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Response fo cited deficiencles do not
CA0) injtal Commants D oo constitule an admisslan or agreament by th
acllity of the truth of the facts alleged or theT
— e amnar—— A 08AGUL Cata, Lisensure. Section. condyntad.an encluslons-selforthn-the-Statement-of
annuat survey on 01/18/23 - 0172023, Deficiencles or Correclive Action Report; the
Rlan-of-Gereetion-ls-proparad-aolely-asa
D 087 10A NCAG 13F .0305(h)(4) Physlcal Enviranment pogz  natter of compliance with State law.
10A'NCAG 13F .0305 Physical Envirenment omerset Court of Goldshoro shall ensure
(h} The requirements for outside entrances and at each exit door accessible by residents
exits are; s equipped with a sounding device that Is
(4) In homes with at least ona resldentwho Is C%V&}te? W'}B“ thiehd?i?r 150 e?ledrrg%d Istgfi A
determined by a physiclan or [s otherwlsa known ufticlent volume that it can be heard by staff.
to ba disorlented or a wanderer, each exit door
accessible by residents shall be equipped with a alntenance Tech ensured that all door | 1/23/23
sounding device that s activated when the dooris larms were activated fo sound anytime the
apened. Tha sound shell be of sufficlent volume It doors are opened. Maintenanca Tech
that it can be heard by staff. Ifa central system Isa installed sacondary sounding alarms to
of remote sounding devices Is provided, the I exit gomﬁ! accss?f;b]le bﬁ r%s:df?nt?aand
control panel for the system shafl ba locatad In ah':gﬁ;eh O‘::t: m??a%lﬁnf RALioBanca
the office of the edmirlstrator or in a fozation )
accessible only to staff autharized by the ecutive Director (ED) re-educated staffor{  2/8/23
administrator to operate the contral panel, he elopement policy, and completed an
: lopement drill with facllity staff fo ensure
This Rule is not met as evidenced by: I} staff understood the importance of resident
Based on observations, intervlews, and record ILPBMSTUI} aﬂlg safety, ?5 W?" ?3 knO\;Jci[ngL
reviews, the faciifty failed fo ensure 3 of 7 exit atto da in the case of a missing residen
doars that ware accessible o residants with D will ensura all staff notify the Maintenande 3/6/23
known disorientation and wandering bshaviors, ech andfor ED anytime the door alams a
were equipped with sounding davices when the noted to not be functioning properly, or
exit doors were opened ta slert staff. unctloning but can't bs heard throughout th
acllity. Facility staff will also ensure doors ate
resident Is following when staff is departing
Obaervation of the facillly's entrance/exit doore on from the fcility.
01/18/23, 01/16/23 and 01/20/23 revealed: Maintenance Téch will chack the functionaltly 3/6/23
=Thera was no audible sounding device heard of the door alarms based on an established v
whan the front exterlor and Interlor entrance/ exit monitoring schadule. Any noted concerns
doors were opened. will be repaired immediately and discussed
~Thera was no audible sounding device heard with the ED.
when the sida doar, the res!dents usad to go out
smoking, en the 100 hall was opshed.
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-There was no audibls sounding device heard

smoking, en lhe 200 hall was opened,

+ armam,

door alarms daily in management meeting
with the maintenance fech, as well as follow

e management team. Interventions will
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of th
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D 067 | Continued From page 1 oosy  |[ED will follow-up on {he functional status of | 3/6/23

a. Review of Resldent #2's cument FL-2 dated
10/25/22 reveslsd diagnoses Included dysphagta,
hypokelemis, and a history of cerebral vascular
accldent.

Roview of Resldent#2's resident registar dated
10/26/22 revealed tha resident was admittsd on
10126122,

Review of Resident #2'a care plan dated 12/14122
revezled the resldenis was sometimes
disorlented.,

Reviaw of Resldant #2'5 Incldent and accidant
report dated 10/28/22 revealsd:

-The resldent elopad from the facllily on 1012822,
«The rasldent was placed on 15-minulfe checks
for 72 hours.

~Tha restdent was educated cn when leaving the
facility, slgn In and out.

interview with the Lead Suparvisar on 01/20/22 at
10:2%am revaaled:

-She was not aware of the door Resident #2 used
when he left the facility,

~Rasfdent #2 loft the facilify bacause ha wanled
some clgaretes,

tesldant #2 had not attempted to lkeave the
facllity since 10/28/22,

Refar to Interview with the Lead Supervisor on
01/20/22 at 10:29am.

