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. Response to cited deficiencies do not
D 000 D 009 : S
| Initial Comments constitute an admission or agreement
! , by the facility of the truth of the facts ;
The Adult Care Licensure Section conducted an j alleged or the conclusions set forth in
j annual survey on Fabruary 16, 2022 - February ! the Statement of Deficiencies or Correc-
18, 2022, tive Action Report; the Pian of Correc-
tion is prepared solely as a matter of
D079 10A NCAC 13F .0306(a)5) Housekeaping and b 079 compliance with State law.
Furnishings
10A NCAC 13F .0308 Housekaeping and L
Furnishings Hamlet House shall maintain an unclyt-
(a) Adult care homes shall {ﬁr%q' ?Iean, fanbd t?rd?.rly enw&o;ment
{5) be maintained in an uncluttered, clean and atls Iree of obstructions and hazards

orderly manner, free of alt abstructions and
hazards;

This Rule shall appiy to new and existing

- facilities,

This Rule is not met as evidenced by:

Based on observations and Interviews, the facility
falled to ensure the facility was free of '
obstructions and hazards as evidenced by
oxygon canlsters being stored in a unsecured
manner on the floor in residents’ reoms and in the
oxygen storage roem and on a resident's roilator
without stands or storage racks or an oxygen

- storage bag to prevent tipping or falling from the
resident's rollator.

The findings are:

QObservation of a resident's room #203 on

02/16/22 at 9:15am revealed;

-There were three unsecured oxygen canisters

lined up next to each cther against the wall of the

resident's room.

-There were two large oxygen canisters without a

. stand, or a storage rack stored on the ficor.
-There was one small oxygen canister without a
stand, or a storage rack stored on the floor.,

ED contacted local DME company fo
request a padded portable Oxygen stor-
age bag for residents that need assist-
ance with portable oxygen tanks when
ambulating on 2/16/22.

ED/Resident Care Coordinator will re- ]
educate all care staff on the importance 4/4/2022
of ensuring oxygen canisters are store

properly and securely at all times,

whether in a resident's room or in the

designated oxygen storage area. Care

Staff will be reeducated that oxygen cai-

isters must be placed in a storage rack,
in an individual stand, or a mobile cart
to ensure it it is stabilized.

RCC will ensure all oxygen tanks are | 4/4/2022
placed securely in an appropriate storage
rack, and any residents that request to
keep oxygen canisters in their rooms
will have it placed in an appropriate
individual stand.

ED/RCC will monitor for compliance with 4/4/2022
Oxygen storage during facility rounds
no less than twice daily. Any concerns
noted will be addressed at that time.
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I OCbservation of the oxygen storage room next to
the facility's main dining roam on 02/16/22 at
10:12am ravealeq:

-The door to the oxygen storage room was not
locked.

. ~There was 1 large oxygen canister and 1 small
oxygen without a stand or a storage rack stored
on the floor to the right upon entrance into the
oxygen starage room.

-The labal on the 1 large oxygen canister read
danger may cause or intensify fire; oxidizer.
Contained gas under pressure; may explode If
heated.

~Thera were 2 large oxygen canisters stored on
the fisor in an unsecured mannar directly in front
of shelving unlt with resident incontinent supplies.

Observation of the facility's main hallway on
02/16/22 at 10:00am revealed a resident was
ambulating in the hallway with a rollator with an
oxygen canister stored on the padded seat of the
' rollater.

i Refar to intarview with tha Reasident Care

- Coordinator on 02/18/22 at 9:57am.

Refer fo interview with the Administrator on
02/16/22 at 10.16am.

Refer to second interviow with the Administrator
| on 02/16/22 at 11:30am.

I 3. Observation of a resident room #127 an
02/16/22 at 10:00am revaaled two small oxygen
canisters (approximately a foot tall) sitting

| unsecured on the floor behind a chair.
|

Interview with a resident residing in room #127 on
i 02/18/22 at 10:30am reveated:
' -She was on 2 liters continuous oxygen.
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-She used a concentrator when she was in her
room,

-She llked to have at least two small oxygen
canisters an hand In her room to use when she
laft her room.

Observation of the storage area where oxygen
canisters were stored on 02/18/22 at 12:10pm
revealed thers were racks and mobile carts
available to secure the oxygen canisters.

Refer to the interview with the Resident Care
Coordinator on 02/28/22 at 9:57am.

| Refer to the interview with the Administrator on

02/16/22 at 10:18am.

Refer to the second interview with the
Administrator on 02/16/22 at 11:30am.

4, Observation of a resident room #128 on
02/16/22 at 10:05am revealed an unsecured
oxygen canisler (approximately 2 feet tall} taying
across the resident's rollator. (A roliator Is a
walker with two or four wheels),

Observation of the resident that resided in reom
#128 on 02/18/22 at 10:15am revealed she was
walking down the hall with an unsecured oxygen
canister laying across her rollator.

Interview with the residant that resided in room
#128 on 02/18/22 at 10:15am revealed:

-She was on 2 [iters continuous oxygen,

-Sha used a concenirator when she was in her
room.

-t was convenlent to lay the oxygen canister
across her rollator when she was walking outside
of her raom.
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Observation of the storage area where oxXygen
cahisters ware stored on 02/18/22 at 12:10pm

i revealed thara were racks and mobile carts

available to secure the oxygen canisters.

. Refor to the interview with the Residant Care
| Coordinator on 02/28/22 at 9:57am.

Refer to the interview with the Administrator on
02/16/22 at 10:16am.

' Refer to the second interview with the

Administrator on 02/16/22 at 11:30am.

Intervisw with the Resident Care Coordinater on
02/18/22 at 9:57am revealad:

-All oxygen canisters should be stered in a
secured manner which meant in a rack, in a
stand, or In a portable oxygen bag.

-It was important to store oxygen securely
because the oxygen canister could easily tip over

; and shot inta the wall,

Interview with the Administrator on 02/18/22 at
10:16am revealed:
-All oxygen canisters should be secured upright in

- arack or a stand to prevent them from tipping
. over.

-He was not aware that were unsecured oxygen
canisters in residents' rooms and in the oxygen
storage room.

-All staff were responsible to monitor the oxygen
canisters to ensure they were stored securely
because all staff were going In and out of the
oxygen storage room to obtain resident's
incontinent supplies.

-It was important to store oxygen canisters
securely to prevent "mishaps."

-if an oxygen canisters fell the oxygen canister

" could explode and fly like a projectie.

Dov7e
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| Second interview with the Administrator on :
i 02/16/22 at 11:30am revealad: !
-He was not aware a resident was ambulating :
with the oxygen canister resting flat on the _
rollator's padded seat. |
-The oxygen canister should be secured upright i
: In a padded oxygen bag to prevent it from falling
; from the rollator.
| -He would contact the facility's durable medical
' egquipment company to obtaln a pagded portable
| oxygen storage bag today, 02/16/22,
D273 10A NCAG 13F .0802(b) Health Care { Dor3
,‘ ! Hamlet House shall ensure referral
i 10A NCAC 13F .0902 Health Care ? and follow-up to meet the routine and
| (b} The facility shall assure referral and follow-up acute health care needs of residents.
 to meet the routine and acute health care nasds
: of residants,

é This Rule is not met as evidenced by:
TYPE A2 VIOLATION

Based on observations, record reviews, and
Interviews, the faciity failed to ensure physician
notification and follow-up with health care
providers for 4 of 5 (#1,#3,#4 #5) sampled
residents related to a resident who was ordered
to follow-up with a surgeon 2 weeks after a

- hospitalization related to recurrent small bowel

. Obstructions (obstruclion in the small or large

" intestine, causing difficulty in passing digestad
material normally through the bowel) (#4);
residents who had orders te notify their primary
care providers (PCP) for blood sugars over 400
{#3.#5); a resident that had muitiple medication
refusals that wera not reported to her PCP after 3
refusals (#5); a resldent who was supposed to
have a follow-up appointment with her PCP

Area Clinical Directer In-serviced
Team, including management on
Completing the daily Care Manager
checklist, hot box charting and the
tracking tool, as well as the guidelines
for hotbox charting on 2/18/22.

RCC/Transportation Aide places  3/20/2022
scheduled appointments in the Res-

ident's electronic calendar as well a
the facility appointment book. |
ED and RCC received training on th
Resident's electronic calendar from
the Company's compliance specialist
on 2/18/22. [

i

RCC will review any discharge sum-

maries received thoroughly to ensure 3/20/22
there are no missed crders_and also

Division of Health Service Regulation
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: related to a 3-month follaw-up appoiniment (#1).

. The Aindings are:

Review of the facllity's Heaith Care Referrai and
Follow-Up policy dated 06/2020 ravealed:

-t was the facllity's responsibiiity to assure
referral and follow-up to meet the routine and
acute health caro needs of residents with
natifications to providers and documentation in
the resident record,

-Documentation in the rasident's racords will
include contacts with the physician, other support
. licensed service providers, family, responsibie

; parties, and guardtans, where there are ilinesses,
: incidents, accldents, and routine care or fallow-up
as heeded.

-Hospital discharges follow-up care and
medication reconciliation.

~Labs, vitals, parameters, falls, and any other
routine or acute health care needs of the resident.
-Facility staff will follow the provider's orders for
vital signs outside of parameters,

-Facility staff would immediately notify the :
provider of any vital sighs below or above
parameters timely by telephone and fax.

-The facility staff would document notification to
the provider in the progress notes and document
any physician verbal orders given by the provider.

1 1. Review of Resldent #4's current FL-2 dated
| 09/03/21 revealed:

-Diagnoses included transient ischemic attack,
‘ nonintentional waight loss, chronic kldney
| disease, chronic headaches, spinal stenosis,
| gastroesophageal reflux disease (GERD), and
[ hypertensicn,
i -Bhe was Intermittently disoriented.

| Review of Resident #4's care plan dated 02/02/22

ents and signs for any resident returning
from the hospital.

|
RCC wili review the electronic facility  3/20/2022
activity documentation daily for any i
needed follow-up. This documentation
will he reviewed with the ED during man-
agement meeting daily. i

RCC will compiete a minimum of 2 chart
audits weekly to ensure orders are | 3/20/2022
accurate and have been carried out. .

Chart audits are submitted to the ED |
upon completion.

Med techs will ensure proper MD noi— 3/20/22
ification of resident refusals of medic-
ations per facility protocol. RCC will |
follow-up by reviewing the electronic
facility documentation daily to ensure
this has occuired appropriately.

b
i
1
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revealed; .
| -The resident was forgetful and needed !
i reminders.

