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annual and follow up survey on 11/03221 -
)| 11704721,

D 137| 10A NCAC 13F .0407(a)(5) Other Staff
Qualifications

10A NCAC 13F .0407 Other Staff Qualifications
(a) Each staff person at an adult care home

| North Carolina Healih Care Personne] Registry
“wccording to GSTTSTESE,

This Rule Is not met as evidenced by:

Based on observations, interviews, and record
review, the facility falled to ensure 1 of 3 staff

(Staff A) sampled had no substantiated findings
on the North Carolina Health Care Personnel

Registry (HCPR).
The findings are:

Review of Staff A's personnel record revesaled:
‘-Staff A was hired on 08/17/21 as a medication
‘alde/personal care alde (MA/PCA).

~There was no documentation a North Carofina
(NC) Health Care Personnel Registry (HCPR)

check was completad upon hire on 08/17/21.

Observation of Staff A.on 11/04/21 at 6:14am
revealed Stalf A was working as & MA and
cbserved administering medications to residents.

Intervisw with the Residant Csre Director (RCD)
on 11/04/21 at 6:30pm reveeled the Business
Offico Manager (BOM) was responsible for
completing the NC HCPR checks upon hire on

The Aduit Care Licensure Secion conducted an

(5) have no substantisted findings fistedonthe

T R ——
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| revealed:

A

| websites.
HCPR website.

| 8:38pm revealed:
staff's record.

| 7:30pm revealed:

| Interview with the BOM on 11/04/21 at 6:32pm

w-Shlwureaponsibleforoonpbﬁmdmc

| HCPR checks upon hire for staff.

| -She used two named govemment websites to

| search for any findings on the NC HCPR for Staff

| ~She would provide the resits of the searches
| done from the websites searched for Staff A

Review of Staff A's information for a NC HCPR
| chedk provided by the BOM revealed: '
mmmhnolndivldualuduﬂonrapombr i

. Staff A from two named govemment database [
{

| ~The website search results were not from the NG

| Asecond interview with the BOM on 11/04/21 st
' .She reviewed a NC HCPR check from another

Intarview with the Administrator on 11/04/21 at

| -Areview of Staff A's personnel record would be ‘
| completed, and he would provide StaffA's NC ;
. HCPR check complsted on hire for review.

-He expected for the BOM to complete NC HCPR |
| checks on all the new staff upon hire. J

| -She did complete a NC HCPR check for Staff A. J
- -She would search for Staff A's NC HCPR check |
. completed on hire and would provide a copy for

(
\
f
Attempted inlerview with Staff A on 11/04/21 at ’
‘ 6:45pm was unsuccessful,
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Review of a NC HCPR check for Staff A dated i
11104721 revealed: '
-Staff Awas not listed on the NC HCPR. |
~The NC HCPR check was completed 2 1/2 10A NCAC 13F. .0901 (a) Personal
| months afier Staff A's hire date of 08/17/21. ; Care and Supervision
D 269 10A NCAC 13F .0901(a) Personal Care and D 269 It is Meadowview ALF's practice to
Supervision comply with rules and regulations.
| 10ANCAC 13F .0801 Personal Care and Our processes were reviewed and
| Supervisiom—— — immediate action was-taken on the
| (a) Adult care home staff shall provide personal evening of 11/4/21 b¥ oomlaﬂ%‘
| care to residents according to the residents’ care g foot audit on 100% of residents. :
~—-= | plans.and attend to-any other personal.care——- -~ | |- nolifications were madeoIrtlie mormjing
needs residents may be unable to attend to for of 11/5/21 regarding any needs for
| themselves. latry services as well as any s
ntegrity issues or edema.
An In-service was held on the evening
of 11/4/21 with all on duty personal |
This Rule is not met as evidenced by: care staff regarding proper foot caré
Based on observations, interviews, and record as well as timely and accurate reporting
reviews the facility failed to provide personal care of any podiatry needs, skin integrity|
to 1 of 5 residents sampled (#3) related to foot immeh;e %r eder&we-ertr:l.uglﬁon also/
care, prov rega co compigtion -
of body observation/shower sheet |
The findings are: forms. Follow up in-services were held
with personal care staff on 12/9/21 | a)iut]a)
Review of Resident #3's current FL-2 dated and 12/14/21 to ensure 100% of carg
10/15/21 revealed diagnoses included diabetes staff received re-education.
mellitus type 2 (DM2). Individual, in real time, re-education
| 'was aiso completed by ED, RCD,
' Review of Resident #3's current care plan dated LHPS nurse and RDCS as needed.
10/15/21 revealed:
-The resident required limited staff assistance RCD or designee wili review body .
with toileting, dressing, grooming/personal observations/shower sheets daily. 0Py
hygiene, transferring, and ambulation. Any identified needs or concerns wil}:
| -The resident required extensive staff assistance be reported to the PCP within 24
with bathing. hours of review.
-The resident required the use of a wheeichair for
Division of Health Service Regulation
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D 268 | Continued From page 3 D 269 ED will perform random ‘pot chMl
 ambulation, had limited bilateral upper extremity of body observations/shower shee
strength, was sometimes disoriented, and was and ;I?aﬁr?g:ms to PCP to ensure ow‘j,na.
! forgetful and needed reminders. com . ;
‘ | All body obst:nélgggslsho;vlyer sh
Review of Resident #3's current Licensed Health will be sent wee
Professional Support (LHPS) evaluation dated along with documentation of notificaions
to PCP, for review. : |

08/24/21 revealed the resident required staff
assistance with activities of daily living (ADLs),

| Observation of Resident #3's feet on 11/03/21 at
| 4:10pm revealed: ‘ —
-The resident had thick, cracked and flaking skin
to the top of both ankles.
~The'top and bottom of the residents’ féet and

| -The resident had thick, scaly skin to the top of
her left foot near her toes.
| ~The resident had moist, flaking skin between her
toes on both feet.
-The residents’ heels were dry and cracked.
| ~The resident had a buildup of creamy to pale
| yeliow colored substance under all the toenails of
1 her right foot,

Review of Resident #3's personal care log
revedled:
-There was no month or year documented on the
log.
-There were numbers 1 - 31 electronically
documented at the top of the log.
| -There was a section for bathing on first, second,
. and third shifts.
~The resident was documented as requiring
limited staff assistance for bathing.
| ~There was a check mark placed beside bathing
for first, second, and third shift under numbers 1 -
3.

 Interview with a personal care aide (PCA) on
| 11/04/21 at 8:58am revealed:

toes were dry and scaly, and the skin flaking.

——— -~ |providing care according to the

IRe—education regarding personal
|care and supervision will be
iprovided by RCD, ED or LHPS
{nurse at least quarterly for one
'year. Emphasis will be placed on

J idents’ care plans*amraﬁaang
| [to any other personal care needs
. residents may be unable to attend
’ to for themselves.

I

RCD, or designee will review PCS
ogs daily to ensure proper
-ompletion. ED or designee will

rand |

rsonal . |
care staff on 11/4/21,1289/21 and | 19)M Q1

12/14/21 during personal care and
supervision mwbu Individual, iﬁ‘
real time re-education h

as also
. been provided by ED, RCD, LHPS
| nurse and RDCS as needed. |
Re-education regarding proper and
ccurate completion of PCS logs |

ill be provided by RCD, ED or |
LHPS nurse at least quarterly for |

\
J
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-Skin assessment sheets were to be completed
| by the PCA with every bath.
| -Personal care logs were to be completed every
day with tasks.

-A check beside the task on the personal care log
indicated the task had been performed.
-Resident feet were fo be washed with every
bath.

-PCAs were not allowed to perform nail care for a
diabetic resident.

-Atesident did not have to wait for their assigned
bath day to be bathed.

-Resident #3's personal care log without a month

-The numbers 1 - 31 at the top indicated the date

of the month.

-A check mark beside the task indicated the task

was performed.

-She did not know why a check mark was on
 Resident #3's personal care log beside bathing

for first, second, and third shift on days 1 -3

because the resident was bathed two times a

week.

Interview with a PCA on 11/03/21 at 4:15pm

revealed:

-Resident #3 was scheduled to be bathed during

first shift two - three times a week.

-She did not remember the days.

| -She last observed Resident #3's feet about a
week ago when she changed her socks and the
resident did not have dry, flaking skin.
-She applied lotion on Resident #3's feet because
she had dry skin.

Interview with a PCA on 11/04/21 at 7:55am
revealed:
' -Resident #3 was totally dependent upon staff for
bathing and dressing.
-Resident #3 was sponge bathed because she

or year documented was for November 2027,

Division of Health Service Regulation
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did not like to get in the shower.
-She last gave Resident #3 a sponge bath on
11/03/21.

| -She did not wash Resident #3's feet on 11/03/21

| because the resident did not want her feet
washed. :
-She last washed Resident #3's feet and between
her toes on 10/30/21.

| -Resident #3 had a buildup of flaking skin on her
feet and between her toes on 10/30/21.
-She told the medication aide/supervisor (MA/S)
on 10/30/21 Resident #3 had a buildup of flaking
skin on her feet and between her toes.

' -She'would frequentiy put Totion on Resident #3's B
feet because the skin would flake.