Rafer to interview with the Administrator on
01/20/23 at %:48am,

ba.put-In-placefor-any-noted-concerns
promptly.
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b. Review of Resident #4's current FL-2 dated
07/05/22 ravaaled:
-Diagnoses of dementia, hypertension, and
anemia.

-The resident was documented as ambulatory
and intermittently disoriented.

Review of Resident #4's Resident Register
revealed:

-The resident was admitted to the facility on
08/10/19.

-The resldent was documented as forgetful and
needed reminders.

-The resident was documented as "sometimes”
having significant memaory loss and must be
directed.

Review of Resident #4's current assessment and
care plan dated 04/27/22 revealed:

-The resident was documented as ambulatory
and having wandering behaviors,

-The resident was documented as always
disoriented.

-The resldent was documented as having
significant memory loss and must be directed.

Review of Resident #4's Independent
Assassment for Personal Care dated 05/04/22
revealed:

-Tha resident was an elopement risk due to
wandering and confuslon.

-Tha resident had exit-seeking behavior and he
was on one-hour chacks for safety.

-The resident could be redirected verbally.
-The resident was ambulatory without devices
and steady.

Observalion of Resident #4 on 01/18/23 from
3:31pm - 3:37pm revealed:
-Resident #4 walked from his room and exited the

Division of Health Servies Regulation
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side exit door at the end of the hall at 3:31pm.
~The exit door alarm did not sound when the door
was opened and their was no staff with the
resldent or in view of the resident.

-The resident sat on the side porch and smoked a
cigarefte and then came back inside and went to
his room.

-No door alarms sound and no staff were present.

Interview with a medication alde (MA) on
01420723 at 10:4Bam revealed:

-Resident #4 would tell staff before he tried to
Inava the facility.

-Resident #4 would go out the front door to tha
parking lot then tumed around and came back
inside the facility while staff watched him.

-She was not aware of the resident [eaving the
pramises,

-Resident #4 would go outslde to smoke and he
had not tried to leave while smoking to her
knowladge.

-The door alarms on the exit doors at the end of
tha hallways were turned off during the day so
residents could go outside to smoke.
-Resident #4 went out the unalammed exit doors
to smoke and staff was net required to go cutside
with the resident when he smoked.

Interview with the Lead Supervisor on 01/20/23 at
11:25am revealed:

-Sometime between August 2022 and November
2022, Resident #4 left the facllity and walked to a
nearby bank.

-She went with another staff member and they
found the resident standing outside of the bank
and brought him back to the facllity.

-The resldent had not left the facility again to her
knowledge.

~They did not document the resident leaving and
going to the bank to her knowledge.
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-She told the Resldent Care Coordinator {(RCC)
about it and staff monltored the resident every 15
minutes for 72 hours after the incident,

-Resldent #4 would go outslde the end exit door
to smoke on hls own.

=The rasident had not tried to leave again on his
own to her knowledge.

interview with the RCC on 0/20/23 at 11:43am
revealed;

-Most of Resident #4's confusion was about him
wanting to go fo social services or to the bank to
get a check or money.

-The resident would sign cut and start walking out
In the parking (ot toward the road but staff would
walch him and redirect him to come back Inside
the facility.

-She assessed Resident #4 as safe to smoke on
his own based on observing him light and smoke
his cigareftes safely.

-She did not think about with the door alarms
being furned off during the day, staff would not
know when Resident #4 want outside,

-Resldent #4 had always come back In on his
own when he went outside fo smoke to her
knowledge.

Interview with tha Administrator on 01/20/23 at
1:24pm revealed;

-She did not know when Resident #4 had left the
facility and was found by staff at the bank
bacausa it was before she started working at the
facility.

-Resident #4's cognitive crientation changed from
day to day and my not be able to find his way
back to the facility if he left.

-The deor alarms would ba turned back on during
the day to alert staff when residents, including
Resident #4 exited the facility.
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Refer to interview with the Lead Suparvisor on
01/20/22 at 10:292m.

Refer to interview with the Administrator on
01/20/23 at 2:4Bam.

¢. Review of Rasident #5's current FL-2 dated
10/18/22 revealed:

-Diagnoses included depression, chronic kidney
diseass, and hypokalemia.

-The residen! was Intermittently disoriented.

Refar to Interview with the Lead Supsrvisor on
01/20/22 at 10:29am.

Refer to inferview with the Administrator on
01/20/23 at 9:46am.