-She required limited assistance with toileting and
her bowels was normal.

Review of Resident #4's progress note datsd
10/13/21 revealed:

-Resident #4 was sent to the hospital on 10/13/21
at 10:48am far a change in condition.

-She was taken to the hospital by her power of
attorney (POA).

- Review of Resident #4's hospltal After Visit

- Summary dated 10/14/21 revealed:

. -Resident #4 was admitted to the hospital on
10/13/21 far a small bowsl obstruction.

-The resident was discharged back to the facility
on 10/14/21,

-The resident was scheduled to follow up with her
gastroenterclogist (G1) (a physician that treats
general diseases of the stomach and intestines)
on 11/11/21.

-The resident was scheduled to have an upper
gastrointestinal endoscopy (EGD)} with blopsy on
10/27/21.

. Review of Resident #4's progress note dated |
: 10/14/21 revealad:

. -She retumed to the facility on 10/14/21 from the
 hospital at 10:35pm,

-Her follow-up appointment was added to the
calendar follow-up on 10/27/21 .

. Review of Resident #4's hospital After Visit
Summary dated 10/27/21 revealed; ,
-Resident #4 had an EGD with a biopsy
compleled on 10/27/21.

—Resldent #4 was diagnosed with gastritis (the

Ilnfng of the stomach weakened ang damaged),

Division of Heafth Service Regulation
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D 273’ Continued From page 7
, @sophagitis (inflammation of the esophagus),
gastroparesis (a condition in which food takes
longer than normal to empty from the stomach).
-She was scheduled to follow up with her G
provider on 12/02/21.

Review of Resident #4's progress note dated
11/14/21 revealsd:

-Resident #4 was sent to the hospital on 11/14/21
at 2:30am,

-Shs was sent f the hospltal for a change In
condition.

-She was transported to the hospital by her POA,

Review of Resident #4's hospltal After Visit
Summary dated 11/17/21 revealed:

-Resident #4 was admilted to the hospital on
11/14/21 for & small obstruction with adhesions.
-The resident presented to the emergency room
(ER) for evaluation of abdominal pain, dlarrhea,
and nausea.

-The resident had a computerized tomography
(CT) scan of her abdomen which revealed a
small bowel obstruction with adhesions.

-Bhe was discharged from the hospital on
1117121,

I -She had a follow-up appointment with her GI

; provider scheduled for 12/02/21.

~The facility was supposed to receive a call from
: Resident #4's primary care provider (PCP) fora
- follow-up appointment,

Reviaw of Resident #4's progress note dated
11/17/21 revealed:
i ~Resident #4 retumed to the facility from the
' hospital on 11/17/21 at 2:57pm.

-Her follow-up appointment was added to the
' calendar fallow-up on 12/02/21,

| Review of Resident #4's prograss note dateg

© D273
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- 12/22/21 revealed:
| -Resident #4 was sent to the hospital en 12/22/21 ‘
at B:45pm. |
-She was sent to the hospital for complaints of !
pain In her abdomen and vomiting.

-She was transported to the hospital by her POA.

Revlew of Resident #4's haspltal After Vislt l

Summary dated 12/25/21 revealed: i

-Resident #4 was admitted to the hospital with a

complaint of abdominal pain and nausea.

-She wag diagnosad with high-grada smali bowe|

obstruction.

-8he had a nasogastric tube (NG} (a tube passed

' through the nose and down through the

nasopharynx and esophagus into the stomachy)

placed by her G! provider,

-After the placement of her NG tube, her small :

bowel obstruction rescived ovemnight. |

-She was discharged back to the facility an .

12/25121, i
3

-She needed to foliow up with a surgeon for

. fecurrent small bowel obstructions with adhesions
. in the abdomen as soon as possible in 2 weeks,
somaone will call you with a follow-up
appointment.

-Resident #4 neaded to foliow up with her PCP as
800N as possible for a visit in 4 days, somecne
wilt call you with an appointmant,

Review of Resident #4's progress note dated ;
12/25/21 rovealed: :
Resident #4 returned to the facility from the [
hospital on 12/25/21 at 5:00pm. i
-Thaers was no documentation that the resident's |
follow-up appeintments with her PCP and
surgeon ware scheduled and added to the ;
calendar, Telephone interview with Resldent #d's ‘
primary care provider (PCP) on 02/18/22 at
" 8:46am revealed:
Division of Health Sarvice Regulation
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-Tha first time she saw Resident #4 was in |
" August 2021.

-She followed up with Resident #4 in October
2021 to dlscuss lab work, i
-Her last visit with Resident #4 was on 01/25/22 : f
for her annual chack-up. i
-Resident #4's POA notified her that Resident #4
had recurrent smalt bowel obstruction that
required hospitalizations from October
2021-December 2021,

-She was not notified by the facility that Resldant
#4 was hospitalized for small bowsl chstruction
on 10/14/21 and 11/17/21,

i -She did not receive Resident #4's hospital After
+ Visit Summaries from her hospitalizations on
10/14/21 and 11117721,

-She received a faxed note from the facility in

- December 2021 that Resldent #4 was sent to the
i hospital for abdominal pain.

- -She expected to be nofified the same day by
facility staff that Resident #4 returned from the
hospital,

-She expectad to be notified of Resident #4's :
discharges from the hospital se she would know if ;
the resldent had any medication changes.

-She was not awars that Resident #4 was
supposed to have a follow-Up visit with her afer
her hospitalization on 11/17/21 and 12/25/21. !
-If she was aware her Discharge Manager would
have been able to schedule an appointment

. within 7 days after the resident was discharged

" from the hospital.

- -She was not aware that Resldent #4 was
supposed to follow up with a surgeon for

; recurrent small bowel obstructions until 04/25/22.
’ Interview with the medical office assistance for G! '
{ physician on 02/17/22 at 9:43am revealed: i
’ -Resident #4 |ast saw the GI physician in the '

! hospital on 01/18/22 for her colonoscopy. :
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-The rasident saw the Gl physician on a post

i hospital visit in the office an 12/02/21.

-The resident was & no cali/no show to her
appointment on 11/11/21.

-There was no documentation of Resdient #4
going to this appointmant in the progress notes
as noted above,

-The G! physician was unavailabe.

Review of Residant #4's After Visit Surmmary
dated 01/18/22 revealed:

-Resident #4 had a colonoscopy with biopsy.
-Her Gl provider performed the coloncscopy.,
-Resident #4 was diagnosed with diverticulosis {a
condition that develops when smail pouches form
in the wall of the large intestine),

Review of Resident #4's progress note dated
02/02/22 revealsd:

. -Resident #4 was sent to the hospital on 02/02/22
at 6:00pm,

-She was sent to the hospital because she had
abdominal pain,

-Reslident #4's family member transparted her to
the hospital,

Review of Resldent #4 ER provider note dated
(2/02/22 ravealed:

-Resldent #4 amived at the hospilal dus to
complaints of constipation.

-She became unrespansive while in the ER and
cardlopulmonary resuscitation (CPR} was
Initiated.

-CPR was administered for 45 minutes and she
was given 5 rounds of epinephrine (a medication
: to make the heartbeat faster and increase

; breathing rate).

| -Atime of death was ultimately called but she

j regained a pulse after an additicnal 10 minutes.
| -The ER provider tried to get a CAT scan of

b
i
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| Resident #4's abdomen and pelvis but it was rock
. hard and likely the source of her code.

| -Rasldent #4 was diagnosed with pneumatosis

' Intestinalis (gas cysts in the bowel wall}, bowal

| ischemia (a condition In which inflammation and
injury of the large inlestines result fram

: inadequate blood supply), pneumoperitoneum {air
or gas in the abdominal cavity), and bowel
perforation (a hole in the bowsls that caused the
contents in the bowe! to leak into the abdoman).
-The ER provider discussed Resldent #4's
diagnoses with general surgery.

-Resident #4's pupils were fixed and dilated and
she was non-operative,

-Resident #4 was placed on comfort measures
{medical treatment of a dying persan hare the

+ hatural dying process is permitied to occur while
assuring maximum comfort) only.

-Resident #4 dled In the hospital on 02/02/22 at
2:50pm,

Telephone interview with a medical assistant at
Resident #4's surgical provider's office on
02/17122 at 9:17am revealed:;

-Bha received a cali on 01/31/22 from Resident
#4's family member to find out If an appolntment
was made for the resident.

-There was no documantation that anyone called
before 01/31/22 to scheduls an appointment for
Resident #4.

-She scheduled an appeintment for Resident #4
on 02/09/22.

nterview with Resident #4's POA on 02/17/22 at
5:43pm revealed:

: -He was not aware that Resident #d's hospital
After Visit Summary on 12/25/21 ordered
Resident #4 to follow-up wilh a surgeon.

-He was not aware that Resldent #4 was
supposed fo follow up with her PCP after her

D273
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haspitalization on 11/17/21 and 12/25/21,
-Resident #4 saw a different surgean that her Gl
provider scheduled the second week of January
2022,

-He did not remember the exact date of the
appointment.

-The surgeon that saw Resldent #4 the second
week of January 2022 refused to consider the
resident as a surgical candidate.

-Resident #4's G| provider scheduled an
appointment with the surgeon that Resident 4
was supposed to follow up within 2 wesks of her
hospital discharge on 12/25/21.

-Resident #4's appointment was scheduled for
02/09/22,

-He knew that Resident #4 needed surgery to
repair scar tissue in her intestines.

-Resident #4 had complained of loose stools
around 01/31/22.

" -When Resident #4 had complained to him that

- she had loose stools, he knew that was an onset
: of an SBO.

' -On 02/02/22, he received a call from Resident #4

late in the aftemoon that she nesded to go to the
nospital for constipallon.

-The resident always called him when she
needed to go to the hospital because she wanted
him to transport her to the ER.

-When he arrived at the facllity on 02/02/22,
Resident #4 was walting at the facility door.

' -The resident would wait In her room until he

arrived and then have staff help her outside 1o his
vahicle,

-When Resident #4 got into his vehicle she was in
severe pain and she slurred her words,

-The went into cardiac arrest shortly after she
arrived at the hospital.

-He was notified that Resident #4's lower
intestines werse twisted and died which caused
factic acid to bulld up in her sysiem.

273
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-He declded afier he spoke with the ER provider
and surgeon about her prognosis to make
Resident #4 comfort measures only.

