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The Adult Care Licensure Section conducted a
follow-up survey and complaint Investigation onl
03719124 - 032224 with an exlt canferenca via
telephone on 037 12/ 14, The complalnt
investipation was initiated by the Wilson County
Department of Saclal Services on 03/14/24.
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10A NCAC 13F .0403 Qualifications Of
Medilcation Staff

(a) Adult care home staff who administer
medications, hare1aft1 r referred to as medication
cldas, and thelr direct suparvisors shall complete
tralning, clinical sl<ills validation, and pass the
written examination as set forth In G.S.
1310-4.58, Persons althorized by state
occupational licansure laws to administer
medications are exempt from this requirement.
Readapted Eff. July 1, 2021.

This Rule [s not met as evidenced by:
TYPE B VIOLATION

Based on observations, record reviews, and !
interviews, the facllity failed to ensura
documentatlon for 3 of 6 sampled medlcation
aldes who administerad medications to residents
completed the stalte approved S-hourand 10-hour
or 15-hour medication aide training (Staff A, Staff
B, Staff D), and ttle state approved medlcation
clinical skllls validation chacklist (Staff A).

The findings are:
1. Revilew of Stajf A's personnel record revealed:

-Staff A was hired on 08/158/23 as a medication
aide (WA).
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Preparation and/or execution of this plan of correction does not constitute admissfon or agreement by the provider
of the truth of the facts olleged or conclusions set forth in the statement of deficiencles. The plan of correction is
prepared and/or executed solely because it Is required by the provisions of federol and state law.

Parkwoaod Village

Plan of Correction

Facility License #HAL-058-030
1) 10A NCAC 13F. 0403(a) Qualifications of Medication Staff,

a) The 3 staff members who were sampled at not having the documentation for
the Shour and 10hour or 15 hour medication course were immediately
taken off the medication aide schedule umtil the documents were located or
they re-take the course, 4 POP was put in place regarding this rule area on
3-22-24.

b) Medication aide employee files were audited by the BOM immediately
Jollowing the survey. The ED and/or designee signed off on completion.

¢) The BOM and/or designee will audit all Medication Aide files every 6
months to ensure compliance with medication aide training and skills
checklist. The ED and/or designee will sign off completion every 6 months.

d} The DRC end/or designee will be responsible for scheduling all medication
training that is required,

The date of correction for this Type B violation will be no later than 5/6/24.

2) 10A NCAC 13F.1002(a) Medication Orders

a) The provider was contacted on 3-21-24 and clarification orders were sent
to the facilit.

b) Immediate training completed with medication aides on New Orders by the
DRC. Training materials and signature page on file at the facility.
Immediate training with medication aides on documentation of
administration of medications by the DRC. Training materials and
signature page on file at the facility. DRC and/or designee to complete a
Medication Record Audit weekly and ED and/or designee to ensure
completion monthly.

¢) New order tracking form implemented. There will be a 2 part system
implemented for new medication orders. Med aide will enter orders and
clarify orders if needed and DRC andor designee will check. If DRC
andfor designee not available, a 2 med tech will check and clarify orders



if needed and DRC o follow up. DRC and/or designee to review all
tracking forms weekly.
d) EDwill review the tracking forms monthly.

The date of correction for this standard deficiency will be no later than 5-6-24.

3) 10ANCAC 13F.1004(a) Medication Administration

a) The provider was contacted regarding the missed medication and. Training was
completed with medication aides on Rights of Medication Administration and
documentation on medication administration, A POP was put in place on 3-21-24.

b) DRC and/or designee will observe med pass twice a week for four weeks then once a
month. Continuous training on Medication Administration will be completed by the DRC
and/or designee monthly.

¢) DRC and/or designee will complete med pass evaluations nmonthly. Continuous training
will be completed on rights of medication administration and medication administration

documentation,
d) The ED or designee will review the med passes quarteriy.
e) New order tracking form implemented. There will be a 2 part system implemented for

rew medication orders. Med aide will enter arders and clarify orders if needed and DRC
and/for designee will check. If DRC and/or designee not available, a 2 med techwill
check and clarify orders if needed and DRC 1o follow up. DRC and/or designee to review
all tracking forms weekly,

The date of correction for this Type A violation will be no later than 4-21-24,

4) 10A NCAC 13F.1004(j) Medication Administration

a) The DRC andfor designee will review a medication administration records twice a week
for 4 weeks. The ED and/or designee will review medication administration records once
a week for 4 weeks.

B) Immediate training completed with medication aides on New Orders by the DRC,
Immediate training with medication aides on documentation of administration of
medications conducted by the DRC. DRC and/or designee to review Medication
Admmnistration records twice a week for four weeks.

¢) New order tracking form implemented. See example attached. There will be a 2 part

system Implemented for new medication orders, Med aide will enter orders and clarify
orders if needed and DRC and/or designee will check, If DRC and/or designee not
available, a 2™ med tech will check and clarify orders and DRC to jollow up. DRC
and/or designee to review tracking forms weekly.

d) The ED will review tracking forms maonthly.

The date of correction for this standard deficiency will be no later than 5-6-24.



5) 10ANCAC 13F . 1008(a) Controlled Substances
a) All Narcotic counts were completed and verified on 3-21-24 by the DRC,
b) Medication Aides were trained by the DRC in the counting of narcotics.
c) The ADRC or designee will check the narcotic count book daily for accuracy.
d) The DRC or designee will check the narcotic count book weekly for accuracy.

The date of correction for this standard deficiency will not exceed 5-6-24.

6) 10A NCAC I3F.1008(h) Controlled Substances

a) The pharmacy was immediately contacted by the DRC on 3-21-24 that an alleged drug
diversion investigation was completed at the facility in November 2023 but was
unsubstantiated due to not enough evidence.

b} The DRC and/or designee will contact the pharmacy immediately after a suspected drug
diversion is reported or missing narcotics are reported, The ED and/or designee will

" confirm that the phazmacy was contacted immediately after a suspected drug diversion is
reported or missing narcotics are reported,

¢} The DRC and/or designee will ensure all missing medications and suspected drug
diversions are reported appropriately. The ED will confirm that all missing medications

and suspected drug diversions are reported appropriately.

