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B2.000| mitla] Comments D oo Responge to clted daficiencles do not constilute

an admission or agreement by the facllity of the
truth of the facts alleged or the condlusions set

The Adult Care Licensure Section and the Wayne forth In the Statement of Baficiencles or
County Depariment of Soclal Services conducted Ereachve aclon 'zgpa?"l'raiggr‘ﬂ?“ [ Gorrection
a follow-up and complaint Investigation on | byt compia

07/13/21 1o 07/15/21. The complaint was initiated
by the Wayne County Department of Saclal
Services on 08/25/21.

D 276] 10ANCAC 13F .0902(c)(34) Health Care D 276

10ANCAC 13F .0002 Healih Care

(c} The facliity shal! assure documentation af the \?vﬁ{?e;s;rto fég&!& shaﬁ er;srlllée godcruct;pagrtgt%?;t rr?g
. (=] ras, treatmen
following In the resldeni’s racord: rovider in the resident's record, as|well as

(3} written procedures, freatments or orders from mplementation of procedures, treatments, or

a physlelan or other licensed hsalth professional; orders. ’

and

(4) implementation of procedures, treatments or ) Q‘E&

orders specified in Subparagraph (6)(3) of this ED/RCC re~educated MED Techs an the WG

Rule. ) importance of ensuring all resldents have a q{%\d\
fnrﬁnimui:{n o_; at CIIBESE{ @ormgy vital sligns or mrt;{e ) . %\

+ squently it oroere , as well as rapoHin mr L "
This Rule is not met as evidenced by: to BCC if order Is hot syeen on EM ‘R: alsg re- g 7131121 B
FOLLOW-UP TO TYPE B VIOLATION. educated on reparting viial signs out of parametors L {

per MD arders {welghts, blood pregsurs, and S
bload sugars) during med tech meegtings. Y

The Type B viclation was abated.
Nen-compliance continues. .
RCC will monitor order processing system daily,| 8/30/21
Based oh observations, record reviews, and . to ensure appropriate and accurate use aswelt |
Interviews, fhe facility failed to ensure the a ensuring that all orders are processed correctly.
implementation of physiclan's arders for 2 of 5

(#2 and #5) sampled residents regerding orders RCC wlli review the electronic fac'lliPr aclivity 8r30/21
for monthiy vital signs, monthly blood pressures, gggﬁﬁigalgggﬂglﬂsw ﬁg frfgg;fggtgqe‘gggsa g}e;y,
and dally weights (#2), and notification of primary Lo ke e up. |

care provider (PGP} of blood sugars outslde of
ordered parameters (5).

RCC will bring electronic facility aciivity report, a5 8/30/21
. . wall as slectronic quallty assurance MAR auditing
The findings are: tools to management mesting daily for review
with ED to ensute follow up is complated,

1,Review of Resident #2's currant FL-2 dated
04/15121 rovealed:
JDiagnoses Included gastrointestinal reflux
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disorder (GERD), constipation, insomnia,
hypettenslon, and vitamin D deficlency.

-The resident was intermittently disoriented,
requtired asslstance with dressing, and was
ambtllatory.

Review of Resident #2's previous FL-2 dated

06/23/20 revealed diagnases that included a
history of acute hypoxemic respiratory fallure
{03/10/20)(resplratory fallure with low oxygen fo
the brain), history of acute on chrenic systalic
heart fallure (03/10/20){inadequate heart
function), hlstory of pleural effusion (03/10/20)

* (collapsed lungs), and a history of

encephalopathy (03/10/20)(swelling of the brain).

Review of Resident #2's most recent PCF visit
notes dated 05/19/21 and 05/26/21 revealed:
-~The resident had an active problem ifst of acute
on chronic systolic (congestive) heatt fallure and
unspecified edema,

-The tesident had a past medical history that
included acute respiratory fallure with hypoxia,
pleural effusion, alcoholic cirrhosis of the liver
with ascites, and gastric ulcers with surgical
freatment.

a.Review of Resldent #2's primary care provider
(PCP) visit notes dated 05/19/21 and 05/26/21
revealed:

-He was seen by the PCP for edema and neck
pain.

~The resident complained of heast kouble,
swelling, trouble sleeping, headaches, and
balance issues.

-He had a history of heart failure, resplratory
failure, and hospitalization on a ventilator for an
extended pefiod of time.

-He had 1+ nonpltting edema in his bilateral lower
axtremitios {swelling of the lower legs, ankles,

—

be complated and submitted to the ED at
the end of the week upon completion.
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and feef},

~He required routine PCP vislts for chronic
disease management.

=The plan of care was to avoid fluld overload.
-There was an order to monitor daily welghts and
notify the PCP of a weight galn or loss of 5
pounds ar maore In a 72-hour petiod.

Observation of Resident #2's lower extremltles on
. 07114421 at 11:27am revealad thers was mild 1+
! swelling of the ankles and fest noted.

Revlew of Resident #2's record ravealed there
were no dally weights documented or completed.

!

{ Interview with Resident #2 on 07/14/21 at

| 11:27am revealed:

-The staff at the facllity did not welgh him daily.
-He wore his compresslon stockings when
needed dus to sweliing in his feet.

-The swelling in his feet was not bad or palnful
that day, so he did not need his compression
stockings.

-He was seeing physical therapy and performing
the daily exercises they taught him,

Revlew of Resident #2's May 2021 slectrenic
medication adminlstration record (eMAR)
revealed:

: =There was no eniry to obtain daily weights for

+ Resldent #2.

i ~There were no weighls documented for Resident
#2 during May 2021,

Review of Resident #2's Juns 2021 eMAR
revealed:

~There was no entry to obtaln daily weights for
Rasldant #2.

-Thers wers no weights documented for Resident
#2 during June 2021,

Divislon of Hesllh Service Regulation
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Review of Resldent #2's July 2021 eMAR
revaaled:

~Thare was no entry to obtain daily weighis for
Resldent #2.

-Thers wera no weights documented for Resldent
#2 during July 2021.

Intarview with a medication aide (MA) on

: 07/14/21 at 12:41pm revealed:

" «The MAs were responsible o obtain and

- dosument resident weights.

i -All resident welghts wera dona within the first five
i days of the month and documented on the eMAR.
| ‘Resident #2's daily weights had not been
obtained because she and the other MAs were
unaware of an order o do so,

~There was no order in the facllity's computer
sysiem to notify staff of the dally walght task on
Resident #2's aMAR,

Intervisw with the facility's contracted pharmacy
an 07/15/21 at 9:26am revealed there was no
order on file for Resident #2 to receive daily
waights.

Interview with the Resident Care Coordinator
(RCC) on 07/14/21 at 3:11pm revealad:

-It was her responsibility to read Resldent #2's
PCP vislt notes and fax his orders to the
pharmacy.

-She had missed the order for daily weights in
Resident #2's PCP visit notes.

-She had not faxed ths order to the pharmacy
because she had been unawars of the order.
-She was not sure why the order for dally welghts
was not on Resident #2's eMAR,

. Interview with the Adminlstrator on 07/14/21 at
i 2:24pm revealed:

b 278
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. -Bhe was not aware Resident #2 had arders for
: daily weights untlt it had been brought to her
attention today (07/14/21).

~Resident #2 was not receiving daily weights as
ordered because the orders had not been faxed
to the phartmacy fo be placed on his aMAR.
-She was unsure why Resident #2's ordsrs had
not hean processed and Implemented as
expected,

intervisw with Resident #2's PCP on 07/14/21 at

1:46pm revealed;

-She was hot aware that Resident #2's orders for

daily weights had not bean implemented and

carried outf.

-She ordered dally weights for Resldsnt #2 to

meniter the resident due to his past medical

history,

~She was worried aboui Resldent #2's edema and

his risk for being in fluid overioad,

-If the resident had ended up with fluld overload,

he would have been at risk for respiratary [ssues

and shortness of breath. i
<The resident was also at risk of elevated blood

! pressures which could have led 1o kidney disease

| or stroke; the resident also had a history of kidney

i [ssues which concermned her.

| -She expected the facllity to implement and carry

i out her orders as written and notify her of the

rasults.

Daily weight documentation during May, June,
> and July 2021 for Resldent #2 was requested
| from the fadility on 07/13/21 and 07/14/21 but
; was not provided prior to exit.

1

E Refer to Interview with a MA on 07/14/21 at
[ 12:41pm.

Refer to Interview with the RCC on 07/14/21 at

Divislon of Health Service Regulalion
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! 3:11pm.

Rafer to Interview with the Adminlstrator on
07/14/21.

b, Revlew of Resident #2's current FL-2 dated
04/15/21 revealed:

-There was an order to obtall monthly blood
pressuraes,

-There was an order for Nadolo! 20mg once dally
(a medication commonly used to treat high blood
pressure and heart paln).

. Review of Resident #2's PCP vislt notes dated

- 05/19/21 and 05/26/21 ravealed a plan of care to
screan the resident for high blood pressure and
have follow-up documented.

Review of Resident #2 current physician orders
dated 06/30/21 revealed: ¢

~There was an order to obtain vital slgns (heart
rate, blood pressure, resplratory rate,
temperature, and oxygen saturation) menthly on
the 7ih day of the month between 7:00am and
3:00pm.

~There was an order for Nadolol 20mg once daily
(A medication used to confrol blood prassure),

Interview with Resident #2 on 07/14/21 at
11:27am revealed:

-The only thing the staif obtained on him were
dally temperatures.

~The staff did not check his heart rate, blood
pressure, oxygen saturations, or resplratory rate
on a monthly basis.

. Review of Resident #2's May 2021 electronle

- medication adminfstration record (eMAR)
revealed:

-~There was no entry to obtaln monthly vital signs
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{(heart rate, blood pressure, resplratary rate,
temperature, and oxygen saturation} for Resldent
#2.

-Thers were no vital signs (heart rate, bload
pressure, respiratory rate, temperature, and
oxygen saturation) documented for Resldent #2
during May 2021 except for daily temperatures for
COVID-19 precaution screening.

. Review of Resldent #2's June 2021 eMAR
revealed:

-There was no entry to obtaln monthly vital sligns
{heart rate, blood pressure, respiratory rate,
temperature, and oxygen saturation) for Resident
#2,

-There were no vital signs (heart rale, blood
pressure, resplratory rate, temperaturs, and
oxygen saturation) documented for Resident #2
during June 2021 except for dally temperatures
for COVID-19 precaution screaning.

Review of Resident #2's July 2021 eMAR
revealed;

~There was ho entry to obtain monthly vital signs
(heart rate, blood pressure, resplratory rate,

: temperature, and oxygen saturation) for Resident

2,

-There were no vital slgns (heart rate, blood
pressurs, respiratory rate, tempsrature, and
oxygen saturation} documented for Resident #2
during July 2021 except for daily temperatures for
COV|D-19 precaution screening.