-The resident died around 9:00pm on 02/02/22.

Interview with the Resident Care Coordinator
(RCC) on 02/17/22 at 9:55am revealed:
Resident #4 always called her POA if she
needed to go to the hospital.

: -Resident #4 would notify the medication aides

. {MA) or the RCC after she callad her POA.

-Resident #4 went to the hospital frequently for

problems with her bowels and diarrhsa,

-The resident always communicated with the

persenal care aides (PCA) and MA's if she had

leose stools or constipation,

- ~Tha resident did not have any complaints of

: locse stools or constipation around 02/02/232,
-She was responsible to schedule residents’
follow-up appointments when they returned from
the hospital.
~She would receive the resident's hospital After

| Visit Summary when the resident retumed from

" the hospital.

-She would schedule any fallow-up appointments

by the next business day.

-She worked with the facility transporter lo

schedule the resldent's appcintments.

 -If she was unablie to schedule an appointment

for the resident within the tirmeframe documented

on the hospital After Visit Summary, she would
contact the resident's PCP to notify them of the
delay.

-Once she scheduled the follow-up appointment,
she would document the appoiniment in her
appointment book.

-She received Resident #4's hospital After Visit

Summary on 12/27/21.

-Resident #4 returned on 12/25/21 which was a
| Saturday so she received the hospital After Visit
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: Summary on 12/27/21 when she returned to
work.

, -8he did not see that Resfdent #4 required a

- follow-up appeintment with a surgeon as soon as
possible for a vislt In 2 weeks.

: -She did not schedule a follow-up appointment

| with Resident #4's PCP on 11/17/21 or 12/27/21.
-She did not schedule a follow-up appoint with
Residant 4's Gl physician on 11/11/21.

-8he must have overlooked it.

-She was concerned that she did not schedule
the appoiniment, becauss it may have saved
Residant #4's life.

-She was not aware that the surgeon's office
recaived a call on 01/31/22 and an appointment
was scheduled on 02/09/22,

Interview with the Administrator on 02/17/22 at
10:24am revealed:

-The RCC was primarily responsible to schedule
the resident's follow-up appolntments when the
resident retumed from the hospital.

i -If a resident retumed from the hespital on the
weekend, he expectad the RCC to schedule any
~ follow-up appolntments by the next business day.
' -He was not aware that the RCC did not schedule
: a follow-up appointment for Resident #4 with a

| surgeon following her 12/25/21 hospitalization.

' -He was not aware that an appointment was
made with the surgeon's office on 01/31/22 and
an appointment was scheduled on 02/09/22.

-He was concemed that the RCC did not
schedule the follow-up appointment,

Attempted interview with Resident #4's G|
physician on 02/17/22 at 9:43am and G2/18/22 al
8:20am was unsuccessful,

2. Review of Resident #5's curent FL-2 dated
08/23/21 revealed diagnoses included end stage

D273
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renal disease, anemia in chronic kidney disease,
type 2 diabelas, hereditary and idiopath'c
neurepathy, and obesity.

Review of the facillty's medication administraticn
policy dated July 2020 revealed:

~-The medication refusal form was required

* documentation each time a medication was

: refused by a resident.

-Communities are reguired 1o contact the primary
care provider (PCP) when a resident had refused
any prescribed medication three consecutive
times.

i -The PCP netification should be sent via fax and
! documented in the resident chart.

-lmmediate PCP notification with documentation
was recommendad for each missed dose of the
following medications: antibiotics; thyroid
medications, anticoagulants, all insulins {rapid
acting, regular, and long acting); oral
anti-dlabetics; cardiovascular; psychotropics;
dialysis medications (Phospheorous Binders): and
- chemaotherapeutic agents,

| “Under the medication cart audits section, it
outlined to ensure PCP notification was
documented for greater than 3 occurrences of
missed or refused medications, and
documentation of notification was completed.

: . Review of Resident #5's primary care provider
" (PCP) order dated 09/20/21 reveated an order for
. fingerstick blood sugars {F SBS) before meals at
bedtime,

Review of Resident #5's December 2021

» electronic medication administration record
{eMAR) rovealed:

-There was an entry to obtain a FSBS four times
a day before meais and at bedtime scheduled ai
| 7:00am, 11:00am, 4:0Cpm, and 8:00pm.
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-#t was documented Residant #5 refused her i
‘ FSBS on 12/18/21 at 7:00am, 11:00am, and
| 8:00pm and on 12/19/21 at 7:00am.
. -It was documented Resident #5 refused her
_ FSBS on 12/27/21 at 4:00pm and 8:00pm, and on
12/28/21 at 11:00am. |

. Review of Resident #5's January 2022 eMAR
revealed:

-There was an entry to finger stick blood sugar :
(FSBS) four times a day before meals and at !
bedtime scheduled at 7:00am. 11:00am, 4:00pm, '
and 8:00pm,

-t was documented Resident #5 refused har

. FGBS on 01/15/22 at 11:30am, on 01/17/22 at
. 11:30am, and on 01/18/22 at 4:30pm.,

Review of Resident #5's medical record revealed

there was no documentation of PCP notifications

due to Resident #5's refusals of her FSB8S on

12/18/21-12/19/21, on 01/15/22, and on 01/17/22,
and on 01/18/22.

b. Review of Resident #5's primary care provider
(PCP} order dated 09/17/21 revealed Sevelamer
\ Carbonate tablet 800mg take 2 tablets (1600mg)
. twice a day with snacks (Sevelamer Carbonate is
' medication used to lower phosphate lavels for

raskdents who are on dialysis due to savere {
kidney disease).

Review of Resident #5's December 2021
electronic medicaticn administration record
{eMAR) revealed:

: -There was an entry to administer Sevelamer

: Carbonate 800mg 2 tablets (1600mg) twice a day
i with snacks scheduled at 2:00pm and 7:00pm.

-It was documented Resident #5 refused
Sevelamer Carbonate 1600mg on 12/03/21 at

- 7:00pm, on 12/04/21 at 2:00pm, and on 12/05/21 }
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at 2:00pm.

-It was documanted Resldent #5 refused
Sevalamer Carbonate 1600mg on 12/06/21 at
7:00pm, on 12/07/21 at 2:00pm and at 7:00pm,
; -It was documented Resident #5 refused
Sevelamer Carbonate 1600mg on 12/10/21 at
7:00pm, on 12/11/21 at 7:00pm, and on 12/12/21
at 7:00pm.

-It was documentad Resident #5 refused
Sevelamer Carbonate 1600mg on 12/13/21 at
7:0Cpm, on 12/14/21 at 2:00pm and at 7:00pm.
-It was documented Resident #5 refused
Sevelamer Carbonate 1600mg on 12/17/21 at
7:00pm, on 12/18/21 at 2:00pm, on 12/19/21 at
2.00pm and at 7:00pm,

-It was documented Resident #5 refused
Sevelamer Carbonate 1600mg on 12/27/21 at
i 7:00pm, on 12/28/21 at 2:00pm and at 7:00pm,
i -It was documented Resident #5 refused

| Sevelamer Carbonate 1600mg on 12/29/21 at
7:00pm, on 12/30/21 at 2:00pm and at 7:00pm.

revealed:

-There was an entry to administer Sevelamer

Carbonate 800mg 2 tablets (1600mg) twice a day
- with snacks scheduled at 2:00pm and 7:00pm.
. -It was documented Resident #5 refused
Sevelamer Carbeonate 1600mg on 01/07/22 at
7:00pm, on 01/08/22 at 7:0Cpm, and on 01/08/22
at 7:00pm,
-It was documented Resident #5 refused
Sevelamer Carbonate 1600mg on 01/14/22 at
7:00pm, on 01/15/22 at 2:00pm and at 7:00pm,
on 01/16/22 at 7:00pm, on 01/17/22 at 2:00pm
and at 7:0Cpm, on 01/18/22 at 2:00pm and at
7.00pm.
-It was documented Resident #5 refused
" Sevelamer Carbonate 1600mg on 01/19/22 at
' 7:00pm, on 01/20/22 at 2:00pm and at 7:00pm,

|
I Review of Resident #5's January 2022 eMAR
|
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 on 01/21/22 at 2:00pm and at 7:00pm. I
-It was documented Resident #5 refused
Sevelamer Carbonate 1600mg on 01/22/22 at i
2:00pm and at 7:00pm, on 01/23/22 at 2:00pm :
| and at 7:00pm.

Review of Resident #5's medical record revealed:
-There was no documentation of 2 PCP

' notification due to Resident #5's refusals of
Sevelamer Carbonate on 12/03/21-12/07/21, on

| 12M0721-12/14/21, on 12/17/21-12119/21, and on
12/27121-12130/21, -
-There was no documentation of a PCP
. notification due to Resident #5's retusals of !
. Sevelamer Carbonate on 01/07/22-01/09/22, and :
on 01/14/22-01/23/22. '

- Review of Resident #5's electronic medication
administraticn record from 02/01/22-02/16/22 ‘
| revoaled:

-There was an entry to administer Sevelamer ‘
Carbonate 800mg 2 tablats {1600mg) three times l

a day with meals scheduled at 8:00am, 11:00am,
and 4.00pm.

-It was documented Resident #5 refused
Sevelamer Carbonate 1600mg on 02/05/22 at
11:00am and at 4:00pm, on 02/06/22 at 11:00am
; and at 4:00pm.

. Raview of Rasident #5's medical record revealed |
 there was no documentation of a PCP notification |
i due fo Resident #5's refusals of Sevelamer
i Carbaonate from 02/05/22-02/068/22,

' ¢. Review of Resident #5's primary care provider
! order (PCP) dated 11/09/21 revealed Humalog :
U-100 Insulin {Insulin Lispro) four times a day
infject 3 units in addition to sliding scale !
| subcutaneously before meals and at bedtime per ;
: sliding scale: less than 70=0 units; 149=0 units;
Bivislon of Health Service Regulation
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j 150-189=1 unit; 200-249=2 units; 250-299=3 :
" unlts; 300-348=4 units; 350-399=5 units; over '
400=Call MD. ‘

Raview of Resident #5's Dacember 2021
elactronic medication administration record ;
{eMAR) revealed: ‘
-There was an entry to obtain a finger stick blood
sugar (FSBS) four times a day before meals and
at bedtime scheduled at 7:00am, 11:00am,

. 4:00pm, and 8:00pm.

| -It was documsnted Resident #5's FSBS result on
12/05/21 at 8:00pm was 473.

