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The Adult Care Licensure Saction complated an ’? 6}6@ A{/Z?C}M Cﬂ }0 ZQJ’/] & F

annual, follow-up and complalnt investigation .
survey from 08/30/22 through 09/01/22. Lorredi an

12274 10A NCAC 13F .0804{c) Psrsonal Care and oari
Supervision

10A NCAC 13F .0901 Personal Care and
Suparvigion

{c} Staff shall respond Immediately in the case of
an accldent or incldent involving a resident to
provide care and intervention according to the
facility's policles and procedures,

This Rule Is not met as evidenced by:
Type B Violation

Based on observations, record reviews, and
Interviswe, the fadllity falied to respond
Immedlately and In accordance with the facility's
pollcy and procedures for 1 of 1 sampled
resldents {##1) who had an unwitnessed fafl; found
with head Injuries slong with multiple other
Injurles, was moved by facilly staff into the
showar, which delayed emergency medical
8envices haing provided dus to waiting for staff o
complete shawer upon thelr arrival,

The findings are:

Review of the facillty's Fall Policy dated
September 2024 ravaalad:
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~Call 911 for Emergency Medicai Services (EMS)
if necessary,
finjury Is apparent or possible, do hot move the
resident,
-Continue emergency Intervantion untll EMS
amives,
Review of Resident #1's current F1.2 datod
01/07122 reveslsd:;
-Diagnoses Included Alzhelmer's dlsaase,
~She was ambulatory,

-She was intermiitently disorientsd.
-The fevel of care was documentsd as Speaclal
Care Unit (sCu), .

Review of Resident #1's Residant Reglster
revealed an admission date of 07/06/21,

Review of Residant #1's Progress Motes dated
08/25/22 at 8:20am revealad Resldent #1 was
transported to the local hospital by EMS due to a
fall,

Review of Resident #1's incident and Accidant
Report dated 08/25/22 at 8:37am revealed:
-Resident #1 had an unwinessed fall in her room.
-The leve] of care was documented as special
care unit (SCU).

-The description of the fall was documented as
“resident was laying on the flaor next fo the bed
face down",

~The resident exhibited or complained of paln
andfor Injury related to the fall,

~Resident #1's right teg and both knees included
redness and bruising, redness to har upper right
arm near shouldar, biister on right weist,
bruisefredness on the right hand, skin tear to the
right elbow, and fluld around the eyes.

~The tyne of injury wes documented as redness,
bruising, skin tear, and swelling. |
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-Resldant #1 wes transported by EMS to the local
hospitai for a medical evaluation of Injurles on
08/26/22 at 9:04am,

Interview with Resldent #1's personal carsgiver
on 08/30/22 at 9:16am revealad:

-When she arrived for her shift at 8:30am on
08/26/22, twa of the facility's staff were walking
Resident #1 to the shower room to "get cleaned
up” bacause she was wet from belng Incontinant
of tilne,

-Staff reported Resident #1 fall, was found lying
face down on the floor, and sustainag muliiple
Inurles,

-She fellowed Resident #1 Into the shower room
to look at Resident #1's Injurles when staff
undressed Resldent #1 to shower her before
EMS arrived.

-Reeldent #1's face was “putfy” with brulsing, right
arm was bleeding from a skin tear and there was
a large, raw area with a blister on the right wrist,
the right knee had a fargoe red area with bruising,
and Resident #1 had many smaller reddened and
brulsed areas on her body.

Cbservation of Resident #1 on 08/30/22 revealsd:
~There was a purple colored bruise approximeately
1 % Inches long on the outside of har right knae,
«There was & band-ald on the right efoow.

-Thare was a non-adherent dressing to Resldent
#1's right wrist with yellowlsh brown shadow
drainage present. .

-There was a small reddened area fo the outslde
of Resident #1's ieft knes,

-Resident #1 was sent to the loosi hospltal for
evaluation.

Interview with the medication aide {MA) on
08/30/22 at 2:46pm revealad:
-She was taklng Resldent #1 her morning
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medications on 08/28/22 around 8:20am and
found Resident #1 tylng face down o the fioor In
Resldant #1's roem,

-She took Reslident #1's vital signs and called for
a personal care alde (PCA} to asslat her with
getling Resldent #1 off the floor and "cisanad up"
because Resident#1 had been Incontinent of
uting.

-Resident #1 had swelling and redness on the
face, bruising to both knees, skin tear o the fight
arm, a bruised right elbow, and blister on the right
wiriat,

-Resident #1's parsonal caregiver arrived jusd
after sho found Resldent #1 lying on the floor in
her room,

-She called 911 for EMS to transport Resldent #1
to the local hospital for a medicat evaluatlon since
Resident #1 hit her head and was found lying
face down on the floor,

-Two PCA's took Resldent #1 to the communlty
bathroom to give Resident #1 a showar and apply
clean clothing since Resldent #1 had urinatad on
hersalf,

-She did not apply any dressings 1o Resident #1's
wounds because EMS arrived to pick Resldent #4
up as soeon as staff finlshed giving Resident #1 a
shower, '

-She did not usually move residents who fell and
sustained Injuries Including head Infury unless
they wete In immediate danger.

~The facllity's policy regarding falls with an
unknewn extent of injuries was to call 911 and
wait for EMS personnel to arrive but she wantad
to get Resident #1 "cleaned up" before sanding
Rasldent #1 to the hospltal,

Interview with the Special Cara Coordinator
{SCC) on 08/30/22 at 3.04pm revealed:

-Sha recelved a telephone call from a MA on
08/25/22 around 8:25am and was fold Resident
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#1 had fallen, hit her haad, face was "puffy”, and
was found face down lying on the floor.