Review of Resldent #2's vital sign report dated
06/01/21 - 07/13/21 revealed there were daily
temperatures documented on the resident, but no
other vital signs {heart raie, blood pressurs,
respiratory rate, temperature, and oxygen
saturation) had been chialned.
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Interview with a medication aide (MA) on
07/14/21 at 12:41pm revealed:

-The MAs wara responsible to obtain and
dociment resident vital signs.

-All resident vital slgns wers done within the first
. five days of the month and documented on the

| eMAR.

- -Reasident #2's vital signs were not obtained
because sha and the other MAs were unaware of
an order la do so.

-Thers was nec order on the residents eMAR to
notify them of the task.

¢ Interview with the Resldent Care Coordinator

] (RCC) on 07/14/21 at 3:11pm revealed:

: «She was unsure if Resident #2's FL-2 with the
order for monthly blood pressures had been
faxed to the pharmacy.

-8he was unsure why the order for Resident #2's
vital signs were nat showing up on his eMAR,

Intarview with the Administrator on 07/14/21 at
2:24pm revealed:

-Resident #2 was not receiving monthly blood
pressures/vital signs as ordered because the
orders had not been faxed 1o the pharmacy yet.
-She was not aware Resldent #2 had orders for
menthly blood pressures/vital signs until it had
been brought to her attention today, 07/14/21.

Intetview with Resident #2's PGP on 07/14/21 at
1:46pm revealed;

-She was not aware Resident #2's orders for
monthly blood pressures/vital signs had not been
implemented and carrled oul.

-She ardered monthly blood pressures/vital signs
to menitar the resident due to his past medical
history.

| -She was worried about Resident #2's edsma and
! hig risk for balng In fluld overload.

Divialen of Heakh Sorvice Regulation
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-If the resident had ended up with fluid overload,
he would have been at risk for respiratory issues
and shortness of braath.

-The resident was also at risk of elevated blood

. pressures which could have led to kidnay diseass
, or stroke in severe cases; the resident also had a
" history of kidnay Issues which concemed her.

- -Bhe expected the facllity to Implement and carry
- out her orders as wiltten and notify her of the
resuts,

A request for menthly vital sign documentation to

include blood pressure monltoring during May,

June, and July 2021 for Resldent #2 on 07/13/21
and 07/14/21 but was not pravided prior fo oxit.

Refer to Interview with a MA on 07/14/21 at
12:41pm.

Refer to interview with the RCC on 07/14/21 at
3:11pnL

Refer to Interview with the Administration on i
07/14/21 at 2:24pm.

2. Review of Resident #5's current Fl--2 dated
01/26/21 revesled:

-Diagnoses included mamery loss, diabetes
mellitus, osteoarthilfls, diverticulosls, and spleen
artery aneurysm {a bulging weak spot in the blood
vessel thaf could burst causing internal bleeding).
« -She was ambulatory and was incontinent of
bladder and bowsl,

; Review of Resident #5's current assessment and
+ care plan dated 07/13/21 revealed:

. <The resident required Licensed Heaith

. Prafesslonal Suppart {LHPS) tasks for collecting
. and test of fingerslick blood sugar (FSBS)

| samples.

Division of Health Service Regulation
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* “The raesldent required LHPS tasks for

administration of medication through Injection,

Review of Resident #5's physiclan orders dated
01/26/21 revealed:

«There was an order to obtain a FSBS on the
restdent every day at 7:00am.

~There were no parameters attached {o the order
regarding the resulis of the FSBS,

Review of Resident #5's physician orders dated
06/30/21 revealed:

~There was an order 1o obtaln a FSBS on the
resident every day at 7:00am.

. -Thers wers no parameters attached to the order

regarding the results of the FSBS,

Review of Resident #5's pharmacy consultation
report dated 04/06/21 revealed:

-It was documented that the resldent had an
order for FSBS without parameters to notify the
prescriber of abnormally high or low blood
glucose ocourred,

«It was recommended to contact the prescriber to
ciarify FSBS parameters,

~There was a handwritien order from the primary
care provider {(PCP) on the pharmacy
consultation report dated 05/28/21 fo call the PCP
for a FSBS less than 60 or greatar than 400,

Review of Rasldent #5's June 2021 elactronic
meadieation administration record (sMAR)
ravealed:

-There was ah order to obtain the resldents FSBS
daily at 7:00am with no parameters.

-~There was an enfry on 06/27/21 with a FSBS
documented of 413,
~There was an entry on 06/28/21 with a FSBS
documented of 447.
-There was an entry on 06/30/21 with a FSBS
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, documanted of 447.

! “There was no documentation that Resldent #5's
PCP was notiiled of the FSBS great than 400 on
06/27/21, 06/28/21, or 06/30/21 on the eMAR.

Raview of Resident #5's July 2021 eMAR
revealed:

-There was an order to obtain the residents FSBS
dally at 7:00am with no parameters,

-There was an entry on 07/08/21 with a FSBS
documented of 505.

-There was an entry on 07/07/21 with a FSBS
documented of 511.

- =There was no documentation that Resldant #5's
| PGP was notified of the FSBS great than

| 400mg/dl on 07/07/21 eMAR.

| Review of a physician communicatlon sheet

! dated 07/07/21 revealed:

-Resgident #5's PCP was notified of a FSBS that
day of 511. .

~There was a handwritten order asking if Resident
#5's Lantus had been Increased as ordared.

Review of Resident #5's laboratory results dated
04/15/21 revealed:

~T'he rasident had a blood sugar of 465 which
was documanted as out of range and had to be
repeated o confirm the value hecause it was
high.

-The resldent had 2 Hemoglobin A1C (a blood
test that measures average blood sugars over a
threa-month perlod to evaluate treatment and
management of blood sugars In peopls with
diabetes) resuit of 11.7.

-It was documented that the normal range for
Resldent #8's Hemoglobin A1C should have been
betwean 4 and 6.

| Review of a PCP visit note dated 06/30/21
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revealed Resident #5's labs dated 04/15/21 were
reviewed by the PCP and it was documanted
Resident #5's Hemoglobin A1C goal should be
less than 7.

Interview with a medication aide (MA) on
07/14/21 at 12:41pm revealed:

-There was an order to obiain FSBS on Resident
#5 every morning because the resident was a
diabetic,

* ~There were no special instructions or parameters
attached to Resident #5's FSBS order.

: -She dld not know Resident #5 had a parameter
order for her dally FSBS.

Interview with the Resident Care Coordinator
 (RCC}on 07/14/21 at 3:11pm revealed:
. -8he was aware that Resident #5 had FSBS
' parameter orders and assumed they had been
! faxed to the pharmagy.
i -She did not have a way to conflrm Resldent #5's
: FSBS parameter orders had been faxed {o the
E pharmacy and did not realized they wers not
¢ showing up on the eMAR.
_I -t was her responsibility to ensure the orders had
| been faxed and verify they were on the eMAR.
i -Sha did not realize she had overlooked Resident
41 #5's FSBS parameter orders.

" Interview with the Administrator on 07/14/21 at

; 2:24pm revealed:

. =She was acting as the MA on 06/27/21, 06/28/21,
. and 06/30/21 when Reslident #5 had FSBS

* greater than 400 and did not notify the resident's
, PCP of the Increased FSBS because sha did not
" stop what she was doing to fax the Information to
" the PCP.

- -She was also the acting MA on 07/06/21 and

' 07/07/21 when the PCP had been notified by her
" that Resident #5 had FSBS aver 500.
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. -She only notifled the PCP on 07/06/21 because
’ she felt It was good praciice, not because she

Continued From page 12

knew about the FSBS parameter order,

-She did not know Resident #5 had a parameter
order that was supposed to be altached to the
daily FSBS order.

-Resident #5 did not have any FSBS parameter
orders on her sMAR and staif would not know to
notify the PGF of FSBS parameters unless they
were able to see the order.

-Sha was not sure if Resident #5's FSBS order
had been faxed to the pharmacy or why it was not
on the eMAR.

interview with Residents #5's PCP on 07/14/21 at
1:46pm revealed;

~She had been monitoring Resident #5's FSBS
and was trying to gel them under control for the
last slx months,

-8he was not aware that the order to add
parameters to Resident #5's daily FSBS order
had not been implementead.

-She had not been nctified that Resident #5 had
Increased blood sugars on 06/27/21, 06/28/21, or
08/30/21.

~Bhe expected the facility to implement and carry
out her orders as written and for the FSBS
parameter order to show up on Resident #5's
eMAR so staff Knew when to do when the
resident's FSBS were out of range.

-She expected to be notified of Resident #5's
FSBS results that were cut of range because she
nseded to be able to increase the resident's

insulin appropriately tn response.
-Resldent #5 was at increased risk of kidnay and

ophthalmic complications due to prelonged
increase of her FSBS which was why she was
trying to manage them and get them under
cantrol.
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Arequest was mads for physlclan communication
sheets to notify the PCP of Resident #5's
increased FSBS on 06/27/24, 06/28/21, and
06/30/21 but were not provided prior to exit,

Refer to interview with a MA on 07/14/21 at
12:41pm.

Refer to Interview with the RCC on 07/14/21 at,
3:11pm.

Refer to Interview with the Administrator on
07114721 at 2:24pm.

Interview with a MA on 87/14/21 at {12:41pm
revealed:

<the RCC was respansible for reading resident
PCP visit notes, reviewing all orders, and
ensuring implemantation of new orders far
residents.

" “When a resident recelved a new order, it was the
- responsibility of the MAs, the Resident Care

- Coordinator (RCC}, the facility nurse, the

i business office manager {BOM), or the

} Administrator (whomever saw the order first) to

: fax the order to the pharmacy so that it would be
placed on the resident's eMAR,

-The pharmagcy fax line was available 24/7 and
would process all new orders on the same day If
received by 11:00am.

-After every fax, facllity staff would call the
pharmacy to ensure the fax had heen received
but there was ho system in place fo verify or frack
this practice.

-It was important to Implement and carry out PCP
orders to ensure the resident racelved proper
gare.

Intervisw with the RCC on 07/14/21 at 3:{1pm

D276

Divislon of Heallh Service Regulallon
STATE FORM

e LEBD11

If eonlinuation shaet 14 of 62



PRINTED: 08/02/2021

5 o E i FORM APPROVED
Divislon of Health Service Regulation
STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER: A. BUILDING: COMPLETED
R-C
HAL095047 -| B.WING 07/15/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SOMERSET COURT OF GOLDSBORO B03 LOGKHAYEN GOURT
GOLDSBORO, NG 27530
e SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION e
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROFRIATE DATE
; ) DEFICIENGY)
D 276} Continued From page 14 D276

revealed:

~It was her responsibllity to process orders from
PCP visit notes, FL-2s, and verbal orders,

-t was her responsibllity to read Resident #2's
PGP visit notes and fax his orders o the
pharmacy.

-She began her position on 05/17/21.

-She was working on a process to snsure orders
did not go overlocked and ensure implamantation
of orders ware followed through. .

-lt was conceming that residents had not received
ordered treatments as prescilbed by their PCP
because [f it was not important to their health, the
PCP would not have written the order.

