.

' -Lipitor 20mg had not neen dispensed to the
. facllity for Resident #4 sincs It had besn
discontinued.

Telephone Interview with the RGC on 05/14121 at
1:32pm revealad:

-8he was not sure why facllity staff documented
administering Resident #4 both the 20mg and
40mg Llpiter If the 20mg was not on hand,

-She expecied facility staff to compare the
medication on hand that they administered to the
| BMAR and document acourately,

i 3. Review of Resident #1's currant FL-2 dated
02/08/21 revealed:

~Diagnoses included hyperlipidemia, obssity,

| clabetes mellitus type If and schizoaffactive

| disorder of bipolar type.

~There was & handwritten entry In the medication
saction of the FL.-2 to "sae" the attachad signed
physician orders.

~There was a medication order attached to the
FL-2 for Risperidone 1 mg every morning.
{Risperidone s used to treat certain mentalimaood
diserders),

Raview of Resident #1's April 2021 electronic
medicatioh adminlstration record (eMAR)
revealed:

-There was ah entry for Risperidone 1 mg every
morning with & schedulad administration time of
8:00am with a discontinued date of 04/09/21,
~There was documentation Risperidone 1 mg was
administered from 04/01/21 - 04/09/21.

-There was a sacond entry for Risperidone 1 mg
every morning with a scheduled administration
tima of 8:00am.,

~There was documentation Risperidone 1 mg was

~There was a third antry for Risparidone 1 mg
every moming with a scheduled administration

Division of Feaiih Service Regulation
STATE FORM
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8:00am.

eMAR.

| administration.

| revealad:

i ~There was documentation Risperidone 1 mg was
| administered from on 04/4 8/21, 047121,

| 04/18/20 and 04/20/21.

 ~ Risperldone 1 mg every mering was

! documented as being administerad twice on
04/16/21, 04/17/21, 04/18/20 and 04/20/21 at

Telephone interview with a pharmacist with the
facility's contracted pharmacy provider on
06/14/21 at 9:54pm revealed:

-A 7 day supply of Resident #1's medications was
dellvered to the facility in a multi-dose packaging
for the scheduled timas of administration,
-Resldent #1 was dispensed only ona dose of

i Risperidone 1 mg every morning.

. ~The two entries of Risperidone 1 mg every

* morning was documantsd as belng administered
: twice on 04/16/21, 04/17/21, 04/18/20 and

| 04/20/21 at 8:00am was a duplicats entry on tha

~The pharmacy could not view the residents'
eMARS from the facility for documentation of

Telephone interview with the Resident Care
Coordinator (RCC) on 05/14/21 at 1:33pm

-There was currently not a process for reviewing
the residents' eMARS for accuracy of medication,
-She had informed the madication aldes (MAs)
when there were any times duplicate madications
wara ssen on the residents' eMARs to notify her.
-She was not aware thers were two entriss on

. Resident #1's Aprll 2021 eMAR Risperidene 1 mg
! every mormning with a scheduled administration

lime.of 8:00am.
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06/13/21 at 3:00pm.

Refer to the telsphone interview with a medication
alde/supervisor (MA/S) on 06/13/21 at 3:54pm.

Refer to the telephone interview with a '
pharmacist at the facility's contracted pharmecy :
on 05/14/21 at 9:56am.

Refer to the telephone interview with the RCC on
05/14/21 at 1:32pm,

: Refer to.the interview with the Administrator on : :
; 05/12/21 gt 3:34pm and via telephons on i
05/14/21 &t 1:32pm.

: Telephone interview with a MA on 05/13/21 at

- 3:00pm revealed;

- ~8he ensured medication orders were correct by

- leaking at the active orders and reporting any
duplicate orders to the RCC.

-When the PCP wrotz an order, It was faxed to
the phamacy.

-Pharmacy then placed the order on the eMAR
and the RCC or Administrator would approve the
order,

~Cart audits were dane Mondays - Thursdays and
turned into the RCC to ensure eMAR orders were
eccurate and medications on hand were
available.

