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! Hamlet House shall ensure referral and follow-up
. 10A NCAC 13F .0802 Health Care to meet the routine and acute health care neads
t (b) The facility shall assure referral and follow-up of resldents.

to meet the routine and acuta health care neads

of residents. The Area Clinical Director has in-serviced Med | 6/2/2022

Techs on the im;;ortanca of notifying the MD of {6/14/2022
.missed doses of medications, and Immediate

| s : ; , notification is required for high alert medications
- This Rule is not met as evidenced by. such as insulln, blood pressure meds, cardiac

. TYPE A2 VIOLATION meds, seizure meds, etc.
; . interviews and record The ACD has in-serviced Med Techs thatan  |6/2/2022
. Bas_,ed or:ho bfer.\;.?ti?n.'se(;ntfr:;;v Sthe it order is needed to place medications on "hold". | 6/7/2022
; [eviewsdherfachily 1ai y ing primary Also in-services were held to educate on the | 6/14/2022
: care provider (PCP) for 2 of 5 sampled residents : | importance of notifying the provider of linesses,
! {#1 and #2) for complaints of increased shorlness i 'incidents, gcgidents, and routinv:}: caro or followt-
! ot ; i : up as needed; any new onset of symptoms no!
af braaiand hear.t P alpltatlo_ns i ad‘dltmn flire aileviated by current physician orders, notifying
; resldent not receiving a cardiac medication for 7 s within 24 hours of noted change; also the impor-
" days {#2) and for repeated refusals of . tance of documenting any communication with
medications for diabetes, pain, and electrolyte i the resident's provider In the resident's record.

mbalaness. (#1). Care Manager has reeducated the Med Techs | 6/7/2022

on the appropriate and mandatory use of the 24| 6/14/2022

The findings are: hour report leg in ensuring shift to shift commun
ication. This will ensure resident changes, med
1. Review of Resident #2's current FL-2 dated changes, etc. are reportad between shifts.
05/04/22 revealed diagnoses included dementia, Care Manager will bring the Electronic Activity | 8/1772022
_atrial fibriliation with rapid ventricular responsa, Report, Incident Reports, and EMAR compliance
hypertension, chronic obstructive pulmonary rapotts to management meeting dally for review
: COPD) ‘and conaestive heart falirs with the Executive Diractor to ensure any necess
disease ( ) 9 sary follow-up Is noted. Any noted additional
* (CHF). follow-up that is identified by the ED and Care
; IManag_er duﬁnc?dManagement meeting, will be
. Review of Resident #2's emergency department mmedialely addressed as appropriate upon
| (ED) report dated 04/30/22 revealed: campletionand dooumented.

-The resident prasented to the ED with mlid
respiratory distress, tachypnea (increase

respirations), wheezing, and found to be | al

fibrillation {rapid but incomplete contragtions of
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| the upper chambers of the heart) with rapid
" ventricular response (lower chambers of the
heart). :
-The ED work up was consistant with GHF, |
~ probably high output fallure (not enough biood to
meet the body's need despite the volume
purnped from the heart) from the resident's rapid
I heart rate, 1

Review of Resldant #2's hosplial cardlology
consult note dated 04/30/22 revealed:

: -The resident's initial heart rate was in the 140s,
. -He had not received his Diltiazem for 3-4 days.
(Diltiazem Is used to treat atrial fibrillation and

. high blood pressure.}
| -The resident was given 2 intravenous doses of
i Diltiazern before restariing oral doses.

| Review of Residant #2's haspltal discharge

' summary dated 05/04/22 revealed:

-The resident presented to the ED on 04/30/22
complaining of heart palpitations and had run out
of his Diltiazem 2 days prior to admisslon to the
hospital.

-He complained of shortness of braath and was
found ‘o have a heart rate of 150 on admission.
-He was also In CHF with an ejection fraction of
| 26% (measurement of blood pumped from the

- heart) on nuclear stress test (measures the

- hearts ability to respond to stress) and 40% on

. achocardiogram (ultrascund of the heart}.
(According to the American Heart Association

) normal ejection fraction is 50-75%.)

’ Interview with Resident #2 on 05/18/22 at
12:15pm revealed:

g -For several days before he went to the hospital

" (04/30/22), he was having difficulty breathing that
, was increasingly noticeable to him.

. -He told the staff and they offered to send him to \
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the hospital, but he wanted to wait and see.

-He knoew that pain medications with derivatives
of morphing helped to regulate breathing because
he had experienced caring for a famlly member

! on hospice.

- -Me knew his pain medication would help him to

. relax and breathe easler.

: -Then his breathing got so bad he had to go to

- the hospital the night of 04/25/22,

-If he had known he was not getting the Diltiazem
for his heart, he would have gone Immediately to
the hospital.

Interview with Resident #2 on 05/17/22 at 9:53am
revealed;

-He was still recovering because he had multiple
chronic health conditions including CHF, a heart
valve probiem, lupus and ostecarthritis. :
. -He found out fram the emergency medical i
techricians (EMTs) that he was not getting his
heart medicatlon.

a, Review of Resident #2's physician order
request dated 04/28/22 at 6:05am revealed:

-A medication alde (MA} documented the residant
was complaining of heart palpitations through the
night,

-The resident stated his morning medications
usually helped him.

-He had been experlencing the heart palpitations
- a couple of nights in a row,

-He also had anxiety.

-The resident's primary care provider (PCP)
signed tha notification on 05/04/22,

Review of Resldent #2's physician order request
dated 04/30/22 at 1:35am revealed:

-A MA documented the resldent requested to go
| to the ED fer heart palpitations, trouble breathing
; and stomach pain.
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~The resident's PCP signed the notification on
| 05/04/22.

Review of Resident #2's April 2022 slectronic
progress notes revealed

-On 042922 at 10:46pm, a MA documented the
resident was complaining of shoriness of breath ;
and chest discomfort. :
-The resident refused ta be sent to the hospital
and reported feeling better later in the avening on
04/29/22,

-0On 04/30/22 at 1:08am, a MA documented the
resident was sent to the ED for heart palpitations.
. -There was no documentation of Resident #2
reporting shortness of breath prior to 04/29/22,
-There was no documentation the resident's PCP
and/cr family member was called.

Telephone Interview with a MA on 05/18/22 at

10:52am reveated:

-She was working the avening shift on 04/298/22

when Resident #2 complained of chest

- discomfort and difficulty breathing.

* -He did not want to go to the emergency room

" because he thought if he took his pain

. medication, he would fesl better.

-She checked on him before the end of her shift

and he said ha was alright.

-She notified the Resident Care Coordinator

{RCC) by text message and was instructed to

document a progress note.

-She did not contact the resident's primary care
provider (PCP).