-She was unsure why resident orders had been

'[ overlooked but they should have been

i implemented.

; Interview with the Administrator on 07/14/21 at

i 2:24pm revealed:

| <The RCC was expected to read, process, and
 implement resident notes and orders. :
“When an order was recelved, sha expected the
RCC to fax the order {o the pharmacy
Immediately, or within 24 hours of receiving the
order.

-The RCC was responsible to ensure orders had
been faxed to the pharmacy and verify that they
had been placed on the eMAR,

-She was unaure why orders had not been
processed and implemented as expected.

-It was a major concern for resldents to not H
recelve care as ordered by thelr PCP,

~They were still working on a process and audit
system to ensure 2ll orders were processed and
implemented without being missed,

D 358 10A NCAC 13F .1004{a) MedIcatlon D 358
Administration
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10A NCAG 13F 1004 Medication Administration
{a) An adult care home shall assure that the
preparation and administration of medications, I
§ Somerset Court shall ensure that the prep-!
ke e R aration and administration of medications
Y stali are In accoraance with: and treatments by staff have orders by a
{1) orders by & licensed prescribing practitioner | licensed provider that are maintained in the
which are malintained In the resident's record: and i chart; and follow the State rules and facility
{2) rules in this Section and the facllity's policies policy and procedures.,
and procedures,
. : . EDYRCC re-educated Med Techs on the
1’;‘;5‘;‘%3{%{:‘3‘% as evidenced by: importance of reporting vital signs out of -'Zmla-'l—,%.
parameters on the electronic MAR (weights), &4
- bleod pressures, blead sugars} to the PCPL  7/30/21
Based an obsarvations, Interviews, and record ;
reviews, the facllity falled to administer & Cart audits will be completed weekly by
medications as ordered by a licensed prescribing Med Techs per Facility Schedule and
practitioner for 2 of 11 residents (#6, #7) L‘Z‘g%“gﬁg r?g dthlg gg\%ﬁ?;?:”{;gog%vggﬁ 8/30/21
chserved during the medication pass including QA cart audit to verify the copndiiion of they
pressure medication with parameters (#7), and RCC and ED fo verify completion,
record review for 1 of 5§ sampled residents’ with ‘
missed medications (#2) prescribed to the #‘RQC will run EMAR compliance reports 8/30/21
resident to control bloed pressure and edema, daily and review with the ED In manage!'nei:lt
insomnia medication, and vitamin ;nstletln% t[? ensure compcilaé\ce and .F’Irlo".‘r‘lje :
supplementation, as well as the administration of tge ;I%aoo?vl\\;l-g%gzﬁ%%?ioi \;v;ﬁpveitglas? Ins
discontinued medications (#2) for insomnia, out of parameters. d R A(ders
The findings are:
RCC will complete 2 chart audits per week | 8/30/21
1. The medication eror rate was 8% as using the State audit form, Forms wili be
evidenced by the observation of 2 errors ouf of 25 submitted to the ED upon completion.
opportunities during the 8:00am/9.00am RCC wi ; ;
& will ensure that discontinued orders
medication passes on 07/13/21 and 07/14/24. > have baan taxed to pharmacy, and have 81307241
been manually removed from the MAR. The
. a. Review of Resident #G's current FL-2 dated RCC will also ensure that the discontinued
: 01/20/21 revealed diagnoses included medicalfions have be't'an removed from the
* hypertension, corenary artery disease, chronic cart or "discontinued" has been writien on

. kidney disease, reflux, tremors, hypothyroldism,
: and major depressive disorder.

the multi-dose pack beside the medication. |
|
|
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Continued From page 16

Review of a physlclan’s crder far Resident #6
dated 07/01/21 revealed a physlician's order for
Imdur ER (used to treat paln assoclated with
heart disorders) 30mg tablet daily,

Observation of the 9:00am medlcation pass on
07/13/21 at 9:08am revealed:

-The Executive Director (ED) was the medicaltion
alde (MA).

~She prepared fo administer six medications to
Resident #6.

-The MA antered Resldent #6's room and
administered the cup of six medications to
Resident #6.

-There was nio Imdur 30mg tablet prepared or
administered to Residant #6, which wauld have
been a total of seven tablsts administered.

Review of Resident #8's July 2021 electronic
medication administration records (eMARS)
revealed:

-There was a printed entry for isosorbide

. mononitrate (generic for Imdur) tablet extended
! raleasa 24-hour 30mg tablet every day scheduled

for administration at 8:00am with a start date of
07/01/21 and end date of 07/07/21.

-There was a second printed entry for Isosorblde
mononitrate tablet extended release 24-hour
30mg tablet every day scheduled for
administration at 9:00am with a start date of
07/08/21 and no end date.

~There was no documentation of adminisiration
for the Isosorbide mononitrate 30mg tablet from
07/02/21 through 07/13/21.

-The MAs Initialed the eMAR and documented
the Isosorbide mononitrate was "not
administered: drugfitem unavailable" beginning
07/03/21 through 07/13/21.

D 368

Dilvision of Health Service Regulation
STATE FORM

8960 LEBD 11 Ifcontinuation sheet 17 of 62



PRINTED: 08/02/2021

FORM APFPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE GONSTRUGTION (¥3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R-GC
HALO26047 B.WING B7/15/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SOMERSET COURT OF GOLDSBORO 803 LOGKRHAVERIGOURT
GOLDSBORG, NC 27530
{X4) 1D SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF GORRECTION (5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREEIY {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) Y s CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
D 358 Continued From page 17 D 358

Interview with the Executive Diractor (ED) on
07113121 at 11:15am revealed:

-If the MAs inltials were In parenthesis, it meant
the madicatlon was not administered.

-Tha Isosorblde mononiltrate was not available in
the facllity for administration.

-She and facility staff had been communicating
' with Resldent #6's physiclan and pharmacy
provider trying to obtain the Isosorbide

! menonitrate for administration to Resident #6.
-The Resident Care Coordinator {RCG) was
"working on the order”.

-The RCC was respensible for scanning
physiclan orders Inio the eMAR system.

Interview with 2 second MA on 07/13/21 at
2:05pm revealed:

-Resldent #6 had a physician's appointment at
the cardiologist ofilce on 07/01/21.

~The resident returned with a new order far
isosorbide.

-The staff transporting the resident to the
appointment told her the physician's offlce was
going to send the order for the isosarbide to
Resident #8's provider pharmacy.

“When the facllity reallzed the isosorbide was not
in the facility to administer to Resldent #6, the
RCG was contacted and instructed the MA to call
the pharmaoy for follow up,

-The pharmacy told the MA the medlcation was
not in the pharmacy.

-The MA contactad the cardiologlst office on
07/07/21 and was told by the physician's ofiice
sfaff the prescription would be faxed to the
pharmacy.

-She documented her contact with the
cardiclogist in Resident #6's notes.

-The RCC or any MA that was aware a resident's
medication was not In the facllity, was responsibls
for contacting the pharmacy to follow up oh the
Dlvision of Health Service Regulation
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medication heeded.

Interview with the RCC on 07/13/21 at 2:30pm

revealed:

-She received the cardlologist office visit report

which documented the order for Iscsorblide for

Resldent #6 an 07/01/21.

-She saw the physiclan's order documentad on

the office visit repert,

~She did not send the visit report order to the

resident’s pharmacy because she thought the

physician had electronically sent the medication

! order to the pharmacy.

i -She faxed the cardiclogist visit report order to

the confracted provider pharmacy so the order

_could be franscribed to Resident #5's eMARs.

. -Resldent #6's medications ware not provided by
the facility conlractad pharmacy because the

i resident had selected another pharmacy to

provide her medicafions.

~She contacted the cardiclogist office on 07/07/21

about the order for Resldent #6's Isosorbide.

Second interview with the RCC on 07/13/21 at
2:51pm revealed:

~She received the physician visit reports when a
resident returned from & physician visit,

-if she was not in the facility, the fransportation
person or the MA faxed the physiclan visit report
to the contracted provider pharmacy so new
orders could be added fo the eMARs,

~The transportation parson or MA was supposed
to put the original document in her (RGC) mailbox
located in the medication room.

-Bhe retrieved the offlce visit report from her
mailbox and took them to her office until the
documents were filed after she or the ED
approved any new orders that were entered to the
. eMAR by the contracted provider pharmacy from
: the office visit reports,
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! -She and the ED were the only staff who
i approved new orders n the eMAR comptiter
| system,

! Interview with the ED on 07/13/21 at 3:00pm
i revealed she did not know why the faciiity copy of
; the physiclan's order for Resident #6's imdur

: (brand name for isosorblde mononitrate) dated
E 07/01/21 was not sent to the rasident's pharmacy.
I

| second interview with the ED on 07/13/21 at
_ 4:30pm ravealad:
| _She was concetned the 07/01/21 copy of the
isosorbide monenitrate order was not sent to
. Resident #6's pharmacy.
-The facllity copy of the order was sent to the
pharmacy today {07/13/21) and the medication
- should be In the facility on 07/13/21.

Inferview with Resldent #6 on 07/13/21 at 3 20pm
: ravealed:
: -She went to an appointment with the Cardlologist
: on 07/01/21 for a check-up.
 She still did not have the "new medicine” that
| was ordered on 07/01/21.
-She talked {o the RCC abaut the medicine on
Saturday (07/10/21), and the RCC was lrying to
contact the physielan about the medicine.
~She was supposed to relum to the sardiologist
office on 07/16/21 for a "stress test”.
-She had been feeling sick to her stomach in the
marning, buf after she ate, she falt batter.

Interview with Resident #6 on 07/14/21 at 8:12am
revealed:

-She was faeling slck to her stomach.

-She had a pain on her left side under her breast
last night that "just hurt, then it went away™,

Interview with the Transporter on 07/14/21 at
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9:05am ravealad:

~She transported Resident #6 to an appointment

: with the cardiologist on 07/01/21 which the

' resident told her about.

- =She went to Resident #6's contracted pharmacy
. on 07/13/21 with the facility 07/01/21 paper copy
: of the Isosorbide mononitrata {Imdur) order and

i was told by the pharmacy that the medication

could not be fllled from the paper copy order.
When she returned to the facllity, Resldent #6's
contracted pharmacy called and informed the
facility that the medication was ready for plckup.
-She thought the ED picked up the medication
fisosorbide mononitrate] from Resldent #6's
contracted pharmacy.

| Observation of the isosorbide mononitrate on

hand for Resident #6 on 07/14/21 at 11:15am
revealed:

-There was a pharmacy printed lahel for
isosorbide mononitrate ER 30mg tablet once
dally, quantily 90, :

-The erlginal prescilption date on the pharmacy
printed label was 07/07/21. :
~There were 88 tablets remalning.

. Interview with the ED on 07/45/21 at 8:54am

revealed:

“When Resident #6 returned from the cardiclogist
visit on 07/01/21, the resldent mentioned to her
that the physiclan was adding a medication,

-She told the resident that the "paperwork" would
be checked for that.