-Sha told the MA to call 911 and send Resident
#1 to the hospltal since Resident #1 hit her head,
-Rasldent #1 had receivad 2 skin tears, bruises,
and a blistar on the wrist from pushing on the
floor to try to get up,

-The fachiity's poiicy and procedure for falls
ncludad to leave the resident lylng where found
and not move the resident when the extert of the
Infuries wers unknown and/or If the resident hit
thelr head.

interview with a PCA on 08/30/22 at 3:48pm
revealad:

-The MA found Resident #1 Iying on the floor on
08/26/22 when she was taking Resldent #1 her
merning schedulad medications,

-She helped the MA gat Resident #1 up from the
floor when the MA called out for assistance,
-Resident #1 was "covered" in urine and with the
assistance of another PCA walked Resldent #1 to
the shower room, gave Resident#1 a shower,
and dressed Resident #1 in clean clothes.

-Ehe saw Resldent #1's had brulses on the knees
and upper right skle of Resident #1's body when
she and another PCA undressed Resident #1 to
give har a shower.

-EMS personns! were waiting outslde the shower
room to transport Resident #1 to the hospital.
-The facillty's poticy for a resident who fell and hit
their head included to leave the resident lylngs on
the floor, call 811, and make sure the resldent:
was "clean” bofora sending out if the resident ad
solled themseives.

~She and the MA picked Resident #1 up from the
floor, and another PCA helped her walk Resident
##1 tothe shower room, gave Resident #1 a
shower, and dressed Resldent #1 In clean
clothihg before sending Rasident #1 to the
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hospital for an avaluetion because the facility afaff
did not want to send Resident #1 out dressed In
clthing saturated In urine,

~Ghe knew It was against the facliity's polley to
move Resldent #1 befors EMS arrived but she
did not know what to do since Rasldant #1 was
covered In Urlne so she gave Resldent#1 a
showar, ’

Interview with an emargency medicat tachniclan
(EMT) from the local EMS on 08/31/22 at
10:16am revealed:

1 -He responded to the 911 call at the faeflity on
08/25/22 when Rasident #1 was found |n the
floor.

-He had to walt outside the shower room for the
facllity ataff to finish showering and dressing
Resldent #1 before he could transport Resident
#1 to the hoapital, :
-Resident #1 had multiple bruises an her head,
both arme and lege, large reddened araa to her
fght knee areq, & ski tear on her arm, and a
large blister on her right wrist.

~It was not o common practics for a fagility to
shower a resident who had fallen and sustalned
multiple Infuries with an unknown extant of the
injurtes befora sending the resident to the local
hospital for a medical evaluation,

~Typloally, residents who feil In & facillty woutd be
left In the same position unéil EMS arrived
because moving the resident could cause
additlona! harm,

Telephone mterview with a deputy from the [ocal
shariffs department on 08/31/22 at 10:37am
revealed:

-Het recalved a call from 8 Nurse Supervisor at
the local hospital on 08/25/22 regarding concerns
Resident #1 may have been loit tying in the floor
for an extended period of thme after Residant #1
Divislon of Health Servics Regulation
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fell due to pressure sores found and other Injuries
that may have been caused by "flafling around”
on the ground, ike the blister an Resldent #1's
right wrist,

-He Interviewsd the local EMS personnal who
fesponded to the 811 call and thay expresssd
concems Resldent #1 was moved from the floor
and showered after sustalning muitipie Injurias
with an unknown extent of the injurles that
oceurred.

Intsiview with Res/dant #1's Nurse Practitioner
(NP) on 08/31/22 at 11:31am ravealed:

=The facllity staff sent her & text message fo notify
her Resldent #1 was found face down lying on the
Toor on 08/25{22 and the facillty was sending
Resfdant #1 to the |ocal hospital to ba evaluated.
-She expected the faclllty staff to not move or
shower Resident #1 after a fall not knowing the
extent of Resident #1's Injuries that oceurred from
the fall,

~Thers was no way for facllity staff to know if
Resldent #1 had injurad her nack, hip, or
acquired & braln injury from ths fall on 08/25/22,
~The facllity staff cotild have caused Increased
damage to Resident #1 by moving her after the
fall on 08/25/22,

interview with a second PCA on 08/31/22 at
12:03pm revealed:

-The MA called 911 when Resident ¥#1 fell on
08/26/22 and asked her around 8:30am 1o help
another PCA get Resident #1 “"cleanad up”
because Resident #1 had fallen and Wwas wet

"| from urine,

-Resident #1 was sltting In a recliner chair when
she entered Resident #1's room,

-Sha along with another PCA assisiad Resldant
#1 with walking to the community bathroom to
glve Resldent #1 a shower.
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When she undressed Resldent #1 for the shower
she notleed Resldent #1 had brutses on the right
arm, redness to both knees, a "pufly” right eys,
and a bifster on the right wrist so she reported the
areas (o the MA so the MA would be able to see
and document the Injuries.

-8he did not inove residents when thay fell if they
hit theft head or complained of paln,

~Rasldent #1 complained her wrist hurt after she
fall on 08728722,

~8he took Resldant #1 {o the community
bathroom to give her a shower because she was
Instructed to do so by the MA,

Interview with the Admin Istrafor on 08/31/22 a
4.07pm ravealeg:

~She knew Resident #1 foll on 08/26/22 and was
transported by EMS to the local hospltal for &
medical evaluation.

-The factity's policy and procedures for falls
included ageessing the resident for injuriss,
calling 911, and If an injury was present to not
mave the rasldant.