Telephone interview with a second MA on
| 06/18/22 at 3:20pm revealed:
-Resident #2 had looked "real anxious” toward
. the end of her shift (11:00pm fo 7:00am) 2-3 :
" times the week of 04/25/22, ‘
-Tha resident told her he was having heart t
Division of Health Service Regulation
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palpitations but safd it would go away when he
tock his morning medications.

-She checked his vital signs on the night of

. 04/28/22 and 04/30/22 but she was not sure she
. documented the vital signs.

. -She faxed a physician's notification sheet to the
- resldent’s PCP and called the RCC early in the

- moining before she left at 7:00am cn 04/28/22,

- -Notifying the PCP and RCC should have been

- documented In her progress note,

! -The night of 04/29/22 into 04/30/22 he “just dld
not ook good" so she sent him to the hospital.

Interview with the RCC on 05/18/22 at 12:04pm

revealed:

-Staff reported to her Resident #2's complaints of

anxiety, difficulty breathing, heart palpitations and

chest discomfort on 04/28/22 and 04/25/22 the

same day.

-She checked with the resident, and he sald he

- did not want to go to the hospital.

" -She verbally notifled his PCP but did not
document the contact with the PCP in a progress

. note.

-She did not remember the date she reperted to

the PCP.

Review of Resident #2's physical theraplst (PT)
visit note dated 04/26/22 revealed:

-The resident was experiencing shortness of
breath and increased arythmias aver the past 3
days especially at night,

. -He was experlencing increased shortness of

. breath and fatigue when walking.

- -He was having meals in his room due to low

. endurance and a feeling of passing out.

. -He had notified staff immediately when he felt
. changes in his condition.

Review of Resident #2's PT visit note dated
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04/29/22 at 3:50pm revealed:

-The resident was having increased shortness of
breath that on 04/29/22.

-He required frequent rest periods during therapy
due to shortness of breath and rapid increass in
heart rate,

. -His heart rate increased to 137 1o 144 beats per
{ minute and his blocd oxygen saturaton level {02

sat) decreased to 82%,
-She reported the heart rate, 02 sat and
shortness of breath to the RCC and MA on duty.

Second intarviaw with the RCC on 05/M18/22 at
6:00pm revealed:

: -She did not know about the PT visit notes dated

04/28/22 and 04/29/22,

- -She had not seen the notes before today

{05/18/22).
-The PT did not talk to her about Resident #2's
symptoms during his therapy on 04/29/22.

- =She did not know the resident was having issues

with his breathing and chest discomfort several
days before he went to the hospital,

Interview with the Administrator on 05/18/22 at
6:10pm revealed:

-He remembered seeing Resident #2 working
with the PT on 04/29/22.

-Neither the PT nor staff made him aware of the
rasident's complaints of difficulty breathing and
chest discomfort,

-The MA and/or the RCC should have notified
him,

Telaphone interview with Resident #1's PGP on
05/18/22 at 11:35am revealed:

i -She knew Resident #2 had issues with anxiety

but did not know he was having palpitations.
-Paipitations were not knew for him, he had a
history of palpHations,

(D 273}
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| -Staff may have contacted hor on-call office but

they did not call her regarding Resident #2 having

' chest discomfort, anxiety, palpitations and
difficulty breathing on 04/28/22 and 04/29/22,

Interview with the Administrator on 05/18/22 at

i 12:48pm revealed:

-He was aware of Resident #2's complaints on
04/28/22 documented by staff.

: -Normally staff notified the RCC and the RGC

: then tet him know.

-He was made aware of the resident's compiaints
documented by staff on 04/29/22; he thought staff
reported to him the next marning (04/30/22).
~Comptaints of difficulty breathing, chest
discomfort and palpitations should have been
reported to the PCP and documented in a

! progress note by the MA,

b. Review of Resident #2's previcus FL-2 dated

; 03/09/22 revealed an order for Diltiazem

. extended release (ER) 240mg dally. {Ditiazem is
used to treat atrial fibriliation and high blood
pressure.)

Review of Resident #2's April 2022 elactronic
! medication administration raecord {(sMAR)
 revealed:
. ~There was an entry for Diltiazem ER 240mg daily
at 8:00am. .
-There was documentation Diltlazem was
administered from 04/01/22 through 04/22/22 and
on 04/26/22.
- -Dosas of Diltiazem on 04/23/22, 04/24/22,
04/25/22, 04/27/22, 04/28/22 and 04/29/22 wers
documented on hold,
-On 04/30/22 the Diltiazem was not administered
because the resldent was hospitallzed.

" Interview with a medication alde (MA) on

|
i
i
f
1
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05/18/22 at 10:44am revealed:

: -She did not remember why Resident #2's

; Diitiazer was held when she administered his
 moming medications on 04/23/22 and 04/24/22.
' -8he did not want to document the madication

. was refused when it was not available from the

pharmacy, so she documented the medication

! was on hold when a medication was not In the
~ buliding.

-When a medicaticn was placed on hold, she
contacted the pharmacy.

' -She was sure she called the pharmacy about
. Resident #2's Diltiazem but she did not

remember what was said.
-There could have been an issue with the ordsr,
-8he usually contacted the pharmacy,

; documented a progress note and reported to the
_ RCC when a medication was not available.
" -The RCC usually contacted the resident's

primary care provider (PCP).
-She did not see where she documented a

* progress note on the resident’s electronic record
- for 04/23/22 or 04/24/22.

Review of Resident #2's April 2022 electrontic
progress notes rovealed:

-There were entries on 04/05/22 al 8:47am,
04/12/22 at 9:16am, and 04/26/22 at 2:25pm that
cart audits had been completed.

-There was no documentation the resident was
low or out of Diltiazem as a result of the audit.

| -There was no documentation the pharmacy

and/or the resident's PCP were notlfied about
Diltiazem.

: Telephons interview with Resident #1's PCP on

05/18/22 at 11:35am revealed:

-She knew the resident neaded reflll orders for his
Diltiazem, but she did not know he was out of the
medication from 04/23/22 to 04/29/22 until ha

|
i (D 273)
i
1

!
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went ta the hospital (04/30/22).

-Resident #2 took Diltiazem for atrial fibrillation
and not taking the Diltiazem could increase his
heart rate.

-She did not think missing 7 days of Diltiazemn
caused the resident to go to the hospital.

-He went to the hospital for CHF and the rapid
i atrial fbrillation was a result of the GHF.

Interview with the RCC on 05/18/22 at 12:04pm
revealed:

-The MAs did not let her know Resident #2 was
out of Diltlazem, she found out while the resident
was hospitalized.

-She notified his PCP that he was out of the
Diltiazem when he returned from the hospital
(05/04f22).