The date of correction for this standard deficiency will be no later than 5-6-24,

7) 10ANCAC 13F. 1205 Health Care Personnel

a) an employee that is being investigated for alleged drug diversion will be suspended
Jfrom administering medications immediately until the investigation is completed and
the allegation is insubstantiated. The ED and/or designee will ensure the employee
does not administer medications during the dyration of the investigation.

b) The DRC and/or designee will suspend an employee that is being investigated for
alleged drug diversion from administering medications within the facility. The ED
and/or designee will confirm the employee is suspended until the investigation is

complete,
¢) The BOM and/or designee will audit investigations after completion and file.

The date of correction for this Type B violation will be no later than 5/6/24,
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-There was no documentation Staff A completed
tha state approved 5 and 10 or 15-hour
medication aide training.

~There was no documentation Staff A completed
the medlcation clinical skills validation checklist.

Interview with Staff A on 03/21/24 at 6:03pm
ravealed:;

~She remembered completing the 15-hour
medication fraining and the medication clinical
skills about a year ago.

-The training was provided by the facllity's
contracted Registered Nurse (RN).

Review of residents' February 2024 and March
2024 medication administration records (MARSs)
revealed:

-Staff A documented administration of
medications on 15 of 29 days from 02/01/24 -
02/29/24 including 02/01/24, 02/05/24, 02/07/24,
02/08/24, 02/10/24 - 02/12/24, 0216/24,
02/19/24, 02121124, 02/24{24 - 02/26/24,
02/28124, and D2/29/24.

-Staif A documented administration of
medications on 4 of 21 days from 03/01/24 -
03/21/24 including 03/06/24, 03/07/24, 03/09/24,
and 03/10/24.

Review of a resident's February 2024 MAR and
controlled substance (CS) logs revealed Staff A
made arrors by documenting administration of
Lorazepam {a contrelled substance for anxiety
and agitation) on the CS log on 02/24/24,
02/25/24, 02/26/24, and D2/28/24 but failed to
document the administration of Lorazepam on the
February 2024 MAR on those 4 occaslons,
rendering the MAR inaccurate.

Telephone interview with the facility’s contracted
RN on 03/22/24 at 1:40pm.
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-She provided clinical services to the facility that
included medication clinical skills validations
about a year ago.

-She remembered providing the medication
clinical skills check for Staff A.

-Sha did net keep documentation of the training
and provided the document to the facility.

-She did not provide the 5-hour and 10-hour or
15-hour medication fraining services to the facflity
that may have been dene by the previous
contracted RN.

Refer to interview with the Director of Resident
Care {DRC) and the Administrator on 03/22/24 at
10:56am.

2. Review of Staff B's parsonnel record revealed:
-Staff B was hired on 12/15/23 as a medication
aide {MA).

-There was no documentation Staff B completed
the state approved 5-hour and 10-hour, or
15-hour medication aide training.

Review of residents’ February 2024 and March
2024 medication administration records {(MARS)
revealed:

-Staff B documented the administration of
medications on & of 29 days from 02/01/24 -
02/20/24 including 02/01/24, 02/08/24, 02/15/24,
02/22/24, 02/24124, and 02/25/24.

-Staff B documented the administration of
medications on 7 of 21 days from 03/01/24 -

03/21/24 Including 03/04/24, 03/07/24, 03111724,
03/13/24, 03114124, 03/15/24, and 0318724,

Attempted telephone interview with Staff B on
03722424 at 1:45pm was unsuccessiul.

Refer to interview with the Direclor of Resident
Care (DRC) ard the Administrator on 03/22/24 at
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10:56am.

3. Raview of Staff D's personnel record ravealed:
-Staff D was hired on 09/2317 as a medication
aide (MA).

-There was no documentation Staff D completed
the state approved 5-hour and 10-heur or 15-hour
medication aide training.

Review of residents' February 2024 and March
2024 medication administration records (MARS)
ravealed:

~Staff D documented administration of
medications on 2 of 29 days from 02/01/24 -
02429724 including 02/18/24 and 02/19/24.
-Statf D documented administration of
medications on 4 of 21 days from 03/01/24 -
03/21124 including 03/03/24, 03/04/24, 03/17/24,
and 03/18/24.

Review of a resident's March 2024 MAR
revealed:

-Staff D made errars by documenting not
administering Morphing (a contralled substance
used to treat severe pain and breathing difficulties
associated with end of life symptoms) as ordered.
-Staff D documented holding Morphine on
03/03/24 and 03/04/24 due to the resident being
asleep but Morphine was ordered to be
administered if awake or aslasp.

Attempted telephone Interview with Staff D on
03/22/24 at 1:47pm was unsuccessful.

Refer to interview with the Director of Rasldent
Care (DRC}) and the Administrator on 03/22/24 at
10:56am.

Interview with the DRC and the Administrator on
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03/22724 at 10:56am revealed:

-The Business Office Manager (BOM) or
Administrator wera responsible for ensuring staff
records were up-to-date and contained the
required information and training.

-An audit of staff records should be conducted
avery 6 months.

-Sha did not know when the last audit of staff
racords was conducted.

-The facility had a contracted RN that provided
the medication clinical skills validation check off
for staff,

-She contacted the pharmacy to provide the
S-hour, 10-hour and 15-hour medication aids
training for staff.

Refer to Tag 368 10A NCAC 13F .1004(a)
Medication Administration.

Refer to Tag 367 10A NCAC 13F .1004())
Medication Administration.

Refer to Tag 399 10A NCAC 13F .1008(a)
Controlled Substances.

The facility failed to provide documentation that
Staff A, B, and D were qualified to administer
medications to residents as evidenced by staff
not completing the required state approved 5 and
10 or 15-hour medication aide training and the
medication clinical skills validation checklist
resulting in medication emors and inaccurate
MARSs. This failure was detrimental to the heaith,
safely and welfare of residents and constitutes a
Type B Violation.

The facllity provided a plan of protection in
accordance with G.8. 131D-34 on 03/22/24 for
this violation.
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D 344] 10A NCAC 13F .1002({a) Medication Orders

10A NCAC 13F .1002 Medication Orders

{(a) An adult care home shall ensure contact with
the resident's physician or prescribing practitioner
for verification or clarification of orders for
medications and treatments:

{1} if orders for admission or readmission of the
resident are not dated and signed within 24 haurs
of admission or readmisslon to the facility,

{2) if orders are not clear or complete; or

{3) if mulliple admission forms are received upon
admissicn or readmission and orders on the
forms are not the same.

The facllity shall ensure that this verification or
clarification is documented in the resident's
record.

