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D 000 Initial Comments D 000 Responses to the cited defeciencies do not
::onlsllltutfetﬁn adrn|ssf')iicl)1n cgr atgreﬁ;mer&t by the
. acility of the truth of the facts alleged or
The Adult Care Licensure Section and the Tyrrell conclusions set forth. In the statement of
County Department of Social Setvices conducted gfggg'fef&cgﬁéwig'g';l‘;ftt‘grg?‘g“fm” 8
an annual, follow-up and complaint investigation with State Law.
on 08/31/22 and 09/01/22. The complaint
investigation was initiated by the Tyrrell County
Department of Social Services on 08/09/22,
D 273 10A NCAC 13F .0802(b) Health Care D273 10A NCAGC 13F .0902(b) Health Care
10A NCAC 13F .0202 Health Care The community will ensure that ail referral and 9/2/2022
(b} The facility shall assure referral and follow-up g:rg“rf;gg dlg gg?ﬁé trfg: igt{eur?trs\e and acute health
to meet the routine and acute health care needs :
of resicents.
; ; The community is utilizing the "Order Processing | 9/6/2022
This Rule is not met as evidenced by: System” to ensure that all health care needs and
TYPE A2 VIOLATION ?rders are followed and processed accurately and
imely.
Based on interviews and record reviews, the
facility failed to ensure provider notification and The Resident Care Manager(RCC) and Memory | 9/6/2022
follow-up for 2 of 5 sampled residents (#1, #4) gr%’fe';‘j;“sgz;t(ygggiw'_” monitor the: order
related 1o a resident experiencing worsening of a
pressure wound that was not reported to the All facility managers will attend daily stand-up and | 9/5/2022
primary care provider (PCP) (#1} a["d a resident review reports through Matrix Care reporiing
thal was on blood thinning medications that was s%/stem and follow up o oy concerms following
sent to the local emergency department for stand up meeling immediately.
evaluation due to blood In his urine and falling to O T —
7 i e an will noti e Frimary Lare
mt'fy the PCP of his return (#4). Pro:fiid?r tlnlf anydwo{s?ning or acf:ulile health care
need of all residents to ensure 10llow Up and
The findings are: appropriate care has been initiated.
1. Raview of Reslclient #1's current FL-2 dated The community Executive Director(ED) and Area | 9/21/2022
04/27/22 revealed: Clinical Dirigtor,RN(ACD) is m?niicﬁnlg and
-Diagnoses included diabeticihorderline, reviewing skin care assessments weekly x 2 monihs
. ) ; th flow- to PCP
p;;petritensmn, obesity, frequent urinary tract tgﬁg marhly Withifollow-up providsd o RGFfor
infections. ) .
. The ACD, RN in-serviced all staff on .0902 Health
~The resident was constanﬂ),cr’ disoriented and Care and Follow -up. ez
incontinent of bowel and bladder.
The PaC[t) RkN conducted int—serv;cg with all staff in | g/8/2022
y s regards to skin assessments and documentation.
Review of Resident #1's Resident Register . n
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D 273 | Continued From page 1 D273 The Regional Director of Operations and ACD, RN | g/12/2022
o will review reports throught Matrix Care Reporting
revealed she had an admission date of 05/11/22, System upon on-site visits.
Review of Resldent #1's admission skin The ED and AGD have conducted skin assessment 9/21/2022
assessment dated 06/11/22 revealed: ‘ on all current residents in community and have
~The observation was made by a medication aide followsed up with PCP on any concerns.
(MA).
~There was bruising seen on Reslident #1's The ACD, RN conducted training on documentation| 9/6/2022
middle buttocks area and right forearm. with all Med Techs,
-There was no discoloration, redness, pressure
sore, or rash seen. The RCC and MCG will conduct cart audits to

electronic medication administration record(emar) 9/7/2022

; ; 1 g 1o physician orders to ensure all orders are
Review of Rasident #1's shower skin transcribed to and administered as ordered.

assassmeants revealed:

-0On 05/12/22, all skin agsessment observations
ware marked as "no" except flaking seen to "hoth
feet",

~0On 05/13/22, all skin assessment observations
were marked as "no" except bruising seen fo
"middle of buttocks".

-On 05/14/22, all skin assessment observations
were marked as "no" except pressure sore seen
"befween her butt cheeks",

~On 05/15/22, all skin assessment cbservations
were marked as "no" except pressure sore sean
"hetween her butt cheeks,"

-On 05/16/22, all skin assessment observations
wera marled as "no" except redness seen and
pressure sore seen "between har butt cheaks".
-8kin assessment observations continued to be
completed for Resident #1 with each bath through
07/05/22 and were marked as "no"” except for
pressure sore seen "between her butt cheeks",

Review of Resident #1's PCP visit note dated
0517122 revealed:

-Resident #1 stated that she had pain to her
buttock area.

-Resident #1 had a stage Il pressura wound fo an
unspeclfied buttock. (Pressure wounds are
caused by constant pressure on an area.
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Continued From page 2

Pressure wounds are staged from |-V, A stage |
pressure wound has redness present with no
broken skin. A stage |l pressurs wound is a
shallow open ulcer with a pink wound bed. A
stage |1l pressure wound Is full thickness tissue
loss that exposes faf, but bone, tendon, or
muscle are not exposed. A stage IV pressure
wound is full thickness tissue loss with exposed
bone, tendon, or muscle.)

-There were crders for zing oxide 20% apply to
buttock after each brief change (Zinc oxide Is
used to treat or prevent minor skin irritations}.
-There was an otder for home health for wound
management of stage Il wound on buttock.

Tolephone interview with Resident #1's PCP on
09/01/22 at 1:41pm revealed;

-Resident #1 had a smalll stage l pressure wound
on her right buttock and her intergluteal
fold(intergluteal fold is the area between the
buttocks).