-Cart audits included comparing the resident's
active medication orders to the medications on
hand and throwing away madications that were
out of date. i
-When administering medications, she ensured
the resldent got the accurate medications by
comparing what she was administering to the
et oMAR,

-If there was a duplicate order, she would:larify

the order and confirm WhIch ordar to follow.
Division of Heaith Sarvice Regulation
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.=She was responsible_for. scanning orders and
: faxing them to the pharmacy.

Continued From page 67

Telephone interview with & MA/S on 05713121 at
3:64pm revealed:

-Medications ordsrs wers processed by faxing
them to the pharmacy who would subssquently
place the order on the eMAR, ;

~The pharmacy was avallable as a resource to
the facllity stalf 24-hours per day.

: -Having duplicate orders or duplicate
i administration of medications or the eMAR could

pose a safety risk to the resident.

Telephone interview with a pharmacist st the
facility's contracted phamacy on 05/14/21 at
9:56am revealed:

-The pharmacy placed medication orders on the
©MAR after they received the faxed order from
the facllity.

~They wera unable to view the facllity eMARs and

. see documentation or duplicate orders.

-New orders for a medication that were previously
ordared would generate a discontinue order on
the previous orders,

~The facllity must accept the discontinue ordar to
have the previous order removed from the eMAR.
~If the facility did not accept the discontinue order,
there would be a duplicate order on the eMAR.
-Duplicate medications on the MAR could pose a
safely issue to a resident,

-Duplicate medication orders could ba
adminlstered twice causing a medication srror.
~The facility was responsible to ensure eMAR
accuracy end carefully manage the resident's
eMAR.

Telephone interview with the RCC on 05/14/21 at
1:32pm revealed:

D 387

MA's were Inserviced on 5.21-21 by
regonlng duplicale orders to the R
RCC or dasignea wil ¢larify and d/a duplicate order
from thg e-mar, |

RCC and ED on

C or designee. 5-21-21

-She was responsible Tor ensuring medicafion
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orders showed up accurately on the eMAR.

~She would check the written order against the
order on the eMAR to ensure accuracy, then
approve the crder on the sMAR.

~There was ne audit system in place to chack
behind the RCC,

-Tha MAs were reaponsible tc perform cart audiis
once per week comparing the eMAR to the
physician orders, to the madications an hand, and
then turn the audits Into the RCC.

! -She revlewed the cart audits and followed up on
them,

-She had been aware that there were "a lot of
duplicate” medication orders on the eMARs,

-She expected staff to call her, day or night, to
notify her of this issue because only the RCC and
the Adminlstrator had access to fix the Jssue on
the eMAR,

Interview with the Administrator on 05/12/21 at
3:34pm revealed:

-The RCC was new and still In treining,
~Clarification of medications was expected to be
completed by the RCC with'n 24 business hours.
~Orders were faxed to the pharmacy, then placed
on the eMAR, then had to be appravad by the
RCC.

i -Staff were not able to sse medication crders on
! the eMAR that had not been approved,

 ~The RCC was responsible to accept the

| discontinued orders to have them removed from
! the eMAR.

; Telephena interview with the Administrator on

: 05M4/21 at 1:32pm revealed:

! “The RCC assumed that the previous arders had
; been automatically discontinued and she had not
been. going back to manually accapt tha__
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discontinued orders.

 -ldentifying duplicate medlcation orders had been
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challenging and was belng corrected via on-going
education with the facillty staff,
-She expected the MAs to call and clarify
i duplicate medications that appeared oh the MAR,
i <t was concarning that duplicate medications
! were not ldentified because she wantad the
! residents to receive the proper dosing of
i madication for thelr safety and overall hoalth,
1 <It was important to clarify medicatlons to ensure
the resident was administered medications
properly as ordered fo prevant wraong doses and
unnaecassary testing,
-She expected the eMAR to reflect accurate
orders and documentation of what the resident
was adminlstered for the resident's safety.