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to ensure clarification of medication
orders for 1 of 7 sampled resldents (#5) including
a medication used to treat chronic pain.

Tha findings are:

Review of Resident #5's current FL-2 dated
01/16/24 revealed:

-Diagnoses included fibromyalgia, trigeminal
neuralgia and anxiety disorder.

-The resident was crdered Gabapentin 600mg
three times a day for chronic pain. (Gabapentin
may be used to treat nerve pain.}

Review of Resldent #5's Rasident Registar
revegled the resident admitted fo the facility

D 344 Q !
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Review of Resident #5's January 2024
medication administration record (MAR) revealed:
~There was an entry for Gabapentin 600mg three
times daily for chronic pain.

-Staff documented Gabapentin 600mg was
administered to Resident #5 three times daily
from 01/19/24 to 01/31/24.

-There were na additional entries for different
dosages Gabapentin.

Review of Resident #5's February 2024 MAR
revealad;

-There was an entry for Gabapentin 600mg three
times daily for chronie pain.

-Staff documented Gabapentin 600mg was
administered threa times daily 02/01/24 through
02/10/24.

-The entry for 600mg Gabapentin three times a
day was marked discontinued on 02/11/24.
-Gabapentin 600mg threa times daily was not
documented as administered from 02/11/24 fo
02129124,

-There were no additional entries for different
dosages of Gabapentin,

Review of Resident #5's March 2024 MAR from
03/01/24 - 03/19/24 revealed:

-There was an entry for Gabapentin 600mg three
times daily for chronic pain.

-The entry for 800mpg Gabapentin three times a
day was marked discontinued on 02/11/24.
-Gabapentin 600mg three times daily was not
documented as administered 03/01/24 fo
03119724,

~-There were no additional entrias for different
dosages of Gabapentin,

Interview with the Director of Resident Care
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Continued From page 7

{DRC) on 03720/24 at 11:38am revealed Resident
#5 had recently switched pharmacies, but she
was not sure of the actual date for tha changa in
sanvice.

Telephone interview with a Pharmacy Technician
at the facility's contracted pharmacy on 03/20/24
at 3:10pm revealed:

-Resident #5 was admitted to their services on
0171824 as a "profile only" resident.

-A profile only resident was usually in place when
the resldent used a different primary pharmacy,
but the contracted pharmacy could provide refills
of medications upon the facility's request.

~The pharmacy had a current order for
Gabapentin 600ma three times a day for chronic
pain dated D1/16/24.

-The pharmacy did not have any orders to
discontinue Gabapentin 800mg three times daily.

Telephone interview with a Pharmmacy Technician
at Resident #5's previous pharmacy on 03/20/24
at 3:36pm revezled:

-The resident had current orders, dated 01/17/24,
for Gabapentin 300mg in the morning, 300mg at
noon and 600 mg at night for other diseases of
the neurological system.

~-There was an order dated 01/17/24, to
discontinue Gabapentin 600mg three times daily
and start Gabapentin 300mg in the morning,
300mg at noon and 2 tablels {600mg) at night.

[nterview with a medication alde (MA) on
03/21/24 at 4:45pm revaaled:

-Resident #5's family member hrought a new
medication bubble pack to the facility with a new
dosage of Gabapentin on 02/11/24.

-The family member did not have the signed
medication order, so the MA called the pharmacy
fo clarify the order on 02/11/24.

D 344
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-The pharmacy told the MA the 600mg
Gabapentin three times daily had been
discontinued.

-The pharmacy faxed the order to the facility and
the MA attached the order to the medication
bubble pack and placed it back in the medication
cart

-She was not aware Resident #5 had an order to
start Gabapentin 300mg in the moming, 300mg
at noon ard 2 tablets {60Cmg) at night, so she did
not enter that order on Resldent #5's MAR.

-She wrote the entry to discontinue the
Gabapentin on Resident #5's MAR.

-Sha was not able to locate the order she had
attached to the bubbla pack

-She had not contacted the resident's primary
care provider (PCP) or pain clinic provider
because sha thought the pharmacy had clarified
the ordar and sent the order to the facility.

interview with Resldent #5's PCP on 03/21/24 at
2:25pm revealed:

-Facility staff told her that the resident’s
Gabapentin 600mg three times daily was
discontinued by the resident's pain clinic provider
on 02111424,

-She did not see the discontinue order in the
resident's chart, but she did not manage the
resident’'s Gabapentin as it was managed by tha
pain clinic's medical provider.

-She was not aware of the orders that the
pharmacy had for Gabapentin 300mg in the
moming, 300mg at noon and 800mg at night.
-She was concamed the facility had not contacted
the pain clinic provider to obtain clarification for
Resident #5's orders for Gabapentin when the
family brought in the new medication packs.

Interview with the Administrator on 03/21/24 at
5:18pm revealed when the MA received the new
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medication pack from Resident #5's family
member, sha should have contacted the
pharmacy for the orders and she should have
contacted the residents PCP or pain clinic
provider to obtain clarification before she
discontinued the Gabapantin on MAR.
Alttempted telephone interviews with Resident
#5's medical provider at the pain clinic on
03721124 at B:26am and 12:41pm, were
unsuccessful.
D 358| 10A NCAC 13F .1004(a) Medicaticn

Administration

10A NCAC 13F .1004 Medication Administration
{a) An adulf care home shall assure that the
preparation and administration of medications,
prescrption and non-prescription, and treatments
by staff are in accordanca with:

(1) orders by a licensed prescribing practitioner
which are maintained in the resident's record; and
(2} rules in this Section and the facility's policies
and procaeduras.

This Rule Is not met as evidenced by:
TYPE A1 VIOLATION

Based on cbservations, interviews, and record
reviews, the facility failed to ensura medications
were administered as ordered for 2 of 3 residents
{#9, #10} cbserved during the medication pass
including errors with a topical antifungal powder
and a toplcal antiblotic cintment (#9) and a
medication for mild to moderate pain {#10); and
for 5 of 7 sampled resldents (#2, #4, #5, #7, #8}
including errors with a narcotic used to {reat pain
and shortness of breath at end of life (#7, #8), a
narcotic used o treat anxiety (#7), a medication

D 358 ﬁ’ 5

plen of covechivo.