. -If medications were not received in the facility

| within 2 days, the MAs were supposed to notify
her and she contacted the pharmacy and
resident's PCP.

-If a medication was not included in the multidose
pack (MDP}, the MA notlfled tha pharmacy that
day and If the medication was not recaived within
1 day, the MA was supposed to notify her.

Interview with the Administrator on 05/18/22 at

: 12:48pm revealed:

-He became aware Residen #2 was out of
Diltiazem the day before the resident returned
from the hospital (05/03/22).

-MAs were expected to call the pharmacy and
notify the PCP if a resident’s medications ran aut.
-MAs were supposed te document the contact
with the pharmacy and the PCP in the progress
notes.

2. Review of Resident #1's current FL-2 dated
03/17i22 revealed:
-Diagnoses Included Type 2 diabates and
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-Ordered medications included picglitazone 45
mg once a day, cyclobenzaprine 5 mg at badtime,
. and sodium chloride 1 gm twice a day
 (ploglitazone was used to control diabetes,
cyclobenzaprine was used for pain control, and

; sodium chloride was used for electrolytes).

" Review of Resldant #1's March 2022 Medlcation i
Administration Record (eMAR) revealsd:

-An entry for pioglitazone 45 mg once a day was
documented as refused by Resident #1 on 03/20,
03/21, 03/22, 03/23, 03/24, 03/25, 03/28, 03/27,
03128, 03/29, 03/30, and 03/31.

-An entry for cyclobenzaprine 5 mg at bedlime
was refused by Resident #1 on 03/22, 03/23,

- 03/24, 03/25, 03/26, 03/27, 03/28, 03/29, 03/30,
"and 03/31.

| “An entry for sodium chloride 1 gm twice a day
was documented as refused by Resident #1 on
03/20, 03/21, 03/22, 03/23, 03/24, 03/25, 03/28,
03/27, 03/28, 03/29, 03/30, and §3/31,

" Review of Resident #1's April 2022 oMAR ]
‘ revesaled:

-An entry for pioglitazane 45 mg once a day was
documented as refused by Resident #1 on 04/01,
04/02, 04/03, 04/04, 04/05, 04/06, and 04/07. )
-An enlry for cyclobenzaprine 5 mg at badtime

was refused by Resident #1 on 04/01, 04/02, and
04/03. .

-An entry for sodium chloride 1 gm twice a day

was documented as refused by Resident #1 on i
04101, 04/02, 04/03, and D4/04. |

- Review of Resident #1's March-May 2022

i progress notes did not revoal any documentation
about notifying the physician of Resident #1's
refusals.
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Interview with a medication aide (MA) on

. 05/18/22 al 2:54pm rovealed:

. -Reslident ##1 does not ueually refuse her

" medications.

, -The physlcian should have been notified of
Resident #1's rafusals after the third consecutive
rafusal.

+ -She had not notified the physician of the

i refusals.

-Physician notification of refusals shouid be

; documented in the progress notes.

. -She could not find any decumantaticn that the

" physician had been notified of Residont #1's

| refusals.

-She did not know why the physician had not

been notified,

Interview with a second MA an 05/18/22 at
3.08pm revealed:

-The physician should have bean notified of
refusals if the resident refused medications for 3
' conseculive days.

-The physician notification should have been

! documented in the progress notes.

i Interview with Resldent #1 on 05/18/22 at 3:35pm

revealed she did not remember refusing those
medications.

: Interview with Resident #1's primary care provider
" {PCP} on 05/18/22 al 4:35pm revealed:

-3he was not aware Resldent #1 had refused her
madicatlons.

. -Resident #1 had difficulty controlling her blood

" sugar levels and needed the pioglitazone for her

i diabetes.

! ‘Resident #1 used the cyclobenzaprine for pain
control and she was avaluating the resident's pain
lavels for possibly discontinuing the medication.
-Resident #1 needed the sodium chioride as a
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]
i supplement and that without it, Resident #1 couid
have increased confusion and muscle spasms.

Interview with the Resldent Care Coordinator
(RCC) on 05/18/22 at 5:54pm revealed:

-She was not aware of Resident #1's medication
refusals.

-There were no progress notes that the PCP had
been notified.

-The PCP should be notified after the third time a
resident had refused their medication.

Interview with the Administrator on 05/18/22 at

- 5:57pm revealed the MAs should notify the RCC
and the PGP when a resident refused their
medications,

i The facility failed to notify the primary care

* provider for changes in conditior and medicatians
not baing avallable for administration for Resident
#2, The facllity's failure rasulted In hospitalization
for 4 days treatment of heart failure following a 2 b
day delay in notifying the PCP of increased
shortness of breath and heart palpitations
coinciding with 7 days without a medication to
treal heart dysrhythmias (Diltiazem) for which the
PCP was not notified. This failure resulted in
substantial risk of serious physical harm and
consfitutes a Type A2 Violation.

The facitity provided a plan of protection in
. accordance with G.5. 131D-34 on 05/18/22 for
this viclation.

THE CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED JUNE 17,
2022,

|
|
|
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(D 358} | Continued From page 12 {D 358} Hamlet House shall ensure that the prep-
. o aration and administration of medications,
{0 358} 10A NCAC 13F .1004(a) Medication {0358} | prescription and non-prescription, and |

. Administration

| 10A NCAC 13F .1004 Medication Administration
(a) An adult care home shall assure that the
preparation and administration of madications,
prescription and non-prescription, and treatments

! by staff are In accordanca with:

(1) orders by a licensed prescribing practiticner

i which are maintained In the resident's record; and

i {2} rules in this Section and the facility's policies

: and procedures.

This Ruie is not met as evidenced by:
| TYPE A2 VIOLATION

‘ Based on observaticns, interviews and record

. reviews, the facility failed to ensurs medications
| were administered as ordsred by the prescribing
! practitioner for 4 of 5 sampled residents #1, #2,
#3 and #5) including medications for cardiac
arythmias (#2), medication for diabetes (#1), a
medication for chest pain (#5}; and medications
for depression and hypertension, an antiviral
medication and a supplement (#3).

The findings are:

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

. 05/04/22 revealed:

. -Diagnoses included dementia, atrlal fibrillation
with rapid ventricular response, hypertension,
chrenic obstructive pulmonary diseasa (COPD)
and congestive heart failure (CHF).

! -An order for Diltiazem extended reiease (ER)

' 240mg dally. (Diltiazem is used to atrial fibrillation
i and high blood pressure.)