D 406 10A NCAG 13F ,1009(b) Pharmaceutical Care
10A NCAC 13F .1009 Pharmaceutical Care

{b) The facility shall assure action is taken as

- needed In response to the medicatlon review and
| documented, Including that the physician or

; appropriate health professional has been

;{ infoermed of the findings when necessary,

This Rule Is not met as evidenced by:

Based on Interviews and record reviews, the
facility failed to follow up on pharmacy review
recommandations for 2 of 5 sampled residents
(i and #4).

! The findings are:
|

1. Review of Resident #1's current FL-2 dated

D 387

D 406

The quarterly pharmacy reviews will be noted
by the RCC, ED or designee and placed in the
PCP's file for ravew and follow up.

The signed pharmacy reviews will be sant to the.
pharmacy br the RCC or designee and any
changes will be noted on the E-Mar ang
documented by the RCC or dssignee In a
progress note.

e ‘ 02/09/21 revealed:———

ongolng

ongoing

-Z;/' (%c/w/ i
/%)ﬂ/%g {( /0@-’” MS Sior
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D 408 | Continued From page 70

diabetes mellitus type Il and echizoaffactive
disorder of bipolar type,

~The resldent was intermittendly disoriented.
~The resident was ambulatory.

Review of Resident #1's record revealed thera
were no quarterly pharmacy reviews or

| documentation the primary care previder (PCP)
- had been informed of any of the findings and
recommendations,

i Review of a fax received from the facility's
| pharmacy provider on 05/14/2% revealed
: Resldent #1's quarterly pharmacy reviews from

| June 2020 - March 2020.
|

| Review of Resident #1's quarterly pharmacy

review dated 03/03/21 revaaled:

~There was a recommendation to please consider

monitoring the resident's Depakote level,

complete blood count (CBC) and complate

matabolic profile (CMP) on the next convenient

lab day.

~There was an entry If done at the primary care

provider's (PCP's) office recently to comment

below.

-The resident recently experienced a fall on

731121,

-A comprehensive review of the medical record
was conducted, identifying the following

' medicatlons which might contributs to falls

! Xanax, Haldol, Depakote, Risperdal, Sertraling

| and Trazadone. (Xanax is a madication used to

i treat anxiety. Haldol is a medication used to treat

i mood and behavior, Depakote is a medication
used fo treat and stabilize mood. Risperdal is a

. medication used to treat mental disorders,

| Sertraline Is used to treat mental and mood

disorders, Jrazodone is used to treat degressi;a_ﬁ

O I

D 406

Pharma
basls. E
that reviaws are

PCP will raview
follow up during

review will continue on a quarerly
or designes will be netlfied by phanmacy

complete. ongolng

any recommendations {hat need
weakly visit,

. and anxiety),
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one tablet daily at 8:00am.
-There was documentation of administration of

! both orders on the eMAR.

, “Thers was a recommendation lo please clarify
i the dosage of the Sertraline ordsred 1o bs
administered and if the Sertraline 50mg crdar
should be remeved from the PCP order/eMAR

Interview with Resident #1's PCP on 05/14/21 at
8:45am and 05/17/21 at 9:62am revealed:

~He normally reviewed pharmaay reviews when
on-slte at a facllity, but sometimss the facility
would fax him the review recommendations.

* -He could not recall if he had besn contacted

- about Reslident #4's pharmacy review
recommendations.

~He expacted the facility to follow up with him on
pharmacy revisw recemmendations.

A request was made to the Administrator on
06/12/21 and 05/13/21 for Resident #1's quarterly
pharmacy reviewa and documentation the
resident's PCP had been Informed of any of the
findings and recommendations.

At the lime of exit on 05/17/21, there was no
additonal Information provided by the
Administrater for Resident #1's quarterly
pharmacy reviews and documentation the
resident's PCP had been informed of any of the
findings and recemmendations.

; Refer to the telsphone interview with the
Administrator on 05/17/21 at 3:00pm.