Divislon of Heallth Servica Regulation

STATE FORM

s N1S211

If continuation shaot 10 of 104




Division of Health Service Regulation

PRINTED: D4/15/2024
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICAFION NUMBER:

HALOSE030

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

8. WING

{X3) DATE SURVEY
COMPLETED

R-C
03/22/2024

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE. ZIP CODE

1730 PARKWOOD BLVD
WILSON, NC 27895

PARKWOOD VILLAGE

X4 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED 8Y FULL
REGULATCRY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION
FREFIY {EACH CORRECTIVE ACTION SHOULD BE COMPLEYE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

D 358

Continued From page 10

used fo treat nerve pain and chronic pain (#5), an
antipsychotic (#2), and a diuretic for excess fluid
and swalling {#4).

The findings are:

1. The medication error rate was 10% as
evidenced by 3 emors out of 28 opportunities
during the 8:00am and 9:00am medication

passes on 03/20/24.

a. Review of Resident #9's most recent FL-2
dated 03/02/23 ravealed diagneses included
Alzheimer's disease, paroxysmal atrial fibrillation,
assential hypertenslon, and major depressive
disorder.

Review of Resident #9's primary care provider
{PCP) order dated 03/07/24 at 12:37pm raevealed
an order for Triple Antibiotic Ointment, apply and
bandage to [eft foot wound ance daily until
healed. {Triple Antibiotic Cintment is a topical
medication used to treat infections.)

Observation of the 9:00am medication pass on
03/20/24 revealed:

-The medication aide {MA) prepared and
administered oral medications at 8:35am and a
toplcal medicated powder at 8:36am.

-The MA did not prepare or attempt to apply Triple
Antibiotic Ointment to Residant #9 when the
resident recaeived her other medications
scheduled for 8:00am.

Interviaw with the MA on 03/20/24 at 8:50am
revealed she had completed administering all
scheduled merming medlications for Resldent #9.

Review of Resident #9&'s March 2024 medication
administration record (MAR) revealed:

D 358
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~There was a handwritten entry to apply Triple
Antibiotic Ointment and bandage to left foot
wound once daily until healed with a start date of
03107124,

-Triple Antibictic Qintment was scheduled for
administration at 9:00am.

«Triple Antibiotic Ointment was documented as
administered daily from 03/07/24 - 03/19/24.
-Documentation for Triple Antibiotic Ointment for
0320124 was blank with no reason noted.

Observation of Resident #9's medications on
hand on 03/20/24 at 11:08am revealed:

-There was no Triple Antiblotic Qintment for
Resident #9 available for administration.

-There was no house stock supply or first aid kit
supply of Triple Antiblotic Ointment available for
administration.

Saecond interview with the MA on 03/20/24 at
11:05am revealed:

-New medication orders were either sent to the
pharmacy via electronic prescription (e-script) by
the provider or the MAs faxed new arders to the
pharmacy.

-She did not recall if she was on duty when
Resident #9's order for Triple Antibictic Qintment
was received.

-She did not know if Resident #9's order for Triple
Antibiotic Qintment was faxed to the pharmacy.
-She usually administered Resident #9's Triple
Antibiotic Ointment after she finished
administering oral medications.

-She did not administer Resident #9's Triple
Anfibiotic Qintment that morning, 03/20/24,
because she could not find any in the medication
cart to administer.

-She used a house stock tube of Triple Antibiotic
Qintment to apply to Resident #9's wound
yesterday, 03/19/24, but she could not find it

Divislon of Health Service Requlation
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today.

-The tube was not empty yesterday, so she was
not sure why it was not in the cart foday.

-She had also used some small packets of Triple
Antibiotic Ointment from the facility's first aid kit in
the past but they did not have any more of those
packets.

Observation of Resident #2 with the MA and the
hosplce nurse on 03/20/24 at 11:19am ravaaled
there was a 1cm round unopened yellow area
surrounded by red tissue about the size of a dime
on the resident’s left foot on a bony prominence
below the great toe.

Interview with Resident #9's hospice nurse on
03120124 at 11:19am revealed:

~This was tha first time she had seen the
resident's foot wound.

-The resident’s foot wound was red and needed
the Triple Antibiotic Qintment to be applied as
ordered by the PGP.

-it was important to use the Triple Antibiotic
Ointment on the foot wound because she did not
want the wound to open which could increase the
risk of infection.

Interview with the Memory Care Director (MCD}
on 03/20/24 at 11:46am revealed:

-The PCF usually sent e-scripts to the pharmacy.
-She told the MAs to always fax orders to tha
phammacy as well.

-She was not aware Resident #9's order for Triple
Antibiotic Qintment was not received by the
phamacy and none was dispensed for the
resident.

-The facility did not have standing orders, so they
did not keep house stock medications.

-The facility's first aid kit usually had seme
packets of Triple Antibictic Ointment.

D 358
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Interview with the Director of Resident Care
{DRC} on 03/20/24 at 1:00pm revealad:

-The facility usually had small packets of Triple
Antibiotic Ointment in the first aid kits.

-The pharmacy usually sent medication for each
individual resident after receiving an order.
-Resident #9 should have received her own
supply of Triple Antibiotic Ointment when the
medication was ordered by the PCP.

-The MCD was responsible for ensuring new
orders were transcribed onto the MARs, faxed to
the pharmacy, and implemented.

Interview with the Administrator on 03/20/24 at
1:17pm revealed:

~The MAs usually sent medication orders to the
phamacy via fax.

~0Once an order was faxed to the pharmacy, the
pharmacy would send the medication ta the
facility,

-Resident #9's order for Triple Antibiotic Ointment
should have been sent to the pharmacy to be
dizpensed by the pharmacy.

Telephone interview with a pharmacy technician
at the facility's contracted pharmacy on 03/20/24
at 3:20pm revealed:

-They had not dispensed any Triple Antibiotic
Qintment for Resident #8 since one 28-gram tube
was dispensed in October 2022,

=Tha nhammacy did not racolva Rasidant #0'e
order for Triple Antibiotic Qintment dated
03/07124.

«If the phanmmacy had received the order, they
would hava dispensed and sent the medication to
the facility when received.

interview with Residant #9's PCP an 03/21/24 at
2:21pm revealed:
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-She wrote the order far Triple Antibiotic Ointment
to be applied due to the redness on the resident's
foot.

-She did not want the area to open which would
require further wound care to prevent infection.

Interview with Resident #9 on 03720724 at
11:10am revealed:;

-The resident was unable to answer specific
quastions about her medication.