-The Transporter told the ED the physiclan sald
the prescription would be called to Resident #6's
pravider pharmacy.

t .8he remembered talking to Resident #6's
i provider pharmagy on 07/13/21 about the
. Isosorbide mononitrate and was informed the

5 prescription was thers and had been there for

D 358
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seven days waiting for pick up,

~-She went to the pharmacy and plcked up the

! isosorbide mononitate prescribed for Resldent

- #8,

. «If @ medication was listed on a resident's eMAR
* and not in the facillty, she expected the facllty to
- eall the pharmacy to try and locate the medicatlon
: and fo contact the physician for assistance,

. =She was not aware of a backup pharmacy

" process for obtaining resldent medications,

t -The facllity was responsible to make sure

+ resident medications were availabla in the facllity
¢ for adminlstration.

- -She expected resident medications fo be in the
+ facility within 24 hours of receiving knowledgs of
' a medication ordered.

E ~The MAs were responsible for tracking

i medications to ensure medications were in the
faclity.

-The MAs were to involve the RCC If there were
delays In gelfing resident medications in-the
facility.

Telephone Interview with the nurse at the
cardlcloglst office en 07/15/21 at 9:26am
revealed:

-Resident #6 was sean by the cardlologist on
o7/ol/21,

-She sent tha prescription for Imdur (isosorbide
mononlirate) to Resident #6' contracted
pharmagy on 07/07121.

-The physiclan "normally” sent the prescription fo
the pharmacy electronlicaily.

-She was not sure why thare was a 6-day delay In
* transmitting the prescription to the pharmacy.

: «The physician wanted Resident #6's {arget blood
! pressure to be less than 130/80.

-Resident #6's offlce blood pressure reading was
132/84,
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b, Review of Resldent #7's current FL-2 dated
1 08/20/20 revealed a diagnosls of hypertension
(high blood prassure).

! Review of the physiclan's orders for Resident #7
listed on the 08/20/20 FL-2 revealed a physidlan's
order for amledipine (used to treat high blood
pressura) 5mg tablet daily.

Review of a physiclan's order for Resident #7
dated 06/30/21 revealed thera was a printad
order for amledipine 5my tablet every day hold if
| blood prossure less than 120,

: Observation of the medication pass on 07/14/21 -
i Bi17am rovealed:

! “The Executive Director (ED) was the medication
i aide (MA).

1 -She prepared to administer four medications o
Resldent #7, Including amlodipine besylate 10mg
tablet.

-The MA entered Resident #7's room and
administerad the cup of four medlcations to
Resident #7.

~The MA did not check Resident #7's blood
pressure before administering the amlodipine
10mg tablet, :

Review of the July 2021 elsctronle medication
adrministration records (eMARs) for Resident #7
I revealed:

-There was an entry for amlodipine Smg tablet
overy day with speclal instructions to take one
tablet every day and hold if blood pressure less
than 120.
~There were no blood pressure readings
documented on the eMARSs.

Interview with Resident #7 on 07/14/21 at 9:30am
revealed:
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! ~Staff checked her blood pressure "every once in

a while” (she could not define "avery once in a

while").

~8he did not remember the last ime staff had

checked her blood pressure.

-Her blood pressure was not chacked on the

moming of 07/14/21,

Interview with the ED on 07/14/21 at 9;35am
revealed:

-Resident #7's blood pressure was checked
monthly.

-She was not aware of the printed Instructions on
% the eMARSs requiring a blood pressure check daily
! for Resident #7 and to hold the amlodiplne if the

E blood pressure was less than 120.

. Interview with the ED on 07/14/21 at 9:45am
| revealed:

1 -Resident #7's blood pressure reading was

: 108/56 with a wrist blood prassure cuif.

; -She (ED) was going to call the PCP.

1

" Interview with a second MA on 07/15/21 at

. 11:10am revealed:

| -8he checked Resldent #7's blood pressure
monthly.

-Bhe had never checked Resident #7's blood
pressure prior to adminlstering the amlodipine,

Interview with Resldent #7's Primary Cars
Provider (PCP) on 07/14/21 at 2:03pm revaaled:
~Resident #7's blood prassure should have been
checked hefore staff administerad amlodipine.
-8he was not aware the facllity was not checking
Resident #7's blood pressure befare
adminlstering amledipine,

-Resldent #7 had been prescribed amlodipine for
at least a year and she {(PGP) had not received
any reports of the resident having a drop In her

D 368
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blood pressure. i
~She {PCP) checked the resldent's blood '
pressure when she visited on 06/30/21 and
Resldent #7's blood pressure was 138/78.

-She did not review resident eMARs avery time
she came to see the residents.

Telsphone Inferview with a representative from
the facillty's contracted pharmacy on 07/15/21 af
11:00am revealed:

-There was a physiclan's arder In the pharmacy

. profile dated 01/21/21 for amlodipine 5myg tablet
- dally and hold If systollc bloed pressure was less
than 120.

-There had not been any change In the
amlodipine physician's order for Resident #7
since 01/21/21.

-He would be concerned if the resldent was being ! : i
administered the blood pressure medicatlon and ’ -
the blood pressure was not being checked.

2. Review of Resldent #2's current FL-2 dated
04/15/21 revealed:

~Diagnoses included gastrointestinal reflux
disorder (GERDY}, conslipafion, insomnla,
hypertension, and vitamin D deficiency.

~The resident was intermittently disoriented,
required assistance with dressing, and was
ambulatory.

Review of Resident #2's previous FL-2 dated
06/23/20 revealed diagnoses that Included a
history of acute hypoxemic respiratory fallure
(03/10720)(respiratory failure with low oxygen to
the brain), history of acute on chronic systolle
heart fallure (03/10/20)(inadequate heart
function), histery of pleural effuslon (03/10/20)
{collapsed lungs), and a history of
encephalopathy (03/10/20)(swelling of the brain).

Review of Resldent #2's most recent PCP vislt i
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notes dated 05/19/21 and 05/26/21 revealed:
~The resident had an active problem list of agute
on chronle systolic {congestive) heart failure and
unspecified adema.

~The resident had a past medical history that
included acute respiratory failure with hypoxia,
aicoholie clrrhasis of the liver with ascites, and
gastric ulcers with surgical treatment.

-The residant was seen on thesea visits for
edema, neck pain, and difficulty sleeping.

a. Review of Resldent #2's current FL-2 dated
04/15/21 revealed an order for Nadolol 20mg
onee daily. {(Nadolol 1s commonly used to treat
high blood pressure,)

Review of Resident #2's physician order form
dated 06/30/21 revealed there was an order for
Nadolol 20mg once dally at 8:00am.

Review of Resident #2's May 2021 electronic
medication administration record {eMAR)
revealed:

~Thare was an entry for Nadolol 20mg daily at
8:00am,

-Nadolol was documented as administered once
daily at 8:00am, except on 05/11/21 and
05/13/21-056/22/21.

-Thatre was documentation that the dose on

. 056M11/21 was not administered due to not baing
: available.

~There was documentation that the doses on
05/13/21-05/22/21 were not administerad due to

walting on verification/clarificationfbeing
discontinued.

-Resident #2 did not recelve his Nadolol 20mg

daily as ordered for 11 out of 31 opportunities in
May 2021,

Review of Resident #2's June 2021 eMAR
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revealed:

-There was an entry for Nadolol 20mg daily at
8:00am.

-Nadolol was documented as administered once
dally at 8:00am, except on 06/07/21-06/09/21 and
06/11/121-06/17/21.

~There was documentation that the doses on
06/07/21-06/09/21 and 06/11/21-06/17/21 were
not administered due to not belng avallable/being
discontinued.

-Resldent #2 did not receive his Nadolol 20mg
daily as ordered for 11 out of 30 opportunities in

i June 2021,

Observation of medications on hand for Resident

. #2 on 07M14/21 at 2:57pm revealsd there were 29
- of 30 nadolo! 20mg tablets remaining that were

filled by the pharmacy on 07/10/21.

Interview with a pharmacy techniclan at the
facliity's contracted pharmacy en 07/15/21 at
8:26am revealed:

-She was not sure how Rasident #2 raceived any
nadalol in May 2021 because thers were payment
issues with insurance, and they had not filled the
medication during that menth for the residant.

- =A prior authorization for the medication on behalf

of Resident #2 was sant fo his PCP on 04/30/21,
05M11/21, and again 05/27/21 to get the
medlcation approved for payment to fill it.

~The pharmacy was able to approve and fill the
nadolol medication on 06/09/21 for a supply of 6
doses and agaln on 06/15/21 for a supply of 30
dosos,

~There should be no reason Resldent #2 did not
recelve his Nadolol after 06/08/21.

Interview with a pharmacist from the facllity's
contracted pharmacy on 07/15/21 at 10:13am
revealed;
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- -Resident #2 was recaiving nadolol for the
- treatrment of high blood pressure and prophylaxis

! of varices (abnormal veins in the lower part of the

stomach running from the throat to the stomach
in peaple with advanced iiver disease).

~The risk of not receiving nadolcl as orderad for
bload pressure could lead to higher blood.
pressuras which could cause a stroke or heart
attack.

~The risk of not recelving nadolol for prophylaxis
of varices as ordered could lead to increased
internal bleeding of the stomach, esophagus, or
liver,

Refer to Interview with Resident #2 on 07/14/21 at
1M:27am.

Refer to interview with Resident #2's family
member on 07/15/21 at 8:15am. '

Refer ta interview with the cotinty ombudsman on
07/14/21 at 10:5%am,

Refer to interview with a medication aide (MA) on
07/14121 at 12:41pm.

Refer to interview with another MA on 07/15/21 at -
* 1¢d40am.

Rafer to Interview with the Rasldant Cara '
Coordinator (RCC) on 07114/21 at 3:11pm.

Refer o second interview with the RCC on
07/15/21 at 10:58am.

Refer to Interview with the Administrator on
07/14/27 at 2:24pm.

Refer to second Interview with the Administrator
on 07/15/21 at 11:08am.
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Refer to interview with a pharmacist at the
facility's contracted pharmacy on 07/15/21 at
10:13am.

Refer to interview with Resident #2's PCP on
0714/21 at 1:46pm.

b. Review of Resident #2's current FL-2 dated
0411521 revealed an order for Protonix 40mg
every 12 hours. {Profonix Is used to traat
gasiroesophageal refiux disorder (GERD) and
damaged stomach/esophagus lining.)

Revlew of Resldent #2's physiclan's order form

: dated 06/30/21 revealed there was an order for

Protonix 40mg every 12 hours.

Review of Resident #2's May 2021 slactronic
medication adminisiration record {sMAR}
revealad:

-Thara was an entry for Protonix 40mg every 12
hours at 8:00am and 8:00pm.

-Protonix was documented as administered dally
at 8:00am, excapt on 05/15/21, 05/1¢8/21,
06/20/21, 05/26/21, 06/29/21, and 05/30/21.
-Protonix was dogumented as adminlstered daily
at 8:00pm, except on 05/14/21, 05115121,
05/17/21-058/20/21, 05/22/21, 05/23/21, and
05/25/21-05/31/21.