-it was documented Resident #5's FSBS result on
12/18/21 at 4.00pm was 405,

-It was documented Resident #5's FSBS result on
12/19/21 at 8:00pm was 472,

" -It was documented Resident #5's FSBS result on
12/24/21 at 4:.00pm was 408.

Review of Resldent's medical record revealed
there was no PCP nofifications on 42/05/21 at
8:00pm, on 12/18/21 at 4:00pm, on 12/19/21 al
8:00pm, and an 12/24/21 at 4.00pm,

. Interview with a MA on 02/17/22 at 1:07pm
revealed;

-If a resident refused a medication three times the
RCC would be nctified by the MA,

~The MA would also complete a PCP notification
to fax and a phone call wouid be completad lo ‘
follow-up on the fax. 1
: -The phone cal! to follow-up on the faxed PCP
notification would occur the next business day.

Interview with the Licensed Health Professional
Support nurse on 02/18/22 at 9;21am revealed: I
-The MAs were responsible to document all

i resident refusals of medications/ESBS on the
resident's eMAR.
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i ~When a resldent refused madications or FSBS,
 the MA or the RCC should complate a

., sommunication note ard call the resident's PCP,
-There should be a documentation trail to outiine
the facility's communication with the resident's
PCP which documented the refusals from the
resident,

-It was important to keep the resident's PCP
update on the resident’s refusals of medications
or FSBS to obtain medical interventions/orders
from the PCP,

-The MAs were expected fo follow the facility's

* medication administration policy which cutlined
staff should ensure PCP notification was
documented for greater than 3 oceurrences of
rofused medications.

~The medication aides (MAs} should have
followed Resident #5's PCP order to notify the

. PCP with all FSBS results over 400mg/dl.

. it was important for staff to follow the PCP's
order to call with all FSBS results >400, so
medical interventionsforders could be provided to
addrass Resldent #5's high FSBS results.

Interview with the Resident Care Coordinator
(RCC) on 02/18/22 at 9:57am revealed:

; -The MAs were responsible to document all

" resldent refusals of medications/FSBS within the
resident's eMAR.

-The MAs should also discuss the medications or
FSBS with the resident to make another attempt
to administer the ordered medicalions or to obtain
the FSBS,

-The MAs were respensible to communicate the

. medication refusals or FSBS refusals after 3
accurrences with the resident's PCP by phone or
fax.

-She was not aware of all of Resident #5's
medication refusals or FSBS refusals.

' -She was not aware Resident #5's PCP was not

i
i
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notified of her FSBS results greater than 400 on
12/05/21, on 12/18/21, on 12/19/21, and on
12/24/21.
-The MAs were expected to call Resident #5's
| PCP with all FSBS results greater than 400 as
500N as they obtained the FSBS result.
: -The MAs were expected to call first then they
i were responsible to complete a PCP
communication note.
-She had concerns Resident #5's PCP was not
" notified as ordered.
-Resident #5 could experience symptoms of
hyperglycemia {a high bloed sugar) which could
cause confusion and result in falls,

- Interview with the Administrator on 02/17/22 at
" 1;30pm revealed:
-The resident had a right to refuse medications or
FSBS.
-The MA was responsible to document all
resident refusals within the resident's eMAR.
- ~The PCP should be notified of medication
refusals or FEBS refusals if there was a pattern
of resident refusals after a certain number
expanding over days, no additional details
provided.,
-He was not sure after how many medication
refusals the staff would notify the RCC,
-He expected the medication aldes ta notify the
- RCC of the medication refusals or the FSBS
refusals and the RCC weuld nolify the resident's
PCP.
-The RCC would notify the resident's FCP by fax
or a phone call within a matter of days,
-If there was no response from the resident's
- PCP, the RCC would be responsible to follow up

; with the resident's PCP the next business day.
|

; Second interview with the Administrator on
. 02/18/22 at 11:07am revsaled:
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. -He was not aware Resldent #5's PCP was not

" notified of her FSBS results greater than 400 on

' 12/C5/21, on 12/18/21, on 12119/21, and on
12/24/21.

-Hs expected staff to notify Resident #5's PCP as
ordered for all FSBS results greater than 400
Immediately after her FSBS result was obtained.
-if there was no PCP notification made, there
could be "medical consequences® for Resident
#5, no addltional details provided.

: Attempted telephone Interview with Rasident #5's
PCF on 02/18/22 at 8:30am was unsuccessiul.

Atternpted telephone interview with Resident #5's
Endocrinalogist on 02/18/22 at 8:35am was
unsuccessful.

: Attempted talephone interview with Resident #5's
Nephrolegist on 02/18/22 at 8:48am was
unsuccessful.

3. Review of Resident #1's current FL-2 dated
01/24/22 revealed;

-Diagnoses include muitiple sclerosis, essential
i hypertension, lower extremity weakness, and
ovaractive bladder,

-The resident was non-ambulatory and used a
wheelchair for mobillty.

Review of a physician's visit summary report
dated 11/08/21 revealed Resident #1 was
scheduled far a follow-up visit with her local
primary care provider (PCP) for 02/08/22 for
deprassion, anxiety, hypartension, and multiple
sclerosis.

Telsphone interview with Resident #1's PCP's
| nurse on 02/16/22 at 4:38pm revealed Resident
i #1 had an appointment with the PCP on 02/08/22
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but she was a "no show" for the appointment.

interview with Resident #1 on 02/18/22 at
11:00am revealed she was not aware she had an

| appointment with her PCP on 02/08/22,

Interview with the Resident Care Coordinator
(RCC) on 02/17/22 at 3:45pm revealed;
-Resldent #1 had an appointment with her PCP
on 02/08/22.

-Resident #1 required 2-person assistance for
transfers and had to be transported in a
whaslchair when going to outside appointments.
-The facHity's van was nol aquipped to {ransport a

: resident in a wheelchair.

-The facility contracted with a transportation
company 1o provide transportation for Resident
#1 for her appointments.

-Reslident #1 was not taken to her appointment
with the PCP on 02/08/22 because she did not
have enough money in her account at that time to
pay for the cos! of the transportation service,
-She did not think about exploring other
transportation resources for Resident #1.

-It was important for Resident #1 to get to her
appolntment with her PCP because of her
healthcare needs.

Interview with the Administrator on 02/18/22 at
10:31 revealed:

-Rasident #1 was not taken to her appointment
on 02/08/22 because transportation was not
available because the facilily's van could not
accommodate a resident In a wheelchair,

-The facility contracted wilh an outside
transportation company when Resident #1 had to
be taken to an appointment.

-He had communicated with Resldent #1's

; POAfson that there was not encugh meney in her
account to pay for the transportation service from
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the facility to her PCP's appointment on 02/08/22.
-He did not think about explaring alternative

_ transportation resources that may have been

| more cost effective for Resident #1.

' -He was not aware It was the facility's

' responsibility to ensure transportation to a
resident's appointment at no additienal cost to the
; resident,

: -It was important that residents were taken fo
their PCP appolntments {0 ensure their

. healthcare needs were being met.

4. Review of Rasident #3's current FL-2 dated
01/06/22 revealed:

-Diagnoses of dlabetes mellitus type 2 without
complications, nausea, lower back pain, and
chronic obstructive pulmonary diseasa,

i ~There was an order for Lispro ( a medicaticn

_ used to control high blood sugar) sliding scale
insulin (SSI): for fingerstick blood sugar (FSBS)
61-150= 0 unils, 151-200= 3 units, 201-250=5
units, 251-300= 8 units, 301-350=10 units,
351-400= 12 units, greater thar: 400= 15 units
and recheck In 30 minutes if no improvement
notify the provider.

-There was an order to chack FSBS before meals
and at bedtime,

Review of Resident #3's December 2021

. efectronic medication administration record

{eMAR) revealed:

-There was an entry for Lispro SSI: FSBS 61-150

= § units, 151-200 = 3 units, 201-250 = 5 units,

: 251-300 = 8 units, 301-350 =10 units, 351-400 =

. 12 units, greater than 400 = 15 units and recheck
in 30 minutes if no Improvement rotify the

" provider.

-FSBS reading from 12/11/21 at 7:00am was 407:

there was no documentation that Resident #3's

| FSBS was rechecked in 30 minutes.
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-There was no documentation the primary care
provider (PCP} was notified.

: Review of Resident #3's February 2022 eMAR
' revealed:

-There was an entry for Lispro SSI: FSBS 61.150
= 0 units, 151-200 = 3 units, 201-250 = § units,
251-300 = 8 units, 301-350 =10 units, 351400 =
12 units, greater than 400 = 15 unlts and recheck
In 30 minutes If no improvement notlfy the
provider.

-FSBS reading from 02/01/22 at 7:00am was 413;
there was no documaentation thal Resident #3's
FSBS was rechecked in 30 minutes.

. -Thers was no documentation the PCP was

notified,

Review of Resident #3's progress notes from
12/11/21 to 02/01/22 revealed:

~There was no documentation that his FSBS was
rechecked in 30 minutes on 12/11/21 and
0z/01/22,

-There was no documentation that his PCP was

i notified of his FSBS over 400 on 12/14/21 and

02/01/22,

Intarview with the Resident Care

| Coordinator(RCC) 02/18/22 at 11:33am revealed:;

-The medication aides (MA) were supposed to
follow Resident #3's physician order for Lispro
S8I: FSBS §1-150 = 0 units, 151-200 = 3 units,
201-250 = 5 units, 251-300 = 8 units, 301-350
=10 units, 351-400 = 12 units, greater than 400 =

t 15 units and recheck in 30 minutes if no

improvement notify the provider.

-The MAs were expected to recheck Resident
#3's FSBS in 30 minutes if he had a blood sugar
over 400,

~Tha MAs were supposad to document the FSBS
on Resident #3's progress note.
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|
-The MAs ware supposed to notify the PCP i 1
Reslident #3's FSBS was still over 400 in 30
: minutes.
i -She did net know that Resident #3 had an FSBS
' of 407 on 12/11/21 and an FSBS of 413 on
02/M/22.
-She was not aware that there was na
documentation in Resident #3's progress notes
! that his FSBS was rechecked In 30 minutes on
' 12111/21 and 02/01/22.
-She was not aware that there was no
documentation in Resident #3's progress note
that his PCP was notified of hls FSBS over 400.