~The first tme she noticed Resident #1's wound
on 05/17/22 she ordered home health for her.

Review of a printout of an email sent fo a home
health agency by the Resident Care Coordinator
{RCC) revealed;

-The emall was sent on 05/19/22 for home health
to evaluate Resident #1.

-The email stated face notes, order, and face
sheet were attached.

Review of Resident #1's record revealed there
wara no home health notes for evaluation or
treatment of Resident #1's wound.

Review of Resident #1's Care Plan dated
05/20/22 revealad:

-Resident #1 had a decubitus and her skin care
needs were listed as "zine on butteck area” (A

D 273
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decubitus is the same as a pressure wound).
-There was no staging of the decubitus listed on
Resident #1's Care Plan.

Review of Resident #1's PCP visit note dated
08/07/22 revealed:

-Resident #1 had a small stage Il pressura wound
on her right buttock and a small stage Il pressure
wound to her intergluteal fold.

~Facility staff reported that home health was no
longer coming to the facility for stage Il wound
management.

-There was an order for an Allevyn patch to be
placad on right buttock every 3 days and as
needed (Allevyn patch Is a foam dressing used to
freat pressure wountds).

Telephone interview with Resldent #1's PCP on
09/01/22 at 1:.41pm revealed when she came out
to visit Resident #1 on 06/07/22, she was told by
facilty staff that home health no longer came out
to the facllity to treat stage Il pressure wounds, so
she ordered a foam drassing for Resident #1.

Telephone interview with the home health
supervisor on 09/01/22 af 10:18am revealad:
~There was no record of ever receiving a home
health referral for Resident #1.

-The home health agency did not go out and
evaluate residents for stage Il wounds.

-If they were notifled that the wound progressed
beyond a stage Il the home health ageney woulkd
go out and evaluafe the resident.

~There was nothing in the home health records
showing there was a home health referral for
Resident #1 and she did not recall recelving a
referral but the agency could have recelved a
referral that did not get entered into the system
because the resident did not meet the criterla to
be seen.
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Review of Resident #1's PCP visit note dated
06/14/22 revealed:

-Resident #1 stated she was having pain fo her
buttacks.

-In one area of the note it was noted that
Resident #1 had stage Il pressure wound to her

left buttock and infergluteal fold and in another

area, it was noted Resident #1 had stage i
pressure wound to her right buttock and
intergluteal fold.

-There was an order for Tegadarm on sllicone
foam border 2 X 2 apply to stage |l wound on lsft
buttock and stage Il wound on intergluteal cleft
daily and as needed (Tegaderm is a dreasing
used to treat prassure wounds),

Review of Resident #1's June 2022 electrenic
medication administration record {(eMAR)
revealed:

-There was no entry for Allevyn patch,

~Thers was no entry for Tegaderm dressing.

Review of Resident #1's July 2022 eMAR
revealed:

-There was an entry for Tegaderm bandage apply
to stage two wound on laft buttock and stage two
wound of intergluteal fold dzily and as needed.
-The Tegadarm bandage was documented as
administered 07/01/22-07/03/22,

-The Tegadarm bandage was documented as
resident unavailable 07/04/22-07/08/22.

It was documented that the resldent was in the
hospital 07/09/22-07/30/22. ’

Telephone interview with a pharmacist at
Resident #1's pharmacy on 09/01/22 at 2:56pm
revealed:

-There was no order In their system for Allavyn
dressings for Resident #1,

D273
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~There was a handwtltten prescription dated
08/14/22 for Tagadarm dressings for Resident #1.
~They recelved the prescription for Resident #1's
Tegaderm on 06/28/22.

~They did not have the Tegaderm In stock at the
pharmacy and had to order them.

~Anything that had to be ordered usually came in
the next day and, If so Resident #1's Tegaderm
would have been available to pick up elther
(16/29/22 or 08/30/22,

-Resident #1's Tegaderm dressings were picked
up from the pharmacy on 07/01/22.

Review of Resident #1's progress notes from
05/11/22-07/05/22 revealed:

-There was no documentation that Resident #1's
PCP had been notifled of any skin breakdown or
worsening of skin breakdown.

~There was no documentation that Resident #1's
PGP had been notifled of any change In condition
for Resident #1.

Review of Resident #1's PCF visit hoted dated
07/05/22 revealed:

-The PCP did not observe Resident #1's wounds
on her buttocks,

-Resident #1 was slouchad down in her chair with
dry skin around her lips and she appeared
lethargic.

-She had facility staff send Resident #1 to the
ameargency department (ED) for evaluation and
possible dehydration.

Telephone interview with Resident #1's PCP on -
09/01/22 at 1:41pm revaaled:

-Bhe saw Resident #1 for a routine visit on
G7/05/22,

~Whan she visited Resident #1 at tha facillty on
07/06/22 she did not assess her prassure wounds
because the resident was up in a chair.
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-Resident #1 was not feeling well on 07/05/22 and
she thought she was dehydrated because her lips
were dry, 50 she sent her to the ED for
evaluation,

Review of Resident #1's hospital progress note
dated 07/05/22 revealed:

~The progress note was completed by a
Registerad Nurse (RN) when Resident #1 was
admitted to her hospital room.

-Resident #1 had a stage lll pressure injury noted
to her sacrum measuring 4.25 centimeters {cm)
by 4.0 ems (The sacrum is a bony structure at the
bottom of the lumbar vertebrae, just above the
coccyx or tail bone).

Review of Resident #1's hospital progress note
dated 07/07/22 revealed:

-There was a picture of Resident #1's pressure
wound.

~Resident #1's sacrum had an area of skin
breakdown with brown and black tissue prasent
as well as an area with yellow tissue present at
the center and a black border arcund it.