-The staff moved Resident &1 after Rasident #1
fell on 08/26/22 because she was saturated In
urine and staff did not want to send Residant #1
to the hospital covered in urine.

-She expacted staff to follow the facllity's polley
and procedures for fafls in case g realdent was
infured,

Telephone Interview with the Registered Nurse
(RN} Supervisor from the local hospital on
08131122 4f 5:00pm revealed:

-She recelved Resident #1 as a pallent the
moiming of 08/25/22 when she waa brotght to the
hosplial by EMS after a fall,

-Resldent #1's eye was awollen with pooling of
fiuid around the right eye and temple,

-Resident #1's right side of her body tok the _J
Civialon of Health Service Reguiation
STATE FORM

fad RGEU14 It continuation sheef 5 of 27



PRINTED: 09/2112022

DiMsion of Health Service Requ tlon

FORM APPROVED

"brunt" of injuries acquired with the fall.
-Ragldent #1's rlght knea was brulsed, and she
hat multipte bruises on har body.

Based on obseivations, interviews, and record
reviews, It wae determined Residant #1 was not
interviewabla.

The facllity fallod to follow policies and
procadures for Resident #1 who fall and
sustained raultiply injuries, witheut knowlng the
axtent of the injurles by moving and walking her
to the community bathroom, showsring and
dressing her, delaying EMS transport. This
failure placed the resident at risk for Increased
damage to Injuries (#1). This fallurs was
detrimental to the health and safety of the
resident and constitutes a Type B Viotation,

ﬁe facilify provided a plan of pretection In
accerdance with G.S. 131D-34 on 08/34,92 for
this violation,

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED OCTOBER
16, 2022,

D356 10A NCAC 13F .1003 (6) Medication Labels D 356

10ANCAC 13F .1003 Medlcation Labels

(e} Medications, prescription and
hon-prescription, shall not be transferred from
ene container to another except when prepared
for administration to a resident,

L
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This Rule is not met as avidanced by:
TYPE B VIOLATION

Based on observations, interviews, and record
reviews, the facillty falled to ensure 2 of 2
sampled resldents (Residents #7 and #8}
prescribed medications were not transfasred ko
contalners dispensed by a pharmacy which
aflowed far potentlal contaminatfon and
medicatlon errors,

The findings ars:

Review of Rasident #7's current FL2 dated
03/16/22 revealsd diagnoses included typa 2
diabetas, neurocognitive diserder, coronary artery
disease, legaily blind, and peripheral disease.

Review of Resident#7's Nurse Pracilfioner's {NP}
orders dated 04/29/22 revealed:

-There was an order for acetamincphen {used fo
treat fever and pain) 325mg 2 tableis three times
dally.

~There was an order for amledipine {used to treat
high blood pressure) 10mg 1 tablet dafty.

-There was an order for atorvastatin (used to
lower cholesterol) 40mg 1 tablet dally at bedtime.
-There was an order for carvedilol (used to treat
high blood pressure) 3.126mg 1 tablet every 12
hours.

~There was an order for chelecalcifero! (used to
supplement vitamin D levels) 50meg 1 tablat
daily,

-There was an order for Eliquis (used to prevent
blood clots) 8mg 1 tablat twice daity.,

~There was an order for furosemide (used to treat
high bleod pressure and swelling) 20mg 1 tablet
every morning.

~Thete was an arder for guaifenasin (used to treat
Divialon of Health Sandca Reguiation
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needed for congestlon,

-Thers was an order for losartan {used to treat
high blood prassure) 50mg 1 tablot daily at
bedtime,

~There was an order for omeprazole {used o
treaf Indigestion) 20mg 1 tablet daily at bedtime,
-There was an ordet for potassium chioride {used
to suppiement potassium level) 20meq ¥ tab
dally. :

-There was an order for sertraline (used {o freat
depression) 26mg 1 tabiet aglly.

-There was an order for trazodone {used to treat
depraseion) 60mg 1 tablet dally at badtime,
-There was an order for vitamin B complax (used
ta suppiement B vitamins) 1 capsule dally.

Observation of Resldent #7's medications on
06/31/22 at 4:43pm revealed:

-The bubble pack labels on the acztaminophen,
amiodipine, atorvastatiin, carvedilol,
cholecalkciferol, Eliquis, furosemide, guaifenssin,
losartar, omeprazale, potassium chloride,
sertraline, razodene, and vitamin B complax
wers not pharmacy generated labels,

~The front label on the bubble packs were
handwritten with the following information:
resident name, name of the medication, strangth
of the medication, and Instructions on how the
medieallon was to be given,

~The back labef on the bubble packs were
handwritten with the following information: name
of the medication, strength of the medication,
expiration date of the medication, the lot number
of the medication, and the date flad,

-The handwritten Jabels on the acetaminophen,
amlodipine, aforvastatin, earvediiol,
cholecaicifarol, Ellquls, furosemide, gualfenesin,
losartan, omeprazole, potassium chiorids,
sertrafine, trazodone, vitamin B complex bubble

) FORM APPROVED
lation
STATEMENT OF DEFICIENGIES ) PROVIDERISUPPLIERICLIA X2y MULTIPLE COMSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: AB COMPLETED
UILDING:
R
HAL100005 B. WiNG 09/0172022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, BTATE, ZIP CODE
4 COOPER LANE
YANCEY HOUSE
BURNSVILLE, NG 28714
(X4) ID SUMMARYSDWEMENTOFDEHCENCES ID PROWDERSPLMHOFGURRECTmN (X8)
PREFIX (EACH DEFICIENCY MUBT BE PRECEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR L.SC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TG THE APPROPIRIATE DATE
DEFICIENGY)
D356 | Continued From page 10 366
Colgh) 200mg 1 tablst thres times daily as