. Altempted interview with Resident #4's PCP on
, 02/18/22 at 7:30am was unsuccassful,

! The facility failed to ensure referral and follow-up
for 4 of 5 residents (#1, #3, #4, #5) Including a
resident who was not scheduled for a follow-up
appointment after a recent hospitalization on
1111421, MNMT7121, 12/25/24, and 12/27/21 for
complaints of abdominal pain with a surgeon,
prirmary care physician, and Gi phyisican for
recurrent small bowel obstruction in a timely
manner and eventually died from complications

. (#4); a resident who had diabetes, severe kidney
disease and was on dialysis, whose primary care
provider (PCP) was not notified of multiple blooc
sugar levels greater than 400 ranging from 405 to
473, refusals of fingerstick blood sugars (FSBS), ; 1
and muttipte refusals of a medication used to | ;
treat a high phosphorus level (#5) greater than 3 '
oceurrences per the facliity's established
palicy.This failure resulted in physical harm,

. neglect and death to the residents and constitutes
| a Type A2 viclatian.

The facility provided a plan of protection in
. accordance with G.S. 131D-34 on 02/16/22 for
Divislon of Heaith Service Regulation
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this violation.
| CORRECTION DATE FOR THE TYPE A2
: VIOLATION SHALL NOT EXCEED MARCH 20,
1 2022, ;
{
D276 10A NCAC 13F .0902(c)(34) Health Care D276 ;

- 10A NCAG 13F .0902 Health Care

{¢) The facility shall assure documentation of the
: following in the resident's record:
i (3) written procedures, reatments or orders from
a physician cr other licensed heaith profassional;
and
(4) implementation of procedures, treatments or
orders specified In Subparagraph {c)(3) of this
Rule.

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed lo implement orders for 2 qut of 5
sampled residents including orders for fluid
restrictions (#2) and orders for blood pressure
monitoring (#5).

The findings are:

1. Review of Resident #2's current FL-2 dated
02/03/22 revealed diagnoses included diabetes
mellitus type 2, hypertension, atrial fibrillation,
chronic obstructive pulmonary disease, and
weakness.

Review of Resident #2's primary care provider

. visit (PCP) note dated 11/18/21 revealed an order
i to restrict fluids to 1500ml dally for treatment of

| her chrenic congestive heart failure.

i Review of Resident #2's PCP note dated

Hamlet House shall ensure there is |
documenation of written procedures,;
treatments,or MD orders in the residtf,'nts'
charts; as well as ensuring implemen-
tation of these procedures, treatments,
and MD orders. }

RCC will in-service Med Techs on the
appropriate and Mandatory use of théa 4/4/2027
facility's communication log as their |
shift reporting tool. RCC will also {
monitor this tool daily to ensure proper
use. :
RCC will review the electronic facility 4/4/2023
activity documentation daily for any 4

reeded follow-up. This documentation

will be reviewed with the ED daily

during management meeting.

RCC will complete a minimum of 2 | 4/4/2022

chart audits weekly to verify accuracy
and processing of orders.Chart audits
are submitted to the ED upon compl-

etion.
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- 12/09/21 revealed an order to restrict fluids lo
2000m! a day for treatment of her chronic
congastive heart failure.

| Interview with the Resident Care Coordinator

- (RCC) on 02/17/22 at 1:58pm revealed she had
no documentation that the ordered fluid
restrictions on 11/18/21 and 12/09/21 were
implementad for Resldent #2.

Interview with the Licensed Health Professional
Support (LHPS) nurse on 02/18/22 at 9:21am

- revealed:

-When fluld restriction was ordered for Resident
#2, there was a purposa for the order.

-All PCP orders should be implemented by staff
facility or there should be PCP notification if
unable to implement.

-There ware concerns for the resident by not
Implementing both orders for the fluid restrictions
i 1800m! and 2000ml.

i -The concerns were a worsening of congestive
heart failure or hospitalization.

-She was not aware the ordaers for fluid
restrictions were not implemented and the facility
had not requested her to provide a training
session on implementing fluid restrictions.

Second interview with the RCC on 02/18/22 at
9:57am revealed Resident #2's PCP orders dated
11118121 and 12/09/21 for fluld restriction were
not implemented by the facility because she
overlooked the orders; it was her "mess up.”

Interview with the Administrator on 02/18/22 at
11:07am ravealed:

-He was nol aware the orders for Resident #2's
fluid restrictions dated 11/18/21 and 12/09/21
were not implemented.

-He expected Resident #2's orders for fluid

D276
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| restrictions to be implemented by staff,

Refer ta the interview with the Administrator on
| 02/18/22 at 11:07am.

|

. Attempted a telephone interview with Resident
#2's PCP on 02/18/22 at 8:26am was
unsuccessful.

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

. 09/23/21 revealed diagnoses includad end stage
i renal disease, anemia in chronic kidney dlisease,
typa 2 diabetes, hereditary and idiopathic

i neuropathy, and obesity.

|

l Review of Resident #5's primary care provider

' (PCP) visit note dated 09/23/21 revealed an order
to monitor blood pressure daily; notify the PCP if
BP was elevated above the paramaters after
administering the medicaticn as ordaered.

Review of Resident #5's PCP visit note dated

12/09/21 revealed:

-There was an order to continue Metoprolal

Tartrate 25mg 1 tablet with food twice a day on

Tuesdays, Thursdays, Saturdays, and Sundays

{Matoprolol is a medication used to treat high

+ blood pressure, chest pain, and heart fallure).

-There was an order to monitor blood pressures

' twice a day before administering blocd pressure

medications and to recheck the blood prassure 1

! hour after the administrating the btoed pressure
medlcation and to notify the PCP if the blood

© pressure was greater than 160/90; hoid
medication if blood pressure is 100/60 or less

i before taking medication.

Review of Resident #5's December 2021
electronic medication administration record
(eMAR) revealad:
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-There was an entry to obtain monthiy vitals
- (lemperature, pulse, resplrations, blood pressure,
~ and welght) once a day on the 4th of the month
schoduled af 3:00pm.

-It was documented Resident #5 was unavailable
on 12/04/21 at 3:00pm for her monthly vitals.
-Thare was an entry for Metoprolal Tartrate 25mg
twice a day on Sunday, Tuesday, Thursday. and
Saturday; hold Monday, Wednesday, and Friday.
-There was no documentation Resident #5's
blood pressure readings before or 1 hour after
the administration of Metoprolol Tartrate 25mg
from 12/01/21-12/31/21.

Review of Resident #5's January 2022 aMAR
. revealed:

" ~There was an entry to obtain monthly vitals !
. (temperature, pulse, respirations, blood pressure, :
and weight} once a day on the 4th of the month
scheduled at 3.00pm. i
-On 01/04/22 at 3:00pm, it was documented ! ; l
Resident #5's blood pressure was 148/82. ;
-Thers was an entry for Metoproloi Tarlrate 25mg !
twice a day on Sunday, Tuesday, Thursday, and
Saturday; hold Monday, Wednesday, and Friday.
~There was no documentation Resident #5's

. blood pressure readings before or 1 hour after

- the administration of Metoprolol Tartrate 25mg
from 01/01/22-01/31/22.

. Review of Resident #5's eMAR from

| 02/01/22-02116/22 revealed:

! -There was an entry to oblain monthly vitals

. (temperature, pulse, respirations, blood pressure,
: and welght) once a day on the 4th of the month
i scheduled at 3:00pm:,

i -On 02/04/22 at 3:00pm, it was documented

i Resident #5's temparature was 98.4 degrees

! Fahrenheit, her puise was 82, her respirations

" were 18, her blood pressure was 136/86, and her
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weight was 183 pounds.

. ~Thera was an entry for Metoprolol Tartrate 25mg

twice a day on Sunday, Tuesday, Thursday, and
Saturday; hold Monday, Wednesday, and Friday.
-There was no documentation Residant #5's
blood pressure was monitored before or 1 hour
after the administration of Metoprolol Tartrate
25mg from 02/01/22-02/16/22.

Interview with the Licensed Health Professional
Support (LHPS) nurse on 02/18/22 at 9:21am
revealed:

-She was not aware the staff was not monitoring
Resident #5's before or 1 hour after the

, administration of Metoprolol Tartrate per the
_ PCP's order dated 12/09/21.

-There were concerns related to the facility not
monitoring Resident #5°s blood pressure before
and after the adminlistration of Metoprolol
Tartrate.

-If the resident's biood pressure reading was
lower than the parameter 100/60 and Metoprolol
Tartrate was administered this could cause the
rasidant to experience hypotension {hypotanslon
is a low blood pressure),

-Hypotension could cause fainting/dizziness
which could result in a fall or the resident could

i go to slesp and be hard to arouse,

: Interview with the Rasident Cars Coordinator

(RCC) on 02/18/22 at 9:57am revealed Resident
#2's PCF orders dated 09/23/21 and 12/08/21
were not implemented by the facility because she
overipoked the orders to monitor Resident #5's
klood pressure.

Interview with the Administrator an 02/18/22 at
11:07am revealed:
-He was not aware the order to monitor Resident

. #5's blood pressure before and after the
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| administration of Metoprolal Tartrata was not

implemented.

-He expected Resident #5's arders for blood
pressure monitoring to be implemented by staff.
-He had concerns that the facllity did not
implement the PCP's orders to monitor Resident

: #5's blood pressure.
. -His concerns included this could cause "medical

consequences” for Resident #5.

Refer io the interview with the Administrator on
02/18/22 at 11:.07am.

i Attampted a telephone Interview with Resident
#5's PCP on 02/18/22 at 8:30am was
i unsuccessful,

Interview with the Administrator on 02/18/22 at
11:07am revealed:
-He expected the RGC to process all residents'

: paperwork which included PCP visit notes,

* specialty provider visits notas, hospital discharge
: paperwork, etc. the sama day.

-All PCP orders should be implemented by staff, if
the staff was unable to implemant, the staff
should notify the PCP.

-it was important for alt PCP orders to be
implemented because it was an order from the
resident's PCP,

10A NCAC 13F .0806{a) Other Resident Care
And Services

10A NCAC 13F .0908 Other Resident Care And
Services

, (@) Transportation. The administrator shall

assure the provision of transportation for the
residents of adult care homes to necessary
resources and activities, including transportation

D 276

D321

The administrator of Hamlet House
shall ensure the provision of transpo
tation for the residents to necessary
resources and activities. The residen
shall not be charged any additional
fees for this service.

transported to appointments by the
tocal County Medical Transport.