~There was dark skin discoloration between the
two areas.

~-The area of skin breakdown was bordered by
reddenad skin and beefy red tissue.

Review of Resident #1's hospital surgical consult
dated 07/07/22 revealed:

-Resident #1 was admitted to the hospital with
necrotic tissue in her sacral area {Necrotic tissue
is dead skin tissue that is aither black or dark
brown in colot),

-Resident #1 had a stage IV pressure wound with
ho gross infection in the area.

Review of Resident #1's hospital discharge
summary revealed;
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-Resident #1 was sent to the ED by facility staff to
be evaluated for altered mental status.

-Upon arrival to the ED Resident #1 stated she
had felt unwell for several weeks.

-Residant #1 reported having pain "all over",
-Rasident #1 was admitted to the hospital on
D7/05/22 with sepsls due to a urinary tract
infection (Sepsis Is an illness caused by the
body's response to an infection),

-Resident #1 was noted to have a sacral wound
on admission.

-During the course of her hospital stay Resident
#1 was seen by a wound provider who debrided
the sacral wound (Debridement is removal of
unhealthy tissue to a wound).

-Resident #1 had a poor prognosis for her wound
to heal, and her family requestad no further
surgleal procedures be performed on the wound.
~Resident #1 would be admitted to rehabilitation
for wound care with a possible refeiral to hospice
if her conditioned deteriorated further.

-Resident #1 was discharged to a skilled nursing
facility (SNF) on 07/22/22,

Telephone interview with Resident #1's family
member on 08/31/22 at 10:41am ravealed:
-When Resident #1 was admitted to the facility on
05111/22, she did not have any wounds or skin
breakdown, but she did have a rash on her
buttocks,

-He was never informed by the facility that
Rasldent #1 had developed & wound on her
buttocks,

~On 07/05/22, facillty staff informed him that they
thought Resident #1 was dehydrated and they
were sending her to the ED.

-The PCP at the hospital informed him that

Resident #1 was septic due to a bladder Infection.

~The PCP from the hospital also informed him
that Resident #1 had a stage lll wound with
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exposed bone on her bottom.

-Resident #1 was discharged from the hospital on
07122122 and admitted to a SNF.

-Resident #1 passed away at the SNF on
07/30/22,

Interview with a personal care aide (PCA) on
09/01/22 at 4.15pm revealed.

~Skin observations were done on residents with
each bath and docurnented on the skin
assessment sheet,

-When doing a skin observation, a PCA would
look for cuts, dry skin, bruises, bed sares, or skin
tears and document if any were seen,

-MAs looked at the skin assessment sheets once
they were completad by the PCA.

-Somatimes skin breakdown was verbally
reported to a MA and it was the MA's
responsibility to report the skin breakdown to
sofmeone alse.

-Resident #1 had a rash and redness on her
bottom but did not have any broken skin,

Interview with & MA on 09/01/22 at 2:25pm
revealed:

-Routine skin observations should be done on
every resident with each bath.

~PCAs usually did the skin abservations on
residents unless a MA helped with the resident's
bath then the MA would do the skin observation,
-If any changes were noticed on a resident's skin
observation it was reported to the lead MA or the
RCC.

-If changes to a skin observation were noticed on
a resident it was not documented anywhere that it
was reported to the lead MA or RCG.

-She observed Resident #1's skin when she was
admifted to the facility and documented that she
had bruising on her buitocks.

~Resident #1 developed redness to her buttocks
Division of Health Service Ragulation
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but did not have any broken skin.

~She did not recall if she reported the redness on
Resident #1's butiocks to the lead MA, RCC, ot
PCP. .
-Resident #1's PCP prescribed "fake skin" to
apply to her buttocks to prevent the area on her
buttocks from worsening.

-She last worked with Resident #1 on 07/03/22
and at that time Resldent #1 only had redness on
her buttocks,

-If a PCP was contacted about Resident #1's skin
breakdown or a change in a her condition it
should be documented in her progress notes,

Interview with the lead MA on 09/01/22 at 4:31pm
revealed;

-Skin obsarvations should ba completed on each
resident with each bath.

-The skin assessment form was completed by
either a PCA or MA and was then reviewed by the
RCC.

~If the skin assessment form noted that there
were any Issues the RCC would go lock af the
resident's skin herself.

-Resident #1 had a sore on her backside that was
pink and flesh-colored, :

~The sore was not open and was not draining,
-Resident #1 reported pain when hitting the sore
while wiping after using the restroom and he
thought she was sent to the ED either that night
or the next day.

~There was an incident where Resident #1
experienced pain while wiping and it happened
approximately one week prior to her being sent to
the ED on 07/05/22,

~He was unsure if the pain was reported to
Resident #1's PCP or not.

~The last time he observed Resident #1's
buttocks was about 4 days before she was
admitted to the hospital on 07/05/22 and at that
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time har wound was larger but still pink and the
skin was intact,

-There was no documentation of his ohservation
of Resident #1's buttocks on that day.

-Home heelith was ordered for wound care for
Resident #1 but he was told by the RCC that
home health did not come out and evaluate
Resldent #1 because her wound was a stage I
-If Resident #1's wound progressed and became
pinker he expected to be notified so he or the
RGC could observe the area,

-If Resident #1's PCP was contacted about any
skin breakdown or change in condition it should
be documented in har progress note,

Interview with the RCC on 09/01/22 at 6:15pm
revealed:

-All residents should receive a skin observation
with each bath.

-Any skin problems were documented on the skin
assessment form by either a PCA or MA.

-She tried to look at the skin assessmeant forms
daily but, if not daily at least 3 times per week.
-Sometimes the lead MA looked at the skin
assessment forms as well.