~There was documentation the doses of Protonix

not administered were due to belng discontinued.

«Rasidant #2 did not racaiva Protoniy as ordarad
for 21 out of 62 opportunities in May 2021.

Revisw of Resldent #2's June 2021 eMAR
revealad:

-There was an entry for Protonix 40mg every 12
hours at 8:00am and 8:00pm.

-Protonix was documented as administered once
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dally at 8:00am, except on 06/01/21, 06/03/21,
06/06/21-08/19/21, 06/21/21, and 06/22/21.
-Protenix was documented at administered once
dally at 8:00pm, except on 06/01/21-08/03/21,
06/05/21-08/18/21, 06/20/21, and 06/21/21.
~There was documentation the doses of Protonix
not administered were due to either belng on hold
or discontinued,

-Resident #2 did not receive Protonix as ordered
for 37 out of 60 opportunities in June 2021.

Observation of medications on hand for Resident
#2 an 07/14/21 at 2:57pm revealed there were 17
of 30 Protonix 40mg tablets remaining that were
filled by the pharmacy on 03/23/21.

Interview with a pharmacy techniclan at the
facility's contracted pharmacy on 07/15/21 at
9:28am revealed:

-Resldent #2's Protonlx had been requested to be
flled by the pharmacy every month in 2021
except May. ‘

-8he was not sure why the facllity did not raquest
a reffll for Resldent #2's Protonix In May 2021 as
there were no issues with filllng the medication for

the resident when needed and the order

ramained active.

~Each month the facility was provided with a
4-month supply of 80 doses of Protonix when
requested for Resldent #2.

-The facillty last requested refills of Resident #2's
Protonix on 04/26/21 and 06/18/21.

Interview with & pharmacist from the facility's
confracted pharmacy on 07/15/21 at 10:13am
revealed that Resident #2 not receiving his
Protonix as ordered would have increased hls
symptoms of GERD, heartbumn, and esophageal
reflux.
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: Refer to Interview with Resldent #2 on 07/14/21 at

" 11:27am.

Refer o Interview with Resldent #2's family
member on 07/15/21 at 8:15am.

Refer to Interview with the county ombudsman on
07/14/21 at 1¢:59am,

Refer to Interview with a medication aide (MA) on
07/14/21 at 12:41pm.

Refar to Interview with another MA on 07/15/21 at
10:40am. |

Refer to intarview with the Resident Care
Coordinator (RCC) on 07/14/21 at 3;11pm.

Refer to second interview with the RCC on
07/15/21 at 10:58am.

Refer to Interview with the Administrator on
07/14/21 at 2:24pm.

Refer to second interview with the Administrator
. on 07/15/21 at 11:08am.

Refer o interview with a pharmacist at the
facility's contracted pharmacy on 07/15/21 at
10:13am. !

Refer to interview with Resident #2's PGP on
07114421 at 1:46pm,

o. Review of Resident #2's current FL-2 dated
04/15/21 revealed ah order for Seroqual 50mg
every evening. {Seroque! is commonly used to
treat Insomnia.)

| Review of Resident #2's physigian order form
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dated 06/30/21 reveled there was an order for
Seroquel 50mg every evening at 5:00pm.

Review of Resident #2's May 2021 electronic
medication administration record (eMAR}
revealed:

-There was an entry for Seroquel 50mg evary
avening at 5:00pm.

-Seroquel was documented as administered dally
at 5:00pm, except on 05/07/21 and
05/11/21-05M17f21, . '

~There was documentation the doses of Seroquel
not adminisisred were due ta being discontinued.
-Resldent #2 dld not recelve Seroquel as ordered
for 8 out of 30 opporfunities for May 2021.

Observation of madications on hand for Resident
#2 on 07/14/21 at 2:57pm revealad there were 6

of 7 doses Seroguel 50mg tablets remaining that
ware filled by the pharmacy on 07/13/21.

-Interview with a pharmacy techniclan at the

facllity's confractad phammacy on 07/15/21 at
9:26am revealad;

! -Resldent #2's Seroquel was automatically filled
: by the pharmacy every week In'May 2021 as a

T-day supply on 05/08/21, 05/15/21, 05/22/21,
and 05/28/21.

-She was not sure why Resident #2 missed any
doses of his Seroquel In May 2021 because the
facility had the medication for him on hand.

Interview with a pharmacist from the facllity's
contracted pharmacy on 07/15/21 at 10:13am
revealad:

-Resident #2 was receiving Seroquel to help with
insomnia.

-Not recelving the Seroquel as ordered would

' lead to increased insomnia and trouble slesping.
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Refer to interview with Residant #2 on 07/14/21 at
11:27am.

Refer to Interview with Resident #2's family
member on 07/15/21 at 8:15am.

Refer o interview with the county ombudsman on
07/14/21 at 10:59am.

Refer to Interview with a medication alde (MA) on

07114121 at 12:41pm.

Refer to Interview wlth another MA on 07/15/21 at
- 10:40am.

. Refer to interview with the Resident Care

Coordinator (RCC} on 07/14/21 at 3: 11pm.

Refer to sacond interview with the RCC on
07115121 at 1(:58am.

Refer to Intervlew with the Administrator on
07/14/21 at 2:24pm.

Refer to second Interview with the Administrator
on 07/15/21 at 11:08am.

Refer to injerview with a pharmacist at the
facility's contracted pharmacy on 07/15/21 at

' 10:13am.

Refer to interview with Resident #2's PCP on
07/14121 at 1:46pm.

d. Review of Resldent #2's curvent FL-2 dated
04/15/21 revealed an order for magnesium oxide
400mg every night before bed, (Magneslum oxide
Is commenly used as a vitamin replacement or to
help treat insomnia.}
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Review of Resident #2's physician order form ,
dated 06/30/21 reveled there was an order for

magnesium oxide 400mg every night before bed
at 8:00pm. i

Review of Resident #2's May 2021 electronic
medication administration record (eMAR)
revealed:

~There was an entry for magnesium oxide 400mg
dally at 8:00pm.

-Magnesium oxide was documented ag
administered dally at 8:00pm, except an
06/06/21, 05/07/21, 05/10/21, D5/12/21-05/14f21,
05/17/21-05/20/21, and 06/22/21-05/31/21.
-Thera was documentation the doses of
magnesium oxide not administered ware due fo
being discontinued.

~Resldent #2 did not recelve magnesium oxids as
ordered for 20 out of 31 opportunities for May
2021.

Review of Resident #2's June 2021 eMAR :
revealed:

-There was an entry for magnesium oxide 400mg
dally at 8:00pm.

-Magnesium oxide was decumented as
administerad once daily at 8:00pm, except on
06/01/21-06/03/21, 06/05/21 and 06/06/21.
-There was documentation the doses of
magnesium oxide not administered were due to
being discontinued.

-Resident #2 did not receive magnesium oxide as
! ordered for 5 out of 30 opportunitiss in June

| 2021.

: Observation of medications on hand for Resident
: #2 on 07114121 at 2:57pm revealed there was a
bottle of over the counter magnesium oxide
| 400mg tablets available for administration.
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Continued From page 34

Intervlew with a pharmacy techniclan at the
facilily's contracted pharmacy on 07/15/21 at
8:26arm rovealad:

~There was no reason Raesldent #2 did not
recelve hls magnesium oxlde at any time during
05/01/21-06/26/21.

-The magnesium oxide was included Ina
muiti-dose package that was provided to the
Tacility for Resldent #2 on a weeldy basis with a
seven-day supply throughout the menth of May
2021 with the last fill date being 0519/21,

-The phamacy had received a note 1o stop filling
the magnesium oxlde for Resldant #2 beginning
05/28/21 because his family member was going
to begin providing it to the facility on his behaif
thoreafter.

interview with Resident #2's family member on
07/15/21 at 8:15pm revealed:

-She began buying and sending ali of Resldent
#2's over the counter vitamins and supplements
sometime In May 2021, but she could not
rematnber the exact date,

-She malled the package to Resident #2 af the
factlity, but they did not glve it to him right away.
-She had to tell Resldent #2 to request the
package so the facility would give it to him to
open and he could give the medications to the
MA.

: Inferview with a pharmacist from tha facility's

contracted pharmacy on 07/15/21 at 10:13am
revealed that not recelving vitamin supplements
as ordered could cause vitamin deficiency and
symptoms such as fatigue, brittle bones, end
feeling weaker than normal.

Reofar to interview with Resident #2 on 07/14/21 at
11:27am.

0 358

Division of Health Servica Regulation

STATE FORM

L LESDA1

It continuation sheet 35 of 62



PRINTED: 08/02/2621

o FORM APPRCVED
Division of Health Service Regulation
STATEMENT OF DEFICIENGIES (X1} PROVIDERISUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND FLAN OF CORREGTION IDENTIFICATION NUMBER: A, BUILDING: COMPLETED
R-C
HALO96047 B. WING 07/15/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SOMERSET COURT OF GOLDSBORO 603 LOCKHAVEN EOLIKY
GOLDSBORO, NC 27530
(%4} 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIBER'S FLAN OF CORREGTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL BREFIN (EACH CORRECTIVE ACTION SHOULD Bk COMPLEYE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROFRIATE DATE
DEFICIENGY)
D 358 | Centinued From page 35 D 358

Refer to Interview with Resldent #2's family
member on 07/15/21 at 8:15am.

| Refer to Interview with the county ombudsman on
+ O714/21 at 10:69am.

 Refer to interview with a medication alde (MA) on
071421 at 12:41pm.

i Refer to Interview with another MA on 07/15/21 at
| 10:40am,

Refer to interview with the Resident Care
" Coordinater (RCC) on 07/14/21 at 3:11pm.

: Refer to second interview with the RCC on
07/15/21 at 10:58am.

Refer to interview with the Administrator on
07/14/21 at 2:24pm.

Refer to second Interview with the Admhistrator
on 07/15/21 at 11:08am.

Refer to Interview with a pharmacist at the
facility's contracted pharmacy on 07/15/21 at
- 10:13am.

Refer to Interview with Reslident #2's PCP on
07/14/21 at 1:46pm.

o. Review of Rasident #2's current FL-2 dafted
04/15/21 revealed an order for vitamin D3 10mey
dally. (Vitamin D3 Is a vitamin replacement
commonly used to help strengthen bones,
muscles, and immunity.)

Revlew of Resident #2's physician's order form
dated 06/30/21 reveled there was an order for
; vitamin 33 10meg daily af 8:00am.
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Review of Residant #2's May 2021 electronic

medication administration record (eMAR)
revealed:

~Thers was an entry for vitamin D3 10meg dally at
8:00am.

=Vitamin D3 was documented as administered
daily at 8:00am, except on 05/13/21-05/16/21,
05/1e/21-08/22/21, 05/25/21-05/27(21, and
05/36/21,

~There was documentation the doses of vitamin
D3 not administered were due 1a being
discontinued.