Interview with the Lead Supervisor on 01/20/22 at
10:29am revealed:

-The 2 doors residents used to go outside fo
smoke, and the front entrance door were not
alammed.

- She was not aware of the reason for the doors
not being alarmed during the day.

~The 2-hour checks staff were to complete would
allow the facility to know if a resident had eloped.

Interview with the Administrator on 01/20/23 at
9:46am revealad:

-The front doer and the 2 doors used by residents
to go outside, and smoke had not been alarmed
since she started 2 months ago.

-She did not know why the doors did not to have
a sounding device when opened.

-Staff were expected {o complete 2-hour checks
of the residents in the facllity.

Divislon of Health Seivice Regulation

STATE FORM

FXK411

If contiration sheet & of 22




PRINTED: 02/10/2023

Divislon of Health Servica Regulation FORMABEROYER
STATEMENT OF DEFICIENGIED 044) PROVIDERVSUPPLIER/CLIA {42) MULTIPLE CONSTRUCTION X3} DATE SURVEY
ANDPLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING: COMPLETED
HALOBE047— -B.WNG, . = 01/20/2023—— l
HAME OF PROVIDER OR EUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE i
SOMERSET COURT OF GOLDSBORO €03 LOCKHAVEN COURT
GOLDSHORO, NC 27530
2,797 e] SUAIAARY BTATEMENT OF DEFICIENGIES 10 FPROVIDER'S PLAN OF CORRECTION i
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL (FACH CORRECTIVE MPLETE
wa REGULATORY ORLSOIDSTIEYING INFORMATION) e CROB REFERENCED ToThE APPROBHATE “oare
DEFIGIENGY) y
D 338| Continued From page 8 D
page 338 Somersst Court of Goldshoro shall ensure
D 338) 10A NCAC 13F 0908 Resldent Rights D 338 that the rights of all Residents guaranteed i
—rerrns e = under-the.Daclaration.of.Resident.Rights.ate !
10A NCAC 13F .0909 Resident Rights mELntﬂ]ﬂEd end may be exerclsed without ;
An adult care home shall assure that the Ghs of RIREAnRce,
all resldents guaranteed under G.8, 131D-21, ED will complete Resldent Rights in-service| 3/6/23
Dociaration of Resldents' Rights, are maintalned with all staﬁ? . {
and may be exarcised without hindrance. ' '
ED removed master key from Resldent #8 | 1/18/23 '.
This Rula is not met as avidenced by: iposession, and replaced with single key :
Based on observations, interviews, and record specific to his room only. j
reviews, the facility falled to ensure tha rights for :
1 of 6 semplad resldents (#9) ware mantaihed Egsﬁg?kckeﬁg ﬁ!Lg{g&an? ﬁ,tﬁggﬁg{ﬁ ?gof,ﬁhar Wl E
refated to the rasident being freated with respect, keys. :
dignity, and her right to privacy. :
. ED and Maintenance Tech will ensure that | 3/6/23 :
'The findings are: all new admission Residents receiva a key :
speclfic to their room only, and are not J
Review of the facillly's Policy and Procedures inadvartantly given s master key at any tims,. :
Manual dated September 2021 revealed the Lifa Enrichment Coordinator (LEC)  3/6/28 :
Executive Director and staff would make sure will ensure Resident Councll meetings ?
every effort fo assist residents n exercising thelr Hare held on a monthly basls, with the :
‘Declaration of Residents' Rights. date-clearly posted for the knowledge :
%f EIIIdRe?IRle'I]}tS‘ LEC wilrltra%dﬁ?w i
Review of Resldent #9's cument FL-2 dated SRCENL IMHIE At 4 pan o} 118 '
. meeting to ensure Residants are mada !
12/12/22 revealed diagnoses included essential aware gf thalr rights, and will allow ;
hyperiension, time for Resldents o volce any concerns
of vialations of thelr Rights In & safe
Review of Resldent #9's Resident Register anviranment. Any concems voiced .
revealed: will bs reviewed with the ED upon completign
~Tha resident was admitted to the facilfty on of the meeting to allow for prompt follow-up
05/06/19, ar)]?iap r&aplt-htata intenéteintiog. Th{!fs folkt:\ﬁ-up
~The resident was documented as forgetful and ;’g wré?lu emf re;'ti i I V;s epartment read
neaded reminders, )
ED/RCC will round in the facility no less thap  3/8/23
Review of Resldent#9's current assessment and twice daily to ensure Residents’ needs are
cara plan datad 01/09/23 revealed: met, and no cancemns are voiced,
~The resident was documented as sometimes
disorientad, forgstful, and needed reminders.
-The resident required supervision by staff with
ambulation and transferring,
Dlviston of Health Scivice Regulation
s FXK411 It contiuafon shool T of22
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-The resident required limited staff assistanca
with eating, toileting, bathing, dressing, and
grooming.