2. Review of Resldent #4's FL-2 dated 12/21/20
revealed: :

-Piagnnses included conduction disorder (heart

disorder), hyperiipidemia (high cholesterol),

fiypertension (high blood pressure and when lef
Divislon of Health Service Regulatlon
STATE FORM 6839 625F11 If continuation sheel 74 of 82




PRINTED: 06/08/2021

FORM APPROVED
Division of Health 8o ulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ABULDING: COMPLETED
R
HALD16018 B, WING 05/17/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
CARTERET HOUSE 3020 MARKET STREET
NEWPORT, NC 28570
X4 io : SUMMARY STATEMENT OF DEFICIENCIES D i PROVIDER'S PLAN OF CORRECTION ' (x6)
PREFIX | (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE i COMPLETE
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) i ™ | CROSS-REFERENCED TO THE APPROPRIATE DATE
i DEFICIENCY) .
|
D406 | Continued From page 74 D 406

 untreated could complicate heart disease),
" anemia (low hemoglobin which carries oxygen

* through the body), coronary artery diseass, and
i heart valve raplacemant,

i -The resident was constantly disorlented,

1 Review of Resldent #4's record revealed thers

1 Were no cuarterly pharmacy reviews or

| documentation the primary care provider (PCP)
| had been informed of any of the findings and

| recommendations.

; Review of a fax received from the facility's
. contracted pharmacy provider on 05/14/21

revealed Resident #4's quarterly pharmacy
| reviews from June 2020 - March 2020,

i Review of Resldent #4's medication arders datad
. 03/02/21 revealed:

i ~There were two orders for Lipitor.

{ -There was an order for Lipitor 20mg daily.

. =Thaera was an order for |.ipitor A0mg at badtime. '

i Revlew of Resident #4's March 2021 electronic i
{ medication administration records {sMAR) i

revealed: ;
-There were two orders for Lipitor on the .

i resident's aMAR, '
: ~There was an entry to administer Lipitor 20mg ;
daily. '
-There was an entry to administer for Lipitor !
40mg at bedtime. |

i

Review of Resident #4's April 2021 eMAR ;
revealed: i
 “There were two orders for Lipitor on the !
, tasident's aMAR, i
-~ —-|=lhera was an entry.to administer Lipitor 20mg {
: dafly '

- There was an entry to administer for Lipior
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40mg at bedtime.

Review of Resident #4's quarterly pharmacy
review dated 12/07/20 revealad:

-There were two orders for Lipitor on the
resident's aMAR.

-Thare was an order for Lipltor 20mg daily.
~Therewas an order for Lipltor 40mg at bedtims,
~There was a recommeandation to clarify with
Resident #4's primary care provider (PCP) which
order was comect and to update the eMAR
accordingly.

; Review of Resident #4's quarterly pharmacy

review dated 03/04/21 revealed:

~There were two orders for Lipitor on the -
resident's aMAR,

~There was an order for Lipitor 20mg daily.
-There was an order for Lipitor 40mg at bedtime.
~There was a recommendation to clarify with
Raesidant #4'a primary care provider (PCP) which
order was correct and to Lipdate the sMAR
accordingly.

Raview of Resident #4's record revealed there
was no documentation that the Lipitor 20mg and

Lipiter 40mg had been clarified with the resident's

PCP.

Interview with Resident #4's PCP on 05/14/21 at
8:46am and 06/17/21 at 8:52am revealed:

-If he had beon natified of pharmacy review
recommendations, he wauld have provided a
clarification order or called the phammacy to
update the order.

-He nomally reviewad pharmacy reviews when
on-site at a facllity, but sometimes the faclility

| ommendations.

-He could not recall if he had been contacted

D 408

about Resident #4's pharmacy review
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recommendations.

-He expected the facility to follow up with him on
pharmacy review recommendations.

-Resident #4's Lipitor orders for two different
doses shauld have been clarified and updated by
the facllity.