~Once skin breakdown was identified on a
resident, she or the lead MA would observe the
skin breakdown.

-When she observed the skin breakdown if there
was not anything she could do for the resident
she would notify the PCP.

-MAs were expected to continue to monitor any
skin breakdown and report to her or the lead MA
if & resident's skin condition worsened.

-MAs did not receive any formal training on skin
or wound assessment.

-At first, Resident #1 had redness to her buttock
area but then [t daveloped Into a stage Il pressure
wound,

-The PCP was who classified the wound as a
Divisicn of Health Service Regulation
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stage Il

~The development of the wound was not reported
to the PCP by facility staff, but the PGP observad
It on her own when she saw Resident #1 on a
routine visit to the facility,

-The PCP ordered home health to treat Resldent
#1's wound.

-Home health toid the RCC they would hot come
out to the facility for stage Il wounds.

-There was no documentation of the conversation
with home haalth staff.

-Resident #1's PCF was not made aware that
home health was not coming out to treat her
wound untll the PCP made a routine visit to the
facility,

~There was no documentation that Resident #1's
PCP had been made aware that home health was
not going to assess or treat Resident #1's wound,
-Resident #1's PCP also ordered Tegaderm for
her wound,

-Any PCP notification for Resident #1 should be
documented In the resident's progress notes.

Telephone interview with the Administrator on
08/01/22 at 5:49pm revealed

-If a resident was admitted to the facility with skin
breakdown It should be documented on the
original skin assessment form.

-A skin observation was expected to be done on
every resident with each bath,

~The RCG sheuld lock at skin chservations daily
for any changes and it should be documented
that she locked at the skin assessment forms,
-The RCC was expected to look at resident's
wounds and document If they were getting batter
or getting worse,

-If a resident's wound was getting worse, she
axpected the RCC to report It to the PGP and
document that it had been reported.

-If the PCP was contacted about a resident it
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should be documented in the progress notes.

Telephone interview with Resident #1's PCP on
09/01/22 at 1:41pm revealsd:

-She was not aware that Resident #1's pressure
wound was a stage 1ll- IV when she was admitted
to the hospital in July 2022,

-She did not receive any contact from facllity staff
that Resident #1's wounds had worsened.

-She expected facliity staff to notify her if
Resident #1's developed a wound or if her
wounds worsened.

-Pressure wounds could progress quickly, and
she was concerned that facility staff did not notify
her of any worsening wounds on Resident #1.

-If she had been notified by facility staff that
Resident #1's wounds had worsened she would
have made ancther referral to home health to
evaluate and treat her wounds.

2.Review of Resident #4's current FL-2 dated
01/19/22 revealed:

-Diagnoses included hypertension, anemia and
spinal stenosls.

-There was a physician's order for aspirin 81mg
to be administered daily. (Aspirin is used fo
decrease the risk of stroke by thinning the blood.)

Review of Resident #4's current Licensed Health
Professional Support dated 03/23/22 revealed he
required assistance with emptying of the urinary
catheter bag and cleaning around the urinary
catheter.

Review of Resident #4's physician's order dated
08/19/22 revealed there was an order for Eliguis
2.5mg to be administered twice daily. (Eliguis is a
medication used prevent blood clotting.)

Review of the official website for Eliquis,
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professional warnings inforimation revealed:
~Eliquis increased the risk of bleeding and can
cause serious, potentially fatal, bleeding.
~There was an increased risk of bleeding when
used with other antiplatelet agents including
aspirin.

Review of Residant #4's after visit summary from
the local emergency department dated 08/31/22
revaaled he was seen for blood in the urine,

Telephone interview with Resldent #4's primary
care provider (PCP) on 08/01/22 at 3:32pm
revealad;

-She was aware Resident #4 was sent to the local
hospital emergency room for evaluation on
08/31/22 for blood in his urine.

-She was not aware Resldent #4 had returned to
the facility after being evaluated and she had not
received any discharge papers from tha
emergency room visit.

~She was concerned the facility had not notified
her of Resident #4's return because the Eliquis
would need to be stopped hecause the
medication increased the risk of bleeding.

~She expacted the facility to nofify her
immediately upon return.

Interview with the Resident Care Coordinator
{RCC) on 08/01/22 at 5:15pm revealed:

-Staff reported sesing blood in Resident #4's
catheter bag In the morning of 08/31/22 and he
was sent {o the local emergency department for
evaluation,

-The PCP was made aware of the blood in the
utine and that he was being sent out for
evaluation but she did not natify the PCP that
Resident #4 had returned to the facility,

It was the RCC's respansibility to notify the PCP

when a resident returned from the hospital and
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ensure the discharge paperwork is sent to the
PCP.

Interview with the Adminisirator on 08/01/22 at
5:45 revealed;

-She expectad the RCC to nolify the PCP when a
resident returned from the hospital because the
PCP might need to make medication or treatment
changes,

-Notification to the PCP would ensure needed
changes to medications or treatments would be
implemented as socn as possible,

The facility failed to ensure provider notification
and follow-up for 2 of & residents in which
Resident #1 was admitted to the facility without
any skin breakdown and developed a stage Il
pressure wound that was not reported to the
primary care provider (PCP) which worsened to a
stage HI-IV pressure wound that was also not
reported to the PCP. The resident was admitted
to the hospital and discharged to a higher level of
care, Resident #4 refurned to the facility after
evaluation for blood in his urine and continued to
be administered 2 medications known to increase
the risk of bleeding. The facility's failure to provide
notification and follow-up as ordered resulted In
substantial risk of serious physical harm and
congtitutes a Type A2 Violation.

The facility provided a plan of correction in
accordance with G.8. 131D-34 on 08/31/22 for
this viclation.

CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED CCTOBER 1,
2022,
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10A NCAC 13F .0902 Health Care The Communily failitates daily stand-up meetings | 9/5/2022
{c) The facility shall assure dogumentation of the to include all department and mangers.
following In the resident's record:
) ert'te:n procedure.s, freatments or orders from The Community follows the "Order Processin 9/612022
a physiclan or other licensed health professional; System" 1o ensure that all orders from the PGP and
and other healthcare personnel are implemented ,
(4) implemantation of procedures, treatments or dgtumentad snd iulioped:
orders specified in Subparagraph (c)(3) of this
Rule P paragraph (c)(3) The Community RCC/MCC will meniter "The 9/5/2022
' Order Processing System” daily to ensure
orders are processed accurately and timely.
This Rule is not met as evidenced by:
Based on interviews, and record reviews, the e ly ED and REGISCC will revi
HH i e Lommuni ani eview
facility failed to ensure ordars were implemented e fralii care.aporling during dally Stoed dp 9/5/2022
for 1 of 5 sampled residents (#1) including a to ensure the processing of new orders.
delay in implementing a dressing change.
The findings are: The RCC/MCC will conduct weekly med cart audits
nding against the EMIAR‘s and phgsficlilan o‘rjders to ensure Shie02z
. i orders are implemented and followed.
Review of Resldent #1's current FL-2 dated
04/27/22 revealed diagnoses included o sucted CsHED. (G022
diabetic/berdetline, hypertension (HTN), obesity The AGD, RN has conducted in-services with ED,
| 1 L} L c 3
frequent utinary tract Infections (Ul RCC/MCC and medication staff on Health Care
(Hypertension is high blood pressure).
Review of Resident #1's primary care provider
{PCP) visit note dated 06/07/22 revealed:
-Resident #1 had a small stage Il pressure wound
on her right buttock and a small stage Il pressure
wound to her intergluteal fold (Intergtuteal fold is
the area between the buttocks, A stage Il
pressure wound is a shallow open ulcer with a
pittk wound bad}.
~There was an order for an Allevyn patch to be
placed on right buttock every 3 days and as
needed {(Allevyn patch is a foam dressing used to
treat pressure wounds),
Review of Resident #1's record revealed there
Division of Heallh Service Regulation
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was a copy of a paper prescription dated
06/14/22 for 3m Tegademn silicone foam border 2
X 2, apply to stage 11 wound of left buttock and
stage 1l wound of intergluteal cleft daily and as
needed (Tegaderm is a dressing used to treat
pressure wolinds),

Review of Resident #1's June 2022 slactronic
medication administration record (eMAR)
revealed:

~There was no entry for Allevyn patch.

-There was no entry for Tegaderm dressing.

Review of Resident #1's July 2022 eMAR
revealed:

~There was an entry for Tegaderm bandage apply
to stage two wound on laft buttock and stage two
wound of intergluteal fold daily and as needed.
-The Tegaderm bandage was documented as
administered 07/01/22-07/03/22.

<The Tegaderm bandage was documented as
resldent unavailable 07/04/22-07/08/22.

-It was documented that the resident was in the
haspital 07/09/22-07/30/22.

Review of Resident #1's progress notes from
06/14/22-07/05/22 revealed there was no
documentation that Resident #1 was receiving
dressing changes.

Telephone interview with Resident #1's family
member on 08/31/22 at 10;41am revealed he
was never informed by the facility that Resident
#1 had developed a wound on her buttocks.

Interview with a personal care aide (PCA) on

08/31/22 at 1:05pm revaaled Resident #1 had a
wound oh her right buttock but she did not recall
the resident ever having a dressing on the area.
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Interview with a medication aide (MA) on
09/01/22 at 2:26pm reveated:

-Resident #1's PGP prescribed "fake skin" to
apply to her buttocks to prevent the area on her
buttocks from worsening.

-Resident #1 was recsiving Tegaderm dressing
changes in June 2022 but it was not recorded on
the eMAR.

<Dacumentation of dressing changes were
documented on the eMAR and there was
nowhere else they would be documented.

Interview with the lead MA on 02/01/22 at 4:31pm
reveated.

~Medication and treatment orders were usually
faxed to the pharmacy when they were received
from the PCP.

-Resident #1 did not use the facility's contacted
pharmacy and used a local pharmacy instead.
-Sometimes the local pharmacy did not supply
things to the facllity on time,

-If Resident #1's pharmacy did not have what she
neaded, or it was golng to fake a long time to get
what was ordered they could use the facility's
contracted phatmacy to get what was needed for
Resident #1.

-He did not know why Resident #1 did not receive
the Allevyn drassing but it might have been
because her Insurance would not pay for it.

-He took Resident #1's paper prescription for
Tegaderm dressings to Resident #1's pharmacy
on 08/14/22,

-He was told by someone at the pharmacy that
the dressings were expensive, -

-He talked to Resident #1's family member and
the farmily member did not want {o pay for the
dressings.

-He did not document the communication with the
pharmacy and Resident #1's family member
anywhere.
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-He lofi a copy of Resident #1's paper
prescription at the pharmacy oh 06/14/22 and
brought the criginal paper prescription pack to the
facility.

Interview with the Resident Care Coardinator
(RCC) on 09/01/22 at 5:15pm revealed:

-She did not know why Resident #1 did not
receive Allevyn dressing changes, but she
thought the Allevyn dressings were too
expensive.

-Resident #1's PCP ordered Tegaderm dressings
for her wound.

~She thought the Tegaderm dressings wete
axpensive as well and that is why there was a
delay in Resident #1 recelving the Tegaderm
dressings.