Observation during tour of the facility on 01/18/23
at 9:35am revealed:

~Survayor knocked on the locked door of
Resident #9's room but thera was no answer.
-Resident #8 came out of his room from across
the hallway three doors down from Resident #9's
room.

-Resident #8 took a key in his possession and
uniccked Resident #9's room door.

Interview with Resldent #8 on 01/18/23 at 8:35am
revealed;

-He had a key to Resident #9's rcom and he had
it for "a good while".

-He got the key from a former maintenance staff
person who ne longer worked at the facility.

-He used the key to unlock Resident #9's door
because Resident #9 was hard of hearing ard he
did not want tha rasident to miss going to tha
dining room for meals.

-He also used tha key to unlock residents’ doars if
thay locked themseives out of their rooms.

Observation on 01/18/23 at 9:37am revegled
Resident #9 used the key to unlock a vacant
resident raom doaor next to his room to show the
key worked on any of the doors.

Interview with the Administrator/Executive
Director on 01/18/23 at 11:36am revealed:
-Residents’ room keys were supposed to be
specific to their own personal room.

-She was not aware Resident #8 had a key that
opened other residents' rooms.

-Resident #8 should not have a master kay that
opened all resident room doors.

Division of Health Service Regulation
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Interview with a medication aide (MA) on
01720123 at 10:48am revealed:

-8he was not aware Resident #8 had a key to
Resident #9's room.

-3he had observed Resident #8 going in and out
of Resident #9's room but she had not noticed
Resident #8 unlocking Resident #9's door.

-Sha did not think Resident #8 should have a key
to Resident #9's room because both residents
had “cognitive issues".

-She had never seen any inappropriate behavior
between the two residents.

-Resident #9 had not complained to her about
Resident #8 going into her raom.

Interview with the Lead Supervisor on 01/20/23 at
11:25am revealed:

-Resldent #3 was always checking on Resldent
#9,

-She was aware Resident #8 had a masfer key to
all of the resldants’ rooms in the facility.

-She reported it during a stand-up meeting about
a month ago.

-She thought the Resident Care Coordinater
(RCC), the Business Office Manager (BOM), and
the Administrator were all in the meeting.
-Resident #8 would say he was going in Resident
#9's room to gat the resident up.

-She had never seen Resident #8 unlock
Resident #9's room with a key but staff (could not
recall who) told her about it.

-She could not racall the exact data she was told
about the key but it had been at least 2 years that
the resident had a key to Resident #9's room.

Interview with the RCC on 0720123 at 11:43am
revegled:

-She was not sure how long Resident #8 had a
master key to the rooms In tha facllity.
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-One of the Lead Supervisors said she reported
Resldent #8 had a key to Resident #9's room
during a stand up staff meeting {not surae of date).
~She did not remember hearing that information
at the meeting.

-If she had heard that information, she would
gotten tha key from Resident #8 at that time,
-Rasident #9's room was usually locked.

-She had not seen Resldent #8 go in or out of
Resident #9's room.

-The MAs had master keys to the residents’
rooms in case a resident locked themselves out
or in case of an emergency.

-The personal care aides (PCAs) had one master
key they shared while on duty.

-She, the Administrator, and the maintenance
staff person also had master keys 1o the rooms in
the facility.

-Resident #9 had not complained about anyone
going in her room and she had not reported that
Rasident #8 had a key to har room.

-She had not observed any inappropriate
behavior between Resident #8 and Resident #9.
-Sha was concerned that a resident had a master
key that unlocked all residents’ rooms due to
privacy and safety.

Interview with Resident #9 on 01/20/23 at 9:49am
revealed:

-She had a Key 1o her rcom and she usually
locked the door to her reom when she left the
room.

-She usually left the door unlecked when she was
in lhe room except she usually locked the doar at
night.

-Staff knew that Resident #8 had a key to her
room.

-Resident #8 came in har room to check on her
"ali the time".

-Resident #8 came In her room some mornings
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and tried to wake her up,

-Resident #8 would wake her up to remind har to
go to breakfast.