-Resldent #2 did not receive vitamin D3 as
"ordered for 12 out of 31 opportunities for May
2021,

Review of Resident #2's Juns 2021 eMAR
revealed;

-There was an entry for vitamin D3 10mcg dally at
8:00am.

“Vitamin D3 was documented as administered
once daily at 8:00am, except on 06/03/21 and
08/05/21-06/09/21,

~There was documeniailon the doses of vitamin
D3 not administered were due to baing
discontinued, oy
-Resident #2 did not recelve vitamin D3 as
ordered for 6 out of 30 opporiunities in June
2021.

Observation of medications on hand for Resfdent
#2 on 07/14/21 at 2:57pm revealed there was a
hottle of over the counter vitamin D3 10meg
tablets available for administration.

Interview with a pharmacy techniclan at the
facility's confracted pharmacy on 07/15/21 at
9:26am ravealad:

~There was no reason Resident #2 did not
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recaive his Vitamih D3 at any time during
05/01/21-05/26/21.

-The vitamin D3 was included in a multi-dose
package that was provided to the facliity for
Resident #2 on a weekly basls with & seven-day
supply throughout the month of May 2021 with
the last fill date heing 05/19/21.

-The pharmacy had recsived a note to stop filling
the vitamin D3 for Restdent #2 beginning on
05/28/21 because the medication was going to be
provided to the facility on his behalf via his family
metmber theraaftet.

Interview with Resident #2's family member on
07/15/21 at 8:15pm revealed:

. -Bhe began buying and sending all of Resident
" #2's over the counter vitamins and supplements

sometime In May 2021, but she couldn't

- ramember the exact date.

-She mailed the package o Resldant #2 at the
facility, but they did not glve It to him right away.
-She had fo tell Resident #2 to request the
package so the facility would give it to him to
open and he coluld give the medications to the
MA,

Interview with a pharmacist from the facility's
contracted pharmacy on 07/15/21 at 10:13am
revealed that not receiving vitamin supplements
as ordered could cause vitamin deficiency and
symptoms such as fatigue, brittle bones, and

. feeling weaker than normal,

Refer to interview with Resldent #2 on 07/14/21 at
11:27am.

Refer to interview with Resident #2's family
member on 07/15/21 at 8:15am.

Refer to interview with the county ombudsman on
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07/14/21 at 10:59am.

Refer to interview with a medication alde (MA) on
07114421 at 12:41pm.

Refer to interview with another MA on 07/15/21 at
10:40am.

Refer 1o Interview with the Resident Care
Coordinator (RCC) on 07/14/21 at 3:11pm.

Refer to second interview with the RCC on
Q711521 at 10:58am.

. Refer to Intervlew with the Administrator on
- Q714421 at 2:24pm.

" Refer to second interview with the Adminisfrator

on O7/15/21 at 11:08am.

Refer to interview with a pharmaclst at the
facllity's contracted pharmacy on 07/15/21 at
10:13am.

Refer to Interview with Resldent #2's PGP on
0714121 at 1:46pm.

1. Review of Resldent #2's physlclan order form
dated 06/30/21 ravealed there was an order for
vitamin B1 100mg daily at 8:00am. (Vitamin B1 is
commenly used to freat vitamin B1 deficlensy
which can result in Tatigue, irritablity, and physical

; ailmsnts.)

Review of Resldent #2's May 2021 electranic
madication adminisiration record (eMAR)
reveated:

~There was an entry for vitamin B1 100mg daily at
8:00am.

-Vitamin B1 was documented as adminisiered
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; 05/30/21. .

! “There was documentation the doses of vitamin

i B1 not administered were due to being

! discontinued.

_-Resident #2 did not receive vitamin B1 as
orderad for 12 out of 31 opportunities for May

dally at 8:00am, except on 05/13/21-05/16/21,
05/19/21-05/22/21, 05/25/21-05/27/21, and

2021,

' Review of Resident #2's June 2021 eMAR
' revealed:
~There was an eniry for vitamin B1 100mg dally at

8:00am.

* Wijtamin B1 was documentad as administered

- onee daily at 8:00am, except on

© 0B/05/21-08/08/21,

. ~Thera was documentation the doses of vitamin

* B4 not administerad were due to baing

' discontinued.

" -Resident #2 did not receive vitamin B1 as

* orderad of 5 out of 30 opportunities In June 2021.

" Observation of medications an hand for Resldent
* #2 on 07/14/21 at 2:57pm revealed there was a

hottle of over the counter vitamin B1 tablets
avallable for administration.

interview with a pharmacy technician at the
facility's contracted pharmacy on 07/15/21 at
9:26am revealed:

-Thera was no reason Resident #2 did not
receive his Vitamin 81 at any tims during
05/01/21-056/26/21.

-The vitamin B1 was included In a multl-dose
package that was provided fo the facility for
Resident #2 on a weekly basis with a seven-day
supply thraughout the month of May 2021 with
the last fill date being 05/16/21.

-The pharmacy had received a note fo stop filling
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the vitamln B1 for Resldent #2 beginning on
05/28/21 because the medication was going to be
provided to the facility en his behalf via his famtly
member thereafier. ‘

Intervisw with Resident #2's family member on
07/16/21 at 8:15pm revaaled:

-She began buying and sending all of Resldent
#2's over the counter vitamins and supplements
sometime In May 2021, but she could not
ramember the exact date,

-She mailed the package to Resident #2 at the
facllity, but they did not give it to him right away.
-She had to tell Resident #2 to request the
package so the facllity would give It to him to
open and he could glve the medications to the
MA.,

Interview with a pharmacist from the facilily’s
confracted pharmacy on 07/15/21 at 10:13am
revealed that not receiving vitamin supplements

~ as ordered could cause vitamin deficiency and

. symptoms such as fatigue, brittle bones, and
feeling weaker than normal.

Refer to Interview with Resident #2 an 07/14/21 at
11:27am. :

Refer (o Interview with Resident #2's familly
member on 07/15/21 at 8:15am.

07/14/21 at 10:59am.

Refer to interview with a madication alde (MA) on
t 07114/21 at 12:41pm.

" Refer to Interview with another MA on 07/15/21 at
= 10:40am.
;

Refer to interview with the county ombudsman on .
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Refer to Interview with the Resident Care
Goordinator (RCC) on 07/14/21 at 3;11pm,

Refer to second Interview with the RCC on
Q715/21 at 10:68am.

Rafar to interview with the Administrator on
07/14/21 at 2:24pm,

Refer to second Intsrview with the Administrator
on 07/15/21 at 11:08am.

Refer to Interview with a pharmacist at the
facllity's contracted pharmaecy on 07/15/21 at
10:13am.

Refer to interview with Resident #2's PCP on
0714721 at 1:46pm.

g. Review of Rasident #2's current FL-2 dated
04/15/21 revealed an order for thara-m tab 9mg
iron-400mecg dally. {Thera-m is & multivitamin
commonly used to replace vitamin deficiencies in
+ the body.}

i Review of a handwritten physlclan's order for
Resldent #2 dated 05/28/21 revealed the PCP
discontinued the thera-m and wrote a new order
for centrum silver multivitamin 1 fablet dally.

Review of Resident #2's physician's order form
dated 06/30/21 reveled there was an order for
thera-m tab 9myg iron-400meg daily had been ' !
changed to centrum silver multivitamin 1 tablet
every day at 8:00am,

Revlew of Resident #2's May 2021 electronic
medicatlon administration record {eMAR)
revealed:

~There was an entry for thera-m tab 8mg
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: Tron-400meg dally at 5:00pm.

! -Thera-m was dacumented as administered daily

: at 5:00pm, except on 05/07/21,

. 05/10/21-05f16/21, 05/18/21-05/23/21, and
05/25/21-05/28/21.

\ ~There was no entry to administer cenfrum silver

- multivitamin 1 tablet dafly on the eMAR beginning

i 05/28/21 as orderad.

. =There was decumentation the doses of thera-m

i not administered were due to belng discontinued,

-Resident #2 did not receive thera-m as ordered

for 17 out of 27 opportunities for May 2021,

~Resident #2 did not recelve centrum silver

multivitamin at ordered for 4 out of 4

oppottunities,

Review of Resident #2's June 2021 eMAR

! revealed:

. ~There was an entry for centrum sliver
mulflvitamin 1 tablet daily at 8:00am.

. ~Cantrum sliver multivitamin was documented as
- administsred cnce dally at 8:00am, except on
06/01/21-06/17/21.

~There was no documentation why the doses of
centrum silver multivitamin were not administered
on the aMAR.

-Resldent #2 did not receive centrum silver
multivitamin as ordered for 17 out of 30
oppariunities in June 2021,

Obsarvation of medications on hand for Resident
#2 on 07/14/21 at 2:57pm revealed there was a
bottle of over the counter centrum silver
muliivitamin tablets available for administration.

Interview with a pharmacy echnician at the
facility's contracted pharmacy on 07/15/21 at
9:26am revealed:

~There were [ssuas with the thera-m medication
availability and the pharmacy was unable to fill
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the medication during May 2021,

- ~The pharmacy nofified the facility of the Issue via
. email at the beginning of May 2021 to get a
- differant order for Resldent #2 from his PCP, but

they never raceived any communication back to

" flll his vitamin differently.

~Tha pharmacy received an order to discontinue

: the medication on 05/28/21 becauss the order

was being changed to centrum silver muitivitamin
and Resldent #2's family member would be
providing the medication to the facility on his
behalf thereafter,

Interview with Resident #2's family member on
07/15/21 at 8:15pm revealed:

-She began buying and sending all of Resident
#2's over the counter vitamins and supplements
somatime in May 2021, but she could not
remember the exact date.

-Bhe Inalled the package to Residant #2 at the
facillty, but they did not give it to him right away.
-She had to tall Resident #2 to request the
package so the facllity would give It to him to
open and give the medications to the MA.

Interview with a pharmacist from the facllity's
contracted pharntacy on 07/15/21 at 10:13am

. revealed that not receiving vitamin supplements

as ordered could cause vitamin deficlensy and
symptoms such as fatigue, britfle bones, and
fesling weaker than normal. ’

Refer to interview with Resident #2 on 07/14/21 at
11:27am.

Refer to interview with Resident #2's family
membsr on 07/15/21 at 8:15am,

Refer to Interview with the county ombudsman on
07114/21 at 10:5%am.

D 358
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Refer to interview with a medication alde (MA) on
07/14/21 at 12:41pm.

Refer to Interview with another MA on 07/15/21 at
10:40am.

Refer to interview with the Resident Care
Coordinator {RCC) en 07/14/21 at 3: 1ipm.

Refer to second interview with the RCC on
07/15/21 at 10:58am.

Refer to interview with the Administrator on
07/14/21 at 2:24pm.

Refer to second Interview with the Administrator
on 07/15/21 at 11.08am.

Refer to interview with a pharmacist at the
facllity's contracted pharmacy on 07/15/21 at
10:13am.