Diviston of Healtl Service Rogulation

STATE FORM

L)

R@AsUM

If continuallen sheel 11 of 27



Olvision of Health Service Regulalion

PRINTED: 09/21/2022

FORM APPROVED

STATEMENT OF DEFICIENCIES X1} PROVIER/SUPFLIERACLIA
AND PLAN OF CORREGTION IDENTIFICATION HUMBER;

HAL100005

(%2) MULTIPLE CONSTRUGTION

A BUILDING:

B WiNG

(X3) DATE SURVEY

COMPLETED

R
09101/2022

YANCEY HOUSE

NAME OF PROYIDER OR SUPPLIER

4 COOPER LANE .
BURNSVILLE, NG 28714

STREET ADDRESS, GIYY, STATE, ZIP COnE

{X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
(EACH DEFICIENCY MUST BE PRECEDED BY FuLL
REGULATORY OR L&C IDENTIFYING IMFORMATION)

1}
PREFIX
TAG

PROVIDER'S PLAN OF CORREGTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS.REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X6)
COMPLETE
DATE

D368 Continued From page 11

pack labels all matched the current physician
arders.

Refer to the nterview with the Resident Gare
Coordinator (RCC) on 08/31/22 at 8:46am.

Refer to the (nterview with the Special Care
Coordlnator (SCC) on 08/31/22 at 2:52pm.

Refar to the interview with the Adminlstrator on
08/31/22 at 3;58pm.

Telsphone Interview with a pharmacist from the
facility's backup pharmacy on 08/01/22 at 8.32am
revealed:

-They did not repackage medications dispensed
in bottles from other pharmacles,

-Medicafions they dlspensed fo the facility were in
bubble packs.

-They did not know anything about the facllity
staff repacking prescription medications into
bubble packs,

-The pharmagy sold bubble pack supplies to the
facllity.

-Thay did not know what the facliity aid with the
bubbla pack supplios after they purchased them,
«Thers was no law against salling bubble pack
supplies to the facllity,

Tolephone interview with the facility's contractad
phamacy on 09/09/22 at 9:19am rovealed:

-They would repackage bottle medications from
the resident's prefarred pharmaay into bubbie
packs upon request of the facility,

-Repackaging of med!caticns should be dons ir &

phatmacy,

interview with Resident #7's Nurse Practiilener
(NP) on 08/01/22 at 9:50am revealed repacking
madicaflons from a bottle Into a bubble pack was

D ase
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(X3) DATE SURVEY

considered dlgpensing,

Based on observations, interviews, and record
reviews it was detarmined Resldent #7 was not
inarviewable,

2. Review of Resfdant #8's cument FL2 dated
02/18/22 revealed:

-Diagnoses Includad dementia, dlabetas, afrlal
floiation end atherosclerotic heart diseass,
~There was an order for Eliquls (used to prevent
blood clots} 5mg 1 tablet twice dally.

-There was an order for gliplzide {used io troat

i diabstes) Smg 1 tablet every morning,

~Thers was an order for mirazapine {used to
treat depression) 16mg 1 tabiet daily at hedtime,
-There was an order for trazodone {used to treqt
depression) 150mg 1 tablet dally at bedtime,

Observatlon of Resident #7's medications on
08/31/22 at 4:48pm revealed;

-The bubble packs were labsled with labels not
from the pharmacy on the Eliquis, glipizide,
mirtazapine, and trazodone and did not have
phamacy generated Jabels,

-The front label on the bubhle packs for the
Ellquls, mitazapine and trazodons weye
handwritten with the followlng Information;
resident name, name of the medication strength
of the medication, and instructions an how the
medication was to be given.

~The front labed on the bubble pack for the
gilpizide was handwritten with the following
Information: resident name, name of the
medication, strength of the medication,
Insfructions on how the medication was to be
givan, the tot number of fhe medlcation, the date
filled and the expiration date for the meadication,
-The back label on the bubble packs for the
Ellquis, mirtazapine and trazodone were
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medication.

medication,

at 8:46am.

at 2:52pim.

Continued From page 13

handwritton with the following Information: name
of the medication, strength of the medication, the
dale filled and the expiration date for the

~The back label area an the bubble pack for the
glipfzide had no information printed or written.

Interview with the Medication Alda (MA) on
08/31/22 at 4:46pm revesled:

-Resident #8 recelved hls madications from the
resident's preferred pharmacy that suppfied his
oral medications in a plastic botfls.

-After the most recent medication delivery for
Resident #8 frorn the VA pharmecy, she was told
by the Resldent Care Coordinator (RCC)to
repackage Resldent #8's medication from the
plastlc bottles Into a bubble package for sach

-The MA was following directions from the RCC
and stated she was not aware she aould not
repackage medications.

Refer o the intarview with the RCC on 08/31/22
Refer to the interviow with tha SCC an 08/31422

Refer to the interview with the Administrator on
08/31/22 at 3:55pm,

0358

ravealed;

| Interview with the RCC on 08/31/22 gt 8:45am

-8ha and the SCC Tepackaged prescription
medications received !n bottles from the
phamacy Into bubble packages,

-They obtained empty bubble packs from thelr
backup phamaoy.

~They would take the prescription medication

Division of Health Senica Reguiaticn
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from the bottle and place the medlcation Into the
empty bubbla packs and afflx an adhesive seal io
the back of the filled bubbia paock.

I -They would remove the label off ine orlginal
container and put it on the newly filled bubble
pack,

-Medloatlons left In botiles were inleged by the
medication aldes (MAs).