-Resident #8 came into her room quietly but she
could hear him sometimas as ha was coming in
the room.

-Resident #8 came in one moring (could not
recall when) whila she was in the bathroom
cembing her hair,

-She did not hear him come In s0 when he tapped
her on the shoulder, "l Jumped".

-Resident #8 sometimes knocked hefare he used
the key to unlock the door and sometimes he did
not.

-She had net told anyone that Resident #8 had a
key to her room because she was "scared" if she
said something Resident #8 would get mad with
har.

-A few years ago when she first met Resident #8,
ha tried to Kiss her but she told him she just
wanted to be friends,

-Resident #8 had not tried kiss her anymore; he
was her friend.

-Resident #8 was not touching her or doing
anything wrong; she would have told someone if
he was doing anything wrong in that way.

-She did not want Resident #8 to have a key to
her room.

-She was "glad” Resident #8 no longer had a key
to her room so ha could not "just pop in" anytime.

A second interview with the
Adminisfrator/Executive Director on 01/20/23 at
1:24pm ravealed:

-Resident #9 had not reporied Resident #8 was
coming In her room or any other concerms.

-She was concemed with the master key that
Resident #8 could enter any resident's room and
violate their privacy.

-Resident #8's master key was swiiched on
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by staff am in accordanca with:

{1) orders by a licanzad prescribing practifoner
which ara maintalned In the resldent's record; and
(2) rules In this Section and the facility's policies
and piocadures.

This Rule Is nat met as avidencad by:

Eersed on observaticns, Interviaws, and record
revlews, {he faclllty falled fo ensure medications
wars administered as ordered for 3 of 4 residants
{#2, #6, #7) observed during the medication pass
Including errors with insulin (#8, ear wax removal
drops (#7), a medication for acld efiux (£2), and
a potassium supplement (#2),

'Tha findings are:

The medication error rate was 15% as evidenced

by 4 errors out of 26 opportunities during the
7.00am - 8:00am medication pass on 01/18/23.

a, Review of Resldent #5's current FL-2 dated
11130722 ravealed:

-Diagnoses included diabetas mellitus typa 2 and
primary hypertension,

-Thers was an order for Novalog Flexpan Inject
14 units 3 fimes a day befora meals, held for
blood sugar less than (<) 130. {Novologis
rapld-acting Insulin used to lower blcod sugar.

random med J)ass chservatlons at & minimum
of 3 ohservations per month, Observations
will be revlewed with the med tech for
educational feedback, the Cara Manager, atid
the ED who will then file in tha employee's
aducatian faldear.

"Do Not Crush” list Is avallable on each
medication cart for Med Tech use.

RCC will ensure accuracy when approving
orders, making sure to follow all directions
given, RCC will be sure to seek order

clarification for any unclear orders or ordars
with variahles recelvad.

mestings to provide ongoing education
related to medication adminlstration includir
Diabelic education, RCC will ensure Med
Techs understand the importance of waslinj;
in

[=]

2 units of insulin prior {o dialing the ordered
dosa when administering Insulin via an insu
pen.

and reviaw for accuracy and compliance of
administration, The report will be discussed
with the ED deily In management mesting for

any needed follow-up.

Resident Cara Coordinator (RCC) will ensute 3/8/23

316123

RCC and ED will conduct monthly Med Tech 3/6/23

RCC will pull EMAR compllance reports dally 3/6/23
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preparation and administration of medications, procedures, and ruls area .1004(a).
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overall QA of the medication cast to ensure
Aceording to the manufacturer, Novelog Flexpan the cart is stocked with appropriate and

A

| ghoutdteprimadwihra2:anitalrdossbsforg - — -~ - =bompyrste-medicatloms: ~
each use to assure the insulin Is flowing through ..
ReCwillcomplete-aminimum-of 2-chart-—1—3/6/23-—

ihe needie and fo remove a :
Temove any ar bubklss.) audlts weakly to ensure that all orders have

Review of Rasldent #§'s January 2023 slectrenic
medleation adminfstration record (8MAR) -
revaaled:

-There was an entry for Novolog Flexpen inject
14 units 3 times a day before meals, hold for
blood sugar < 130.

-Navolag Flexpan was schaduled for B:00am,
12:00pm, and 5:00pm and documented as
administered from 01/01/23 ~ 01/18/23,

<The resident’s bleod sugar ranged from 82 - 452
from 01/01/23 - 01/19/23.