Review of Resident #2's previous FL-2 dated
; 03/09/22 revealed and order for Diltlazem ER

treatments by staff are according to
provider orders which are kept in the
resident's record, the facility’s policies and
procedures, and rule area .1004(a). aT

Area Clinical Director has in-serviced ,e 5/18/22
Med Techs on the 6 Rights of Medicatidn
Administration, the importance of com- | 6/2/22
pleting weekly cart audits to ensure med 6/14/22
availability at all times, MD notification
for missed doses of medications, and
the need for an MD order to hold a med
ication,

ACD in-serviced the Care Manager on | 5/18/22
the importance of reviewing cart audits,
-as well as EMAR compliance to ensure

resicent medications are in-house.

ACD provided Med Tech refresher edu-i 6/7/22

cation to all Med Techs, to include infor- 6/14/22
mation from the State Mandated Curric]
ulum,

ACD will provide medication administr- | 6/7/22
ation education during monthly med tech 6/14/22
meetings. 6/17/22

Care Manager/Lead Supervisor in Charge
completed baseline cart audits to ensur

[VN(e]

100% of resident medications were in- | 5/19/22
house.

Med Techs will complete daily MAR to

Cart audits per the cart audit schedule. | 6/17/22

Cart audits will be reviewed each day far
needed follow-up by the LSIC.

Med Tech receiving medication deliveryI

Diviston of Heallh Service Regulation
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- -He had not recaived his Diltiazem for 34 days.
- The resident was given 2 intravenous doses of
Diltiazem before restarting oral doses.

Review of Resident #2's hospital discharge
summary dated 05/04/22 reveafed:
-The resident presented to the ED on 04/30/22
comptaining of heart paipitations and had run out
. of his Diitiazem 2 days prior to admission to the
haospital,
-He complained of shortness of breath and was
. found o have a heart rate of 150 on admisslon.
: «He was also In CHF with an ejection fraction of
* 26% (measurement of blood pumped from the
heart) on nuclear stress test (measures the
hearts abllity to respond to stress) and 40% an
echocardiogram (ultrasound of the heart).
{According to the Amarican Hear Association
nomal gjection fraction is 50-75%.)

r Review of Resident #2's March 2022 elscironic
+ medication administration record (eMAR)
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{D 358}, Continued From page 13 (D 358} will check medications against the deliv-
:f ‘ ery sheet. Any discrepancies noted will:
' 240mg dally. be documented on the delivery sheet.
f Med Tech will check off all received rec.
Interview with Resldant #2 on 05/17/22 at $:53am eived medications. Delivery sheet will b
| revealed: o _ signed and dated by the Med Tech. If no 6/17/22
i -He ran out of a medication for his hear far 4 ldiscrepenciels, delivery sheet is placed :
days. in folder or binder of Care Manager's
. -ATreal bad thing happened," he went to the designation. All delivery shests are rev-
" hospital for a week, | iewed by the Care Manager for inventory
 -He was still recovering because ho had multiple of what medications have arrived into the
 chronic health conditions including CHF, & heart community. If the med tech does note ,
, valve problem, lupus and osteoarthritis. discrepancies, the Med Tech is fo fax the
’ -He found out frem the emergancy medical i delivery sheet to pharmacy within 24 hrs,
| techniclans (EMTs) that he was not gatting his Delivery sheet needs to be placed into ;
| heart medication. the order processing system for the Care
_ Manager to follow up on.
! Review of Resident #2's hospital cardiology , . .
; consult note dated 04/30/22 revealed: Lead Supervisor in Cf_\arge_wﬂl qomplet?
- =The resident's initial heart rate was in the 140s, a weekly QA cart audit, which wil be | 6/17/22

reviewed by the Care manager upon
completion.

Care Manager will complete a weekly ClA
cart audit, which will be reviewed by the 6/17/22
ED upon compietion. |

Care Manager will pull EMAR compiian'ce

reports daily fo review for compliance |
with giving medications per MD orders. | 6/17/22
This will be reviewed with the ED durin

daily management meeting. MD will be

notified as needed when not already done

by the Med Techs to maintain compliance
(education wili also be provided to the
med tech to ensure they have an under-
standing as well}.
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{D 358} | Continued From page 14 {D 358)
! revealed: |
. -There was an entry for Diltiazem ER 240mg daily
at 8:00am starting 03/15/22.

-There was documentation Diltiazemn was
adminlstered from 03/16/22 through 03/31/22.
: -There were no missed or refused dosas of
! Dittlazem documented.,

Review of Resldent #2's April 2022 eMAR
revealad;

-There was an entry for Diltiazem ER 240mg daily |
at 8:00am.

~There was decumentation Diltlazem was
administered from 04/01/22 through 04/22/22 and
on 04/26/22.

-Doses of Diltlazem on 04/23/22, 04/24/22,

J 041256122, 04127122, 04/28/22 and 04/29/22 were

| documentad on held.

. -On 04/30/22 the Diltiazem was not administered
i because the resident was hospitalized.

] Review of Resldent #2's May 2022 eMAR '
* revealed:

| -There were two entries for Diltiazem ER 240mg
| daily at 8:00am.

-From 05/01/22 through 05/04/22 there was
documentation Diltiazem was not administered

i due to hospitalization.

i -On 05/05/22 the Dittiazem was documented on
; hold.

Review of Resident #2's April 2022 electronic
progress noles revealed: !
-There were entries on 04/05/22 at 8:47am, §
04/12/22 at 9:16am, and 04/26/22 at 2:25pm that ;

cart audits had been completed. ! ;

-There was no documentation the resident was [

low or out of Diltiazem as a result of the audit. J

-There was no documentation the pharmacy or I

: the resident’s primary care provider (PCP) were :

Division of Healh Sarvice Regulation
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naotified about Diltlazem.

i Interview with a medication afde (MA) on

i 05/18/22 at 10:33am revealed:

. -When medicatlons were not available from the

pharmacy, the MA faxed a kold request order to

the primary care pravider (PCP) or the Resident

Care Coordinator (RCC) emailed the PCP the

same day.

-Resldents' medications wera automatically filled

on monthly cycle fills,

-if 2 medication gol down to 10 remalning deses,

; the MA faxed or scanned a refill request to the

pharmacy.

-Sometimes medications were not available

because the pharmacy was late in delivaring

medications.

-She did not remember why Resident #2's

Dlitlazem was on hold when she administered his

marning medications on 04/28/22,

- -Bhe could not remember if the Diltiazem was not
availabls from the pharmacy on 04/28/22,

[ Interview with a second MA on 05/158/22 at
10:44am revealed:

-She did not remember why Residsnt #2's

Diltlazerm was held when she administered his

- morming medications on 04/23/22 and 04/24/22.

. -She did net want to document the medication

 was refused, so she documented the medication

was on hold whan a medication was not In the

building.

“When a medication was placed cn hold, she

contacted the pharmacy.

-She was sure she called the pharmacy about

Resident #2's Diltlazem but she did not

remember what was said.