Interview with the MA/S on 11/04/21 at 8:18am ‘

| revealed: ‘
-She had never seen Resident #3's feet prior to
today, 11/04/21.
-Staff had not reported to her Resident #3 had
dry, flaking, or scaling skin on her feet or between
her toes.
-The PCAs reported to her or the Regional Care

. Director (RCD) when residents had any skin
issues such as flaking or dry skin.

| -PCAs completed a resident skin assessment

| sheet with each bath. ‘
-Any skin issues were to be documented on the ’

| skin assessment sheets.

-After seeing Resident #3's feet today, 11/04/21,
the resident deserved better treatment and care
than the personal care she had received from ‘
staff. |

 Interview with the RCD on 11/04/21 at 3:46pm

| revealed:

| -She had never seen Resident #3's feet prior to

| today, 11/04/21.

_-Resident #3's feet were ashy and skin flaking

Division of Health Service Regulation
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D 269 Continued From page 6

| today, 11/04/21.
| -Resident #3 did not have to wait for her shower
| day to receive a bath or her feet washed.
-PCAs were to complete resident skin
assessment sheets with every bath to include
| sponge baths.
-PCAs were to document dry and/or scaly skin on
| the resident skin assessment sheets.
-She would review resident skin assessment
sheets to see what the PCAs were documenting.
| -She would not know Resident #3 had dry,
| fiaking, scaly skin if the PCAs did not document it
on the skin assessment sheets.
-Th& PCAS documented skin asSessments on the
resident's personal care log once baths were
completed.
-She had never checked behind the PCAs to
ensure Resident #3's feet were washed.
| -She never asked staff if they were providing foot
' or nail care to the residents.
-She would sometimes do random resident foot
inspections.
-She last performed a random resident foot
inspection three weeks ago.
-There were no skin integrity issues identified.
-She had never performed a random foot
inspection on Resident #3.

Telephone interview with Resident #3's Primary

| Care Provider (PCP) on 11/04/21 at 4:32pm
revealed:
-She expected Resident #3's feet and toes
washed with every bath including sponge baths.
-Resident #3 was diabetic and was at risk for skin
break down, infection, and amputation from poor
foot care.
-Resident #3 would not have dry, scaly skin and

| buildup of skin between her foes if she was being

| properly bathed.

| -1t was unacceptable for Resident #3 to have

D 268
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D 269 | Continued From page 7 D 269 '
Ruldeutﬁ and resident %4 were |

moisture and buildup of skin between her toes,
and scaly skin on her feet

-She examined Resident #3 on 07/02/21 and was
shocked at how the resident's feet looked.

-The resident's toenails were thick, long, curiing
up and around and looked like " ...talons".

-She expected the facility to provide better foot
care o the resident than what had been provided.
-She referred the resident to podiatry.

Interview with memmmmwon 11!04[21 at

6:30pm revealed
-He expected residenl‘s feet to be washed with
o jlevenrbath, T =R ol i et
— | =He“expetted staff to reporttotheMA or RCD H———
J when a resident's feet were dry, flaking, and/or
| scaly and toenails long.

' Attsmpted interview with Resident #3's family
member on 11/03/312 at 5:15pm was
unsuccessful.

'1 Based on observations, interviews, and record
‘ reviews it was determined Resident #3 was not

interviewable.
|

D273 10A NCAC 13F .0802(b) Health Care D273

10A NCAC 13F .0802 Health Care

(b) The facility shail assure referral and follow-up
fo meet the routine and acute health care needs
of residents.

This Rule is not met as evidenced by:
TYPE B VIOLATION

: Based on observations, interviews, and record
reviews the facility failed to ensure health care
referral and follow up for 2 of 5 sampled residents

utside
"," 1an [ podiatriston (1)1 /a

Pod clrmbfldﬂy' and
corvices on TIBET aod MRS /s o

|

|

|
|
10A NCAC 13F .0902 (b) Health Care {J

It is Meadowview ALF's standard !
practice to comply with referenced rule,

e
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D273 Continued From page 8 D273 Our processes were reviewed and
(#3, #4) for a diabetic resident who refused o immadiate ’ncﬁ"b W'm'“k’" by providi
| wear compression stockings, had scabs to the regarding adherence to .g lll" al
top of ankles, and scaly flaking skin to her feet co related to h
| and legs, and had missed appointments with | and up on 11/5/21,
cardloiogy, gastroenterology, and her Primary
| Care Provider (PCP) (#3); and a wheelchair | Tranepasation person nel-are-to-ensure all
dependent resident whose PCP was not notified | resident lppomtmeni: are mﬁ
of a missed physical and occupational therapy ememem 3'“::5':"’ or nel
referal, long jagged toenails, cough with runny restrict person
[ nose and sneezing, and right elbow sweling (#4) Wll ‘*’:}"ﬂ; mmrm‘* soasto |
i of appointment. In the event an appoin t
' The findings are: must bmclllredubd , transportation
--— [ T Review of Resident #35 current Fl-2dated | — __m ﬁmmg%a&h.p ng |- " L
' 10/1.5121 revealed diagnoses included diabetes m.d. to pmvmr of cancellation of
meliitus type 2 (DM2), hypertension (HTN) kidney Transportation personnel
disease, hypokalemia, diastolic congestive heart also notify the POA of tho cance
| failure (CHF) , and hyperiipidemia. new appointment date and time as welljas
pryipdiabi o] e
a. Review of Resident #3's cardiologist after visit atthe en will
| summary report dated 06/04/21 revealed the | delmAtlllome in the transportatio
| resident was scheduisd for an appointment with book. appotlintmeb:ot; \:tm u;b:
| her gastroenterologist on 07/06/21. [ mmﬂw is made by hm:m ouapang
. ' Eemonnel |
| Review of Resident #3's progress notes from {f
07/06/21 - 08/06/21 revealed there was no hmﬁ,ﬁ,?,fomd'ﬂ’ Emm"m fJ
documentation the resident was evaluated by a ensure all appointments are kept and
 gastroenterologist on 07/06/21. notiﬁcauom to POA are documented. ‘
Review of Resident #3's physician visit notes
{ from 07/06/21 - 11/04/21 revealed there was no f
- documentation the resident was evaluated by a |
j gastroenterologist. ’
| Telephone interview with Resident #3's PCP on |
11/04/21 at 4:32pm revealed: 1
| -She was able to access the resident's ‘
| gastroentsrologist appointment and visit history.
| -The resident had an appointment scheduled on [
| 05/04/21 with her gastroenterologist to be [ |
Division of Ho‘.& Service Regulation
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evaluated for blood in her stool.
| -On 05/04/21, the appointment was rescheduled
' to 06/01/21 by the gastroenterologist because the
resident was alone.
-The 06/01/21 appointment was rescheduled to
07/06/21 by the gastroenterologist because the |
resident was greater than 15 minutes late for the
appointment.
-The 07/06/21 appointment was canceled by the
gastroenterologist because the resident could not
confirm the reason for the visit.
-The facility was to reschedule the 07/06/21
appointment when staff could accompany the |
resident to the appointment. ey [ Tk T
-The resident had an appointment on 08/31/21 l
that was canceled because the facility was on [
COVID-18 quarantine.
-The resident was examined by gastroenterology |
on 10/18/21 and diagnosed with a rectal bleed ‘
and chronic anemia.
-The resident was to return for an endoscopy if ‘
her hemaglobin was low with continued rectal |
| bleeding. 1 |

-The resident was treated in the ED on 11/02/21
 for rectal bleeding and diagnosed with a
thrombosed hemarrhoid.

Interview with the RCD on 11/04/21 at 6:00pm J ;
revealed: |

~The facility was on COVID-19 quarantine from |

08/11/21 - 09/20/21.

-There was no one special person assigned to
review resident's provider notes or hospital
discharge summaries for appointments or orders.
-Whoever was working when the resident '
returned from the hospital or provider visit was f
responsible to review for orders and/or |
appointments. |
| -The transporter was responsible for scheduling l

l and transporting residents to their medical

Division of Health Service Regulation
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appointments.
-Resident #3 was taken to a specialty
appointment and the specialist would not see her

without her family member present,

~She did not remember the specilalist but thought

there was an appointment on 07/06/21.

-The transporter gave her a copy of the resident's

appointment when scheduled. l !
1

-The transporter gave her a weekly schadule of i

residents appointments.
-Sheknew the residents ware goingtotheir

medical appointments when she saw them !
:aaawngmefmatywmmemm JI
|

appnmnenu were made and kept

Interview with the Adminisirator on 11/04/21 at
6:30pm revealed he expected the RCD to ensure | !
resident appointments were made and kept. | ;

Interview with the Regional Director of Clinical
Services (RDCS) on 11/04/21 at 6:35pm |
revealed: J i
-She expected the transporter to be certain | |
' residents were not late for their appointments. i
-She expected the transporter to remain with
residents while at their madical appointments. ‘

The transporter was not available for interview on
11/04/21 at 6:40pm.

Attempted telephone interview with Resident #3's
family member on 11/03/21 at 5:15pm was
’ unsuccessful.