Obsarvation of the 8;C0am medication pass on
01/19/23 revealad:

-Res!dant #8's blood sugar was 338 at 7:31am,
-The MA dlaled the Novolog Flexpen to 14 units,
then put the pen needls on the-end of the pen.
~Tha MA administared 14 units of Novolog insulin
Into Resldent #6's left abdomen at 7:33am.

~Tha MA did not put the pen needle on first and
the MA did not perform a 2-unit air shot prior to
dialing the Insulin pan fo 14 pnits fo ansura no alr
bubbles ware prasant and Insulin was flowing
fram the pen,

Interview with Resident #6 on 01/19/23 at
10:28am ravealed:

-She usually recelvad Insulln every day.

-She usually got "woozy" and her stormach hurt
when her blood aupar was too low,

-Sha falt like her blocd sugar was too high at
times, buf she could not deseribe the symploms
she felt when it was high.

-She denled any current symptoms of high or low
blood sugar,

been processed properly to allow for accur.
madication administration, ED will review
completed chart audits for verification.

—

=)

GTATE FORM

Division of Hoalth Sosvloa Regulalian

FXK411

If continuation shaal 13of 22




Division of Health Service Regulation

PRINTED: 02/10/2023
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1} PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMBER:

HALO9ED47

{%2) MULTIFLE CONSTRUCTION
A BUILDING:

B. WING

(X3} DATE SURVEY
COMPLEYED

01/20/2023

NAME OF PROVIDER DR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

603 LOCKHAVEN COURT
GOLDSBORO, NC 27530

SOMERSET COURT OF GOLDSBORO

x4 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION
PREFIX

DEFIGIENCY)

(EACH CORRECTIVE ACTICN SHOULD BE
TAG CROSS-REFERENCED TO THE APPROFRIATE

COMPLETE
PATE

D 358

Continued From page 13

Interview with the MA on 01/19/23 at 10:50am
revealed;

-She had training on the use of insulin pens by a
nurse but she could not recall when.

-She was not aware she needed to put the pen
needle on the insulin pen prior to dialing up any
insulin.

-She did not usually do an alr shot priar to dialing
up the ordered dose of insulin,

-She thought maybe she was supposed to dial up
one extra unit and do an air shot but she was not
sure,

Interview with the Resldent Care Coordinatar
{RCC) on 01119423 at 11:07am revealed:

-The MAs had been trained on proper technique
for use of insulin pens upen hire by a nurse and
during annual training.

~-Tha MAs had been Instructed on putting the pen
neadla on the insulin pen and performing an air
shot prior to dialing the ordered dose,

-She could not recall haw many units should be
dialed to prime the insulin pens but she thought it
was 2 units.

Intarview with the Administrator on 01/19/23 at
11:40am revealed:

-The facility's licensed health professlonal support
nurse usually trained the MAs on how to
administer insulin.

~The MAs should usa proper technigue when
adminlstering insulin with insulin pens, including a
2-unit air shot.

Interview with Resident #6's primary care provider
(PCP} on 01/20/23 at 1:04pm revealsd:

-The MAs needed to administer Resldent #5's
insulin pen correctly.

-Leaving air in the Insulin pen could cause

D 338
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increased burning and pain at the injection site
and prevent the full dose from being
administered.

b. Review of Resident #2's cumrent FL-2 dated
10/25122 revealed diagnoses included dysphagia,
hypokalemia {low potassium), and history of
stroke.

Review of Resident #2's physician's order dated
10/26/22 revealed an order for Pantoprazole
40mg PR {delayed-release) take 1 tablet twice
daily. {Pantoprazole is used to treat acid reflux.
Pantoprazole DR is a delayed-release tablet and
should not be crushed, Crushing a
delayed-release tablet may result In the
medication being released tao early and being
destroyed by stomach acid.)

Review of Rasldent #2's standing crders dated
11/02/22 revealed an order for all medications
may be glven by mouth andfar crushed {CHECK
DO NOT CRUSH LIST) and placed in applesauce
or pudding UNLESS otharwisa noted.

Observation of tha 8:00am medication pass on
011923 revealed:

~The medication alde (MA} prepared morning
medications for Resident #2, including one
Pantoprazole 40mg DR tablet.

-The MA crushed all of Resident #2's cral
medications, including the Pantoprazole 40mg
DR tablet, mixed them in pudding and
administered the medications to the resident at
8:10am.