-Repackaging the madlcations Into bubble packs
aliowed them to easily track the supply of each
medication they had on hand.

-She dld not know If the facllity had a poficy about
repackaging presoription medicationa,

Interview with the Spacial Care Coordinator
(SCC) on 08/31/22 at 2:52pm revealad:

-She routinely repackaged bottied medications
recelved from the residents praferred pharmaciss
into bubble packs.

-She and the RCC foutinely repackaged bottia
medicaflons recelved from naw admisslon
residents into bubble packs,

-The MAs mlssed seeing medlcations on the
medication carls stored in bottles.

-She did rnot know If the factlity had a policy about
repackaging prescription madications.

Interview with the Administrator on 08/31/92 at
3:55pm revealed:

-She was aware the RCC and 3CC repackaged
prescription medications into bubble packs.
-She did nof know repacking medications was
considered dizpensing preseription medicatlons
and gould only be performad by a pharmacist,

The facllity's failure to ensure prescribad
medicatlons were not transferred from containers
dispansed by a pharmacy increased the risk of
contamination and medication administration
rrors which was dettlmental to the heatth, safaty,

Divislon of Health Service Regulation
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and welfare and constitutes a Type B Violation.
The facillty provided a Plan of Protastion in
accordance with 3.8, 131D-34 on 09/01/22 for

this violation.

18, 2022,

Administration

| and procadures.

The findings are:

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED OGTOBER

D 388 10A NCAC 13F ,1004(a) Medication D358

10ANCAC 13F .1004 Medication Administration
(a) An adult cara home shall assure that the
breparation and administration of medications,
prescription and non-prescription, and freatmenis
by staft are in accordance with:

(1) ordera by a llcensed prascribing practitioner
which are maintained in tha resldent's record; and
(2) ruies In this Section and the facilifty's pollcies

This Rule 18 not met as avidenced by:
TYPE B VIOLATION

Based on observatiens, rscord reviews, and
Interviews, the facllity failed to adminiater
medications as ordered for 1 of 5 resldents
(Resldent #6) cbserved dwing the morning
medication pass Including errors with medications
usedto troat high blood pressurs,

The medleation eror rate was 7% as evidencad
by the observation of 2 arrors out of 27
opportunities during tha 12:00pm medlcation
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Pags on 08/30/22 and 8:00am medication pass
on 08/31/22,

Review of Resldent #8's current FL2 dated
04/29/22 revealed diagnoses includad
unspectted dementla without behavioral
disturbancs, paroxysmal atrlal fibrifiation, anxfety
disorder, and muscle weakness.

1. Review of Resldent #6's Nursa Pracilttoner's
(NP} order dated 06/10/22 revealed there Was3 an
order for amlodipine (Used o treat high blood
pressurej 5mg 1 tablet daily at 8:00am hokd Jf
pulse less than 60,

Observation of the medicatfon pass for Resldent
#6 on 08/31/22 at 8:08am revealed:

~The medleation alde (MA) placed 15 oral
medications Inte a medication cup for Resident
#8.

~The medications fneiuded one tablat of
amlodipine mg.

~At 8:10am, the MA handed the madlcation cup to
Resident #& and watched the resident swallow
the medicatlons,

-The MA did not check Res!dent #8's pulse prior
to administaring the medlcations.

Review of Resident #6's August 2022 slectronic
Madication Administration Record {eMAR)
revealed:

-Thare was an entry for amlodipine 5mg 1 tablet
daily hold if pulse if less than 80 scheduled daily
at 8:00am.

-The amlodipine was docimented as
administered dally from 08/01/22 to 08/31/22,
-There were no documented heart rates on the
eMAR for 08/01/22 to 08/31/22,

Intarview with Resident #5's Nurse Practitioner J

STATE FORM
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{NP) on 09/01/22 at 8:60am revealad:

~The puise rata should be chaecked right befora
adminlstering Resident #6's arnlodipine,
-Reg!dent #6 receivad narcotic madications which
can slow the resldent's pulse rats,

-A pulse checked at 6:30um covld ba abave 60,
but could be 50 It rechacked at 8:00arn,

Refer to the Intarview with the MA on 08/31/22 at
S46am,

Refar to the interview with the Resident Care
Coordinator (RCG) on 08/31/22 at 10:30am.

Refer to the Interview with the Specilal Care
Coordinator (8CC) on 0873122 at 2:62pm.

Refer to the interview with the Administrator on
08/31/22 at 3:55pm,

Refer to the inferview with Resldent #65 on
08/31/22 at E:00pm.

Referto the facility's policy on bloed pressure
and/or puise readings required for medication
administration.

2. Review of Resident #8's Nlrse Practiticner's
(NP) order datsd 06/10/22 revealed there was an
order for metoprolol ER {extended relagse) 25mg
1 tablet dally at 8:00am check puise and hold if
less than &0,

Observation of the madication pass for Resident
#6 on 08/31/22 a1 8:08am revealed:

-There were 15 total oral Medications placed Into
a medication cup for Resldent #6.

-The medlcations ncluded one tablat of
metoprolol ER 26mg.

Divisicn of Heekh Borvica Regulafion
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Observatlon of the medlcation aide {MA) on
08131722 at 8:10am revealed:

~The MA handed the medicatlon cup to Resident
#6 and watched the resident

-The (MA) did not check Resident #8's pylse prior
to administering the medications.

Review of Resident #6's August 2022 elactronic
Madication Admin!stration Record {eMAR)
revealed.