-There could have beer an Issue with the order.

-She usually contacted the pharmacy,

i documented a progress note and reported to the
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RCC when a medication was not available.
-She did not doecument a progress note on the
resident's elacirenic record for 04/23/22 or

| 04/24¢22 regarding contact with the pharmacy.

. Telephene interview with a third MA on 05/18/22
! at 4:14pm revealed:

-She was not sure what the issus was with
Resident #2's Diltiazem.

-She did not call the pharmacy about his
Diltiazem.

-She did not tell the RCC the resident's Diltlazem
was not available fram the pharmacy.

-She did not know if any other MA had contacted
the pharmacy or talked to the RCC,

. -There should have been a progress note if the
' pharmacy was contacted.

-She may have documented the Dilflazem was on

~ hold on 04/25/22 and 04/27/22 but administerad
i on 04/26/22 because she may not have seen it

on the cart and then did see it.

Second interview with the first MA on 05/18/22 at
2:25pm revealed she documented Resident #2's
Diltiazem was held on 05/05/22 becauss she did

- not check the overstack drawer.

interview with the RCG on 05/18/22 at 9:08am
revealed:

-Medications were placed on hold for varfous
reasons including waiting for the medication to

. come from the pharmacy.

-MAs placed the medication on hold when ths
medication was not available for administration
and then contacted the PCP 1o sign an order to

, hold the medlcation.

Interview with the RCC on 05/18/22 at 9:36am
revealed she did not find a signed order from the
PCP to hold Resident #2's Diltazem from

AND PLAN OF CORRECTION IDENTIFICAYTION NUMBER: A BUILDING: COMPLETED
R
HALO77010 B. WiNG 05/18/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
632 FREEMAN
RAMLET HOUSE MILL ROAD
HAMLET, NC 28345
(XD SUMMARY STATEMENT OF DEFIGIENGIES i PROVIDER'S PLAN OF CORREGTION . s}
PREFIX (EACH DEFICIENTY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING [N FORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
r
{D 358} | Continued From page 16 {D 368}

Division of Heélth Service Regulation

STATE FORM

sage

G8HF12

H continuation sheet 17 of 34







PRINTED: 06/03/2022

FORM APPROVED
Division of Health Service Requlation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: . COMPLETED
. R
HALOT7010 B, WING 05/18/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESSE, GITY, STATE, ZIP COJE
632 FREEMAN MILL ROAD
HAMLET HOUSE
HAMLET, NC 28345
KHMm | SUMMARY STATEMENT OF DEFICIENCIES | D PROVIDER'S PLAN OF CORRECTION (X5
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FuLL ' PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TQ THE APPROPRIATE DATE
| ! DEFICIENGY)
o 358}7‘ Cantinued From page 17 {D 358)

! 04/23/22 through 04/29/22.
|
. Telephone interview with a pharmacist at the |
: facility's contracted pharmacy on 05/18/22 at !
11:01am revealed: |
i -Resldent #2 was a new admission to the facility
© on 03/16/22.
-Ha had an order for Diltiazem ER 240mg daily
dated 03/15/22, :
-The staff requested the pharmacy not dispense
any Diliazam for the resident on §3/15/22.
-The staff would request Diitlazem for the resident
- as negded.
-The pharmacy dispansed 28 tablets of Diltlazem
: for Resident #2 on 03/25/22,
. -The 28 tablets were not dispensed all at one
time but in 7-day increrments in muitidose packs
. (MDPs),
| -On 05/05/22 the pharmacy dispensed 7 tabiels
| of Diltiazem in 2 bubble pack and 7 tablets in a
MDP on 05/13/22.
-MDP ware processed by the pharmacy weekly.
-The pharmacy contacted the facility one week in
i advance of needing a new order.
-The pharmacy would dispense an emergency
supply or & courtesy refill for Iife saving
medications.
-She did not know what happened with Resident
#2's Diltiazem from 04/23/22 to 04/29/22,
-The 28 tablets dispensed on 03/25/22 would
have been available to administer until D4/23/22
' or 04/24/22.
-There might have besn a problem with the
orders for Resident #2 because she was showing
| there were not signed orders until 05/04/22.
i -The resident was Iransferred from a sister facility
i and his orders from thal facility migrated with him
. for one month while the facility awaited new
signed orders from the new PCP,
| -Diltiazem was used to treat high blood pressure
Divisicn of Health Service Regulation
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1

and cardiac issues and not taking it cou'd result in

" increased biood pressure.

Interview with the RCC on 05/18/22 at 12:04pm

ravealed:
-The MAs did not let her know Resident #2 was

. out of Diltiazem, she found out while the resident

was hospitalized.

-She completed a medication cart audit and
found his Diliazem In the overstock drawer.
-She did not remember when she did the
medicaticn cart audit and found the Diltlazem.
-MAs were rasponsible for re-ordering
medications when the medications were down to

i the last row of a buhble pack.

-If medications were not received in the facility
within 2 days, the MAs were supposed to notlfy

, her.

. -MDPs were aulematically cycle fililed cach woek.
i -If a medication was not Included in the MDP, the
| MA notified the pharmacy that day and if the

medication was not received within 1 day, tho MA
was suppesed to notify her.

! Interview with the Administrator on 05/18/22 al
. 12:48pm revealad:

-He became aware Resident #2 was out of
Diltiazem the day before the resident returned
fram the hospital {05/03/22).

. -The problem was because the MA did not

. thoroughly check the overstoek drawer for the

Diltiazem,
-He did not know there was no signed order to
hoid the resident's Dilllazem.

Refer to telephone interview with a medication

I aide (MA)} on 05/18/22 at 4:14pm.

Refer to telephone interview with Resident #1's
and Resident #3's PCP on 05/18/22 at 3:10pm.
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Refer to interview with the Administrator on
i 05/18/22 at 12:48pm.

i Refer to interview with the Administrator on
05/18/22 at 6:10pm.

2. Review of Resident #3's current FL-2 dated !
' 03/09/22 revealed diagnoses Included
} hypertension, major depressive disorder and
i immuncdeficiency.

| Review of Resident #3's April 2022 electronic
| progress notes revealed: :
‘ -There were entries on 04/14/22 at 8:3%am, i
' 04/21/22 at 5:30pm, and 04/28/22 at 10:30pm
. that cart audits had been completed. i
: -There was no documeniation the resident was 1
low or out of any medications as a result of the
audit.

+ -Thare was no documentation the pharmacy
and/er the residant's primary care provider {PCP) ] ‘ !
were notified about medications that were not
available fram the pharmacy.