Telephone interview with the Administrator on

' 05/17/21 at 3:00pm revealsd:
: -Bhe was not aware that Resident #4's eMAR still
: showed both doses of Lipitor until it had been

brought to her attention that day, 05/17/21,
-Resident #4's Lipitor 20mg had been
discontinued In Nevember 2020 and should have
been removed from the resident's crders and
eMAR,

-The duplication of orders with different doses
had been missed on Resident #4's eMAR.

-The facllity should have accepted the
discontinue crder to have the order removed from
the eMAR.

-The pharmacy had not dispensed the Lipitor

: 20mg since November 2020, so the resident had

received tha correct medication.

At the time of exit on 05/17/21, there was no
additonal information provided by the
Administrator for Resldent #4's quarterly
pharmacy reviews and documentation the
resldent's PCP had been informed of any of the
findings and recommendations.

Refer to the telephone Interview with the
Adminlatrator on 05/17/21 at 3:00pm

2. Review of Resident #2's FL-2 dated 03/25/21
revealed:
~Diagnoses of diahates mallitus type i (DMII),

D 406

hemiparesls, muacle weakness, aphasia

Tollowing cerebral Infarction, Neart falure,
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unspecified atrial flutter, history of a
cardiovascular accidsnt, history of a bllateral total
knee arthroplasty, and right sided weakness,

, a.Review of Resident #2's quartsrly pharmacy
! reviow dated 06/12/20 revealed:

} ~The order for the resident's sliding scale insulin

i Was Incomplete and missing finger stick blood

| glucose readings on the order.

i There was a recommendation to clarify the order
? to have the finger stick blood sugars added to the
' order.

 Review of Resldent #2's record revealed a

i clarification order signed by the primary care
provider (PCP) on 01/28/21 to have the finger
stick blood glucose added fo the resident's slidi ng
scala Insulin order three times per day before
meals.

Review of Resident #2's medication orders dated
03/25/21 revealed the order for the resident's
sliding scale insulin was incomplets and missing
finger stick blood glucose readings on the order,

Review of Resident #2's electronic medication
administration record (eMAR} dated March 2021
revealed the entry for the resident's sliding scale
Insulin was incomplete and missing finger stick
blood glucose readings an the order.

Review of Resldent #2's eMAR dated April 2021
revealed the entry for the resident's sliding scale
insulin was incomplete and missing finger stick
bleod glucose readings on the order.

Review of Resldent #2's sMAR dated May 2021

revenied the entry for the resident's sliding scafe
Insulin was incomplete and missing_@gsﬂck

bleod glucosa readings on the order.
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Telephone interview with a pharmacist at the
facllity's contracted pharmacy on 05/14/21 at
{ 9:56am and 06/17/21 at 11,10am revaaled:

-Tne facllity had been provided with the pharmacy
roviews and were responsible to relay the
recommeandations to the PCP, then fax any new
orders or rationale from the PCP to the
pharmacy.
~The pharmacy placed updated orders cn the
oMAR after they recelved the faxed order from
the facllity.

“They wers unable to view the facility eMARs.

- =They had not received an order fo update
Resident #2's sliding scale insulin crder to include
finger stick blood glucase monltoring,

Interview with Res|dent #2's PCP on 05/14/21 at
8:45am and 05/17/21 at 8:62am revealed;

-If he had been notified of pharmacy review
rocommendations, he would have provided a
clarification order or called the pharmacy to

, Update the order.

-He normally reviewed pharmacy reviews when
on-site at & facility, but sometimes the facllity
would fax him the review recommendations.

-He could not recall if he had keen contacted
about Rasident #2's pharmacy review
recammendations.

-He expected the facllity to follow up with him on
pharmacy review recommendations.

Refer 1o Interview with the Administrator on
05/17/21 at 3:00pm.

. b, Review of Resident #2's quarterly pharmacy
reviaw dated 12/07/20 revealed:
- ~Resident #2's orderfor___. ...