-There was an entry for metoprolol ER 25mg 1
tablet dally check pulse and hold if less than 80
da not crush scheduled daily at 8:00am,

~The metoproio! ER was decumantsd as
administered dally from 08/01/22 to 08/31/22.
-There wera no documented heart rates on the
eMAR for 08/01/22 to 08131722,

Interview with Resident #6's Nurse Practiffoner
(NF)on 08/01/22 at 9:50am revealad:

-The pulse rate should be checked right before
adminfstering Resident #6's Metoprolol ER.
-Resldent #6 received narcotic medications which
can slow the resident's pulse rate.

-A pulse checked at 6:30am could be abave 60,
but could be 50 if rachecked at 8:00am.

Refer to the Interview with the MA on be/mi/a at
&d5am,

Refer to the inferview wih the Resident Cara
Coordinalor {(RCC) on 08/31/22 at 10:30am.

Refer to the inlerview with the Speclal Care
Coordinator {SCC) on 08/31/22 at 2:52pm.

Refer o the inferview with the Adiministrator on
08/31/22 at 3:65pm,

Refer to the interview with Resident #6 on

Division of Heallh Service Regulation
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08/31/22 at 5:00pm.

Refar to the facllity's policy on blood pressure
and/or pulse readings required for medication
administration.

Intarview with the MA on 08/31/22 at &45am
revealed:

-She administered Resident #8's medications on
08/31/22 at the B:00am medication pass.

-The eMAR used to prompt for 5 puiss rate prior
to administraticn of the arlodipine and
metoprolol ER,

~The prompt for a daily pulse rate for Resldent #8
ne fonger appeared on the eMAR ag of 08/01/22,
-She chacked Resldant #5's pulse when she had
come in gt 7:00am on 08/31/22 and the pulse
was 72,

-8he documented Resident #6's pulse rate she
had taken at 7:00am in the shift report notes,

interview with the RCC on 08/31/22 at 10:30am
revealed;

~The facility changed 1o a different contracted
phamacy on 07/01/22,

-The fachify discontinued alf of the orders In the
eMAR on 06/30/22.

-All of the orders had to be sent to the naw
phamacy on 07/01/22,

-The pulse check requirad for Resident #6's
medications no longer appearad in the eMAR as
of 08/01/22,

interview with the Special Carg Coordinator
(SCG) on 08/31/22 at 2:52pm revealad:

-Pulse results shoukd be documentsd In the
resident’s aMAR

~Pulse chedks should be oblained right bafare the
medication was administsred.
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Continued From page 20 368

interview with the Adminlstrator on 08/31/22 at
3:55pm revealed itwas the facility's palicy to
follow the order and check the pulss prior to
adminlstering the medication,

Review of the facllity's poficy on blood pressure
and/or pusise readings requiraed for mad|cation
administration dated 09/2021 revealed:

-Vital slgns will be taken to maet the parameters
for administering medications.

-Parameters for glving the medication ara
Indicated on the MAR,

-Awrltten record Is made on the MAR.

The facility's fallurs to follow the prescibing
practitioner's order to check Resident #6's pulse
rats just prior to administration of amiodipine and
fnetoprolol ER increased the risk of a siow heart
rate, This faffure was detrimentaf to the health
and safety of the resldent and constitutes a Type
B Violation,

The facility proviged a plan of protection in
accordance with G,8. 131D-34 on 09/01/22 for

this viclation.

CORRECGTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED CCTOBER
16, 2022.

10ANCAC 13F .1008(a) Controlled Substances D 392

10ANCAC 13F 1008 Controlied Substances
(2) An adult care home shall assure a readily
retrievable rocord of controlled substances by
documenting the receipt, administration and
disposition of controlled substances, These
records shall be maintained with the resident's
record and In such an order that there can be
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accurate reconclfiation.

This Rule Is not met as evidanced by:
TYPE B VIOLATION

Based onh ohservations, Interviews, and record
reviews, the faclity falled to ensure & twe-person
witness of the destruction of used fantany|
patches destroyed at the facility and maintain
records of the destruction for 1 of 1 sampled
resident (Resident #8) with an order for fentany|
patches,

Ths findings ars;

Review of Resident #5's current FL2 dated
04/20/22 revealed diagnosas Included
unspecified dementla without bekavioral
disturbancs, paroxysmal atrial fibritation, anxlety
disorder, and muscle weakness.

Review of Resldent #6's Nurse Practiioner's (NP)
ordar dated 06/10/22 revealed fantany! patch
72-hour (used to relieve sevare pain} 10Cmecg/hr,
apply 1 patch toplcally every 72 hours (remove
old patoh first).

Obsearvatien of the 8:00am medlcation pass on
08/31122 at 8:15am revealed:

~The medication side (MA] remaoved a
100meg/hour fantanyl patch dated 08/28/22 from
the skin of Resident #8's right upper back,

~The MA affixad the used fentanyl patch to the
palm of the glove on her lek hand,

-The MA applied a 100rmcg/hour fentanyl patch
dated 08/31/22 to the skin of Resident #8's left
upper back,

~The MA removed the glove on her laft hand with
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the used fantany! patch affixed to It and placed
the glove and fentanyl pateh Into the blohazard
sharps contalner with her right gloved hand.
-The MA did not seek a second staff to witness
the destruction of the used fentany! patch she
placed in the blohazard sharpa container.

-The MA did not document the destruction of the
usad fentanyl patch in the electrenio Medlcation
Administration Record (eMAR) or in any other
tacation,

Inlerview with the same MA on 08/31/22 at
8:16am revealod:

-She did not know what the facllity policy was
regarding the waste of used fentanyl patches.
-There was no documentation required far the
wasts of a used fentanyl patch.