ED has arranged for resident #1 to be

-
1
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to the nearest appropriate health facilities, social
! servicas agencies, shopping and recreational
facilities, and religicus activities of the resideni's
. choice. The resident shall not be charged any
additional fee for this service. Sources of
| ransportation may include community resources,
' public systems, voluntear programs, family
. members as well as facility vehicles.

|

: This Rule is not met as evidenced by

' Based on Interviews and record reviews, the

r facllity falled to provide transportation for 1 of 5
sampled residents (#1) resulting in a missed

follow-up appointment with her primary care
provider (PCP).

The findings are:

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

i 01/24/22 revealed:

' -Diagnoses include multipte sclerosis, essential
hypertension, lowsr extremity weakness, and
overactive bladder,

-3he was pon-ambulatory and used a wheelchair
for mobiiity.

Review of a physician's visit summary report
dated 11/08/21 revealed Resident #1 was
schedulad for a follow-up visit with her {PCP} on
02/08/22 for depression, anxiety, hypartension,
and multiple sclerosis.

' Telephone interview with the nurse at Resident

| #1's PCP's office on 02/16/22 at 4:28pm revealed

" Resident #1 had an appeintment with the PCP on

' 02/08/22 but she was a "no show” for the
appointment.

. Interview with Resident #1 on 02/18/22 at

appropriate transportation arrangements are
in place for the upcoming appointments. If
it Is identified that the facility's transportation
can't safely accomoedate a resident, the facility
immediately seek alternative arangemants
including the local County Medial Transport
Agency. Appoirtments will not be canceled,
?nd residents will not be charged additional
ees, :
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' 11;00am revealed she was not aware she had an
- appointment with her PCP on 02/08/22 or that
there was a transportation Issug with this
appointment,

Interview with the Resident Care Coordinator
(RCC) on 02/17/22 at 3:45pm revealad:

-Resident #1 required 2-person assistance with
transfers and used a wheelchair when
fransported to appointments,

-The facllity's van was not equipped to transport a
i resident in a whaelchair.

-The facility contracted with an outside
transportalion company to provide transportation
for Resident #1 when she had appointments.
-Resident #1 was not taken to her appointment

- with the PCP on 02/08/22 because she did not
have snough money in her account at that time to
pay for the cost of an outside transportation
sorvice.

-She did not think about exploring other
fransportatlon resources for Resident #1.

-She was not aware the facility was responsible

i for ensuring the pravision of transportation to the

' resident without charging an additional fee.

Intarview with the Administrator on 02/18/22 at
10:31 revealed;

-Resident #1 was not taken o her appointment
on 02/08/22 because the facllity's van could not

i accommodate a resident in a wheelchair.

| -The facility scheduled transportation with an

! outside transportation company when Resident#1
had to be taken to an appointment.

-He had communicated with Resident #1's power
of attorney (POA) prior to 02/08/22 that there was
nct enough meney in her account to pay for the
transportation sarvice.

-He did not think about exploring alternative
resources such as county medicai transportation
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i that may have been more cost effective for ,
. Resident #1. ’
! -He was not aware that he was responsible far ‘
ensuring the provision of transportation to the |
‘ resident al no additional cost.
: %
D 358 10A NCAC 13F .1004(a) Medication { Dass Hamlet House shall ensure that the preparJ
- ation and administration of medications, |
Administration pligh iy
| prescription and non-prescription, and lreat‘-
I . . : ments by staff are according to provider
| 10ANCAC 13F .1004 Medication Administration orders which are kept in the resident's racord,
(a) An adult care home shall assure that the the facility's policies and procedures, and
preparation and administration of medicatiors, rule arga .1004(a).
| prescription and nen-prescription, and treatments !
| by staff are in accordance with:
(1) orders by a licensed prescribing practitioner i w : - .
it Yo . . : ) : Area Clinical Director will in-sarvice all Med
| WlehiRsadIng I eeiiAe ’es‘dfe”f_s recon and | Techs on the importance of following the 6, 4/4/2022
(2} rules in this Section and the faclity’s policies g rights of medication administration to ensure
; and procedures. | that all residents are getting their medications
as ordered. ‘
This Rule Is not met as evidenced by: _ ]
| TYPE B VIOLATION ; Cari audits will be completed weekly by | 4/4/2022
;‘ : Med Techs per facility schedule and reviewed
: . . . by the RCC to ensure follow-up has occurred.
| REsatan Obsen’amn.s‘ mtemem:'s_, e i RCC will complete a weekly QA cart audit to
| reviews, the facility failed to administer : verify the condition of the med cart. Cart
; medications as ordered for 1 of 3 residents (¥#6) : audits will be signed off by the RCC and ED
, observed during the medication pass including ! to verify completion.
. errors with medications for diabetes, an
antihypartensive, an iron supplement, a vitamin, . .
and a lipld-regulating medieation and for 1 of 5 R%C W'I” nn I?m’;‘R é’%"ép'.'lan.ce reports da l{: 4/4122
: i . and review wi a ally in managemen
' fr.em_dde”tsds?m‘.’le: _ftgrt_record re\:_ibe_wtlm?!udmg a meeting to ensure compiiance and provide
. five-day daelay in inifiating a!w an l. iotic for further Tollow-up as needed.
i treatment of a urinary tract infection (#2). t
' Med Techs will ensure proper MD notification 4/4/22
- The findings are: of resident refusals of medications per faciljty
protocol. RCC will follow-up by reviewing
Review of the facility's medication administralion the EIECtrqpn%C facility documentation daily tc
palicy dated July 2020 revealad: ~ensure this has occurred appropriately.
-It was the standard cf the facility to ensure ‘
madicafion orders are processed and |
¥ |
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D 358‘ Continued From page 36

" implementad based on physician/provider orders.
-Medication cart audits are completed 1o ensure

i medications are in the community and are

" avallable for administration.

-Medication cart audits are completed on

Wednesday and the audits are scanned to the F

Drive on Fridays.

i -Madication cart audits required the following

steps: 1-print all the physician's orders; 2-assign

each medication aide on each shift a designated

' number of rooms to complete the cart audit within

24 hours,; 3-remove any expired medications;

. 4-check for restocking of medications; 5-ensura
all "held per MD order" exceptions had a

. correspondlng physician's order; 6-check

I meds-an-hand for all "resident refused"

medications to ensure the medication was

avallable; 7-ensure MD notification was

documented for greater than 3 occurrances of

missed of refused medications, and

documentation of notification was complete; and

B-ensure all as needed medications administered

have documentation of follow-up/effectiveneass.,

1. The moedication error rate was 19% as
evidenced by the observation of 6 errors out of 31
oppartunities during the 8:00am medication pass
on 02/17/22.

Review of Resident #6's current FL-2 dated
10/07/21 revealed diagnoses included dementia
and diabates meilitus typs 2.

a. Review of Resident #6's primary care provider
(PCP) order report dated 10/07/214 revealed there
was an order for Metformin 500 mg take 1 tablet
twice daily (Metfformin is a medication used to
regulate blood glucoss).

Review of Resident #6's February 2022 slectronic

D 358
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‘ medication administration record (eMAR)

| revealed there was an entry for Metiormin 500mg
i 1 tablet twice a day scheduled for 9:00am and

: 8:00pm.

Observation of the 8:00am medication pass on
02/17/22 revealed the medication alde (MA)
- adminlstered Rasldent #6 Metformin 1000mg at
| 8:05am.

i Interview with the medication aide (MA) on

| 02/17/22 at 1:07pm revealed she was not aware
she administered 1000mg of Metformin which did
" not match the PCP's order dated 10/07/21,

Interview with the Licensed Health Professicnal
Support (LHPS) nurse on 02/18/22 at 9:21am
revazled:
-If a resident received a higher than ordered dose
* of an anti-diabetic medication the resident could
! expetionce the symptoems of hypoglycemia
- (Hypoglycemia is also known as a low blood
sugar),
-The resident could become lightheaded,
experiance shakiness, confusion, anxiety, and
' experience heart palpitations.

Interviaw with the Resident Care Coordinator
(RCC) on 02/18/22 at 9:57am revealed:
-Yesterday, 02/17/22, she could only locate
Resident #8' s madication orders dated 10/07/21.
-The current order for Resident #6's Metformin
was 500mg twice a day.

-She had requested clarification from Residant
#6's PCP while she was onsite on yesterday,
02/17/22.

Refer to interview with the MA on 02/17/22 at
1:.07pm.
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! Refer to interview with the LHPS nurse on

| 02/18/22 at 9:21am.
l

il 9:57am.

02/17/22 at 1:30pm.

02/18/22 at 9:03am.

02/18/22 at 11:55%am.

blood glucose).

8:05am.

_revealed she was not

revealed:

| Refer to Interview with the RCG on 02/18/22 at
Refer te interview with the Administrator on
" Refer 1o interview with Resident #6's PCP on

Refer to talephons interview with a pharmacist
from the facility's contracted pharmacy on

~b. Review of Resident #6's primary care provider
(PCP) order report dated 10/07/21 ravealed there
was an order for Glimepiride 4 mg take 1.5
tablets (6mg) with the first meal of the day
(Glimepliride Is a medication used to regulate

" Review of Resident #6's Fobruary 2022 clectronic
+ medication administration record {(eMAR)
revealed there was na entry for Glimepiride 6mg.

1 Obsaervation of the 8:00am medicaticn pass on

02/07/22 revealed the medication aide (MA)
administered Resident #6 Glimepiride 4mg at

- Interview with the MA on 02/17/22 at 1:07pm

aware when she

administered 4mg of Glimepiride it did not mateh
the PCP's order dated 10/07/21.

Interview with the Licensed Health Professional
Support (LHPS) nurse on 02/18/22 at 9:21am
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* -if a resldent received a lower than ordered dose : i
of an anti-diabetic medication the resident could
experience the symptoms of hyperglycemia

- (Hyperglycemia is also known as a high blood

: sugar).

: -The resident could experience weakness,

" confusion, and nausealvomiting.

Interview with the Resident Care Coordinator
(RCC) on 02/18/22 at 9:57am revealed: %
-Yesterday, 02/17/22, she could only locate :
Resident #6's med|cation orders dated 10/07/21.
" -The current order for Resident #6's Glimepiride
: was Bmg with the first meal of the day.

-She had requested clarification from Resident
#6's PCP while she was onsite on yesterday,
021722, ,

_ Refer ta interview with the MA on 02/17/22 at
i 1:07pm. |

Refer to interview with the LHPS nurse on
02/18/22 at 9:21am,

Refer to Interview with the RCC on 02/18/22 at
9:57am.