Review of Resident #3's May 2022 slectronic
. progress notes revealed:
-There was an entry on 05/05/22 at 9:56pm that a
cart audit had been completed.
. -There was no documentation the resident was
low or out of any medications as a result of the i
. audit.
. -There was no documentation the pharmacy
and/er the resident's primary care provider {PCP}
were notified about medications that ware not
avaliable from the pharmacy.

+ 8. Review of Resident #3's current FL-2 dated

| 03/09/22 revealed an order for seriraline 25mg
 dally. (Sertraline is used to treat depression and
Diviston of Health Service Regulatlon
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. Review of Resident #3's physician's order review
dated 04/27/22 reveaied an order for serraline
25mg daily.

Interview with the Resident Care Coordinator
{RCC) on 05/18/22 at 3:46pm revealed there
i were no hold orders for Resldent #3's sertraline.

Revlew of Resident #3's March 2022 slectronlc
madicatlen administration record (eMAR)
revealed:

-There was an entry for sariraline 25mg daily at
8:00am starting 03/15/22.

-There was documentation sertraline was
administored from 03/16/22 through 03/34/22

i axcept 03/22/22,

-There documentation the resident refused
sertraline on 03/22/22.

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

-There was an entry for sertraline 25ng daily at
8:00am.

-There was documentation sertraline was
administerad from 04/01/22 through 04/18/22 and
i 04/20/22 through 04/26/22.

-Sertraline on 04/19/22 and 04/27/22 through
04/30/22 were documented as on hold.

Review of Resident #3's May 2022 aMAR
revealed:
. -There were 2 entries for sertraline 25mg daily at
‘ 8:00am.

-There was documentation sertraline was
- administered from 05/03/22 through 05/17/22,
! -There was documentation sertraline was on hold
on 05/01/22 and 05/02/22.
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: Telephone interview with a pharmacist at the

- facility's contracted pharmacy on 05/18/22 at

- 4:.47pm revealed:

- -The pharmacy dispensed 21 sertraline tabiets on
03/25/22 for Resident #3 which would have lasted
until 04/11/22,

~The pharmacy did not have bill dates of
additional sertraiine tablets dispsnsed between ;
03/25/22 and 05/06/22 when the resident was set ;
up on the multidese packs (MDPs).

-The pharmacy dispensed 7 tabiets of sertraline
in a bubble pack on 05/13/22 bacause It was
missing from the MDPs on 05/06/22.

Interview with the RCC on 05/18/22 at 5:35pm
revealed:

, -She did not know Resident #3 was cut of

| sertraline in April and May 2022.

. “Tha MAs should have let her know at least afler
3 days of the medication not being available fram
the pharmacy because she could have resolved
the issue with a phone call to the pharmacy.

- b. Review of Resident #3's current FL-2 dated
03/08/22 revealed an order for potassium chioride
: 20mEq daily. (Potassium chloride is used to

" replaca low levels of potassium In the blood.)

Review of Resident #3's physician's order review
dated 04/27/22 revealed an order for potassium
chlotide 20mEq daily,

Interview with the Resident Care Coordinator

(RCC) on 05/18/22 at 3:46pm revealed there

were ne hold orders for Resident #3's potassium
: chlaride.

Review of Resident #3's March 2022 electronic
medication administration record {eMAR)
revealsd:
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| -There was an entry for potassium chloride i
i 20mEq daily at 7:30am starting 03/15/22. ;
" -There was documentation potassium chloride !
| Was administered from 03/16/22 through :
; 03/31/22 except 03/22/22.

| .There documentation the resident refused

. potassium chloride on 03/22122,

. Review of Resident #3's April 2022 sMAR
revealed:

-Thare was an entry for potassium chloride
20mEq daily at 7:30am.

-There was documentation potassium chloride
was administered from 84/01/22 through
04/18/22 and 04/20/22 through 04/22/22.
-Patassium chloride on 04/19/22, 04/23/22
through 04/30/22 were documented as on hold.

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

-There wers 2 entries for pofassium chlaride
20mEq daily at 7:30am.

_ -There was documentation potassiurm chloride
: was administered from 05/03/22 through

" 05/17/22,

. ~There was documentation potassium chloride
| was on hold on 05/01/22 and 05/02/22.

| Telephone interview with a pharmacist at the
facility's contracted pharmacy on 05/18/22 at
4:47pm revealed:

-The pharmacy dispensed 7 potassium chloride
lablets on 03/15/22 for Resident #3 and 21
tablets on 03/25/22,

~There was no recard of additicnal dispenses of i
potassium chloride for the resident.

~ Telephane interview with Resident #3's PCP on
05/18/22 at 3:10pm revealed she was not
concerned with Resident #3 missing doses of
Jlvisicn of Heaith Service Regulation

STATE FORM L GBHF12 Il continuation sheet 23 of 34




PRINTED: 06/03/2022

FORM APPROVED
Divislon of Health Service Regqulation
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/CLIA {X2)} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN QF CORREGTION IRENTIFICATION NUMBER: A. BUILDING: COMPLETED
R
HAL077010 B. WING 05/18/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 7IP GODE
832 FREEMAN MILL ROAD
HAMLET HOUSE "
HAMLET, NG 28345
X8 ID | SUMMARY STATEMENT OF DEFICIENCIES i 0 | PROVIDER'S PLAN OF CORRECTION ' (%6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL 3 PREF|X \ {EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG . REGQULATORY OR LSG IDENTIFYING INFORMATION) ‘ TAG Y CROSS-REFERENGED TO THE APPROPRIATE [ DATE
; | ! |
{©> 358} | Continued From page 23 {C 358}

. potassium chloride on 04/19/22, 04/23/22 through
| 04/30/22, 05/01/22 and 05/02/22.

| Interview with the RCC on 05/18/22 at 5:35pm
revealed:

-She did not know Resident #3 was out of
potassium chiorlde on G4/19/22, 04723122 through
04730122, 05/01/22 and 05/02/22.

{ The MAs shouid have let her know at least after
3 days of the medication not being available from
the pharmacy because she could have resolved
the issue with a phone call to the pharmacy.

¢. Review of Resident #3's current FL-2 dated
03/09/22 revealed an order for Atripla 1 tablet
daily. (Atripla is used to treat viral infactions.)

- Review of Resident #3's physician's order review
dated 04/27/22 revealed an order for Atripla 1
tablet dally.

| Interview with the Resident Gara Coordinator
(RCC) on 05/18/22 at 3:46pm revealed there
were no hold orders for Resident #3's Atripla.

| Review of Resident #3's March 2022 elscironic
medication administration record (eMAR)
revealed:

~There was an entry for Atripla 1 tablet daily at
B:00am starting 03/17/22.

-There was documentation Atripla was
administered from 03/17/22 through G3/31/22,

- ~There were no missed or refused doses of
Atripla documented.