~The facility was using dressings they already had
at the facility to change Resident #1's dressing in
June 2022,

“There was no documentation that Resident #1
was recaiving dressing changes in June 2022.
-She was responsible for entering medications
and treatments on the eMAR for Resident #1.
-Resident #1's dressing changes should have
been documented on the eMAR,

Telephone interview with the Administrator on
00/01/22 at 5:49pm revealed:

-She expected medication or treatments orders to
be implemented on a resident within 24 hours of
receiving the order from the PCP.

-She expected all dressing changes to be
documented on the eMAR,

-She did not know why there was a delay in
Resident #1 raecelving the dressing changes.

Telephone interview with a pharmacist at
Resident #1's pharmacy on 09/01/22 at 2:550m
revealed:

TYRRELL HOUSE
COLUMBIA, NC 27925
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-There was no arder In their system for Allevyn
dressings for Resident #1.

~There was a handwritten prescription dated
06/14/22 for Tegaderm dressings for Rasident #1.
~They received the prescription for Resldent #1's
Tegadarm ¢n 06/28/22,

~They did not have the Tegaderm in stock at the
pharmacy and had to order them.

-Anything that had to be ordered usually came in
the next day and, if so Resident #1's Tegaderm
would have been available to pick up either
08/29/22 or 08/30/22,

~Resldent #1's Tegaderm dreasings were picked
up from the pharmacy on 07/01/22.

Interview with Resident #1's PCP on 09/01/22 at
1:41pm revealed;

~She ordered foam dressings for Resident #1's
pressure wounds,

-She was told by facility staff that Resident #1's
famity member did not initially want to use the
dressings because of cost.

-Resident #1 was recelving dressing changes to
her wounds before 07/01/22 bacause facility staff
were borrowing dressings from ancther resident.

Based on observations, interviews, and record
reviews, it was determined Resldent #5 wasz not
interviewable.

D 358 10A NCAC 13F .1004{a) Madication D 358
Administration

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

(1) ordars by a licensed prascribing practitioner

10 A NCAC 13F .1004(a) Medication Administration

treatments are admnistered as ordered.

Community ED and CC will review new orders daily| 9/6/2022
in stand up to ensure order clarification.

Divislon of Health Service Regulation
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which are maintained in the resident's record; and
(2) rules in this Section and the facility's pollcles
and procedures.

This Rule is not met as evidenced by:

Based on observations, interviews and record
reviews the facility failled to administer
mecdlications as ordered for 1 of 5 sampled
residant (#4) related to a heart medication
prescribed with @ loading dose to be administered
for 4 days then to be followed by scheduted
maintenance dose thereafier,

The findings are:

Review of Rasident #4's current FL-2 dated
01/19/22 revealed diagnoses included
hypertension, anemia and spinal stenosis,

Review of Resident #4's progress note dated
08/06/22 &t 11:25pm revealed he complained of
chest pain and was sent to the local emergency
department for evaluation,

Review of Resident #4's progress notes dated
08/15/22 at 12:31pm revealed he was expected
to return from the hospital with new cardiac
medications.

Review of Resident #4's progress note dated
08/15/22 at 6:10pm revealed he returned to the
facility fram the hospital.

Review of Resident #4's physician's ordet dated
08/19/22 revealed Amiodarone 200mg, 2 tablets
was to be administered each day for four days.
{Amiodarone is a medication used to treat heart
rhythm problems.)

Review of Resident #4's second physician's order

present Matrix Care Medication reports daily in
stand-up meetings.

Community RCC and SCC will complete week!

medication cart audits {o ensure medications a‘rle 97772022
on hand and availabie for administration and
transcription is complete and correct on medication
administration record.

RCC and SCC will utiize the "Order Processiny
System" to ensure all medications are availablg. Sl

ACD will conduct Medication Tech Observations | 9/12/2022
rgq?omly with Medication Techs during on-site
VISILS.

All medication staff has been in-serviced by 9M7/2022
ACD, RN on Medication Administration,
Documentation and Order Processing.
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dated 08/19/22 revealed Amiodarone 200mg 1
tablet was to be administered each day beginning
08/20/22.

Review of Resident #4's electronic medication
administration record (eMAR) for August 2022
revealed:

-There was a computerized entry for Amiodarone
200mg, 2 tablets to be administered dally for 4
days.

-There was documentation that Amiodarone
200mg, 2 tablets was administered daily from
08/20/22 through 08/23/22.

-Thers was ho computerized entry for
Amicdarane 200mg, 1 tablet to be administered
dzily. :

Interview with Resident #4 on 09/01/22 at 8:48am
revealed:

~He had been sent to the hospital a few weeks
ago for chest pain,

-He was currently in no pain and did not know
what was done while he was in the hospital,

-He did not know if he was prescribed new
medications after his hospital stay.

Interview with the medication aide (MA)} on
09/01/22 at 2:25pm revealed Resident #4 was

administered Amiodarone for 4 days In August but

was hot currently recelving the medications.

Interview with a second MA on 09/01/22 at
2:256pm revealed the Resident Care Coardinator
of the pharmacy entered medications onto the
eMAR,

Telaphone Interview with Resident #4's
pharmacist on 09/01/22 at 10:03am revealed:
-Amiodarone was prescribad to ensure Resident
#4's heart was beating correctly,

YRRELL HOUS
TYRR B COLUMBIA, NC 27928
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-She received an order on 08/18/22 for Resident
#4 to receive Amiodarone 200mg, 2 tabs to be
administared daily for four days,

~She also received an order for Amiodarone
200mg 1 tabfet to be administered each day
beginning on 08/20/22 but was meant to start
once the four days was completed.

-Both of Resident #4's orders were sent from a
cardiology provider,

-Eight tablets of Amiodarone 200mg was
dispensed on 08/18/22 for the prescription written
for Amiodarone 200mg, 2 tablets to be
administered daily for four days.

~There had been no other Amiodarone dispensed
for Resldent #4.