Refer to interview with the Administrator on
02/17/22 at 1:30pm.

Refer to interview with Resident #6's PCP on i
02/18/22 at 9:03am. :

Refer to telephone interview with a pharmacist
 from the facility's contracted pharmacy on
02/18/22 at 11:55am.

c. Review of Resident #6's primary care provider
(PCP) order report dated 10/07/21 revealed thers
was an order for Diltlazem HCL 360mg take 1
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capsule every day {Diltiazem Is used to treat high
bload pressure and chest pain).

Review of Resident #6's February 2022 electranic
- medication administration record (eMAR)
revealed there was an entry for Diltiazem HGL
capslle, externded release 360mg taks 1 capsule
every day scheduied for 9:00am.

Observation of the 8:00am medication pass on
02/07/22 revealed the medication aide (MA)
administered Resldent #6 Diltlazem HCL 240mg
i at B:08am.

Interview with the MA on 02/17/22 at 1:07pm
revealed she was not aware when she
administered 240mg of Diltiazem it did nct match
the entry on the MAR.

Interview with the Licensed Health Professional
Support {LHPS) nurse on 02/18/22 at 9:21am
revealed:

-If a resident received a lower than ordered dose
of an anti-hypertension inedication the resident

couid experience the symptoms of hypertension
{hypertenslon is alse known as a high blood
presstire),

-The resident could experience headaches, an
irreguiar heart rate, or confusion which could
result in a resldent fall.

Interview with the Resident Care Coordinator
(RCC) on 02/18/22 at 9:57am revealsd;
-Yesterday, 02/17/22, she could anly locate

: Resident #6's medication orders dated 10/07/24.
: -She did not have the ordser for Resident #6's

. Diltiazem 240mg administered on 02/17/22.

i -She had requested clarification from Resident

| 45 PCP while she was onsite on yesterday,
02117122,
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Refer to interview with the MA on 02/17/22 at
. 1:07pm.

,[ Refer to interview with the LHPS nurse on
! 02/18/22 at §:21am,

! Refer to interview with the RGC on 02/18/22 at
i 9:57am.
|

" Rofer to interview with the Administratar on
1 02/17/22 at 1:30pm.

! Refer to interview with Resident #8's PCP on
1 02/18/22 at 9:03am.

Refer to telephons interview with a pharmacist
: from the facility's contracted pharmacy on
| 02/18/22 at 11:55am.

! d. Review of Resident #6's primary care provider
| {PCP) report dated 10/07/21 revealed there was
no order for Ferrous Sulfate {Ferrous Sulfate is a
i medlcation used to treat and prevent iron

,‘ deficiency anemia),

Review of Resident #6's February 2022 slectronic
medication administration record (eMAR)
i Tevealed there was no entry for Ferrous Sulfate.

Cbservation of the 8:00am medication pass on

02/07/22 revealad the medication aide (MA)
 adminlstered Resident #6 Forrous Sulfate 325mg
at 8:05am.

- Interview with the MA on 02/17/22 at 1:.07pm
revealed

-She was not awars whsn she administered
- Ferrous Sulfate 325mg there was niot a PCP
" order.
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; Resldent #6's BMAR to document the
i; administration of Ferrous Sulfate 325mg.

* Interview with the Resident Care Coordinator

" {RCC) on 0218/22 at 9:57am ravealed:

. ~Yasterday, 02/17/22, she could only locate
Resident #6's medication orders dated 10/07/21.
-She did not have the current order for Resident
#8's Ferrous Sulfate 325mg.

- -Sha had requested clarification from Resident

i #8's PCP while she was onsite on yesterday,

: 02117122,

! Refer to Interview with the MA on 02117122 at
1.07pm.

Refer to interview with the LHPS nurse on
- 02/18/22 at 8:21am.

Refer to interview with the RCC on 02/18/22 at
9:57am.

Refer to intarview with the Adminlstrator on
02/17/22 at 1:30pm.

. Refer to interview with Resident #6's PCP on
02/18/22 at 9:03am.

Refer to telephone interview with a pharmacist
* from the facllity’s contracted pharmacy on
02118122 at 11:55am.

e. Review of Resident #6's primary care provider
. (PCP) order report dated 10/07/21 revealed there
was no order for Gemfibrozil (Gemfibrozii is a
- medication used to lower high cholesterol ang
' triglyceride levels in the bload).

Review of Resident #58's February 2022 elecironic
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i revealed there was no entry for Gemfibrozil,

|

' Observatlon of the 8:00am medication pass on
1 02/07/22 revealed the medication aide (MA)
administered Resident #6 Gemflbrozil 600myg at
8:05am,

Interview with the MA on 02/17/22 at 1:07pm
revealed:

-She was not aware when she administerod
Gemfibrozil 800mg there was not a PCP order.
-She was not aware there was not an entry on
Resident #6's eMAR to document the
administration of 600mg of Gemfibrozil.

Interview with the Resident Cara Coordinator

; (RCC) on 02/18/22 at 9:57am revealed:
-Yesterday, 02/17/22, she could only locate
Resident #6's medication orders dated 1 0/07/21.
-She did nof have the current order for Resident
#6's Gemfibrozil 600mg.

~She had requested clarification from Resident
#8's FCF while she was onsite on yesterday,
02/17/22.

Refor to interview with the MA an 02/17/22 at
1:07pm.

Refer to interview with the LHPS nurse on
02/18/22 at 8:21am,

Refer to interview with the RCC on 02/18/22 at
9:57am.

Refer to interview with the Administrator on
02/17/22 at 1:30pm.

! Rafer to interview with Resident #6's PCP on
. 02/18/22 at 9:03am,
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J Refer to telephone interview with a pharmagist
from the facility's contracted pharmacy on

] 02/18/22 at 11:55am.

]

I

f. Review of Resident #6's primary care provider
! (PCP) order report dated 10/07/21 raveaied there

i was no order for Folic Acid {Folic Acld is a
| medication used to traat anemia),

’ Review of Resident #6's February 2022 slsctronic
medication administration recorg (eMAR)
j revealed there was no entry for Falic Acid .

! Observation of the 8:00am medication pass on
02/G7/22 revealed the medication aide {MA)
adrinistered Resident #6 Folic Acid 1mg at

* 8:05am,

| Interview with the MA on 02/17/22 at 1:07pm

| revealed:

' -She was not aware when sha administersed Folic
' 1mg there was not a PCP order.

: -She was nof awars there was not an entry on

' Resident #6's aMAR to document the
administration of 1mg of Folic Acid,

I Interview with the Resident Care Coordinator
(RCC) on 02/18/22 at 9:57am revealed:

- -Yesterday, 02/17/22, she could only locate
Resldent #6's medication orders dated 10/07/21,
-She did not have the current order for Resident
#5's Folic Acid 1mg,

-She had requested clarification from Resldent
#6's PCP while she was onsits on yestarday,
02/17/22.

| Refer to interview with the MA an 02/17/22 at
1:07pm.
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. Refer to interview with the LHPS nurse an
1 02/18/22 at 9:21am.

' Refer to interview with the RCC on 02/18/22 at
i 9:57am.

| Refer to interview with the Administrator on
02/17/22 at 1:30pm,

Refer o interview with Resldent #6's PGP on
i 02118122 at 9:03am,

E Refer to telephone Interview with a pharmacist
| from the facility's contracted pharmacy on
| 02/18/22 at 11:55am,

Interview with the MA on 02/17/22 at 1:07pm
revealad:
-She was the MA administering medications o
" residents on 02/17/22 during the 8:00am
. medication pass.
| -Before the administration of medications to a
' resident she would verify the 5 medication rights.
r -The 5 rights were the right resident, the right
. medication, the right dose, the right route, and the
i right time.
-t was part of her process to verify the PCP's
" order with the medication prior to administration,
| -She used the scanner present on the medication
cart to scan the medications' barcodes.
-By scanning the modications, an alert would
appear on the computer scrasn, for aexample, if it
- was not the right dose or right madication.
* -All new medication orders were sent to the
 facility's contracted pharmacy by the RCC. ;
-There should be a nctification on the sMAR if :
thare was a new medication order, the nofificaticn
. appeared as an "icon” when there was a pending
! approval,
_-The RCC was the only staff member that could j
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| APprove a new medication on the eMAR systam.
| -Resldent #6's madications were not
orderedireceived through the facliity's main
pharmacy.

-She was not sure how the process worked
through Resident #6's pharmacy.

Interview with the RCC on 02/18/22 at 9:57am
revealed:
-When a new medication ordsr was recelved at
| the facllity, the order came to her.
-t was her responsibility to fax the new
medication order to tha pharmacy,
-She let the MA know the resident had a new
: medication order.
-Once the new medication was recsived at the
facility, she approved the medication on the
eMAR,
-She was the only staff at the facllity that could
approve a naw medication on the eMAR.
‘ -If & new medication order was received in the
i evening time or an the weekends, the MAs called
. or texted her with the new medication order.
-She could approve a new medication order
remotsly when verifying the carrect arder was on
the resident's eMAR.
-There was a daily medleation cart audit scheduls
posted with the medication room in the facility.
-The schedule included the first shift
{7:00am-3:00pm}) MA, the sacond shift
{3:00pm-11:00pm) MA, and the third shift
© (11:00pm-7:00am) MA,
{ -Each MA was assigned three medication cait
- audits per shift; the residents' rooms ware listed
per shift on the schadule,
- -She printed out the current PCP orders and
wauld provide them to the MA for completion of
the medication cart audit.
-The MA was responsible to check sach
medication that was ordered was in the
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:

f medlcation cart,

i ~The MAs would slgn, and dats the resident's

[ PCF arders and would document if there no

! discrepancies o if discrepancies were identified.

-8he could not recall the last tme a medicaticn

: audit had been done, it was not dene last week.,
-The medication orders should be verified by the
MAs prior to administration.
-Her concerns from the medication errors were
the resident could be becoms confused which

' could increase their chance of falls or a resident

death could accur.

|
i
l Interview with the Administrator on 02/17/22 at
| 1:30pm revealed:
! ~For a new medication order, the RCC was
responsible to fax the medication order to the
. pharmacy.
! -The RCC was responsibie to verify the corract
mediation which included the right dosage was
transcribed onto the resident's eMAR prior to her
approval.
-The facllity's process to ensure the residents’
medications were administered as ordered was a
check and balance system between the RCC and
t the LHPS nurse and medication cart audits.
- «The LHPS nurse was at the facility once per
- week but he was not sure the number of records
that were audited or how often.
-The medication cart audits wore part of the
RCC's process to verify the right medications
wese in the cart,
-He was not sure how often the medication cart
audits were completed or if there were
| deficiencies found during the medication cart
audit were documented by staff.
: -He expected record and medlcation cart audits
I' to be complated a couple times per month by the

RGC but not every resident,

-He was aware the RCC and the LHPS nurse

D 358
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. were constantly reviewing the records of *high

| acuity” residents.