~The resldent denied any current foot pain.

b. Review of Resident #9's most recent FL-2
dated 03/02/23 revealed an order for Nystatin
Powder 100,000 units/gram, apply to right lower
abdomen every day. {Nystatin Powderis a
toplcal powder used to treat fungal infections of
the skin.}

Review of Resident #9's physician's orders dated
08/30/23 and 12/21/23 revealed arders for
Nystatin Powder 100,000 units/gram, apply under
breasts and abdominal skin folds once daily.

Observation of the 9:00am medication pass on
03/20/24 revealed:

-The medication aide {(MA) prepared and
administered Nystatin Powder under Resident
#9's abdominal folds.

-The areas under Resident #9's abdominal folds
had pink rashes.

-The MA lifted Resident #9's breasts but did not
apply any Nystatin Powder under her breasts.
-The area under Resldent ##5's breasts were clear
with no rashes absarved.

~The MA did not apply Nystatin Pawder under the
resident's breasts as ordered.

Review of Resident #9's March 2024 medication
administration record (MAR) revealed:
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~Thare was a handwritten entry for Nystatin
Powder 100,000 units/gram apply under breasts,
abdomen daily scheduled for 9:00am.,

-Nystatin Powder was documentad as
administered daily from 03/01/24 - 03/20/24.

Observatlon of Resident #9's medications on
hand cn 03/20/24 at 11:37am ravealed:

~There was a supply of Nystatin Powder
dispensed on 09/19/23 with instructions to apply
topically to lower abdemen 4 imes a day as
needed for skin imitation.

-There was a supply of Nystatin Powder
dispensed on 09/28/23 with instructions to apply
ta right groin twice daily for 10 days.

Interview with the MA on 03/20/24 at 11:34am
revealed:

-She did not apply Nystatin Powder under
Resident #5's breast because the skin was not
red.

-She did not notice the instructions on the MAR
were to apply urder the breasts as weli.

-She thought the order to apply Nystatin Powdzar
under the resident's breast had been
discontinued.

Interviaw with the Diractor of Resident Care
(DRC) on 03/20/24 at 1:00pm revealed:

~The MAs should apply the Nystatin Powder to
the areas indicated in the order.

-If an area was healed, the MAs should notify the
resident's provider to see if the order could be

discontinued.,
-Until there was a discantinue order, the MAs

should follow the order to administer the
medication, including under the breasts.

Interview with the Administrator on 03/20/24 at
1:17pm revealed:
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-The MA should administer Nystatin Powder
whera it was ordered to be administered,

-The MA should notify the resident’s provider if an
area was healed.

Interview with Resident #9's primary care provider
(PCP) on 03/21/24 at 2:21pm revealed:

-Resident #9 had exparienced a consistent fungal
rash under her breasts and abdominal folds with
itching, buming, and discomfort,

-Nystatin Powder was ardered to help treat and
prevent fungal rashes.

-She was concemed If Nystatin Powder was not
applied under the resident's breasts, the rash
would reoccur in that area.

Interview with Resident #9 on 03/20/24 at
11:102m revealed:

-The resident was unable to answer specific
questions about her medication.

~The resident denied any current symptoms of
bumning, itching, or discomfort undar her breasts.

¢. Review of Resident #10's current FL-2 dated
11/06/23 revealed diagnosis included dementia.

Review of Resident #10's physiclan’s order dated
12/14/23 revealed an order for Acetaminophen
325mg 2 tablets twice a day. {Acetaminophen is
used to treat mild to moderate pair.)

Observation of the 9:00am medication pass on
03/20/24 ravealed:

~The medication alde (MA) prepared and
administered 1 Acetaminophen 325myg tablet to
Resident #10 at 8:46am.

~The MA administered 1 Acetaminophen 325mg
tablet instead of 2 tablets as ordered,

Review of Resident #10's March 2024 medication

DBivision of Haallh Service Regulation

STATE FORM

R

N15211

Il continuziion sheel 17 of 104




PRINTED: 0471512024

L . ] FORM APPRCVED
Division of Health Service Requlation
STATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIERICLIA {%2) MULTIPLE CONSTRUCTION (13) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R-C
HAL098030 B. VNG 031222024
NAME OF PROVIGER DR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
PARKWOOD VILLAGE 1730 PARKWOOD BLVD
WILSON, NC 27835
{44y ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION s
PREFIX ({EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR L5C IDENTIFYING INFORMATION} TAG CROSS-REFERENCED 70 THE APPROPRIATE DATE
DEFICIENCY)
D 358| Continued From page 17 D 358

administration record (MAR) revaaled: )
-There was an entry for Acetamirophen 325mg 2
tablets 2 times a day scheduled for 9:00am and
8:00pm.

-Acetaminophen 325mg was documented as
administered from 03/01/24 - 03/20/24 {9:00am).

Observation of Resident #10's medications on
hand on 03/20/24 at 11:052m revealed:

-There was a supply of Acetaminophen 325mg
tablets dispensed on 03/06/24 with instructions to
take 2 tablets 2 times a day.

-There were 15 of 30 Acetaminophen 325mg
tablets remaining in the bubble card.

Interview with the MA on 03/20/24 at 11:05am
revealed:

-8he usually administered 2 Acetaminophen
325mg tablets to Resident #10.

-She thought she administered 2 Acetaminophen
325mg tablets to Resident #10 that moming,
03/20/24.

-The resident received Acetaminophen beczusa
she usually complained of left hip and left knee
pain.

-Resident #10 should have received 2
Acetaminophen 325mg tablets that moming on
03/20/24; it was an oversight.

Interview with the Memory Care Director {MCD})
on 03/20/24 at 11:4Bam revealed:

=The MA should have administered 2
Acetaminophen 325mg tablets to Resldent #10
that moming on 03/20/24.

-The MAs were supposed to read the MARS
when administering medications and administer
the medications according to the orders,

Interview with the Director of Resldent Care
(DRC) on 03/20/24 at 1:00pm revealed:;

Division of Heallh Service Requlalion
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~The MAs should read the MARs and medication
Izbels and administer medication as ordered.,
-Resident #10 should have been administered 2
Acetaminophan 325mg tablets instead of { tablet
on 03/20/24,

Intervisw with the Administrator on 03/20/24 at
1:17pm revealed the MAs were supposed to
compare the medication labels and MARs and
administer the medications as ordered,

Interview with Resident #10's primary care
provider (PCP} on 03/21/24 at 2:21pm revealed:
-Resident #10 was prescribed Acetaminophen for
arthritis pain.