. Refer to intarview with Resident #2's PCP on
07/14/21 at 1:46pm.

h. Review of Raesident #2's curvent FL-2 dated
04/15/21 revealed an order for melatonin 1mg
evary night at bedgtime.{Melatonln is commonly
usad as a sleep aid for insomnia.)

Review of a handwritten physiclan's order for
Resident #2 dated 05/18/21 revealed the PCP
discontinued the melatonin 1mg and wrote a new
order for melatonin Smg every night at bedtime.

Review of Resident #2's physician's order form
dated 06/30/21 revelsd there was an order for
melatonin 5mg every night at 8;00pm.
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Review aof Resident #2's May 2021 electronic
medication administration record (eMAR)
revealad:

~Thera was an entry for melatonln 1mg daily at
8:00pm.

-Melatonin 1mg was documented as
administered daily at 8:00pm, even after the
discontinuation order date on 05/21/21 and
05/22/21, :

~There was an entry for malatonin 5mg daily at
8:00pm. ,

-Melatonin Smg was not decumented as
administered on the May 2021 eMAR.

“There was no documentation why the melatonin
1mg was given after the discontinuation date.
~There was no documsentation why the melatonin
5mg was not administered in May 2021.
-Resldent #2 received melatonin 1mg incorractly
after a discontinuation date of 05/18/21 iwice In
May 2021.

-Resident #2 did not receive melafenin Smg as
ordered for 11 out of 11 opperiunities.

Observation of madications on hand for Resident
#2 on 07114421 at 2:57pm revealed there was a
bottle of over the counter melatonin 5mg tablets
available for administration.

i [nterview with a pharmacy techniclan at the

: Tacility's contracted pharmacy on 07/15/21 at

9:;26am revealed:

-Resident #2's melatonin arder had been
changed fram 1mg fo Smg on 05/18/21.
~Resident #2's melatonin Smg was fillad and sent
to the facllity on 05/19/21 for 13 dasss,

-There was no reason Resldent #2 did not get his
&mg of melatonin as ordered starting 05/19/21.
~There was ho reason Resident #2 recelved the
melatenin img after being discontinued on
051821,
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Interview with a pharmacist from the facllity's
contracted pharmacy on 07/15/21 at 10:13am
revealad:

-Resident #2 was raceiving melatonin to aid with
Insomnia.

Not recelving the melatonin as ordered would
lead to increased insemnia and trouble sleeping.

Refer to interview with Resident #2 on 07/14/21 at
11:27am.

Refer to intervlew with Resident #2's family
member on 07/15/21 at 8:15am.

Refer to interview with the county ombudsman on
07114/21 at 10:58am.

Refer to interview with a medication aide (MA) on
07/14/21 at 12:41pm,

Refer to interview with another MA on 07/15/21 at
10:40am.

. Refer to Interview with the Resident Care
" Coordinator (RCC) on 07/14/21 at 3;11pm.

Refer to secend Interview with the RCC on
07/15/21 at 10:58am.

Refer o interview with the Administrator on
0714121 at 2:24pm.

Refer to second Interview with the Adminisirator
on 07/115/21 at 11:08am.

Refer to Interview with a pharmacist at the
facility's contracted pharmacy on 07/15/21 at
10:13am,
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i Refar to interview with Residant #2's PCP on
, 07/14/21 at 1:46pm,

" I. Review of Resident #2's medication order dated

| 05/06/21 revealad there was an order for
acetaminophen 500mg three times per day.
{Acetaminophen is commeonly used to treat mild

. paln,)

Review of a physician's order for Resident #2
dated 05/28/21 revealed the PCP discontinued
the acetaminophen 500mg three times per day.

.- Review of Resldent #2's May 2021 electronic

- madication adminlstration record (sMAR)

. revealed:.

' -There was an entry for acetaminophen 500mg
. three times per day at 8:00am, 2:00pm, and

; 8:00pm,

; ~Acetaminophen was documented as
adminlstered daily at 8:00am, except from
05/06/21-05/14/21.

-Acetaminophen was documented as
adminisiered daily at 2:00pm, except from
05/08/21-05/16/21.

-Acetaminophen was documented as
administered daily at 8:00pm, except from
05/06/21-05M14/21.

~There was no documentation why the doses of
acetaminophen were not administared on
05/06/21-05/14/21,

-Thers was documentation the doses of
acetaminophen not administered on 05/15/21
were due to "other” reasons and on 05/16/21 due
to drug not avaifable/waiting to hear from doctor.
-Resident #2 dld not recelve acetaminophen as
orderad for 28 out of 63 opportunitles for May
2021.

Observation of medications on hand for Resident
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#2 on 07/14/21 at 2:57pm revealsd there was no
acetaminophen 500mg tablets available far
administration.

Interview with a pharmacy technliclan at the
facility's contracted pharmacy on 07/15/21 at
9:28am ravealed:

-Resldent #2's acetaminophen had payment and
insurance issues on 05/06/21.

-The pharmacy was able to resolve the payment
and Insurance Issues for Resident #2's
acetaminophen and flll the prescriptions fora
7-day supply that was delivered 1o the facllity on
06/13/21, 05/20/21, and 05/27/21.

~There was ho reason for Resldent #2 to mlss
doses of acetaminophen from 05/14/21-05/16/21,

Intervisw with a pharmacist from the facility's
contracted pharmacy on 07/15/21 at 10:13am
revealed:

-Resident #2 was receiving acetaminophen for
pain.

-Not recelving the acetaminophen as ordered
would have led ta Increased pain for the resident,

Refer to interview with Resldent #2 on 07/14/21 at
11:27am,

Refer to Interview with Resldent #2°s family
member on 07/15/21 at 8:15am.

Refer to interview with the county ombudsman on
07114121 at 10:59am.

Refer to interview with a medication alde (MA) on
07114721 at 12:41pm.

Refer to interview with ancther MA on 07/15/21 at
10:40am.

D 388
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Refer to interview with the Resident Care
Coordinator (RCG) on 07/14/21 at 3:11pm.

Refer 1o second interview with tha RCC on
07/15/21 at 10;58am..

Refer to intarview with the Administrator on
07/114/21 at 2:24pm.

Refer to second interview with the Administrator
on 07/15/21 at 11:08am.

Refer to Intervlew with a pharmacist at the
facility's contracted pharmacy on 07/45/21 at
10;13am.

Refer to interview with Resident #2's PGP on
07/14/21 at 1:46pm,

j- Review of Resident #2's medication order dated
06/08/21 revealed there was an order for
[buprofen 800mg three times par day. {Ibuprofen
Is commonly used to treat pain.)

Review of a handwritten physician's order for
Resldent #2 dated 05/28/21 revealed the PCP
discontinued the ibuprofen 800mg three times per
day.

Review of Resident #2's May 2021 electronic
medication administration record (eMAR)
revealed:

~Thera was an entry for Ibuprafen 800mg three
times per day at 8:00am, 2:00pm, and 8:00pm,
-lbuprofen was documented as administered daily
at 8:00am, except from 05/06/21-05/4/21.
-[buprofen was dosiimented as administered datly
at 2:00pm, excapt from 05/06/21-05/16/21.
-Ibuprofen was documentad as administared dally
at 8:00pm, except from 05/06/21-05/13/21 and
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. 05/15/21,

-There was no documentation why the doses of
ibuprofen wers not administerad from
05/06/21-05M3/21.

~Thare was documentation the doses of Ibuprofen
not administered an 05/14/21 were due ta being a
new order, on 05/15/21 due to belng "other"
reasons, and an 05/16/21 due to the drug not
avallable/walting to hear from doctor.

-Resident #2 did not recelve ibuprofen as ordered
for 28 out of 83 opportunities for May 2021,

Observation of medications on hand for Resident 1
#2 on 07114421 at 2:57pm revealad there was no i
Ibuprafan 800mg tablets avallable for
adminlstration.

Interview with a pharmacy technician at the
facility's contracted phammacy on 07/15/21 at
%:28am revealed:

-Resident #2's Ibuprofen was filled for a 7-day
supply each week that was delivered to the facility
on 05/06/21, 05/13/21, 05/20/21, and 05/27/21,
-There was no reasen for Resident #2 to miss his !
doses of ibuprafen from 05/06/21-05/28/21.

Interview with & pharmagclst from the facllity's

confracted pharmacy on 07/15/21 at 10:13am

revealed:

-Resident #2 was receiving Ibuprofen for pain.

-Not receiving the buprofen as ordered would

have led to increased pain for the resldent.

-Additionally, Resldent #2 had been raceiving

napraxen (another medication used for pain

- similar to tbuprofen) scheduled for pain at the
same time as the Ibuprofen; receiving both

" medleations could have led fo increased blood
pressure and gastilc bleeding.

| Refer to Interview with Resldent #2 on 07/14/21 at
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11:27am.

Refer to interview with Resident #2's family
member on 07/15/21 at 8:15am.

Refer to interview with the caunty ombudsman on
07/14/21 at 10:59am,

Refer to Interview with a medieation alde (MA) on
0714121 at 12:41pm.

 Refer to intarview with another MA on 07/15/21 at

: 10:40am.

Refer o Interview with the Resident Care
Coordinator (RCGC} on 07/14/21 at 3:11pm.

Refer to sacond interview with the RCC on
07/15/21 at 10:58am.

Refar to Interview with the Administrator on
07114121 at 2:24pm.

Refer to second interview with the Administrator
on 07/15/21 at 11:08am.

Refer to Interview with a pharmacist at the
facility's contracted pharmacy on 07/15/21 at
10:13am, .

Refer to interview with Resident #2's PCP on
07114121 at 1:46pm.

Interview with Resident #2 on 07/14/21 at
11:27am revealed:

~There was a point in time that he was not
recelving his medications as ordered and he had
trouble sleeping and had been In pain.

-Facility staff told him that he was not recelving
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his medicatlons as ardered because the
pharmacy had not been sending his medications.
; ~He asked his famlly member for help with the

" Isstie and she contacted a "woman”

' {ombudsman) who helped resolve the Issue with
his medications,

Interview with Resident £2's family member on
07M15/21 at 8:15am revealed:

-She livad out of town but spoke with Resident #2
almost overy day.

-Resident #2 comptalned of paln, All his pain
medication had been taken away and she had to
work with his primary care provider (PCP) to get
something prascribed for him because na one at
the facllity did that for him.,

~The facliity was not glving Resident #2 his
medications as ordered, and duplicated several
pain medications due to him having twa different
doctors.

-8he had a very difficult time communicating with
the facllily because nons of the staff had any
answers to her questions and would not return
her phone calls regarding Resident #2,

-She had ultimately had to Involve the county
ombudsman regarding Resident #2's medications
most recently fo get a resolution to the Issue,

interview with counly ombudsman on 07/14/21 at

; 10:69am revealed:

_ -She was aware that Resident #2 was not

. raceiving his medications as ardered.

| ‘Resldent #2 told his family member that he had

! been in pain and knew he was not recelving all of

I his medications but did not know which onas he
was not gefiing.