-He expected the residents’ medications 1o be

administered as ordered which included the 5

medication rights,

~The medication emors should have been caught

prior to the administration of Resident #6's

+ medications during the 8:00am medication pass,

| -There were serious concerns Resident #6's

" medications were administered and there were

' no PCP orders, or the dosage was Incorrect and

_ did not match the PCP's orders at the facility,

i -The medication errors could cause potential
ham to the resident's health,

i Interview with Resident #8's primary care provider

" on 02/18/22 at 9:03am revealed:

. -She expected Resident #6's medications to ba

| administered as ordered.

- -She expectad the fasility to complete madication

, Cart audits monthly for all residents at the facility

 to ensure the medications were administered as

: ordered,

~She was not sure why the faclilty did not have
medlcation orders or the medication orders with

| the correct dosages onsite or where the

disconnect existed,

-While she was onsite on 02/1 7/22, she recelved

a request from the RCC to clarify Resident #5's

orders for Ferrous Suifate, Folic Acid '

Gemfibrozil, Diltiazem, Glimepiride, and

Metformin, but not prior to 02/17/22.

-She has not had any probiems with the facility,

this was all new to her.

. -There was no response provided about the

. coneerns for Resfdent #6's idantiiled medication

errors.

Telephone interview with a pharmacist from the
| facility's contracted pharmacy on 02/18/22 at
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i
‘ 11:55am revealed:
-He had concemns with the observag med|cation
arrars related to the administration of Metformin,
; Glimepiride, and Diltiazem to Resldent #5.
' ~The concarns with medication errors were the
resident was administered subtherapeutic ang
over-therapeutic medication doses which could
result in a resident hospitalization or resident
death,

!

Jf 2. Review of Rasident #2's current FL-2 dated

i 02/03/22 revealed diagnoses included gastritis,

gastroesophagesl reflux disease, diabetes
 mellitus type 2, hypertension, atrial fibrillation,
chronic obstructive pulmonary disease, anemia,
hyperlipldemia, weakness, and right eye vision
loss.

Review of Resident #2's lab final report dated
01/08/22 reveaied:

-The collection date and time was 01/06/22 at
3:38pm.

-The spacimen for a urinalysis was received at
the fab on 01/08/22 at 9:29am.

' -The urinalysis was positive for leukocytes with a
result of 15 (leukocytas are white celis and when
detected in urine can indicate an infection),

Raview of Resident #2's primary care provider
(PCPYs order dated 01/06/22 ravealed to start
Bacirim DS 1 tablet every 12 hours for 5 days
{Bacttim is a medication used to treat or prevent
infections),

. Review of Resident #2's January 2022 efectronic

' medication administration record (eMAR)

revealed:

| ~There was an entry for Bactrim 800-1 80mg take
1 tablet every 12 hours for 5 days scheduled for
9:00am and 9:00pm.
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-t was documented Resident #2's Bactrim !
| 800-1680mg was administered from 02711 {22 to !
! 02/15/22 at 9:00am and 9:00pm. I
Telophone interview with a pharmacy technician ; :
at the facility's contracted pharmacy on 02/18/22
at 11:00am revealsd:

' -Resident #2's PCP's order dated 01/06/22 to
start Bactrim DS 1 tablet every 12 hours for 5
days was received at the pharmacy on 01/09/23.
-Resident #2's Bactrim DS 1 tablet was
dispensed to the facility on 01/10/22 at 8:15pm.
-Rasident #2's Bactrim DS arrived at the facllity !
on 01/10/22 at 10:24pm.

 Interview with the Licansed Health Professional
i Support {LHPS) nurse on 02/18/22 at 9:21am
revealed;
-8he was not aware of the 5-day deday in starting
Resident #2's ordered antibiotic.
. -An antiblotic should be started the next day aftar
- the PCP's order was received.
-If the facility had issues with obtaining the
resident’s antlbiotic from the main contracted
pharmacy the facllify should have used their
| emergency pharmacy.
. Resident #2's Kidneys were not working at a
| 100% and a delay in starting her antibiotic for
treatment of a urinary traet infection, could have
caused her to bacome delirious, experience a
loss of appetite, dehydration, the resident could
! have gotten worse and required a hospitalization.

[ Interview with the Resident Cara Coordinator
(RCC) on 02/18/22 at 9:57am revealed: !
-She was aware of the S-day delay in starting |
Resident #2's ardered Bactrim DS. |
-There was a delay because the pharmacy would "
. hot the fill prescription bacause the PCP that
 wrote the arder for Bactrim DS was not fisted as a )

Division of Heatth Service Regulation

STATE FORM L GEHF11 Il continuation shee’ 51 or 55




PRINTED: 03/11/2022

FORM APPROVED
Division of Health Service Raguiation
STATEMENT OF DEFICIENCIES {X1) PROVIGER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BULLDING:
‘ R
HALO77010 HRAING 02/18/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, ZIP CQDE
632 FREEMAN MILL ROAD
HAMLET HOUSE
HAMLET, NC 28145
(X4) 1D SUMMARY STATEMENT OF DEFIGIENGIES ' i PROVIZER'S PLAN OF CORREGTION 1x5)
PREFX (EACH DEFICIENCY MUST 8 PRECEDED BY FULL ! pREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG ? CROUSS-REFERENCED TO THE APPROPRIATE ! DATE
| OEFICIENCY) ‘
D 358 . Continued From page 51 D 358 |

- Medicaid provider.

' -There were concerns that Resident #2 had a

. 5-day delay, “that was a big problem.” provided).

' -She should have followed closer with the facility's
contracled pharmacy and Resident #2's PCP,

. Interview with the Administrator on 02/18/22 at
! 11:07am revealed:
" -An order for an antiblotic should be implementad
1 immedlately or as soon as the medication was
!t recelved at the facility,
. -He was not aware Resident #2 had a 5-day delay
| in the initiation of her ordered Bactrim for
treatment of her urnary tract Infaction,
-The delay was not "good"” for the resident, no
- additional details provided,
-There was no reason there should be a S-day
| delay.

Based on observations, interviews, and record ‘
reviews, it was determined Resident #5 was not i
interviewable.

. Atempted telephone interview with Resident #2's |
| PCP on 02/18/22 at 8:26am was unsuccessiul, !

The facllity falied to administer medications as
ordered for 2 of 6 sampled resldents (#2 and #6) |
- which included a 19% medication error rate which '
resulted in medication administration errors for 2
medications for diabates and 1 antihypertensive ;
medication which resulled in Resident #2 i !
recelving over-therapeutic and subtherapeutic ;
doses of three medications Including an
. antinypertensive medication which increased the
. resident's risk for hoadaches, an iregular heart
rate, confusion, or a fall, and medications usad to
 control blood glucose levels which increased the
resident's risk o become lightheaded, experience
shakiness, confusion, anxiety, heart paipitations,
Divigion of Health Service Regulation
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weakness, nausea, hospitalization, or death and
| a 5-day delay inltlating an antibiotic for a resident
| with a urinary tract infection (#2). The facility's
f failure was detrimental to the health and welfare
| of the resident and constitutes a Type B Violation i

" The facllity provided a plan of protaction in
accordance with G.S. 131D-21 an 02/17/22 for
this violation.

CORRECTION DATE FOR THE TYPE B
i VIOLATION SHALL NOT EXCEED APRIL 4,
i 2022,

#
|
D912‘i G.S8. 131D-21(2) Declaration of Residenls' Rights ' D912
G.5. 131D-21 Declaration of Residents’ Rights

2. To receive care and services which are

; adequate, appropriate, and in compliance with
: relevant federal and state laws and nules and p
regulations.

This Rule is not met as evidenced by:

Based on observalions, interviews and racord

, reviews, the facility failed to ensure residents

| received care and services which were adequate,
appropriate and In compllance with relevant
federal and state laws and rules and regulations
felated to medication administration,

The findings are:

' Based on observations, interviews, and recard
reviews, the facility failed to administer
medications as ordered for 1 of 3 residents (#6}
observed during the medication pass including

Every resident shall have the follawing rights: See above POC responses
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I
‘ errars with medications for diabetes, an
i antihypertensive, an iron supplement, a vitamin,
and a lipid-regulating medication and for 1 of 5 ;
| residents sampled for record review including a
. five-day defay in initiating an antibiotic for i
: treatment of a urinary tract infaction (#2). [Refer i
| 10 Tag 358, 10A NCAC 13F .1004(a) Medication
‘ Administration (Type B Violation),]

D814 G.S. 131D-21(4) Declaration of Residents' Rights D914
, ‘ ) See above POC responses
G.8. 131D-27 Declaration of Residents’ Rights

- Every resident shall have the Tollowing rights:

| 4. To be free of mental and physical abuse,

‘i neglect, and exploitation.

|

i
1

This Rule is nat met as evidenced by:
Based on observations, interviews, and record i
reviews, the facility failed to ensure rasidents

i recefved care and services which were adequate,

" appropriate, and in compliance with relevant

i federal and state laws and rules and regulations

; as related fo health care.

} The findings are: ! ' !

l Based on observations, record reviews, and [

i Interviews, the facillty failed to ensure physician
notification and follow-up with health care
providers for 4 of 5 (#1,#3,#4 #5) sampled
resldents related to a resident who was ordered

! to follow-up with a surgeon 2 weeks after a

' hospitalization related to recurrent small bowel

 abstructions (obstruction in the smail or large

{ intestine, causing difficulty in passing digested

; material normally through the bowel} (#4);
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residents who had orders to notify their primary
’ care providers (FCP) for blood sugars over 400
" (#3,#5); a resident that had multipie medication
\ refusals that were not reported to her PCP after 3
i refusals (#5); a resident who was supposed to
. have a follow-up appointment with her PCP
| related to a 3-month follow-up appeintment (#1).
[Refer to Tag 273, 10A NCAC 13F .0902(b)
Health Care (Type A2 Violation).)
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