~Receiving enly half the dosa of Acetaminophen
could increase the resident's arthritic pain.

Based on cbservations, interviews, and record
reviews, it was determined that Resident #10 was
not Interviewable.

Observation of Resldent #10 on 03/20/24 at
10:54am revealed:

~There were 2 staff in the room providing
incontinence care to Resident #10, including the
MA who was administering an arthritis gal to the
resident’s left knee and left hip.

-Resident #10 moaned and qrimaced when staff
turned her from side to side during incontinence
care and application of the arthritis gel.

Interview with the MA on 03/20/24 at 10:54am
revealed the resident usually moaned when thay
provided care to the resldent because of tha
resident's hip and knee pain.

2. Review of Resident #7's closed record FL-2
dated 01/25/24 revealed diagnoses included
anxiety disorder, atrial fibrillation, heart failure,
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age-related ostecporosis, and insomnia.

a. Raview of Resident #7's closed record FL-2
dated 01/25/24 revealed an order for Morphine
Sulfate 100mg/5ml Sofution prefilled syringes
give 0.5mi (10mg) every 4 hours as needed (prn)
for pain/shoriness of breath. (Morphine is a
contralled substance used to treat severe pain,
breathing difficulties and other end of life
symptoms.)

Review of Resident #7's facility nurses' notes
dated 02/14/24 {7:00am - 3:00pm) revealed:

-Tha resident returned to ths facility with a broken
arm from a fall during the previous night.
-Hospice was contacted.

~The resident was in paln,

-Facility staff would continue to monitor the
resident

Review of Resident #7's primary care provider
(PCP) electronic prescription (e-script} dated
02/28124 at 7:20pm ravealed an order for
Morphing 100mg/Smi take 0.5m) every 4 hours,
scheduling Morphine due to increased paln,
decline in resident's condition, and per family's
request.

Review of Resident #7's February 2024

medication administration record {(MAR) revealed:

~There was an entry for Morphine Sulfate
100mg/Sm! Solution prefilled syringes give 0.5ml
{10mg} every 4 hours prn for painfshortness of
breath,

~There were 12 dosas of prn Morphine Sulfate
documented as administered from 02/16/24 -
02/28124,

~There was a handwritten entry for Morphina
100mg/Sml give 1 syringe {0.5ml) every 4 hours
for pain or shortness of breath schaduled at
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9:00am, 1:00pm, 5:00pm, 9:00pm, 1:00am, and
5:00am.

-Tha first dose of scheduled Morphine was
documented as administered on 02/20/24 at
8:002m and again at 1:00pm, 5:00pm, and
9:00pm.

-There was no scheduled dose of Morphine
documented as administered on 02/28/24 when it
was ordered to be administered via e-script at
7:2Cpm.

~The resldent would have been due 1o recelve
scheduled Morphine on 02/28/24 at 9:00pm and
on 02/29/24 at 1:00am and 5:00am.

Review of Resident #7's March 2024 MAR dated
03/01/24 - 03/22124 revealed:

-There was an entry for Morphine 100mg/5mi
prefilied syringes give 0.5ml (10mg) every 4
hours for painfshortness of breath scheduled at
9:00am, 1:00pm, 5:00pm, 9:00pm, 1:00am, and
5:00am.

-The scheduled Morphine was documented as
administered on 3 occasions at 1:00am, 5:00am,
and 9:00am on 03/01/24.

Telephone Interview with a phammacy technician
at the facility's contracted pharmacy on 03/21/24
at 5:00pm revealed:

-The pharmacy only dispensed Morphine for
Resident #7 ane time on 07/11/23.

-The pharmacy dispensed 30 prefilled syringes of
Morphine 100mg/Sml on 07/11/23,

Review of Resident #7's pharmacy dispansing
records from the facility's contracted pharmacy
for Morphine dated 07/01/23 - 03/20/24 revealed:
-There were 30 prefilled syringes of Morphine
100mg/5m! dispensed on 07/11/23.

-There ware no other supplies of Momphine
dispensed for Resident #7.
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Review of Resident #7's controlled substance
(CS) logs for Morphine 100mg/Smi revealed:
-There was a supply of 30 prefilled syringas with
Morphine Sulfate 100mg/5m| receivad on
07/12/23 with Instructions to give 0.5ml (10mg)
every 4 hours pr for palrvshortness of breath.
-The first pm dose of Morphine was documented
as administered at 10;15am on 10/29/23.

-There wera pm doses of Morphine documented
as administered at 11:35am and 8:00prm on
02/28724.

-The next documented dose of Morphine was
adminlstered on 02/29/24 at 9:00am, a 13-hour
gap from the dosage administered at 8:00pm on
02/28/24 when the resldent should have received
a scheduled dose every 4 hours.

-There were 19 doses of Morphine documented
as administered from 10/29/23 through 1:00pm
on 02/29/24, leaving a balance of 11.

~There was handwritien documentation that the
pm dose was discontinued on D2/29/24 at
1:15pm.

-There was a second handwritten CS log dated
02/29/24 with 11 prefilled syringes with Morphine
Sulfate 100mg/6ml documented as received
{carried over from the supply received on
07/12/23).

-The instructions on the handwritten CS log were
to give 1 syringe {0.5ml} every 4 hours for pain or
shoriress of breath.

~The first dose was documented as administered
at 2:20pm on 02/29/24,

-There were 2 other doses documaented as
administered at 6:00pm and 10;00pm on
02/29/24,

-There were 3 doses documented as
administered on 03/01/24 at 2:00am, 6:00am,
and 9:00am, leaving a balance of 5 syringes.
-The last dose documented was on 03/01/24 at
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8:00am, then handwrilten documentation
indicated, "resident deceased".

Review of Resident #7's hospice note dated
03/01/24 revealed the resident's time of death
was 9:50am on 03/01/24.

Interview with a MA on 03/21/24 at 2:49pm
revealed:

-Resident #7 was in pain bacause she had
broken her am.

-The resident was short of breath and always on
oxygen.

-Morphine helped with the resident's pain and
shortness of breath.

-She did not always administer the Morphine
because if the resident was "knocked out cold",
she did not want te put more In the resident's
mouth.

~The MAs were responsible for implementing
order changes when the order was received.
-8he was not sure why Resident #7's scheduled
Morphine order was not started until the next day
after it was received.