! -Resident #2 had several medications that had

not been administered and were documented as

being not given, but none of the facility staff had

followed up as to why the Issue was happening
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with a current order to administer the
medications.

-She brought Resldent #2's madicatlon issuas ta
the facility's attention in May 2021,

-The facllity had not been aware of Resident #2's
medication issues prior to her bringing It to thelr
attention.

Interview with a medication aide (MA) on
07114121 at 12:41pm revealed;

-Her duties included passing madications, faxing
pharmacy orders and checking pharmacy
medication changes on the eMAR, writing
progress notes on important resldent information,
documented in the resident record, and
contacting the residents primary care provider
{PCP) as needed.

-Resident #2 did not receive his medications as
orderad due to miscommunication and review of
previous documentation that had been incorrect.

; -She was not sure why she or any other MAs did

. hot verify Resldent #2's orders prior to holding

' medications he had an active order for.

* -She brought Resident #2's medication issues to

the RCC's attention when the resident questioned
whether he was getting all of his medications to
her.

-Resident #2's medication orders werse showing
up correclly on his eMAR, but when staff tried {o
use the scanning device attached to the facility's
computer system and eMAR io administer the
medication, there was an error message stating
that the medication had been discontinued,
preventing the stafffrom administering and
documententing e medication In the eMAR.
~Staff had been told to use the scanner in May
2020 which was when issues with Resldent #2's
mediation administration began.

-If staff did not use the scanners, they were able
to adminlster Resident #2's medicatfons correctly
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-Staif were no langer using the scanners in the
facility currently dua to the ongoing issue with
them.

-She had basn concerned about Resident #2's
madication ssues because he could have been’
overdosed or not gottan a medication he needed
for his health issues.

Inierview with another MA on 07/15/21 at
10:40am ravealed:

- -The facllity had gotten behind on medication cart

audits around the middle of May 2021.

-There was no formal process to ensure
medications were siocked on the medication
carts for residents as ordered.

~Beginning in the middle of May 2021, staff would
Just raquest refills dally when thsay realized a
resldent's medication was beginning to run low fo
ensure medieations did not run out,

~To re-order a medication, staff would fax a
raorder sticker for the medication to the
pharmacy or call the pharmacy, then write a note
in the resident's eMAR for the RCG to follow up
on.

-Resident #2's medications were stocked and on
the medication cart during the months of May-
2021 and June 2021.

-Resident #2 did not receive his medications as
arder in May 2021 and June 2021 because there
was confusion that the medications had
mistakenly been discontinued when trying to use
the scanner to administer medications.

-She was unawara that facillty MAs were
fallowing previous staff's documentation and
assuming the medications had been disconlinued
Instead of Investigating the accuracy of the order
and resolving the issue, but It had been corected
in July 2021.

~The issue had to do with the orders not being
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acceapted by the faclility from the pharmacy
corvectly in the resident's eMAR which caused the
scanner to become confusead.
-Facility staff had to stop using the scanners
hecause of this Issue because new orders had
been rejected and old orders had remained
causing the barcodes on the medications to not
match the orders that appeared on the residents
eMAR,
-Staif reported the scanning issues to the
supervisor in charge (SIC) and the previous RCC
, atthe time,

-When the new RCC cama, the issue with
- scanners and medfcation administration began to
gel resolved.
. -By the fime Resldent #2 questioned whether he
was receiving all of his medications accurately,
she had reported the Issue to the new RCC who
was actively working on the problem with the
resident's family member.
-WWhen a resident’s family called, the MAs would
try to assist the family member with any questions
or cancerns, then leave a message for the
Administrator o call them back If she was
unavailable at that time. :
-She had spoken to Resident #2's family member :
about his medication issuas and ieft a message : ;
for the Administrator to call the family member [ !

! d

back, but she could not remamber when that had
been,

-There was ho reason for Resldent #2 to miss
any of his medication doses in May and June
2021 because hls medications had been in stock
on the medication cart; the facility eMAR
computer system was simply confusing.

! Interview with the RCC on 07/14/21 at 3:11pm
' revealed:

_“Nane of the MAs had reported issues with

| Resident #2's medications to her.
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! -She identified issues with Resident #2's
medicatians when she noficed they had been
documented as not administerad and investigated
what was going an.

-She expected staff to report any issues about
medications to her Immediaiely.

She had been concerned that Residant #2 had
nof received his medications as ordered because
he could have had high blood pressures or
negative outcomes.

-Resident #2's Issuses with his medications and
arders should not have gone overleoked as long
: as they did during May 2021 and June 2021,

Second Interview with the RCC on 07/15/21 at
10:58am revealed:

~Bhe first hoticad Resident #2 had not been
receiving his medications as ordered from a
facllity activity report that she had run on
06/07/21.

-None of the facllity staif, Resldent #2, or -
Resldent #2's famlly member had brought
Resident #2's medication Issues from May 2021
or June 2021 to her attention prior to that date.
-She had never spoken to Raesident #2's family
membaer prior to that maorning on 07/15/21.

-She had notlffed Resldent #2's PCP of insurance
and payment Issues for Resident #2's medication
on 05/11/21, but had not thought to notify the PCP
of Resident #2's multiple missad doses of several
medlecations from May or June 2021; she did not
know why except she did not think about it.
~There wera medication scanner issues due fo
the previous RGGC not accepting new and
discontinuation pharmacy orders in the esMAR
causing the barcode on the medication to not
match the order showing in Resident #2's sMAR,
-She was not sure why staff did not report the
soanning issue fo her or the Adminlstrator sconer,
but if thay had it would have prevented Resldent
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#2 from missing his medication doses as
ordered.

" Interview with the Administrator on 07/14/21 at

. 2:24pm revealed:

-Sho was not sure why Rasident #2 had not
received his medications as ordered In May and
June 2021,

-She had besn acting as an MA and passing
medications since 06/07/21 and had basn
unaware of the issue until that time.

-The facility had a different RCC who left In May
2021; she thought the RCC had heen doing her
job but found out later that she had nof been
following up with her on issues.

+ -She was not sure why the MAs did not report the
* issues with Resident #2's medications to her if it

. had not been resolved in a timely manner with the
previous RCC.

-She expected staff to notify the her and the RCC
immediately when there were issues with resident
medicatlons or orders.

-She was not sure If Resident #2's medication
Issues had even been raported to the previous
Rcc. .

-It was a major concern than Resident #2 did not
receive his medications as ordered because it
was a lack of care, unfair, and neglectiul,

Second Intervlew with the Administrator on
07/15/21 at 11:08am revealed:

~-She was racently told that staff raported
medication scanning Issues prior ta her beginning
her position at the facility in March 2021,

~The staff had stopped using the medication
scanners prior fo March 2021 but began using
them again somstime in May 2021,

-The previous RGC had not been accepting new
and discontinued orders properly from the

* pharmacy which caused confusion with eMAR
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. orders for Resident #2,

' -Resident #2 had besn receiving his medication

. correctly as ordared uniil staff began using ths
medicatlon scanners again in May 2021.

-Sha was not sure why staiff had not reported an
Issue with the use of the scanners prior to early
June 2021, but she expected them to report the
issue iImmedlately fo the RCC or to her so they
could have corrected it.

-Staif had never given her a message to contact
Resident #2's family member regardling his
medication issues and she had never spoken to
his family member about anything except”

| Resident #2's packages that came in the mall.

* -There was no excuse for why Resldent #2 did

. not recelve his medications as ordered for such a
leng period of time during May 2021 and June of
2021,

-Aftar being made aware of Resident #2's
medication issues in May 2021 and June of 2021,
she corrected the Isste but did not think o report
the issus to Resident #2's PCP,

Interview with a pharmacist at the facllity's
coniracted pharmacy on 07/15/21 at 10:13am
revealed:

-Resident #2's PCP had sant In several
discontinue orders for medication on 05/28/21 In
an aitempt to "clean up" his eMAR because a
family member was golng fo begin providing
several of the vitamin supplements to the facility
on his behalf to try and save him seme money.
~There was no reason for Resldent #2 missad so
! many medicatlon doses In May 2021 or June

1 2021. ’

. -The pharmacy was unable to see the facilily's

" eMARs, but all new orders and discontinuation

- orders crossed over fram the pharmacy's

. computer system lo the facility's computer

{ system,
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-Once the pharmacy updated eMAR orders, it
was up lo the facillly to accept the new or
discontinued orders ta ensure that thelr sMARs

! remalned updated and accurate for resident
safety and aceurate medication administration,

Interview with Resldent #2's PCP on 07/14/21 at
1:46pm revealed:

-She was unaware Resident #2 had gone any
length of ime without recelving his medications
as needed and ordered.

~She expected facility staff o Implement and
carry out her orders as wiltten, and to notify her I
thare was a problem.

~There was no reason or sxplanation for why

- Resident #2 had not recelved his medications as

crdered.

: -Resident #2 had several fnadlcatlons prascribed

to him for prophytactic purposes such as
preventing esophageal varices, cirrhosis issues,
and keeping his blood prassure regulated duoe to
his past medicafion histary because she had
been worried about ederma and fluid overload.

The facllity failed to administer medications as
ordered including to a resldent (#2) used to freat
hypertenston, edema, stomach disorders, sieep
disturbanca, vitamin deficiency, and pain resulting
In the resident having rouble sleeping and
axperienclng pain; and falled to obtain a
medication for a resident (#6) for thirteen days
prescribed to freat heart problems. This failure
was detrimental to the health, safety, and welfare
of the residents and constitutes & Type B

* Violation.

The facility provided a plan of protection in
accordance with G.S. 131D-34 on 07/13/21 for
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- thls vinlation.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED AUGUST 29,
2021.

G.S. 131D-21{2) Declaration of Resldents' Rights

G.8. 131D-21 Declaration of Residents' Rights
Every resident shall have the following rights:
2. Toracslve care and services which are
adeduate, approprlate, and in compliance with
relevant federal and state laws and rules and

regulations,

This Rule Is not met as evidenced by:
. Based on observatlons, interviews and record
! reviews, the facility failed to ensure residents

received care and services which were adsquate,
appropriate and in compliance with relevant
federal and state laws and rules and regulations
related to health care and medication aide
training and competency.

The findings are:

1. Based on cbsarvations, Interviews, and record
reviews, the facility falled fo administer
meadications as ordered by a licensed prascribing
practitioner for 2 of 11 resldents {(#6, #7)

ebosrved during the medlentien pase Inelusling
arrors with a heart medieation {(#6) and a blood -
pressure medicatlon with parameters (#7), and
racord raview for 1 of & samplad residants’ with
missed medications (#2) prescribed to the
resident to control blaod pressure and edema,
Insornia medication, and vitamin
supplementation, as well as the administration of
discontinued medications (#2) for Insomnia,

£ 358
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See above cited areas.
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| [Refer to Tag 358 10A NCAC 13F .1004(a)
Medication Adminlstration {Type B Violation)].
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