Observation of Restdent #2's medications on
hand on 01/19/23 at 10:47am revealed:
-There was a multidose pack {MDP} with a
pharmmacy |lebel dated 01/13/23.
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-Ths MDP included Pantoprazole 40mg DR tablet
in the moming and bedtime compariments.
-There were no instructions on the medication
|zhel indicating Pantoprazole should not ba
crushed.

Review of Resident #2's January 2023 slectronic
medication administration record (eMAR)
revealed:

-There was an enfry for Pantoprazole 40mg DR
(delayed-relaase) 1 tablet twice a day scheduled
for 8:00am and 8:00pm.

-Pantoprazela 40mg DR was documented as
administered daily from 01/01/23 - 01/18/23.
-Thare was no [nfermation noted on the eMAR to
Indicate the medicatlon should nct be crushed.

Interview with the MA on 01/19/23 at 10:42am
revealed:

-She usually crushed all of Resident #2's
medications because the resident had swallowing
prablems.

-She thought the facility had a Do Not Crush
(DNC]) list but she could not find one.

-She thought she "messed up” becausa
Pantoprazole should not be crushed because it
was a delayed-release tablet,

-The eMAR and the medication label were usually
marked with "Do Not Crush” if a medication could
not ba crushed.

Interviaw with Resident #2 on 01/19/23 at
10:34am revealed:

~-The MAs usually crushed his cral medications.
-He could swallow the medications better when
they were crushed.

Interview with the Resident Care Ceordinator
(RCC) on 01/19/23 at 11:14am revealed:
-There were usually instructions on the eMAR
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and medication label indicating if a medication
should not be crushed.

-There was supposed to be a DNC list available
in the facility for the MAs.

-The MAs should check the DNC list prior to
crushing medications.

-Resident #2's Pantoprazole should not have
been erushed.

Telephona interview with Resident #2's primary
care provider (PCF) on 01/20/23 at 1:04pm
revealed:

-Pantoprazole was a delayed-release medication
and should not be crushed.

-Crushing Pantoprazole would destroy the
medication and decrease effectiveness which
could result in heartburn or indigestion for the
resident.

¢. Review of Resident #2's physician's order
dated 11/02/22 revealed an order for Pofassium
Chloride packet 20mEq give 2 packets (40mEq)
by mouth daily. {Potassium Chloride packet is a
potassium supplement used to treat low
potassium levels. Potassium Chloride powder
packets need fo be diluted according to tha
manufacturer's Instructions prior to administering
to prevent Irritation of the lining of the esophagus
and the stomach.)

Chservation of Resident #2's medications on
hand on 01/19/23 at 10:47am revealed:

-There was a supply of Patassium Chloride
Powder Packets 20mEq dispensed on 12/10/22,
-The instructions an the prescription label were to
giva 2 packets {40mEq) daily.

-The manufacturer's instructions printed an the
back of each packet were to dilute the contents of
1 packet of Potassium Chioride in at least 4
ounces of cold water.
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Observation of the 8:00am medication pass on
01/18/23 revealed:

-The medicatlon aide {MA) mixed two packets of
Potassium Chloride {40mEq) in a 9-ounce cup of
water that was half filled with water, so
approximately 4 ounces of water.

-The Potassiurn Chlcride was not diluted
aceording to the manufacturer's instructions.
-The resident grimaced as he drank about half of
the prepared Potassitirn Chioride at 8:11am.
-The resident hand the cup back to the MA
without drinking anymare.

Review of Resident #2's January 2023 electronic
medication adminlstration record {eMAR)
revealed:

-There was an entry for Potassium Chloride
20mEq give 2 packets (40mEq) daily scheduled
at 8:00am.

-There were no Instructions for diluting the
Potassium Chloride included on the eMAR.
-Potassium Chioride was documented as
administered from 01/01/23 - 01/19/23.

Interview with the MA on 01/19/23 at 10:42am
revealed:

-She usually poured some water in the 9-ounce
cups kept on the medication cart to mix with
Resldent #2's Potassium Chloride packets.
-She had not noticed or read the Instructions on
the packet of how to dilute the Potassium
Chlorida.

-The resident usually drank about half of the
prepared amount of Potassium Chloride.

Interview with Resident #2 on 01/19/23 at
10:34am revealed:

-The Potassium Chloride was bitter and it did not
taste good.
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-He sometimes drank all of it but sometimes it
was too bitter to drink.

Interview with the Resident Care Coordinator
(RCC) on 01/19/23 at 11:14am reveaaled:

-She was not aware the MA was not diluting
Resldent #2's Potassium Chloride as required.
-She was not aware until today (01/19/23) that the
resident was not drinking all of the Potassium
Chloride to get the fult amount ordered.