Review of Resident #3's April 2022 eMAR

- revealed:

: -There was an entry for Atripla 1 tablet daily at
8:00am,

-There was documentation Atripla was
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| administered from 04/03/22 through 04/18/22, !

, 04/21/22, 04/22/22, 04/27(22 and on 04/28/22.
Doses of Atripla on 04/18/22, 04/20/22, 04/23/22,

| 04/24/22, 04/25{22, 04/26/22 and 04/29/22 wero

i documenied on held.

! -There was documentation Alripla was not

administered on 04/01/22 and 04/02/22 because

the resident refusad.

Review of Rasldent #3's May 2022 eMAR ;
revealed:;

-There was an entry for Atripla 1 tablet daily at
8:00am.

-There was documentation Atripla was ;
administered from 05/61/22 through 05/17/22. ;
-There were no missed or refused doses of ,
Atripla documented.,

Telephone interview with a pharmacist at the
facility's contracted pharmacy on 05/18/22 at
4.47pm revealed tha pharmacy dispensed 30
Atripla tablets on 03/11/22 at Resident #3's
i previous facility and 30 tablets on 05/01/22.

Telephone interview with Resident #3's PCP on
- 05/18/22 at 3:10pm revealed:

- -Bhe was concerned about the resident missing
dosss of Atripla which was why she ordered a
viral load which was sti!l undetectable,

-Missing doses of Atripla could cause an

: increased viral lead In the blood.

Interview with the RCC on 05/18/22 at 5:35pm
| revealed:
 -She did not know Resident #3 was out of Atrpla
in April 2022,
-The MAs should have let her know at least after
3 days of the medication not belng available from
. the pharmacy because she could have resolved
! the issue with a phone call to the pharmacy.
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d. Review of Resident #2's physician order dated
03/30/22 revealed an order for Exforge 1 tablet
daily, (Exforge Is used to treat high blood
pressure.)

Review of Resident #3's physician's order review
dated 04/27/22 reveated an order for Exforge 1
lablet daily.

Interview with the Resident Gare Coordinator
{RCC) on 05/18/22 at 3:46pm revealed there
were no hold orders for Resident #3's Exforge.

Roview of Resident #3's March 2022 electronic
medication administration record (eMAR)
ravealed:

-There was an ontry far Exforge 1 tablet daily at
B8:00arn starting 03/30/22.

. -There were na doses documented as

administered.
-On 03/31/22 there was documentation the
Exforge was discontinued.

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

-There ware 3 entries for Exforge 1 tablet daily at
B:00am.

[ -There was documentation Exforge was
" administered from 04/04/22 through 04/18/22 and

04/22/22 through 04/30/22.
-There was documentation Exforge was not

. adrrinistered on 04/01/22 through 04/02/22

because the resident refused.

Telephone Interview with a pharmacist at the

. facility's contracted pharmacy on 05/18/22 at

4:47pm revealed the pharmacy dispensed 8
tablets of Exforge on 03/30/22, 7 tablets on
04/12/22 and 28 tablets on 04/22/22 for Resident
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l #,

Telephone interview with Resident #3's PCP on

05/18f22 at 3:10pm revealed Resident #3 missing
- doses of Exforge from 04/19/22 thraugh 04/21/22 |
" was not concerning. i

Interview with the RCC on 05/18/22 at 5:350m
revealed;
-She did not know Resident #3 was out of
Exforge from 04/19/22 through 04/21/22.
-The MAs should have let her know at least after
3 days of the medication not being available from
the pharmacy because she could have rescived
the issue with a phone call to the pharmacy. }

Refer to telephone interview with a medication
aide (MA) on 05/18/22 at 4:14pm,

. Refer to telephane interview with Resident #1's
i anc Resident #3's PCP on 05/18/22 at 3:10pm.

Refer to Intarview with the Administrator on
05/18/22 at 12:48pm.

Refer to interview with the Administrator on
05/18/22 at 6:10pm.

Telephonae interview with a medication aide {MA)
on 05/18/22 at 4:14pm revealed:

-When she noticed a medication barcode strip
had been removed from the package, she knew
the medication had been recrdered from the !
: pharmacy.

. =If the medication was nol received after one day,
! MAs called the pharmacy and the primary care

! provider {PCP) If a new order was needed,

Telephcne interview with Resident #1's and
Resident #3's PCP on 05/18/22 at 3:10pm
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- Tevealed:

-The facility was having problems getting
medication in a timely manner from the
pharmacy.

-Staff had made her aware of "a lot” of medication
issues.

-She did not know which specific medications for

! Resident #3 staff had reported to her or when it

was reported.

-When a medication was not avallable from the
pharmacy the staff faxed her a hold crder request
which alsc constituted notification,

Interview with the Administrator on 05/18/22 at
12:48pm revealed:
-MAs were expected to call the pharmacy and

! hotify the PCP if a resident's medications ran out.

" -MAs were supposed to document the contact

with the pharmacy and the PCP in the progress

i notes,

-Typically, when medications ran out staff placed
the medication on hold and the PCP signed off on
the hold order.

-There should be some way for staff to document
medications were nat avallable from the
pharmacy rather than decumenting the
madication was held,

Interview with the Administrator on 05/18/22 at
6:10pm revealed:
-Madication cart audits were done dally on

‘ random residents by MAs and the RCC did

simitar medication cart audits twice weekly.
-The facility's support nurse and the pharmacy

_ completed quarterly audits on residants'
: medications.

-He had a compliance report that he reviewed to
ansure orders were in place and residents’
medications were In the buiiding.

-The issue causing a failure of medications not

L

j
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belng administered as ordered was the MAs
heeding re-education on checking the overstock
r drawer and follow up with the pharmacy and RCC
‘ when needed.

3. Review of Resident #1's current FL-2 dated
+ 0317122 revesled:
-Diagnoses included Type 2 diabstes and
neuropathy.
. -Ordered medications included Trulicity 1.5mg
| injection once a week on Mondays ( Trulicity is
- used to control diabetes).

Review of Resident #1's March 2022 Medication
Administration Record (eMAR) revealed an entry
| for Trullcity 1.5mg injection ance a week on

- Mondays was documanted as admhistored on

© 03/21 and 03/28.

Review of Resicent #1's April 2022 eMAR
revealed:

| -An entry for Trulicity 1.5mg injection onge a wask
" on Mondays was documented as administered on
04/04, 04711, and 04/18.

-There was documentation that Trulicity was heid
on 04/25.

Review of Resident #1's May 2022 sMAR
revealed:

-An entry for Trulicity 1.5mg injection once a week
: on Mondays was documented as administered on
[ 05/08 and 05/16.

' -There was documentation that Trulicity was held
. on 05/02.