-She had been trained to place used fentanyl
patches Into the bichazard sharps container, so
no one could access the used patoh,

~She was not required to seek the assistance of a
staff member to witness the destruction of the
usad fsntanyl patch.

Review of Resident #8's August 2022 sMAR
revealed:

~There was an enlry for fentanyl patch 72-hour
7Bmeg/hour apply 1 pateh to clean, dry skin every
72 hours with 25meg to equal 100meg)
scheduled for 8:00am.

~The fentany! patch 75mcg/hour was documentsd
as administerad as orderad an 08/02/22 and
08/05/22,

-There was an entry for fentany! patch
25meg/hour apply 1 patch to clean, dry skin avary
72 hours with 76mcg to equal 100mcg)
scheduled for 8:00am.

-The fentanyl patch 25meg/hour was documsnted
as administared as ordered on 08/02/22 and
0B/05/22,

_
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-There was an enfry for fentanyl patch 72-hour
100meg/hour apply 1 patch to clean, dry skin
avary 72 hours scheduled for 8:00am.

-The fentanyl patch 100meg/mour was
dacumentsd as administerad on 08/10/22,
08/13/22, 08/16/22, 08/18/22, 08/22/22, 08/26/23,
08/28/22, and 08/31/22,

-There was no documentation of a two-parson
witness of the destruction of the ysed fentanyl
patches,

Review of the faclilty's policy on narcotic
madications daled Septsmber 2021 revealed:
-Only single dose destruction/disposal can be
done at the Community.

-Another staff member must withess the disposal
of a narcofic and Initial the count sheat,

Interview with the Resldent Care Cocrdinator
{RCC) or 08/31/22 at 8:46am revealod:

-All narcotic counts and single dose wastes were
malntained electronically in the sMAR system,
-The facility eMAR system did not prompt the
MAs to witness and document the destruction of
a used fentanyl patch,

-They trained the MAs fo placed used fantanyl
patches In the bichazard sharpa container for
disposal.

Intervlew with the Specizf Care Coordinater
(SCC) on 08/31/22 at 2:68pm revealed:

~The MAs were supposed to have two staff
members witness single dose deatruetion of
narcolles insfde the facility.

-The facility oMAR system did not prompt the
MAs for dacumentation of removal and
destruction of a used fentanyl patch.

-The only way she could think of to document the
removal and destruction of a used fentany! patch
would be to creale a progress note In the
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resldant's record,

(nterview with the Adminletrator on 08/31/22 at
3:56pm revealed:

-Getting a witness for the destruction of a used
fentanyl patch was not required,

~The documentation of the destruction/disposal of
& usad fentanyl patch occurred when a new
fentanyl palch was administered and documented
in the eMAR.

Interview with Resident #6's NP on 00/01/22 at
8:50am revealad;
-The waste of a used fentany! patch should be

wiinassad by two people.
~The destruction of a used fentanyl patch should

ba documented,

The facility's failure to use a two-person witness
to destroy fentanyl patches, known to be highly
addictive and can cause respiratory distress and
daath. This failure was detrimental to the health,
safety, and welfare of the residents and
constitutes a Type B Violation.

The facliity provided a plan of protection in
accordanca with G.S. 131D0-34 on 08/01/22 for

this viclation,

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED OCTOBER
16, 2022.

G.5. 131D-21(2) Declaration of Residents' Rights

G.S. 131D-21 Declaration of Residents' Righls
Every resldent shall have the following rghta:
2. Torecsive care and services which are
adequate, appropriate, and in compllance with
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relevant fedaral and state laws and rules and

regufations.

This Rute js not met as evidenced by:

Based on observations, record reviews and

Interviews, the facliity faiied to snsure residents
racelved cara and services which were adequate,
appropriate, and In compllance with refevant
federal and state laws and rules and regulations
related to parscnal care and supervision,
medication fabels, medicatlon adminstration end
controlled subatances.

The findings are:

Bassed on observations, record reviews, and
interviews, the facfiity falled to respond
immediately and in accordance with the facility's
policy and procadures for 1 of 4 sampled
reslidents (#1) who had an unwithessed fall; found
with head Injurles along with multiple other
Injuries, waa moved by facliity staff into the
shower, which delayad aimergancy medleal
servicss being provided due to waiting for staff o
complete shower upon their arrival. [Refer to Tag
0271, 10ANCAC 13F .0801(¢} Personal Care
and Supervision (Typa B Violation)].

Basad on observations, Interviews, and record
reviews, the faciity falled to ensure 2 of 2
sampled residents (Resldants #7 and #8)
prescribed medications were not fransferred fo
contaliners dispensed by g pharmacy which
allowed for potential contamination and
medication errors, [Refer to Tag 0366, 10A NCAC
13F . 1003(e) Madicatlon Labels (Type B
Violation]].

Based on observations, record reviews, and
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intervisws, the faciiity fallad to administer

medications as ordsred for 1 of & residants
{Resident #6) obaervad tiuring the morning
medication pass Including eirors with medications
used to traat high blood pressurs. [Rafer to Tag
0358, 10A NGAC 13F .1004{a) Medicatlon
Adminlatration (Type B Violation)].

Based an observations, Interviews, and record
reviews, the facility failed to anstra a two-person
witness of the destruction of used fantany!
patches destroyed at the facility and maintain
records of the dastruction for 1 of 1 sampled
residant (Resident #8} with an order for fentanyl
patches. [Refer to Tag 0392, 104 NCAC 13F
+1008(a) Controlled Substancss {Type B
Violation)],
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Yancey House
Plan of Correction
Annual, Follow Up and Complaint Investigation Survey
September 1, 2022
Responses to the cited deficiencies do not constitute an admission or
agreement by the facility of the truth of the facts alleged or conclusions set
forth in the Statement of Deficiencies or Corrective Action Report; the Pian

of Correctian is prepared solely as a matter of compliance with State law."