-She had not been contacted by the facility for
medication to be administered but 5 tablets had
been “short filled” to be sent to the facility that day
so that it linad up with routine monthly
prescription fill.

Telephone interview with Resident #4's primary
care provider (PGP} on 08/01/22 at 3:32pm
tevealed:

-Resident #4 had been sent to the local hospital
for complaints of chest pain In the past but she
could not remember how long he stayed or the
resulf of the evaluation.

-Amiodarone was prescribed for 4 days as a
loading does to get his heart back into rhythm
then scheduled at a lower dose to maintain the
rhythm,

-Amiodarone was a dangerous but effective
medication but Resident #4's heart rhythm could
revert back, causing cardiac Issues, if he did not
receive the Amiodarone as prescribed.

-She was not aware Resident #4 was not
receiving Amlodarone 200mg 1 tablet daily as
prescribed.
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Interview with the Resident Care Coordinator
(RCC) on 08/01/22 at 5:45pm revealed;
-Resident #4 was sent to the local hospital
emergency department a couple of weeks ago for
evaluation when he complained of chest pain.
~She had not contacted the pharmacy for
amiodareone 200mg, 1 tablet to be administered
dally to Resident #4 because she was hot aware
of the order.
-t was her responsiblity to ensure medications
were ahtered on the eMAR corractly.
Interview with the Administrator on 09/01/22 at
5:45pm reveaied:
-Bhe expected medications to be administered as
prescribed,
-She was not aware of the order for Resident #4
to recieve amiodarone 200mg 1 tablet daily.
> 367) 10A NCAG 13F ,1004()) Medication D 367 10A NCAC 13 F .1004(]) Medication Administration
Administration
1DA NCAC 13F 1004 Medication Administration Community will ensure EMARSs are accurate and | 9/5/2022
() The resident's medication administration oo according to rules
record (MAR) shall be accurate and include the
followlng: The ED, RCGIMCG have completed cart audits 9/7/2022
{1) resident's name; agains‘t the c(‘al?ﬁérci)r?éfugqediga?ﬁn rrecgrcls f?{hall
1 H . current reside ING DOIN a review o [5]
{2) name of the medication or treatment order, of the accuracy of the EMAR and an audit of the
{3) strength and dosaga or quantity of medication EMAR against the medication cart,
administered;
(4} instructions for administering the medication RCC/MCC will conduct weekly medication cart 9/7/2022
or treatment; audits to ensure all medications are available and
(5} reason or justification for the administration of EMARS are accurate.
medications or treatments as needed {(PRN) and
documenting the resulting effect on the resident; ;.‘.ﬂoré\mlinity éACr?AR[Ij\ltanddRDCl)l mii[drjevitew 911212022
i i o edication Cart Audits and pull Medication
(6) date and hrr.'e of admin IStratl.on’ Report from Matrix Care Reporting during on-site
(7} documentation of any emission of visits,
medications or freatmeants and the reason for the ) - .
5 5 \ ACD will conduct Medication Tech Observations 9122022
omission, including refusals; and, randomly with Medication Techs during on-site
. visils.
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Continued From pag 24 I:}t” 3:1edti.catizr(:I Staff hals; been in-serviced on oM 7/2022
(8) namme or initials of the person administering edicaianAdmilisystion, Docymepiztion,and
- o Order Processing Training by ACD, RN.
the medication or treatment, If initials are used, a ) S N
signature eguivalent to those initials is to be
documented and maintained with the medication ACD, RN has conducied Resident Rights training | 9/6/2022

administration record (MAR).

This Rule Is not met as evidencad by:

Based on record reviews and intarviews, the
facility failed to ensure medication administration
records were complete and accurate for 2 of 6
residents sampled (#1, #2) including duplicate
documentation for medications (#1) and failing to
document the administration of a standing order
#2).

The findings are:

1.Review of Resident #1's current FL-2 dated
04/27/22 revealed:

-Diagnoses included diabetic/borderline,
hypertension (HTN), obesity, frequent urinary
tract infections (UTI) {Hypertension is high blood
pressure).

-There was an order for Ditropan XL 5mg daily
(Ditropan XL is used to treat overactive bladder).

Review of Resident #1's physician order sheet
dated 06/21/22 revealed:

-There was an order for Ditropan XL 5mg daily.
-There was an arder for oxybutynin chloride
extended release (ER) bmg evety day
{Oxybutynin chloride ER and Ditropan XL are the
same medications).

Review of Resident #1's June electronic
medication administration record (eMAR)
revealed:

~There was an entry for oxybutynin chloride ER
Smy every day.

-Oxybutynin chloride ER Smg was documented

with all staff.

State Ombudsman was cortacted to conduct
Resident Rights Training after she has completed
her training as a new hire. This will be conducted
on 10/28/2022.
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as administered every day except 06/02/22,
06/03/22, 06/07/22, 06/08/22, 06/09/22,
06/11/22-06/14/22, and 06/21/22-06/27/22 where
it was documented as duplicate.

~There was an entry for Ditropan XL 5mg dally.
-Ditropan Xl was documented every day except
06/10/22 and 08/15/22 where It was documented
as refused.

~Both oxybutynin chloride ER 5mg and Ditropan
XL 5mg were documented as administered on
06/01/22, 08/04/22, 0B/05/22, 06/06/22, 06/16/22,
06/M1M7/22, 06/19/22, 06/20/22, 06/28/22, 06/29/22,
and 068/30/22,

Review of Resident #1's July 2022 eMAR
revealed.:

-There was an entry for oxybutynin chloride ER
5mg evety day.

-Oxybutynin chloride ER mg was documented
as administered 07/03/22-07/05/22.
~Oxybutynin chlorlde ER 6mg was documented
as duplicate on 07/01/22 and refused on
07/02/22,

-It was documented that Resident #1 was In the
hospital 07/08/22-07/30/22.