! Review of Resident #1's March 2022-May 2022
| progress notes did not reveal any documentation
| of why the medication was held.

|
| Observation on 05/18/22 at 2:54pm revealed:
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-There were two doses of Trulicity 1.5mg in the
facility for Resident #1,

-The prescription labsl on one pen indicated it
was one of four pens dispensed on 03/01/22,
-The prescription label on the other pen indicated
; ltwas one of three pens dispansed on 03/16/22,
-There ware no other Injeclion pens in the facility.

Interview with a medication aide (MA) on
05/18/22 at 2:54pm revealed:

-Resldent #1 was compllant with taking her
 medications.

| -She did not know why the medication was held.

Interview with Resident #1 on 05/18/22 at 3:35pm
- revealed she did not romember not receiving her
 shot those days.

* Interview with the Resident Care Coordinator

i (RCC) on 05/18/22 at 5:54pm revealed:
-Trulicity was held on 04/25 and 05/02 because
the MA thought there was none avallable.

, -3he did not real'ze the medication was kept in

" the refrigarator.

 -The pharmacy had dispensed 4 doses on 03/01

and 3 doses on 03/16 and each injection pen was

one dose,

-Nine doses should have been given since

03/16/22, which would mean the medication

would have run out and been refilled before the

| 05/09 dose couid have been given.

| -She did not know why the number of doses

| dispensed, the aumber of doses on hand, and the

| number of doses dacumented as administered

| did not add up to the amount dispensed by the

i pharmacy.

I
Telephone Interview with the facility's contract
pharmacist on 05/18/22 at 3:55pm revealsd:

; -Trulicity was used for blood sugar and diabetic
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I control,

' -The pharmacy had dispensed 4 doses on 03/01

. and 3 doses on 03/16 and each injection pen was

one dose.

-There was no refill request from tha facility since

03/16/22,

-The last dose should have been glven an

0472522,

. ~Trulicity was used for blood sugar management
and Resident #1 was at risk of high bloed sugars
and a coma if diabetic medications were missed. i

i Telophona intarview with Resident #1's primary

| care provider on 05/18/22 at 4:35pm revealoed
Resident #1 took Trulicity for blood sugar

. Management and needsd it weekly to avold

| having high blood sugars.

_[ 4. Review of Resident #5's current FL-2 dated
02/28/22 revealed:

-Diagnoses included hypertension, Type 2
diabetes, and chronic obstructive pulmonary
disease.

-Orders included nitroglycerin 0.4mg ane pill
under the tongue as needed for chest pain.

Observation of Resident #5's medications on
hand on 05/18/22 at 2:48 pm revealed ne supply
. of nitroglycerin was available for Resident #5,

. Interview with a Medication Aida {MA} on
05/18/22 at 2:51pm revealed:
-There was no nitroglycerin available for Resident

| #5.

i ~The medication may have expired and was

| discarded.

| *Medicalions should be recrdered 1-3 days

i bafore expiration,

' !

f Interview with the Resident Care Coordinator on [
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|
. 0518122 at 5:33pm revealed medications skould

| be reorderad Immediately so It could be deliverad
the same day,

1' Telephone interview with the facility's contract
: pharmacist on 05/18/22 at 3:55pm revealed;
-There was a current order on flle for nitroglycerin
I 0.4mg one plit under the tongue as needed for
| chest pain.
. ~The pharmacy had last dispensed the
| madication on 10/01/21.
J ~The facility had not requested it be refilled.
~The pharmacy had sant refi|l requesis to the
| facllity that had not been addrassed,

: Telephone Intarview with Resident #5's primary
care provider on 05/18/22 at 4:35pm revealed:
* -Resident #5 was only her patient for 3 weeks.
. “She was not aware of him not having

; Nitroglycerin if needed.

|

The facility failed to administer medications as
crdered by the prescribing praclitioner for 4 of 5
' residents including Resldent #2 who did not
' receive Diltiazem used to treat cardlac
arhythmias for 7 days. The facility's failure to
administer Diltiazem as ordered for Resident #2
| resuited in the resident belng hospitalized for
atrial fibrillation with rapid ventricular response
(rapid heart rate) and cangestive heart failure,
This failure resulted In substantial risk of serious
I harm and constitutes a Type A2 Violation,

|

, The facillty provided a plan of protection in

| accordance with G.S. 131D-34 on 05/18/22 for
| this violation.

|

| THE CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXGEED JUNE 17,
2022,
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regulations.

administration.

The findings are:

|
(D912} G.S. 131D-21(2) Declaration of Residents’ Rights {Pa12)

G.5. 131D-21 Declaration of Residents’ Rights
. Every resident shall have the following rights:
' 2. To receive care and services which are
‘ adequate, appropriate, and in compliance with
: relevant federal and state laws and rules and

This Rule is not met as evidenced by:

Based on observalicns, intarviews and record
reviews, the facility failed to ensure residents
received care and services which were adequate,
appropriate and in compliance with relevant
federal and state laws and ruios and regulations
related to health care and medication

1. Based on ohservatlons, interviews and record
reviews, the facility faifed to notify the primary
<care provider (PCP) for 2 of 5 sampled residents
{#1 and #2) for complaints of Increased shortness
of breath and heart paipitations in addition to the
resident not receiving a cardiac medication for 7
days (#2) and for repeated refusals of
medications for diabetes, paln, and electralyte
imbalances (#1) [Refer to Tag 273 10A NCAC
13F ,0902(b}) Health Care (Type A2 Violation}].

; 2. Based on observations, interviews and recard
reviews, the facility falied to ensure medications
were administered as ordered by the prescribing
practitioner for 4 of § sampled residents #1, 42,
: #3 and #5) including medications for cardiac

| arrythmias (#2), medication for diabetes {#1),a
medication for chest pain (#5); and medications
for depressicn and hypertension, an antiviral

See above POC responses
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i medication and a supplement (#3) [Refer to Tag
i 358 10A NCAC 13F .1004(a) Medication
J; Administration {Type A2 Violation)].
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Washington, Bynithia T

From: Hamlet House, ED - Peterkin, Nathaniel <director@hamletseniors.com>
Sent: Monday, June 27, 2022 8:56 PM

To: Washington, Bynithia T

Cc: Reka Green; Rakishia Peterson

Subject: [Extermal]l Hamlet House - Plan of Correction « 6-27-22

Attachments: Hamlet House - POC - 6-27-22 pdf

CAUTION: External emall. Do not click links or open attachments unless you verify. Send all suspicious email as an attachment to
Report Spam,

Hi Bynithia
Please see the attached plan of correction for your review and records.
Nate Peterkin, Executive Director

Hamlet House Assisted Living | director@hamletseniors.com
( Phone) 910-582-0082 |{Fax) 910-582-8567