D271--10A NCAC 13F .0901(c) Personal Care and Supervision--page 1

Staff were re-trained on safety and security of residents that have experlenced a fall to include
evaluation of the resident for visible injury, and if injury is apparent or suspected, call
Emergency Management Medical Services, and do not move the resident. Training included
responsibility for immediate natification to the Supervisor in Charge (SIC), Lead Supervisor in
Charge (LSIC), Resident Care Coordinator (RCC), Special Care Coordinator {SCC) and Executive
Director (ED} of the incident.

Date of Completfon—October 16, 2022

D912--G.S. 131D-21(2) Declaration of Residents' Rights—page 26

Retraining has been completed for all staff on Resident Rights related to evaluation and care of
Residents when an incident such as a fall have occurred, and the resident has known or
suspected injury. Training included notification responsibilities to Supervisor in Charge (SIC),
Lead Supervisor in Charge (LSIC), Resident Care Coordinator {RCC), Special Care Coordinator
{SCC) and Executive Director (ED) of the incident.

Date of Completion—October 16, 2022

D356—10A 13F .1003 {e) Medication Labels—page 9

An audit of Resident medications was completed to ensure all ordered medications were
packaged in the original packaging by the dispensing pharmacy.

Re-training will be completed for the ED, RCC, SCC, LSIC and Medication Technicians on the
importance of Residents receiving all Physician/Provider ordered medications in the pharmacy
provided packaging and no re-packaging of medications is allowed. Al medications are to be
dispensed only from the properly packaged and labeled bottle, bubble pack or multi-dose
packaging and repackaged only for a 1time dose of medication(s) for a leave of absence.

Date of Completion: October 16, 2022



D912--G.S. 131D-21(2} Declaration of Residents' Rights—page 26

Retraining has been completed for the ED, RCC, SCC, LSIC and Medication Technicians on
Resident Rights related to administration of medications to Residents only from original
pharmacy provided packaging to avoid contamination and medication errors,

Date of Completion—October 16, 2022

D358 10A NCAC 13F .1004{a} Medication Administration--page 16

An audit of Resident orders and Medication Administration Records was completed and all
ordered medications and treatments with ordered vital signs, including bi_ood glucase levels,

and parameters for administration were reviewed for com pletion with specific space for the
documentation of the vital sign(s) or blood glucose. The ED, RCC, SCC and LSIC were retrained
on completion of a review of all orders when the order is received to ensure ordered vital signs
and blood glucose levels, and parameters for the administration of the medication are correct.
Any findings where this has not occurred will be immediat_ely cdrrected. '

The RCC and SCC will complete weekly Medication Administration Records audits, checking for
accuracy and completeness, as well as appropriate documentation for any ordered vital signs
and parameters for the medication’s administration. The ED will complete audits of the
Medication Administration Records weekly for 8 weeks to assist with compliance, and then will
complete random audits on a monthly basis.

The Medication Technicians were retrained on accurate documentation procedures for
administration of medications and treatments, to include vital signs and blood glucose levels,
parameters as ordered for medication administration. In addition, training was completed with
the Med Techs regarding notification responsibilities to the Resident/Special Care Coordinators
for any incidence where the previous vital signs/blood glucose levels and parameter orders are
not showing on the Medication Administration Record, so that the missing information can be
added back to the MAR. Training was also completed for notification to the Provider and
documentation of the notification, for any parameter results that were ordered for Provider

notification.
Date of Completion: October 16, 2022 e
D912--G.S. 131D-21(2) Declaration of Residents' Rights—page 27

Retraining has been completed for the Fxecutive Director, Resident Care Coordinator, Spéciél
Care Coordinators, Lead Supervisor in Charge and Medication Technicians on Resident Rights
related to administration of medications and completing vital signs/blood glucose levels prior to
medication administration as ordered by the Provider, - '

Date of Completion—October 16, 2022



D392 10A NCAC 13F .1008{a) Controlied Substances--page 21

All narcotic/controlled substances, including used/completed Fentanyl patches, will be
destroyed by the Medication Technician and witnessed by a second person, limited to the
Executive Director (ED), Resident Care Coordinator (RCC). Special Care Coordinator (SCC), Lead
Supervisor in Charge (LSIC) or a Medication Technician. The destroyed narcotic/controlled
medications will be placed in the Drug Buster (oral and liquid medications) or the
sharps/biohazard container {(Fentanyl patch).

The ED, RCC, SCC, LSIC were retrained on the procedure for destruction of narcotic/controlled
substances, documentation of the destruction, to include the witness to the destruction. The
destruction documentation will be completed using the Medication Destruction form as well as
in the narcotic/controlled substance count in MatrixCare or other applicable e-MAR System.

The RCC, SCC and LSIC will complete audits of the MARs and Narcotic/Controlled substance
counts on a weekly basis to ensure compliance with destruction and witness documentation.
The ED will complete random audits of the MARs and Narcotic/Controlled substance counts to
assist with compliance.

Date of Completion—October 16, 2022

D912--G.S. 131D-21(2) Declaration of Residents' Rights—page 27

Retraining has been completed for the Executive Director, Resident/Special Care Coordinators,
Lead Supervisor in Charge and Medication Technicians on Resident Rights related to the
procedure for destruction of narcotic/controlled substances, documentation of the destruction,
toinclude the witness to the destruction.

Date of Completion—OQctober 16, 2022
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