~There was a supply of Morphina on hand that
could be used for the scheduled Morphine
bacause it was the same dosage.

Telephane interview with a second MA on
D3/21/24 at 5;16pm revealed:

-She did know why there was a delay in
transeribing Resident #7's schedulad Marphing
order.

-She did not know who transcribed the order on
the MAR because there were no Initials
documented.

-She administered prn Morphine to Resident #7
before the order was changed to schedule
because the resident was in distress, yelling
really loud,
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-She passed on to first shift staff and hospice that
resident was in dislress.

-When she administered the pm Morphine, the
resident would yell less and rest for a whila until it
wore off.

-She did rot notice any breathing Issuss with the
resident.

Interview with the Director of Resident Care
(DRC) on 03/21/24 at 3:07pm revealsd:

-Any MA on duty at the time an order was
received was responsible for transcribing orders
on the MARs,

-There were new order tracking forms that could
be used to track the madication orders.

=-She usually got the medication orders and used
the tracking form to track the orders.

-She was not sure why there was a delay In tha
MAs transcribing Resident #7's scheduled
Momhine order onto the MAR.

~She had to remind the MAs to check the fax
maching at the front office for orders because the
orders did not usually go to the fax machine in the
medication room.

Telephone interview with Resident #7's hospice
nurse on 03121124 at 4:30pm revealed:
-Resident #7's Momphine was changed to
scheduled due to Increased pain all over and
decline in her condition.

-Resident #7 had pain to touch all over as she
had facial grimacing, moaning, and calling out
"help me, help ma".

-Resident #7 also had Increased paln dus to a
broken am from a fall.

Telephane inferview with Resident #7's PCP on
03/19/24 at 2:56pm revealed:

-On 02/28/24, the hospice nurse called her and
said Resident #7 had tachypnea {abnormally
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rapid breathing) so she changed the order for
Mormhine to be scheduled every 4 hours around
7:30pm that night.

-She faxed the order fo the facility on 02/28/24
around 7:30pm.

-When she arrived to the facility the next morning,
02/29/24, the resident had increased work of
breathing, shortness of breath, and agitation.
-She checked the MAR and the Morphine order
had not been changed to scheduled,

~The facility staff indicated they did not receive
the order but she received fax confirnation that
the order was received when faxed on 02/28/24,

A second interview with Resident #7's PCP on
03/21/24 at 1:50pm revealed:

-Resident #7's scheduled Morphine order went
directly to the facility via fax and email at the date
and time stamped on the prescription.

-She did not send a copy of the Morphine order
increasing to a scheduled dose to the pharracy
because the resident already had Morphine
avallable for adminlstration at the facliity and did
not need any sent from the pharmacy.

-At least 2 or 3 doses of the scheduled Morphine
should have been administered from the tima the
arder was racaived on 02/28/24 until the MAs
started administering it the next day, 02/25/24,
~The resident was really agitated, visibly
uncomforiable, fidgety, and moaning a litile on
the morning of 02/25/24.

-After the resident received the scheduled
Morphine dose at 9:00am on 02/29/24, the
resident’s symptoms improved,

-The resident was no longer meaning and she
was resting and asleep.

Attempted telephone interview with Residant #7's
family member on 03/21/24 at 12:40pm was
unsuceessful.
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b. Review of Resident #7's current FL-2 dated
01/25/24 revealed:

-There was an order for Lorazepam 0.5mg take 1
tablet every day for sleep. {Lorazepamis a
controlfed substance used to treat anxiety,
agitation, and restlessness.)

-There was an order for Lorazepam 0.5mg take 1
tablat every 4 hours as needed {pm) for anxisty
or agitation or restlessness.

Review of Resident #7's primary care provider
(PCP) verbal orders dated 02/29/24 revealed:
-There was an order to discontinue Lorazepam
0.5mg at bedtime.

-There was an order to discontinue Lorazepam
0.5mg every 4 hours pm.

-There was an order to start Lorazepam D.Emg
give 1 tablet every 4 hours for agitation, may
crush and put in sides of cheeks.

-There was an electronic prescription {e-sctipt)
dated 02/29/24 at 10:268am for Lorazepam 0.5mg
every 4 hours with a quantity of 120 {ablsts to be
dispensed.

Raview of Resident #7's January 2024

-There was an entry for Lorazepam 0.5mg 1
tablet every day for sleep scheduled for 8:00pm.
-Documentation for the scheduled Lorazepam
had circled Initials from 01/27/24 - 01/31/24 with
no reason noted to indicate why Lorazepam was
not administered.

Raview of Resident #7's February 2024 MAR
revealed:

-There was an entry for Lorazepam 0.5mg 1
tablet every day for sleep scheduled for 8:00pm.
~Documentation for the 8:00pm dose of
Lorazepam 0.5mg was blank 02/01/24 and

medication administration record (MAR} revealed:

D 358
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0215/24 with no reason documented as to why
Lorazepam was not administered.

-Lorazapam 0.5mg was dacumented as not
administered from 02/02/24 - 02/11/24 and
02/18/24 due to "awaiting phammacy".
-Lorazepam 0.6mg was documanted as
administared at 8:00pm from 02/12/24 - 02/14/24
and on 02/19/24, then noted to be discontinued.
~There was a second entry for Lorazepam 0.5mg
1 tablet every 4 hours pm for anxisty or agitation
or restlessness.

-The pm Lorazepam was documented as
administered cn cne occasion an 02/19/24 at
4:00am for anxiety.

-There was a third handwritten entry for
Lerazepam 0.5mg give 1 tablet every 4 hours for
agitation scheduled for administration at 8:00am,
4:00pm, 5:00pm, 9:00pm, 1:00am, and 5:00am. ‘,
-Lorazepam 0.5mg was documented as
administered at 5:00pm and 9:0Cpm on 02/29/24.
-The Larazepam 0.5mg doses for 1:00am and
5:00am on 02/29/24 were blank with no reason
noted.

Review of Resident #7's March 2024 MAR
revealed:

-There was an entry for Lorazepam 0.5mg 1
tablet at bedtime for sleep schedule for 8:00pm.
-There was no Lorazeparmn 0.5myg at bedtime
documented as administered in March 2024.
-There was a second entry for Lorazepam 0.5mg
1 tablet every 4 hours scheduled for 9:00am,
1:00pm, 5:00pm, 9:00pm, 1:00am, and 5:00am.
-Lorazepam 0.5mg was documented as
administered on 3 occasions at 1:00am, 5:00am,
and 2:00am on 03/01/24.