Based on observations, interviews, and record
| reviews It was determined Resident #3 was not
{ interviewable. '

'Raferto intarview with the RCD on 11/04/21 at | ‘ |

Division of Health Service Reguiation
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Care Provider (PCP) on 11/04/21 at 4:32pm
revealed:
~The resident had diagnoses of left ventricular
hypertrophy (enlargement and thickening of the
left ventricle) and uncontrolied hypertension,
-The resident had a previous cardiology
. appointment scheduled for 05/25/21.
~The 05/25/21 cardiology appointment was
canceled by the facillty.
~The resident was treated by cardiology on
| DB/04/21 for shortness of breath, |
-The resident was scheduled for a cardiology
follow up appointment on 08/07/21. .
~The appointment was canceled by the facility
because the resident was on quarantine.
-The facility did not reschedule the appointment, |
-She expacted the facility to follow up with the i |
+ resident's cardiology appointments. ,
-She expected any missed cardiology {
appointments to be reschaduled and kept. |
-She did not know if the resident was
symptomalic because she had not seen the |
resldent since 07/02/21. i
~The resident was af increased risk of heart
' attack or stroke due to left ventricular hyperirophy
and uncontrolled hypertension and the facility
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I 3:48m. |
b. Review of Resident #3's cardiologist after visit
| summary report dated 06/04/21 revealed:
| “The resident was treated for shortness of breath, J
: =Tha resident was scheduled for a return !
| appointment on 08/07/21 for an echocardiogram J |
{ultrasound oftheheeltusedtoidanﬂfy ! !
signs/symptoms of heart disease) and EKG
(evaluates the electrical activity of the heart).
-The resident was-scheduled for a return g | —=—=r= e
! appointment with the cardiologist on 08/07/21. |l ’
el lTTGWhOHB Interview WHFRBSIdeNt #3's Primary .. -~ | i S S g e
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D273, Continued From page 12

| should follow-up with her scheduled cardiology
1 appointments.

| Interview with the Resident Care Director (RCD)
on 11/04/21 at 6:00pm revealed:

| -The facility was on COVID-19 quarantine from
0B/11/21 - 09/20/21.

-There was no one special person assigned to
review a resident's provider notes or hospital
dlwharge summaries for orders or appointments

-mmvervm working when the resident
retumed from the hospital or provider vislt was
—_' resporisible 1o feview forordersanaior

| appointments.

. =The transporter was responsible for scheduling

! rasident appointments and transporting them.
-The transporter gave her a copy of the resident's
appointments when schaduled,

| The transporter gave her a weekiy scheduie of
resident medical appointments.

-She knew the residents were going to their

! medical appointments when she saw them

| lsaving the facility with the transporter.

| -She had no other process to ensure residents
appeintments were made and kept.

Interview with the Administrator on 11/04/21 at
6:30pm revealed he expected the RCD to ensure
resident appoiniments were made and kept.

Attempted interview with Resident #3's
cardiologist on 11/04/21 at 4:30pm was
unsuccessful.

| The transporter was not avallable for interview on
| 11/04721 at 6:40pm.
|
Attempted telephone interview with Resident #3's
family member on 11/03/21 &t 5:15pm was

bzm

e WSKL11

H continuation shest 13 of 45




PRINTED: 12/02/2021
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iumuccassﬁ:t

Based on observations, interviews, and record
reviews it was determined Resident #3 was not
| interviswable.

l Refer to interview with the RCD on 11/04/21 at
lf 3:46pm.

c. Review of Resident #3's facility progress notes
| dated DETBT21 = 1002121 revealed™ —
-On D8/1B/21, the resident had a "change In

I behavior" and blood sugar "BS" was "low”,
~There-was-nélime documented.

-On 08/18/21 at 5:45am, the resident was
transferred to the emergency department (ED).
-There was no documentation the Resident's
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ED, RCD or designee will ensure ali |

hospital m:r.;g summaries and

growder S are reviewed and check
appointments that are al ‘ #d

led_or_mnaed - aswell ——

| @s any new orders. All a nt .

| Information wil be submiled 1 g

transportation personnel for follow up |

along with correct lo?(ging and documentation

|

Primary Care Provider (PCP) was nofified. in transportation boo
1 | !
- Review of Resident #3's local hospital discharge | New hires will be educated :
. on person
gﬂmg? ags:og;;hd 08/20/21 revealed: l care and supervision as well as haalthaj
» EMS assessed the resident's BS to | care referral and follow up : Y
be 59 at the faciiity, orientation by ED, RCD or LHPS nurse| "%
-The resident amived at the ED with an altered Continuing education will be provided
mental status.
) regarding personal care and supervi
| ~The resident was diagnosed with acute jand hea& care referral and foumgmp
| a.rn::phabpamy ue;n:aw to hvpo&ywa(- ( quaLHmnsy at minimum by ED, RCD J
| ~There were orders iscontinue Glipizide (a or PS n fi
medication used to lower blood sugar), T |
| accu-check test strips, and a blood glucose J I
| meter. i
~The resident was to have a post-hospital follow % |
, Up appointment with her PCP. | f
| Review of Resident #3's local hospital after visit J |
| summary report dated 0812021 revesied the f
resident was scheduled for a post-hospital follow J
up appointment for low BS with her PCP on I ’
' 08/25/21. I .
Division of Haalth Service Reguiation i ’
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— —~==Tgchadule the appointmemE——"
| -She expected the facility to notify her when the
resident was discharged from the hospital so she
could have ordered daily BS checks and ,
evalualed the resident for possible medication ‘

changes.

-She reviewed the residents appointment log.

-The resident had a post-hospital follow up l

appointment scheduled for 0B/25/21. !

-The appointment was rescheduled by the facility

for 10/28/21,

-The 10/28/21 appointment was canceled by the

facifity. The reason was not documented.

i =The resident currently had a post-hospital follow

up appointment scheduled for 11/10/21.

-She had not seen the resident for a post-hospital

follow up appointment since discharge 08/20/21.

-Had the facility notified her the resident was |

discharged from the hospital she would have f

reviewed the resident's hospital discharge |

summary and ordered dally finger stick BS

| chacks until the resident's next appointment.
-She would have requested the 8/25/21
appointment to be rescheduled sooner than ‘

l October 2021.

: -She expected the facility to keep the residents’ !

| post-hospital follow up appointments. |
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D273, Continued From page 14 pars | ;
Review of Resident #3's facility progress notes |
| dated 08/18/21 - 11003721 revealed there was no {
| documentation the resident was treated by her
PCP for a 08/25/21 hospital follow up
appointment.
Telephone interview with Resident #3's PCP on ;'
11704721 at 4:32pm revealed:
-She was not informed by the facility the |
Emlt!em'sB:’nr.-ml\:mvml)al‘lamnﬂda-oquimul !
' hospital admission. = ! : T
i-Shedid not know when appointments were |
. made for the resident because she did not |
- J R e LR Ao,
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D273 Continued From page 15 pars | '
| Interview with the Resident Care Director (RCD) '
on 11/04/21 at 6:00pm revealed:
~The facility was on COVID-18 quarantine from
08/11/21 - 08/20/21. i
! “There was no one assigned to review resident's . !
| health care provider notes or hospital discharge |
summaries. \ |
| -Whoever was working when the resident ’ '
returned from the hospital or provider visit was i‘
Wn&h to review for orders and/or . T
appointments. I
. =The transporter was responsible for scheduling [
- L  Tesidents to thelcTadical-—" SR sy IR e T e
| appointments,

 The transporter gave her a copy of the residents
appointment when the appointments were made.
-She knew the residents were going to their I
medical appointments when she saw them |

! leaving the facility with the transporter,

' -She did not know Resident #3's 08/20/21 or ‘ !

| 10/28/21 PCP appointment was canceled. ‘

J -She had no other process to ensure resident

| appointments were made and kept.

| .

' Interview with the Administrator on 11/04/21 at .

6:30pm revealed: l

-He did not know Resident #3 had a hospital

foliow up appointment that was rescheduled for

| 102821 and was ot kept.

| *He expected resident appointments to be made i

| and kept.

Interview with the Regional Director of Clinical

Services (RDCS) on 11/04/21 at 6:35pm revealed
the transporter was responsible to be certain

| resident appointments were kept and transporting

| residents to their appointments,

The transporter was not avallable for interview on :