-There was an entry for Ditropan XL 5mg daily.
-Ditropan XL was administered every day except
07/01/22 where it was documented as duplicate
and Q7/02/22 where it was documented as
refused.

-Bath oxybutynin chloride ER Smg and Ditropan
XL 8mg were documented as administerad
07/03/22-07/05/22,

-t was documented that Resident #1 was in the
hospital 07/06/22-07/30/22,

Interview with a medication alde (MA) on
09/01/22 at 2:26pm revealed:

~The Resident Care Coordinator (RCC) or a
pharmagcist entered madications on the eMAR.
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-Resident #1 only had one bottle of Difropan XL
oh the medication cart so she would not have
received two doses of the medication.

-Either the oxybutynin chloride or the Ditropan
shoukl have been decumented as duplicate on
the eMAR.

Interview with the Resident Care Coordinator
(RCC) on 08/01/22 at 5:15pm revealad:

~8he was responsible for entering Resident #1's
medications on the sMAR.

-Oxybutynin chloride and Ditropan should not
both be entered on the eMAR because they are
the same medication.

-MAs should have been marking one of the
medications as duplicate.

Telephone interview with a pharmagist at
Resident #1's pharmacy on 09/01/22 at 2:55pm
revealed.

-There was an order for Ditropan XL 5mg daily.
-Ditropan XL 5mg and oxybutynin chleride ER
5mg were the same medication.

-Only one bottle of Ditropan XL containing 30
tablets was dispensed fo Resident #1 once a
month.

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

Refer to telephone interview with the
Administrator on 09/01/22 at 5:48pm.

2.Review of Resident #2's current FL-2 dated
04/26/22 revealed:

-Diagnoses included advanced dementia, arthritis
and seizure disorder,

-There was documentation her level of care was
special care unit.
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-She was constantly disoriented.

Review of Resident #2's physician’s standing
orders dated 04/26/22 revealed thera was an
order for triple antiblotic cintment to be applied
daily, after cleansing with normal saline, and a
Band-Aid as needed for skin tears.

Obseorvation of Resident #2 on 08/31/22 at
8:46am revealed:

-She had a gauze bandage on her right forearm,
-The bandage was dated 08/08/22 or 08/28/22,
({The ink was smearing making date difficuit to
read.)

-Resident #2 could not say why she had a
bandage on her arm, ‘

interview with the medication aide {MA) on
08/31/22 at 10:563am revealed:

-Resident #2 had a skin tear on her right arm.
-The dressing was dated for 08/28/22 when she
last changed the drassing.

-8he did not remember when or how Resident #2
got the skin tear,

Review of Resident #2's slectronic medication
administration record (eMAR} for August 2022
revealed:

-There was a computerized entry for tripla
antibiotic ointment to be administered as needad
for minor skin tears or abrasions after cleansing
the area with normal saline, apply ainfment and
cover with a Band-Aid or gauze and tape and
change dally.

~There was no documentation of administration
from 08/01/22 through 08/31/22.

Second interview with the MA on 09/01/22
revealed:
~Medicatlons ordered as needed should be
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documented on the eMAR when they are
administered.

-She thought the standing order was for the
dressing to be changed and ointment applied
every cther day,

-She did not always docurment that she
administered the antibiotic on the eMAR.

Telephohe Interview with Resident #2's primary
care provider on 09/01/22 at 3:32pm revealed
she was not concerned about over administration
of the antibictic cintment but all medications
prescrived as needed should be documented
when administered.

Intetview with the lead MA on 09/01/22 revealad
medications prescribed as needed should be
documented on the eMAR wheh they wers
administered.

Interview with the Resident Care Coordinator
(RCC) on 09/01/22 at 5:15pm revealed she
expected all medications to be documented each
time they were administerad.

Refer to interview with the Administrator on
09/01/22 at 5:48pm.

Telephone interview with the Administrator on
09/01/22 at 5:49pm revealed she expected
eMARSs to be accurate because inaccurate
information on eMARS could cauge detriment to
a resident.

D812 G.8. 131D-21(2) Declaration of Residents' Rights

3.5, 131D-21 Declaration of Residents' Rights
Every resident shall have the following rights:

D 387

| D912

G.S. 131D-21(2) Decilaration of Residents' Rights

Community will ensure all residents receive
adequate care and appropriate care that is in
compliance with federal and state guidelines and
regulations.

9/5/2Q22
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2. To receive care and services which are
adequate, appropriate, and in compliance with
relevant federal and state laws and rules and
regulations.

This Rule is not met as evidenced by:

Based on chservations, interviews, and record
reviews, the facility failed to ensure residents
received care and services which were adequate,
approptiate and In compliance with relevant
federal and state laws and rules and regulations
related to Health Care,

The findings are:

Based on interviews and record reviews, the
facility failed to ensure provider notification and
follow-up for 2 of & sampled residents (#1, #4)
related to a resident experiencing worsening of a
pressure wound that was not reported to the
primary care providar (PCP} (#1) and a resident
that was on blood thinning medications that was
sent to the local emergency department for
evaluation due to blood in his urine and failing to
notify the PCP of his return (#4). [Refer to Tag
0273 10A NCAC 13F .0902(b) Health Care (Type
AZ Violation)].

completed record reviews to ensure the PCP has
heen notified and appropriate orders have been
followed.

(Refer to Tag 0273 10A NCAC 13F .0902(b)
Health Care }

All staff has received Resident Rights Training by 9/6/2022
ACD,RN.

State Ombudsman has been contactedio set up
Resident Rights training with all staff once her
training has been completed. This has been
set up for 16/28/2022.
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