~Reslident #2's two packets of Potassium Chloride
should be mixed in 8 ounces of water as direcled
on the packet.

Telephone interview with Resident #2's primary
care provider (FCP} on 01/20/23 at 1:04pm
revealed:

-Potassium Chloride tastes "nasty” and should be
diluted correctly for administration.

~Resldent #2's two Potassium Chloride packets
should ba diluted in 8 ounces of water.

-Not diluting Potassium Chictide in enough water
could cantribute o the bad taste and could cause
imitation of the gastrointestinal mucosa.

d. Review of Resident #7's current FL-2 dated
11/16/22 ravealed diagnosis included
hyp_enhyrnldism.

Review of Resident #7's physician's order from a
wound clinic dated 12/02/22 revealed:

-There was an arder for Debrox solution, apply to
both ears twice a day. (Debrox is used for ear
wax removal.)

-The order did not specify how many drops
should be administered in each ear.

Review of Resldent #7's physician’s orders
revealed no documentation of an order to clarify
the Debrox Instructions.

D358
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Observation of the 8:00am medication pass on
01/19/23 revealed:

-The medlcation alde (MA) pulled Resldent #7's
right ear up and back and squeezed a stream of
Debrox solution into the ear whife the resident
was sitting up in bed.

-The MA did not have the resident to keep her
head in a tited position or put cotten in her ear to
keep the Debrox In her ear.

~The MA then pulled the resident's left ear up and
back and squeezed a stream of Debrox solution
into the ear while tha rasldent was sitting up In
bed.

-The MA did not wait § minutes between the
instiling Debrox in each ear.

-The MA did not have the resident to keep her
head in a tilted position or put cotton in her ear to
keep the Debrox In her ear.

-The resident immediately laid back down in the
bed after the Debrox ear drops were instilled.

Review of Resident #7's January 2023 electronic
medication administration record {eMAR)
revealed:

-There was an entry for Debrox ear drops use as
directed In each ear twice a day scheduled at
8:00am and 8:00pm.

-Debrox ear drops was documented as
administered from 01/01/23 - 01/19/23.

Observation of Resident #7's medications on
hand on 01/19/23 at 10:57am revealed:

-There was a bottle of Debrox ear drops
dispensed on 12/09/22,

-The instructions on the prescription label were to
use as directed in each ear twice a day.

-The instructions on the manufacturer’s labet
were to place 5 to 10 drops Into tha ear twice
daily; keep drops In ear by keeping head tilted or
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placing cotton In the ear.

Interview with the MA on 01/19/23 at 10:55am
revealed:

-She usually put 2 drops of the Debrox solution in
each of the resident's ears.

-She did not know what use as directed meant on
the instructions.

-She had put cotton In the resident's ears at times
when administering the ear drops but sha did not
have any cotton in the medication cart currently.
-She had not notified anyone that the instructions
were unclear and she had not contacted the
provider for clarification.

Interview with Resldent #7 on 01/19/23 at
10:30am revealed:

-Tha provider ordered the Debrox ear drops to
soften the wax In her ears.

-She thought the ear drops were helping.

-She was not sure how much Debrox was
administered but she thought the MAs squeezed
a drop in each ear.

-She usually laid back down immediatsly after the
ear drops wera administered but sha was not
sure if the ear drops ran out of her ears when she
laid down.

Interview with the Resident Care Coordinator
{RCC) on 01/19/23 at 11:07am revealed:

~Tha MAs were responsible for notifying her of
any discrepancies or unclear arders and she was
responsible for getting orders clarified.

-Sha was not aware Resident #7's order for
Debrox ear drops was incomplete and needed
clarifying.

-The MAs had been trained on proper technique
for instilling ear drops.

-The MAs should have the resident tilt their head
when administering ear drops and wait2to 5
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minutes before changing tha position of tha head
to Instilt drops in the other ear.

Telephone inferview with a nurse at Resident #7's
wound clinic provider's office on 01/23/23 at
8:58am revealed:

-No ona from the facility had contacted their office
to clarify the DebroX solution order.

~The provider ordered the Debrox ear wax
removal drops because Resident #7's ears were
full of wax that needed to be cleared out priar to
the resident keing put in the hyperbaric chamber
for a wound treatment.

-It was determined sometime after the Debrox
was ordered that the resldent could not receive
hyperbaric wound freatment due to the resident's

pacemaker.
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