Division of Haalth Service Regulation
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o | SUMMARY STATEMENT OF DEFICIENCIES D ] PROVIDER'S PLAN OF CORRECTION )
CA e e
| A,
ST :
DN Conflepme 2oom puge 30 P#2 | Our processes were reviewed and
11/04/21 at 6:40pm, immediate action was taken on the
evening of 11/4/21 by co laUn%l ”{-2{
Attempted telephone interview with Resident #3's foot audit on 100% of nts. PC
family member on 11/03/21 at 5:15pm was notifications were made on the morring
unsuccessful. of 11/5/21 mfardmg m needs f:I:l
8
Based on observations, interviews, and record Eouhr% Izmr eﬁlmas viidp
reviews it was determined Rasident #3 was not An mmmonu‘emn' g
S of11i4l‘%‘lwlﬂ\r:illondutypf:rstonal_
: s care staff regarding 0
!W‘“’m”‘mm”m“ as well as timely and accurate reporting "
. of any podiatry needs, skin integrity | 120/ |
4TI 4. Observation-iRESIISHL I on 1HEIRE—"" _iissues.oredema. Re §
4:10pm revesled: provided regarding correct
-Resident #3 was sitting in & reciiner located in of body observation/shower sheet
her bedroom. forms. Follow up in-services were held
-There were scabs to the front of Resident #3's withfeuonal care staff on 12/9/21
ankles just above her feet. and 12/14/21 to ensure 100% of care
 -Resident #3 had dry scaly skin to her lower legs staff received re-education.
and feet. : i Indlvldbual. in real lirng rgbed;cc:asion
was also leted ; '
Interviaw with the personal care aide (PCA) on LHPS numd RDCS as needed.
| 11/04/21 at 7:66am revealed she did not nofice
| scabs to the front of Resident #3's ankles just RcDordu‘gmmebody
WOV hev faat o YNON21, observations/shower sheets daily.
Any identified needs or concerns wi
Interview with the mediation aide/supervisor be mm to the PCP within 24 Mw
MA/S) on 11/04/21 at 8:18am revealad: \
i e Resl;:nthyﬂ“;l;gs reet hous of eview. :
-She had not been noti Residen rform ecks/
had scabs to the front of her ankles. ED Wi pe mtm’“:&gtrghmu
of body obse s
~She had nat been nofified by staff Resident #3 and notifications to PCP to ensure ;
had dry scaly skin to her lower legs and feet. wmpﬁam. W
-She expected staff to notify her Resident #3 had All body observations/shower s
scabs to the front of her ankles so she could will be sent to RDCS
OBy bis Pekiany G Prowiie (RGP, along with documentation of notifications
-She expected staff to have notified her Resident d, '
4 had cry scaly skin 1o her lower legs and fest to PCP, for review.
so she could have notified her PCP. | |
Division of Health Service Regulation
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D 273 | Continued From page 17 D273 ‘ g ’
| Resident #3 and resident #4 were |
| Interview with the Resident Care Director (RCD) | seen by an outside podiatriston | nifa
on 11/04/21 at 3:46pm revealed: r 11721,

| -Skin integrity issues were documented on the

| skin assessment sheets with each bath, . Podiatry came to facility an qL\

‘ -Dry, scaly skin, and long toenails were examples ' megz on 11 123/2?“;2;1(1’ 2.}‘2".? |

| of what was to be documented on the skin { Wanla)
assessment sheet. | |

| -The PCA was to report scaly skin, dry skin, !
scabs, a break in skin, redness, or bruising to the [

,‘____i MA and the MA would complete a skin = ‘
f assessment sheet. | |

' -The MA was responsible to give the skin
= [ 4 Nt sheet to the RCDBrAdHinistrator. B i T = :
1 ~The RCD or Administrator was responsible to e S RSy
| notify the resident's PCP,

i Telephone interview with Resident #3's PCP on J
| 11/04/21 at 4:32pm revealed: f |
--Shawasnotnoﬁﬁedofscabstothetopsof l !
’ Resident #3's ankles. {
-She expected the facility to have notified her
| Resident #3 had scabs, [
Review of Resident #4's progress notes dated i J
08/18/21 - 11/03/21 revealed: '
| =There was no documentation the resident had
' scabs, or dry scaly skin to the lower legs, ankles, ‘
and/or feet. [
‘ -There was no documentation the resident's PCP l
| had been notified the resident had scabs or dry, ]
scaly skin. ‘ '

Interview with the Administrator on 11/04/21 at
6:30pm revealed:

-He did not know until today, 11/04/21, Resident
#3 had scabs to the tops of her ankles and dry,

| scaly skin to her lower legs and feet.

| -He expected staff to notify Resident #3's ’
l provider of any skin Integrity issues to include

Division of Health Service Reguiation
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D 273 | Continued From page 18 D273 |
scabs when discovered. [
' Attempted telephone interview with Resident #3's |
family member on 11/03/21 at 5:15pm was I
unsuccessful, [
| Based on observations, interviews, and record
reviews Resident #3 was not interviewable.
| 2. Review of Resident #4's current FL-2 dated |
08/04/21 revealed diagnoses included diabetes |
mellitus type 2 (DM2), hypertension (HTN), and ’
glaucoma,
K | a. Observation of Resident #4 on 11/03/21 at A S et P | o
7:10am revealed he was lying in bed, his eyes |
| were glassy and red, and was sniffling and
sneezing.
Interview with Resident #4 on 11/04/21 at 7:35am Re-education regarding notifications to
revealed: n'lal'mgmn.m“f and PCP.Mgm m'.‘ new,
-He had a cough, was sneezing, and had a runny | onset of symptoms
nose for about one and a half weeks. condition was provided to personal
-He had a head cold and felt bad this week. staff on 11/4/21, 12/8/21 and 12/14/21 13! 4"'"-\
-He told several medication aides (MA) of his during personal care and supervision |
cough, sneezing, and runny nose. and heailth thﬂ.w ﬂu'l:’ followup |
-He wanted treatment for these symptoms. M“u ’n has lgl'b?m :l;vwﬁed
-The MAs told him they would "see what they can reed
i A | as need arised by ED, RCD, LHPS nu
TR e and RDCS. This re-education will be
rovided at least quarterly along with |
| Interview with a personal care aide (PCA) on gerlonll care and mmngnd
11/04/21 at 7:55am revealed: care referral and follow up tralning for !
-Resident #4 had told her about five days ago he 1 year. :
felt bad and was getting a cold.
-She told the MA at that time the resident
complained of feeling bad and was getting a cold.
Interview with the medication aide/supervisor
(MA/S) on 11/04/21 at 8:18am revealed: .
-Resident #4 reported to her on 10/30/21 and |
Division of Health Service Reguiation
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interview with Resident #4's PCP on 11/04/21 at
10:00am revealed:

-She was not nofified prior to today the resident
complained of a stuffy nose, sneazing, and fslt
bad.

-She expectad to have been notified when the
resident first reported symptoms so she could
have evaluated him because it was possible, he
could have contracted COVID-19.

Interview with the Resident Care Director (RCD)
on 11/04/21 at 3:46pm revealed:
-Staff had not notified her Resident #4

| complained of a cough, sneezing, and runny
nose,

| -She expected staff to tell her as soon as

' Resident #4 reported a cough, sneezing and/or
frunny nose so she could have notified the
resident's PCP.

Review of Resident #4's facility progress notes
| revealed there was no documentation the
 resident's PCP had been netified of the resident's

 tough, sneezing, and runny nose.
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10/31/21 first shift he had a cough and runny ,‘ |
| nose. ; !
| -Resident #4 did not esk to see his Primary Care '
Provider (PCP) for the cough and runny nose.
-She did not notify Resideni#4's PCP he had a
cough and runny nose bacause the PCP was ‘
difficult to contact during the weekends. ;
-She could have left a volce mall for the resident's !
PCP during the weekend but didn't think she |
| would retum the call. .
-She was going fo notify Resident #4's PCP at her
next facility visit on 11/02/21. |
, ~She forgot to notify Resident #4's PCP during y
I Ter lastfacitity visiton-T1702/21 the residenthaga——= [ ST
i cough and runny nose.
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|
Refer to interview with the Resident Care Director
(RCD) on 11/04/21 st 3:48pm |
b. Review of Resldent #4's physiclan visit form ‘
| dated 08/17/21 revealed;
~The resident had difficulty walking.
-There was an order for Physical Therapy (PT) !
and Occupational Tharapy (OT) to evaluate and {
| treat.
i Review of Resident #4's subsequent physician J
visit form dated 10/14/21 revealed: .
— % hg Tesident had difficolty walking -arthritis, and — =——___ | i = -
s | 1 i
; ~There was an order for PT/OT to evaluate and in house MW depa b - ’
| - vu riment staff are
- treat. &aé'tmpathg igy weekly falls meetings !
‘ S , g community management and staff
| lnhmx with Resident #4 on 11/03/21 at 7:10am ?hﬂfiu“ case load, gendlng evals,
| -He was dependant upon staff assistance for issues re'“ a&%’::;l:emm insu :
| bathing, and dressing. , In the event outside therapy services m
| ~He was dependent upon a wheelchair for be utllized, ED, RCD or designee will :
mobility. send referral and will follow up dally wmp
-He did not recsive a PT/OT evaluation in August evaluation is completed. Outside thera
2021. agencies were advised they are to exit
. with ED, RCD or MOD after each visit
Interview with the medication side/supervisor 1o ensure clear communication related
i (MA/S) on 11/04/21 at 8:18am revealed: to resident's plan of care.
| =The MA/S and/or Resident Care Director (RCD)
were responsible for notifying home health
| providers of PT/OT referrsls. r
~The RCD gave Resident #4's August 2021 ‘
PT/OT order to the in-house therapy department. i
| -She did not know the facllity’s in-house therapy l
*+ department was unable to treat Resident #4. ' l
Intarview with the facility's contracted in-house i
Rehabfitation Director on 11/04/21 at 10:00am |
revealed: |
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| -She was working from home when she ‘ |

| electronically received Resident #4's order for
| PT/OT o evaluate and treat around 08/17/21, .‘
~-She arrived at the facility eround 08/19/21 and
told the OT and RCD Resident #4 could not
| receive services due to his insurance. g !
-The RCD was responsible for contacting a home | !

health provider to schedule a PT/OT evaluation.
| -Resident #4 was opened for therapy sarvicas by I
| & home health (HH) provider in October 2021.