D 406

oxycodonefacetaminephen was miséigg the

acetaminophen maximum dally dose.

e Rl
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- Resident #2's as needed order for
acetaminophen was missing the acetaminophen
maximum daily dose,

~There was a reccmmendation to have the orders
clarified to include a maximum daily dose from all
sources of acetaminophen to show be 3
grams/24 hours and show up on the Resident's
medication orders.

Review of Resident #2's quarterly pharmacy

review dated 03/04/21 revealed:

-Resldent #2's order for

axysodene/acetaminophen was missing the

acetaminophen maximum daily dose.

- Resident #2's as needed order for

acetaminophen was missing the acetaminophen

maximum dally dose.

' ~There was a recommendation (o have the orders

! clarified o Inciude & maximum dally dose from all
sources of acetaminophen to show ba 3

| grams/24 hours and show up on the Resident's

| medication orders.

~There was a handwritten order on the pharmacy

review to update the resident's medication orders

to include a maximum dally dose of

acetaminophen of 3,000mg/24 hours on 03/11/21.

Telephone Interview with a pharmacist at the
facility's contracted pharmacy on 05/14/21 at
9:56am and 05/17/21 at 11:10am revealed:

-The facllity had been provided with the pharmacy
reviews and were responsible to relay the

| "ecommenciations to the PCP, then fax any new

; orders or rationale from the PCP to the

| pharmacy.

: ~The pharmacy placed updated orders on the

| 6MAR atter they received the faxed order from

D408

the facility..

-They were unable fo view the facility eMARs.

' -The pharmacy placed orders on the oMAR &fter
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: they received the faxed order from the facility.

-They were unable to view the facllity sMARs.

~The pharmacy did not have an order on file to
update or dlarify Resldant #2's maximum daily
dose from all sources of acstamincphen.

Interview with Resident #2's PCP on 05/14/21 at
8:45am and 05/17/21 at 9:62am revealed:

-If he had been notifled of pharmacy review
recommendations, he would have provided a
clarification order or called the pharmacy to
update the order.

~He normally reviewed pharmacy reviews when

, on-site at a facllity, but sometimos the facllity
. would fax him the review recommendations.
i -He could not recall If he had been contactad

about Resident #2's pharmacy review
recommendations,

~He expscted tha facility to follow up with him on
pharmacy review recommendations,

Refer to interview with the Administrator on
05/17/21 at 3:00pm.

Telephone Interview with the Administrator on
05/17/21 at 3:00pm revealed:

-5he could not speak about any rasident
pharmacy reviews or recommendations that wers

- hotimplemented prior to her employment with the

facllity.

-Systems were currently being put into place now

thal the RCC position had been filed.

-When the residents' pharmacy reviews were

dane, she seperatad each residents' pharmacy
reviews out and dispersed the pharmacy reviews

to the residents' PCPs.

-She expected all pharmacy review

recommendations to be sentto the PCPand______
followed up on,

D 406

~She would provide any additional Information
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The findings are;

Based on observatione, interviews, and record
reviews, the facility falled to ensure health care
referral and follow-Up for 5 of & sampled residents
(#1, #2, #3, #4, and it6) related to the omission of
a referral to an endocrinologist (#1), rectal
bleeding (#3), complaints of urinary discomfort, a
urinalysls and leboratory orders and follow-up

with a ophthalmologlst {#1), not reporting biood
pressures outside of parameters (#4), and not
reporting fingerstick blood glucose outside of
parameters (#6). [Refer to Tag D273, 10A 13F
.0902(b) Health Care (Type A2 Violation)]
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regarding any pharmacy reviews done In March

2021 for the residents for review if available.

At the time of axit on 08/17/21 there was no

additional Information provided from the facility.

D912 G.8. 131D-21(2) Declaretion of Residents' Rights De12
Resident Rights training was conducted by the | 8-18-21

G.S. 151D-21 Declaration of Residents’ Rights 1 ath ikl it g L’gl’m‘;ﬂcﬂ d°f

Every resident shall hava tha following rights: adaqua?eacara. ot i

2, To recelve care and services which are

adequate, appropriate, and in compliance with

T
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