Interview with the Administrator on 11/03/21 at [
| 4:45pm revealed: { ‘
=t was tha TeRpETEIbility of the RCD.tAEVE .~ R i e : e, S

PT/OT orders to the facllity’s contracted in-house |

therapy department, !

-The faciiity's contracted therapy department

would let the RCD know if a resident could not be J

treated. : !

-It was the responsibility of the RCD to refer the :
| resident to an outside home health provider by !
! the next business day if that resident was unable |
| to be treated by the facility's contracted in-house
| therapy department,

Interview with the RCD on 11/03/21 at 4:54pm
revealed:
-It was the responsibility of the RCD 1o contact
outside home health therapy providere for
, residents who could not be treated by the facility's |
! contracted in-house therapy provider.
. ~The Rehabliitation Director did not tell her
| Resident #4 could recsive services by the
| facility's contracted in-house therapy provider in
- August 2021,

Interview with Resident #4's Primary Care

Provider (PCP) on 11/04/21 at 10:00am revealed:
 -She ordered the resident to be treated by PT ,
| and OT on 08/17/21 because the resident was | |
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| Attempted telephone interview with Resident #4's
* HH provider on 11/04/21 at 12:30pm was
unsuccassful,

| €. Observation of Resident #4's toenails on
11/04/21 at 7:45am revealed:
-The residents left first toenall extended past his
toe, was pointed, and was jagged.
~The resident's left second and third toanails were
extended past his toss and curved towards the
toe pads, sharp on the comers, and jagged,
. =The cuticles for the first through fifth nailbeds ‘
| were dry flaky, and overgrown.
-The resident's right first through fifth toenails
were extended past his toes and jegged.
-The resident's right second through fourth
toenails curved under the pads of his toas and
Into the skin,
-The skin to the botiom of the resident's third toe
was black where the nail curved into the skin.
~The bottom of the resident's feet and toes were

dry and scaly.
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| new to the facility, legally blind, and was |
| dependant upon a wheelchalr for mobilty. '
! smwanhdmmmmmm‘ouldodjust
safely to the facility with the uss of the l
wheelchair, . |
-She did not know the 08/17/21 PT/OT order was :
not completed. i
-She ordered Resident #4 have a PT/OT | '
| evaluation on 10/14/21 because the resident was |
' having pain and weakness. 2 |
| -She expected To have been notified by The Tacility ‘
the resident had not been evaluated by PT/OT as
ordered on 08/07/21,
5 e ie mim‘“’arm" -m‘ bl mm =" s l s ———— e b = i —
blind and dependent upon the wheelchair for : -
, mobility. J
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] Interview with Resident #4 on 11/04/21 at 7-3:

‘ 4
' -He wanted his toenails cut.

’ -His toes and feet did not hurt.

| 11/04/21 at 7:55am revealed:
| -She would assist Resident #4 with his baths

| week ago.
i —~OReorRasident #4's fifth 1

| -She cut Resident #4's fifth toenail because it
caught on the sock.

#4's other toenalls and fest.

! Interview with a second PCA on 11/04/21 at
lbeuomphtudbvtl‘m PCA with avery bath.

‘ Interview with Reslident #4's Primary Care

| the resident's toenails were long, jagged, and
growing into his skin,
-She saw the resident's feet and tosnalls this
merning, 11/04/21.

in.

-The resident was placed on the list to be
examined by the facility podiatrist next week.

ng.
-She last assisted Resident #4 with bathing one

-f caught on the resident's sock while dressing him.
. -Resident #4 fold her he wanted his toenalls cut. ;

-She did not remember the condition of Resident
| 8:5Bam revealed skin assessment shests were to

| Provider (PCP) on 11/04/21 at 10:00am revealed:
j -She was not notified by the facility prior to today

| -twould take about two months for the resident's
| toenails to get in the condition they were cumently

: -She expected to have been notified prior to today
the condition of the resident's toenails and feet.

~The resident was at risk for pain and infection |

Sam

i%rmtmngﬂmefadllty.hewmndb;(b |
cut his toenalls with nall clippers but lost them. |

| Interview with the personal care aide (PCA) on ,

and
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D273 Continued From page 24
| from the toenails curling into the resident's skin,

Interview with the Resident Care Director (RCD)

1 on 11/04/21 at 3:48pm revealed:
-Resident #4 had not been treated by podiatry.
-Staff had not notified her Resident #4's toenails
were jagged and growing past his toes and/or into
his skin.

| -Had she known Resident #4's toenaiis were
growing past his toes and in his skin, she would

| have notified Resident #4's PCP.

Interview with the Administrator on 11/04/21 at
T o | 6:30pm reveaR ="~ - ;
-He expected the PCAs to notify the MA or RCD
when a resident's toenails were fong extending

| past their toes.

1

d. Observation of Resident #4 on 11/03/21 at
7:10am revealed his right elbow was swollen
approximately the size of a golf ball.

f Interview with Resident #4 on 11/04/21 at 7:35am

| revealed:

{ -He had right elbow swelling, tightness, and
soreness without injury for one month

' -He told the medication sides (MAs) and personal

| care sides (PCASs) his right elbow was swollen
and sore about one month ago.
-The MAs and PCAs did nothing about the elbow

i swelling and soreness.

! -He had not seen his Primary Care Provider
(PCP) for the right slbow swelling and soreness.

- -Ha wanted to see the PCP.

| Interview with the PCA on 11/04/21 at 7:55am
revealed:

| -She assisted Resident #4 with his baths and

| dressing.

| ~She last assistad Residant #4 with bathing one

D273 |
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1 week ago. |
| -She did not see swelling to Resident #4's slbow !
| at that time,
-Resident #4 had not told her his elbow was
swollen and sore,
Interview with Resident #4's PCP on 11/04/21 at
10:00am revealed;
-She was not notified of the resident complaint of
lﬂu\tabawnﬁn.nndmlﬁng priortotoday. b Septi,
| She evaluated the resident today, 11/04/21, and |
| the resident had right elbow swelling, but did not
| report pain, |

T ThE resident was disgriosed-with bursitis S

, (inflammation of the bursa which caused swelling J
and fluid collection) of the right elbow and |
prescribed a steroid, J

| ~The resident may require an orthopedic referral

| for possible fluid aspiration.

| ~The resident was at risk for infection and/or
cellulitis without treatment.

Interview with the Resident Care Director {RCD) !
on 11/04/21 at 3:46pm revealed: i
-She did not know until today Resident #4 had

. complained of right elbow swelling.

i -She expected staff to notify her as soon as

" Resident #4 reported to them his elbow was
swolien and/or sore and she would have notified |
the residents PCP. |

 Interview with the Administrator on 11/04/21 at
i 6:30pm revealed he expected the PGP to be
 informed by the MA or the RCD of any resident
| medical concemns,

)Reiertomwiewwmthe RCD on 11/04/21 at |
3:46pm.

| Interview with the Resident Care Director (RCD) |

Division of Health Service Regulation

STATE FORM e WEKL11

If continuation shest 26 of 45




|

PRINTED: 12/02/2021
FORM APPROVED

(1) PROVIDER/SUPPLIERICLIA 042) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
IDENTIFICATION NUMBER: A BUILDING: COMPLETED

HALOS1025 B.WING 11/04/2021

STREET ADDREES, CITY, STATE, 2IP CODE
280 HIGHWAY 210 WEST
SMITHFIELD, NC 27877

) ID SUMMARY STATEMENT OF DEFICIENCIES | o PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL | PREFIX | i
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) I "ms | CROSS-REFERENCED TO THE APPROPRIATE DATE

D 273 Continued From page 26 D273 }

' on 11/04/21 at 3:46pm revealed she was
| available for staff to report resident concemns 24
'l hours a day seven days a week.

| The facility falled to ensure healthcare follow-up
for 2 of & residents (#3 and #4) which included
follow-up for a scheduled gastroenterologist
appaintment for Resident #3 who had continued
rectal bleeding with chronic anemia and a low
hemogilobin level and follow-up with a cardiologist
— T appeintment for an echocardiogram and an | !
electrocardiography (EKG) for Resident #3 who - l
had a diagnosis of left ventricular hypertrophy and |
= uhEBhiEaliea Hypertension. Thé TaciiysRillure.
, was datrimentsl to the resident's heaith and
safety and constitutes a Type B
Violation,

| The facility provided a plan of protection in

| accordance with G.8. 131D-34 on 11/04/21.

I CORRECTION DATE FOR THE TYPE B

| VIOLATION SHALL NOT EXCEED DECEMBER
| 18, 2021.

|
I

\ 0A NCAC 13F .1004 (a) Medication
D 3858 10A NCAC 13F .1004(a) Medication D3 administration
ministration

Ad
t Is Meadowview ALF's “
tandard practice to comply with referenced

-30-Y
n all Med Tech meeting was held on ”30'
1/30/21 in which all areas of medication
ministration deficiencies were address
Re-aducation was provided regarding the
Rights of Medication Administration,

| T0A NCAC 13F .1004 Medication Administration
| (8) An adult care home shall assure thet the
preparation and administration of medications,

| prescription and non-prescription, and treatments
I!bysiaﬁamlnawordanmm:

| (1) orders by a icensed prescribing practitioner
| which are maintained in the resident's record; and
{2) nules in this Section and the facility's policies
:undprocnduu.

! This Rule Is not met as evidenced by:
J i nd onset of new symptoms.
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|
Based on observations, interviews, and record = .
;, reviews, the facility failed to ensure medications . Medication administration re-education Dugping
| were administered as ordered by the primery care yvill be ongoing as needed. The commu
| provider and In accordance with the facility's be fransitioning to electronic MARS
| policies for 2 of 4 sampled residents (#4, #6) n“mm thereft%re EDl'toRmm;nd RCD;
| observed during the medication pass including @ access to monitor passes |
i errors with 2 ﬂr:dimﬁon used bmr blood which includes exceptions) remotely as |
sugar {#5), and to decrease pain from arthritis f Il as on site. }
et o 68 sy RCD, LHPS nurse or designee wil reviely
‘ used o treat amxiety (#1), a diuretic to decrease ARs dally for completion and accuracy, uddang
 fluid (#3), and a supplement to aid In sieep (#4). +CD, LH:l;s nw:; °{,2°“9"°° il ok t e
it = e 2y SE— cart audit weekly. Cart audits are sent i
el — —- DCS-weeldy-for review. - Budgins
| 1. The medication error rate was 11% as e |
evidenced by the observation of 3 erors out of 26 %2&";:';8 :é‘g‘wggg,ﬁ?m‘”“' complete
Opportunities during the 8:00am medication pass E’: ensure medication administration process
| on 1104721, performed correctly and will provide or: bugingy
| he spot re-education as needed. T
Review of the facility's undated Medication Policy f
and Procedures reveaied: DCS will complete random spot checks of
~The purpose of the policy was to ensure the /ARs, cart checks and modspg:: 4
understanding of responsibifities for the bservations during com visits.  {DuApung
administration of ordered drugs to the residents.
| -Medications would be administered within one f
hour before or one hour after the prescribed or |
| scheduled time unless an emergency preciuded [
' the administration. =
a. Review of Resident #4's current FL-2 dated : '
08/04/21 revealed: l
-Diagnoses included diabetes type 2,
hypertension and glaucoma. f |
~The resident's crientation status was blank. ;
f | i
Review of an order for Resident #4 dated ; J l
10/14/21 revealed there was an order for l !
Celebrex 50mg daily with food. (Celebrex Is a _ ;
medication used to treat arthritic pain). ] F
Division of Heaith Service Regulation
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Observation of the 8:00am medication pass on
11/04/21 revealed:
| -The medication aide (MA) prepared Resident
#4's medications for administration, including
Celebrex 50mg at 8:08am.
-The MA entered the room and administered
Resident #4's medications, including Celebrex
50mg at 8:10am.
-Resident #4 did not have a plated meal inthe
room and was not observed eating at 8:10am
when the MA gave the resident water and
observed the resident swallow the medications.

Review of Resident #4's November 2021
medication administration record (MAR) revealed:
-There was an entry for Celebrex 50mg daily with
a meal with a scheduled administration time at
8:00am.

-Celebrex 50mg was documented as
administered at B:00am from 11/01/21 - 11/04/21.

Observation in the hallway of the facility on
11/04/21 at 8:24am revealed a staff entered
| Resident #4's room with a tray of plated food.

Observations in the hallway and in Resident #4's
room on 11/04/21 at 8:52am revealed:

-There was a plated meal consisting of dry cereal,
eggs. bacon, one biscuit covered with plastic
wrap and a cup of juice and a cup of milk in the
resident's room.

-The resident was in the hallway in his
wheelchair.

Interview with Resident #4 on 11/04/21 at 9:00am
revealed:

-He was getting ready to eat his breakfast now.
-He snacked all the time but had not eaten this
morning, he just returned from smoking a
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11/30/21 meeting regarding the |
importance of following PCP orders  |1/20/2|

| exactly as written with emphasis on

| medications ordered to be given

' with food. Snacks are readily

' available to Med Techs to be

' utilized as needed to ensure meds |

' ordered to be given with food are

- administered per orders.

L Med Techs were reeducated during
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cigarette,

| -He usually received his medication in the | ,
momings right before breakfast or while he was l
eating.
’-l'iamsnotsura if he took any medications in ‘
| the moming that needed to be taken with food, !
F -He was not having any problems with heartburn, ;‘
diarrhea or stomach pains. ‘I

I
——i-Interview with the MA observed during the

| 11/04/21, 8:00am medication pass on 11/04/21 at

. 4:15pm revealad:

| -She had spoken with the Dietary Manager this |
MOTAIG {TT704/21) prior 1o startifg Her 8:00am — : i
medication pass who informed her the residents’
trays were coming out at thet time. ‘
-She usually started her 8:00am medication pass
on the opposite end of Resident #4's haliway i
however, a resident who resided in a room close J
to Resident #4 requested his medications earlier [
which caused Resident #4 to recesive his
medication's earlier than usual, '
-She tried to administer medications ordered with !
a meal when the residents’ trays were in their |

‘ room, immediately after the resident had eaten
or within 30 minutes efter the meal. ‘

] -She thought Residant #4's Celebrex was ordered

| with a meal fo help the medication work better

 and avoid making the resident sick on his
stomach,

Interview with the Resident Care Director (RCD) I

| on 11/04/21 at 5:21pm revealed Resident #4
could experience stomach issues If Celebrex was
not given as ordered with a meal.

Telephone interview with a pharmacist with the
| facllity's contracted pharmacy provider on
| 11/04/21 at 8:13am revealed: i
| -t was important for Resident #4 to take Celebrex |
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| as ordered with a meal because the medication ’ it )
could cause the stomach lining to erode, gastric Med Techs were reeducated during

| ulcers, a gastrointestinal bieed, stomach upset | 11/30/21 meetinﬂ regardin the

SO BN importance of following PC orders,. 1
-Staff at the facility needed to administer Resident | exactly as written with emphasis on W/30/a
 #4's Celebrex as ordered by the primary care ' medications ordered to be given
| provider (PCP). - with food. Snacks are readily
 -There were labeled directions on Resident #4's - available to Med Techs to be
bottle of Celebrex to administer the medication ’ utilized as needed to ensure meds |
with a meal.  ordered to be given with food are |

= | administered per orders.
| Interview with Resident #4's PCP on 11/14/21 at [ }
' 10:04am revealed: !
-There was a risk of gastrointestinal ‘Symptoms e ’ | o ™=
when Celebrex was not taken with food.
| -She expected staff to administer Resident #4's J
medications as ordered,

' Refer to the interview with the RCD on 11/04/21 J
at5:21pm.

Refer to the interview with the Administrator on .
| 11/04/21 at 5:17pm. [

b. Review of Resident #6's current FL-2 dated ’
| 09/28/21 revealed:

-Diagnoses included diabetes, hypertension and
| major depressive disorder. ‘
' -There was an order for Celebrex 200mg daily |
| with food. (Celebrex is a medication used to treat ’
 arthritic pain).

-There was an order for Metformin 500 mg twice 1
daily with meals. (Metformin is a medication used |
' to lower the blood sugar).

|
\

Observation of the 8:00am medication pass on
11/04/21 revealed:
-The medication aide (MA) prepared Resident
 #6's medications for administration, including ,
Celebrex 200mg and Metformin 500mg at | |
Division of Health Service Regulation
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8:30am. 2
-Resident #6 was sitting in a chair in her room
with a table in front of her when the MA entered
the room.
-The MA gave Resident #6 a cup of waterand a
| cup containing the prepared medications,
| including Celebrex 200mg and Metformin 500mg
- at 8:34am.
| -Resident #6 removed the medications from the
| cup and placed each medication in groups of two
— . onthe table in frontof her.
-The resident swallowed all the grouped
| medications while the MA observed the resident
. swallowthe Tiedications at 8:36am.
- -Resident #6 did not have a plated meal in the
room and was not observed eating at 8:36am
| when the MA administered the resident's
| medication.

D358

 Interview with Resident #6 on 11/04/21 at B:37am
' revealed her family member would arrive shortly
| to take her to an eye appointment.

Review of Resident #6's November 2021
medication administration record (MAR) revealed:
~There was an entry for Celebrex 200mg daily
with food with a scheduled administration time at
8:00am.
~Celebrex 200mg was documented as
administered at 8:00am from 11/01/21 - 11/04/21.
-There was an entry for Metformin 500mg twice
daily with meals with a scheduled administration
time at 8:00am and 5:00pm.

-Metformin 500mg was documented as
administered at 8:00am and 5:00pm from
[ 11/01/21 - 11/04/21 at 8:00am.

' Interview with Resident #6 on 11/04/21 at 4:51pm
. revealed:
-She estimated she ate breakfast this moming,

D358

m% ch mthgnn-samieadu";gdl ‘
a3 ng |
iproper documentation of conhmd
lnubstanm on \\/35/2),

ED, RCD or LHPS nurse or designee |
will review controlied substances logs
daily to ensure accurate completion J

nfalal
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(11/04/21) around 7:30am,

-She knew Metformin was supposed to be taken
with meals, but she was not aware of any other
medications she took in the morning that needed

| to be taken while eating.

-She usually received her medications in the J
mnmwhnlemewasoaﬁmbmmstand |
oemionlly afier breakfast. {

| -She was not having any gastrointestinal
: symptoms such as heartbum, dlarrhea or
—_stomach pains. | i

Interview with the MA observed during the

-Ruhent#&hadhfomedharshehadamedlw |
appointment scheduled this morning, 11/04/21. |
-She usually administered Resident #5's 8:00am F
medication immediately after breakfast when she

came out of the dining room because she had J
medications at 8:00am that were ordered with a
meal,

-She tried to administer medications ordered with

a meal to residents when the residents' tray was ’
in their room, immediately after the resident had |
eatsn or within 30 minutes after the meal.

| Interview with the Residant Care Director (RCD)
on 11/04/21 at 5:21pm revealed Resident #6 i
. could exparience stomach issues if Celebrex and f
| Metformin was not given with a meal. _ ‘
|

Interview with Resident #6's PCP on 11/14/21 at
| 10:04am revealed:

~There was a risk of gastrointestinal symptoms ’ |
when Celebrex and Metformin was not taken with i I
food. !
-She expected staff to administer Resident #6's ' i
medication as ordered. l
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| Refer to the interview with the RCD on 11/04721
; at 5:21pm.

Refer to the interview with the Administrator on
I 11/04/21 at 5:17pm.

2. Review of Resident #1's current FL-2 dated
05/18/21 revealed:

-Diagnoses included essential and a history of
hypertension, hypsfipidemia, cardiomegaly,
bladder neck obstruction, unspecified pneumonia
and coronary arteriosclerosls.

-The resident was intermittently disoriented.

{Lorazepam is a controlled medication usaed to
treat anxiety and agitation).

-There was an order for Lorazepam 0.5mg daily
as needed for anxiety/agitation,

Review of Resident #1's September 2021

~There was an entry for Lorazepam 0.5mg take
one daily with a schaduled administration time of
9:00am.

-Lorazepam 0.5mg was documented as
administered from 08/01/21 - 09/30/21 with the
exception there was a blank with no
documentation off staff initials on 09/20/21 for the
| scheduled 9:00am dose.

| Review of Resident #1's controlled substance
administration record (CSAR) for Lorazepam
0.5mg revesled:
-The dispensed prescription label was for 1 of 2

! with a quantity of 60 tablets dispensed on
07/13/21 for Lorazepam 0.5mg one dally and one
daily as needed for anxiety.
-The first doge of the 30 remaining doses for this

' CSAR was documented on 08/17/21 at 8:00am

| and the last dose was documented on 09/17/21

T ———=-Therewas an ofder for-Eerazepam-0.5mg dally, ==

medication administration record {MAR) revealed:

Da3ss |

|
|
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| ~There was documentation Lorazepam 0.5mg

| was administered daily for the scheduled 8:00am
dose except on 09/14/21 and 08/16/21 there was
not an entry for the dates, times, doses given,
MAs' signatures or subtraction for the remaining l
doses on hand. |
~There was a total of 2 scheduled daily doses of '
Lorazepam not documented as administered as
| ordered.

E Rwlew of Resident #1's October 2021 (MAR)

mmmmumme e

one dally with a scheduled administration time of |
8:00am. {
-Loranpam 0.5mg was documented as |
administered from 10/01/21 - 10/31/21 with the ‘
| exceptions on 10/08/21 and 10/09/21 due to the
| resident being out of the facility, |

Review of Resident #1's CSAR for Lorazepam |
0.5mg revealed: -
-The dispensed prescription labal was for 1 of 1
| with & quantity of 30 tablets dispensed on I
08/01/21 for Lorazepam 0.5mg one daily. |
-The first dose of the 30 doses for this CSAR was
documented on 09/18/21 at 9:00am and the last
dose was documented on 10/20/21 at 8:00am.
. =The second dispensed prescription label was for
| 1 of 2 with a quantity of 60 tablets dispensed on
1 09/13/21 for Lorazepam 0.5mg one dally and one
| daily as needed for anxiety.
| -The first dose of the 30 remaining doses for this i
CSAR was documented on 10/15/21 at 5:00pm |
i and the last dose was documentsd on 11/03/21 at
£:00am.
-Tham was documsntation Lorazepam 0.6mg [
was administered dally for the scheduled 8:00am
| dosp except on 10/16/21, 10/22/21, 10/23/21, |
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Continued From page 35

10/25/21 and 10/30/21 there was not an entry for
the dates, times, doses given, signatures or
subtraction for the remaining doses on hand .

' -ThemmamloFSsd\eduleddaﬂydoses of
Lorazepam not documented as administered as
ardered,

- Observation of Resident #1's medication on hand
on 11/03/21 at 4:38pm revealad there were 60
tablets of Lorazepam 0.5mg tablets dispensed on

- DS/13721 with 49 tablets remaining in the

| medication cards.

= AT Interview Witha-medication aide (MA) BATHE4#24—

at 4:15pm revealed:
| =She was not aware of Resident #1 missing any

| of his scheduled Lorazepam 0.5mg daily.

~There should be documentation by the MAs
administering Resident #1's Lorazepam 0.5mg on
the MAR and on the CSAR each time the

. medication was administered
-At the change of shift, the oncoming and the off
going MA completed a count of the residents"
controlled substances.

[ -The MAs were responsible to administer

! medicetions to residents, then document on the
MAR and the CSAR the medication was given.
-If there was no documentation for some of the
daily doses on the CSAR for Resident #1's

 scheduled dose of Lorazepam 0.5mg dalily then

f the resident could not have recelved the
medication or the remaining doses of controlied
tablets on hand would "be off” (not accurate).

i Interview with the Resident Care Director (RCD)
on 11/04/21 at 5:21pm revesled:

| ~She and the Administrator were responsible for
completing resident record audiis monthly but
attempted to complets the audits weekly.

| -When resident record audits were completed,

|

D3ss
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she compared the MARS with the CSAR to
ensure residents’ medications were administered
as ordered.

-She had not identified any issues with

| medications not being administered as ordered
during her record audits.

Based on observations, interviews, and record
reviews, Resident #1 was no interviewable.

Attempted telephone interview with Resident #1's
family member on 11/03/21 at 6:20pm was
unsuwessfu!

Inferview with Resident #1's PCP on 11/1a/21 at
j 10:04am revealed she expected staff to
J administer the resident's medications as ordered.

Refer to the interview with the RCD on 11/04/21
at 5:21pm.

Refer to the interview with the Administrator on
11/04/21 at 5:17pm.

3. Review of Resident #3's current FL-2 dated
10/15/21 revealed.

-Diagnoses included hypertension (HTN), kidney
disease, diabetes myelitis type 2 (DM2),
hypokalemia, and diastolic congestive heart
failure (CHF).

-Under the medication section was handwritten
documentation to see attached physician orders.
-0On the attached physician orders was a
handwritten order for Torsemide 20 milligrams
{mg) take two tablets every morning.

-The physician orders were dated 10/15/21.

Review of Resident #3's previous FL-2 dated
10/16/20 revealed there was an order for Lasix
40mg one tablet daily.

D 358
This order was clarified with PCP on

designee will review all transcribed
orders daily to ensure accuracy.

is transition|
MARs 1/14/21 in which
where 2
emnlgnba
MAngh:d , RCD or designee gil!
reviewa apprwe orders-prior
administration.

11/5/21 and appropﬂablg transcribed
on MAR. ED, RCD, LHPS nurse or

En/ﬁ)‘-ll

to 'electronic

wﬁbefaxedtop!wnnaa(openﬂm MDM
transcribe the order to the |

|
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Review of Resident #3's elsctronic physicians
order dated 03/23/21 revealed:

-There was an order for Lasix 40mg daily.
~There was a fax timestamp dated 10/20/21 by
| Resident #3's pharmacy.

Review of Resident #3's physician visit form
| dated 06/04/21 revealed:
~There was an order to discontinue Lasix.

moming.

Reviewof Resident #3's cardiologist § physician
visit note deted 06/04/21 revealed:

-The resident was treated for shortness of breath.
-Lasix was discontinued.

-Torsemide was to be started.

Review of Residant#3's physicians order shest
| dated 08/20/21 revesled:

-There was a handwritten order for Torsemide

20mg take two tablets every morning.

-There was not an order for Lasix,

Review of Resident #3's physician orders dated
10/13/21 revealed:

-There was a handwritten order for Torsemide
20mg take two tablets every moming.

-There was not an order for Lasix.

Review of Resident #3's October 2021
medication administration record (MAR) revealed:
-There was a handwritten entry for Torsemide
20mg take two tablsts every moming.
-There was documentation Torsemide was

+ dministered at 8:00am from 10/01/21 - 10/12/21,

| 10/16/21, and 10/17/21 - 10/31/21,

. ~There was a handwritten entry for Lasix 40mg
take one tablet daily.

-There was an order for Torsemide 40mg every

D358
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-There was documentation Lasix was
i administered at 8:00am from 10/21/21 - 10731721,

! Review of Resident #3's November 2021 MAR
' | revealed:
' <There was an electronic entry for Torsemide
20mg fake two tablets every moming.
-There was documentation Torsemide was
1 administered at 8:00am from 11/01/21 - 11/03/21.
-There was a handwritten entry for Lasix 40mg
“datly— -
-There was documentation Lasix was
! administered at 8-00am from 11/01/21 - 11/03/21.
Review uf Realdent #a's physicinn's orders and
visit notes revealed there was no current order for
Lasix.

Review of Resident #3's medication clarification

| form dated 11/04/21 revealed:

~Thefe was an order to discontinue Lasix 40mg
daily.

=There was an order to continue Torsemide 40mg
| every moming.

Interview with 8 medication aide {MA) on 11/04/21
at 2:50pm revealed:

-She would administer orders as documented on
the MAR.

-She did not know Resident #3 did not have a

. current order for Lasix.

~The third shift MA was responsible for reviewing
and transcribing orders on the MARs.

Interview with the Resident Can Director (RCD)
| on 11/04/21 at 3:46pm revealed

 -Resident #3's Lasix order datad 03/23/21 was

| faxed to the facility In October 2021 by the

| phamacy.

-It was considered a current ordar because the
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| pharmacy faxed the order. i
' “The pharmacy would not have faxed the order if |
' the resident was not supposed to have the Lasix. I’
Interview with the Administrator on 11/03/21 at f
4:30pm revealed: l
~The third shift MA would review medication
orders and transcribe them on the MARs, |
-The RCD was expected to review medication |
| orders and compare the orders to the MARs to
ensure the-orders were transcribed comectly by -
the following day.
T _-Telephone interview Wit RESldant #3's Primary———— = | o WA = ;

Care Provider (PCP) on 11/04/21 at 4:32pm
revealed:
| ~The resident's cardiologist discontinued Lasix on |
08/04/21. !
-The resident's cardiologist ardered Torsemide ‘
40mg dally on 08/04/21.
-She expected the facility to follow orders as
| writien,
| -The facility should not have edministered Lasix . f
| to the resident because there was not a curent
' Lasix order, {
| -She expected the facility to review orders [
i thoroughly, saw the Lasix order was not cument, |
| and have called her or the resident's cardiologist l
for clarification prior to administration.
~Lasix and Torsemide were both diuretics that |
were excreted by the kidneys. i
: -The resident was in renal failure and
| administering both diuretics together wouid cause
| additional renal damage and a decrease in renal
function.
-Administering Torsemide and Lasix together i
, could cause dehydration which could contribute 1o |
| hypoglycemic events, decreased cognition,
! tachycardia, 8 heart attack, and/or death,
|
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Interview with the Regional Director of Clinical
| Services Registered Nurse (RDCSRN) on
i 11/01/21 at 6:30pm revealed:
' =The MAs reviewed orders and transcribed the
orders on the MARs,
~It was the responsibility of the RCD to have
oversight of the MARs.
| -She expected the RCD to review all medication
orders and ensure transcribed accurately on the
MARs.
| Refer to the interview with the Resident Care
Director (RCD) on 11/04/21 at 5:21pm.

' Refer to the interview with the Administrator on
11/04/21 at 5:17pm.

Attempted interview with a third shift MA on
11/03/21 at 4:45pm was unsuccessful,

| Attempted interview with Resident #3's family
 member on 11/03/21 at 5:15pm was
unsuccessful,

| Attempted interview with Resident #3's
pharmacist on 11/04/21 at 4:45pm was
unsuccessful.

: Based on observations, interviews, and record
| reviews it was determined Resident #3 was not
Interviewable,

4, Raview of Resident #4's current FL-2 dated
DB/04/21 revealed: p
-Diagnoses included diabetes myelitis type 2

| (DM2), hypertension (HTN), and glaucoma.

{ There was an order for Melatonin 5 milligrams
| {mg) at bedtime.

| Review of Resident #4's physician order sheet
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dated 08/17/21 revealed there was an order for
| Malatonin S5mg at bedtime.

Review of Resident #4's September 2021
medication administration record (MAR) revealed
thers was no entry for Melatonin 5mg at bedtime,

|

I Observation of Resident #4's medication on hand
on 11/03/21 at 3:03pm revealed the medication

;! aide (MA) was unable to locate the Resident's
Melatonin: - - —

Intarview with the MA on 11/03/21 at 3:10pm
T _| revealed: - —_—

i this morning.
-Resident #4's Melatonin was prepackaged ina
bubble pack by his pharmacist.
-Resident #4 was not administered Melatonin In
| September 2021 because it was not listed on the
! MAR to administer,

A second interview with the MA on 11/03/21 at
'| 4:00pm revesaled Resident #3's Melatonin had
been located on ancther medication cart.

{ Observation of Resident #4's Melatonin on
11/03/21 at 4:0pm revealed:

-t was an over the counter bottle of Melatonin,
| ~The bottle was not labeled with the resident's
| name,

; -The bottle was unopened.

Telephone Interview with Resident #4's

pharmacist on 11/04/21 at 8:05am revealed:

~They had never filled Melatonin for the resident.
? -They had never recsived orders for the resident.
| Telephone Interview with the facility's contracted
| pharmacist on 11/04/21 at 9:50am revealed:

 -She last administered Melatonin to Resident #4 :
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' “They did not provide any medications for
Resident #4, i !
~They had never filled Melatonin for Resident #4.

| Interview with Resident #4's Primary Care
Provider (PCP) on 11/04/21 at 10:00am revealed: ‘
-The resident was restiess at night and was ‘
| unable to sleep. |
-She ordered Melatonin io heip the resident sieep _
and rest at night. |
= | -Not adminishingﬂehmmhhemﬂdenhmy" r R
| causa the resident to not be able sieep well,
| =Staff nor the resident reported to her the inability
— " : =
' -Staff had not informed her Melatonin was not
i administered to the resident for September 2021.
. -She axpacted staff to administer medication as
ordered. |
-She expected staff to notify her if a medication |
was not administered. ! ;
-t was important for good health to keep the ‘ '

g S5 — g TN o —*—‘ T

I resident on & regular medication regiment.

|
| Interview with the MA on 11/04/21 at 10:24am
' revealed:
-Resident #4 brought his Melatonin from home ’
with him to the facility. I ‘
-Resident #4's FL-2 and medication orders would |
have been sent to the pharmacy by the Resident ! !
Care Director (RCD) or the third shift MA.

Interview with Resident #4 on 11/04/21 at

| 10:35am revealed: |
14-|ehaddiﬁculyﬂnping at night since admitted i "
| to the facility.

-He brought his medications from home with him

1o the facility. If
" -Sometimes he would have to ask for his

medications.
; -He thought the MAs did administer Melatonin to
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| him at night in September 2021,
|

|

|

| Refer to the interview with the RCD on 11/04/21 ,’
 at5:21pm. ‘
Refer to the interview with the Administrator on ,
| 11/04/21 at 5:17pm ‘

Interview with the Resident Care Director (RCD)
J on 11/04/21 at 5:21pm revealed:
-She and the Administrator were responsible to
poﬂnnn medication cart audits and resident
record audits at least monthly however they ‘
mmwmunmm"" ey R el
~= -Thc auditsformedications included réviewing— - - R =
| the residents' FL-2, subsequent orders,
| tedication administration records (MARs) with
the residents’ medications on hand.
| =She and the Administrator completed random
nbim‘!iom during medication passes with the
| MAs but she did not document when they were
| done.
| -She had not identified any issuss or concems
; during the random audits completed.
| =She expected medications to be given as
| ordered by the resident's primary care provider
(PCP) when scheduled and follow the 6 residents i
rbhh including the right resident, right I

madlwﬂon right dose, right time, right route and ;
the right documentation.

! "
| Interview with the Administrator on 11/04/21 at *
5:17pm revealed he expected staff to administer I

i

all residents’ mediations as ordered.
| G.S. 131D-21 (2) Declaration

mnﬁi G.5. 131D-21(2) Deciaration of Residants' Rights pe12  of Residents' Rights

| G.8. 131D-21 Declaration of Residents' Rights It is Meadowview ALF's practice to
Every resident shall have the following rights: comply with the referenced rule.

- ————— ]
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: 2. To receive care and services which are . : .
adequate, appropriate, and in compliance with Residents' Rights training was held ‘
relevant federal and state-laws and rules and 12/8/21 and 12/14/21 and will be n W")
regulations. reinstructed by ED, RCD, LHPS l
hurse or Ombudsman at least
nuarterly for one year to ensure
This Rule is not met as evidenced by: taff are well educated regarding
Based on observations, interviews, and record he residents' right to receive care
reviews, the facility failed to ensure residents nd services which are adequate,
received care anq services which were adequate, ppropriate and in accordance "
appropriate, and.in compiiance with.televant. - ith relevant federal-and state laws
I federal and state laws and rules and mgulaﬁons nd rules and regulations as
i Wt hemhomn. . elated to health care.
The findings are: T o T —
| Based on observations, interviews, and record
reviews the facility failed to ensure health care
referral and follow up for 2 of § sampled residents
(#3, #4) for a diabetic resident who refused fo
wear compression stockings, had scabs to the
top of ankles, and scaly flaking skin to her feet
| and legs, and had missed appointments with j
cardiology, gastroenterology, and her Primary }
| Care Provider (PCP) (#3); and a wheelchair |
' dependent resident whose PCP was not notified
| of a missed physical and occupational therapy
referral, long jagged toenails, cough with runny
nose and sneezing, and right elbow swelling (#4). \
' [Refer to Tag 273, 10A NCAC 13F .0802(b) |
Health Care (Type B Violation)].
P
|
|
|
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