Raview of Resident #7's hosplce note dated
03101124 revealed the resident's time of death
was 9:50am.
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Review of Resident #7's controlled substance
{CS) logs for Lorazepam 0.5mg revealed;
-Thara was a CS log with 15 Lorazepam 0.5mg
tablets received on 01/09/24.

-There were 15 Lorazepam 0.5mg tablets
documented as administered from 01/11/24 at
8:00pm through 01/25/24 at 8:00pm, leaving a
balance of 0.

~There was no CS log indicating any dosss of
Lorazepam 0.5myg were administered as ordered
at 8:00pm from 01/26/24 - 02/11/24,

-There was a C8 log with 30 Lorazepam 0.5mg
tablets received on 02/12/24 and administration
of Lorazepam staried again on 02/12/24 at
8:00pm.

Review of Resident #7's pharmacy dispensing
records from the facllity's contracted pharmacy
for Lorazepam dated 07/01/23 - 03120124
revealed:

-There were 15 Lorazepam 0.5mg tablets
dispensed an 07/08/23, 08/08/23, 09/13/23,
10/05/23, 11/09/23, 12110123, 12/23/23, and
01/06/24.

-There were 30 Lorazepam 0.5mg tablets
dispensed on 08/08/23, 08/31/23, and 02/11/24.

Telephone interview with a pharmacy technician
at the facility's contracted pharmacy on 03/21/24
at 5:00pm revealad:

-The pharmacy dispensed 15 Lorazepam 0.5mg
tablets on 01/06/24.

~Tha facility roquested a refill on tha Lorazepam
on 02/08/24 but there wara no refills,

-The pharmacy faxad the facility on 02/08/24 and
let them know they needed a new prescription for
the Lorazepam.

-A new prescription was received and dispensed
on 02111424 with 30 Lorazepam 0.5mg tablets.
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Interview with a medicaticn aide (MA) on
D3/21/24 at 2:49pm revealed:

-{f a medication was unavailable, the MAs should
call tha pharmacy and the provider.

-She was net sure about Resident #7's
Lorazepam being unavailable or discontinued.
-She did not recall issues with the resident's
Lorazepam.

Interviaw with the Diractor of Resident Care
{DRC} on 03721/24 at 3:.07pm revealed:

-The MAs were responsible for ordering
medications.

-If a medication was unavailable, the MAs weare
supposed to nofify her and the provider.

-She was not aware Resident #7's Lorazepam
had been unavailable and not administered as
ordered.

Interview with Resident #7's PCP on 03/21/24 at
1:.50pm revealed:

-Resident #7's bedtime dose of Lorazepam was
not discontinued until 02/29/24 when she
Increased the scheduled dose to avery 4 hours
and discontinued the pm Lorazepam.

-The resident should have continued to receive
the scheduled bedtime dose of Lorazeparn until
that time.

~-She was not aware the resident missed any
doses during that time and it should not have
been documented as discontinued until the verbal

order on 02/28/24 changing it to every 4 hours.
-The resident was “real agitated and anxious"

which was the reason she increased the
scheduled dose.

-Not recsiving the Lorazepam during that time
probably contributed to the resident's anxiety and
agitation,

-She was not aware the Lorazepam was
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unavailable during that time.

-If the facility needed a new hard prescription,
they could contact her because their office had
service available 24 hours a day if needed.

-3he was &lso at the facility every Monday and
Thursday and they could request a prescription If
needed.

-The facility staff should let her know a new
prescription was needed when they gotdown toa
5-day supply.

3. Review of Resident #8's closed record FL-2
dated 08/23/23 revealed diagnoses included
dementia and hypertension.

Raview of Resident #8's primary care provider
{PCP} note dated 02/28/24 revealed:

-The resident was started on an antibiotic on
02/27/24 for treatment of & presumed resplratory
infection.

-Today, 02/28/24, the resident's condition had
deteriorated substantially.

-The resident had a respiratory rate of 60 breaths
per minute and did not appear to ba comfortable.
-After discussion with the resident's family, the
resident was started on as needed (pm)
Morphine for management of shortress of breath.
(Morphine is a controllad substance used to {reat
severe pain, breathing difficulties and other end
of life symptoms.)

-The resident was on exygen via nasal cannula
today as well.

Reviaw of Rasident #8's PCP order dated
02/28/24 revealed;

-There was an electronic prescription {e-script)
for Morphine 16mg/0.5ml Oral Solution, take
0.5ml every 4 hours as neaded for pain or
shortness of breath.

It was electronically signed on 02/28/24 at
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7:17pm.

-There was documentation the order was sent via
fax and email to the facility on 02/28/24 at
7:19pm.

Review of Resident #8's hosplce visit note by the
hospice soclal worker (SW) dated 03/01/24
revealed;

~Upon SW arrival, the resident was laying supine
inbed.

-The resident appeared to be declining.

-The resident complained of pain all over,

-The hospica nurse was aware.

Review of Resident #8's hospice visit note by the
hospice nurse dated 03/01/24 revealed:

-The resident was tachycardic (fast heart rate)
with tachypnea {abhormally rapid breaths).

-The resident complained of pain, had facial
grimacing, and was sore to fouch,

~The hospice nurse noted the resident had an
order for Morphine scheduled every 4 hours.

Review of Resident #8's hospice verbal order
dated 03/01/24 revealed an order for Momhine
Sulfate 100mg/aml give 0.5ml every 4 hours
scheduled.

Review of Resident #8's note slgned by a hospice
nurse on 03/02/24 revealed:

~The facility's concern was the resident's
scheduled Momphine was possibly foo strong.
-The hospice nurses' suggestion was a possible
daecrease in Morphine after reassessment an
03/03124.

Review of Resldent #8's hospice order dated
03/03/24 revaaled:.

-Tha resident was actively dying, continue
comfort medications.
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-Give scheduled Morphine if the resident was
awake or asleep.

~A secand nota again indicated "administer
Morphine if pt {patient) awake or asleep”.

Review of 2 second hospica order on 03/03/24 for
Resident #8 revealed:

-The resident was activaly dying, having
respiratory distress.

~The resident was comfortable but uncomfortable
with respiratory changes whent
moved/repositioned.

-There was an order to increase scheduled
Merphine frem every 4 hours to every 2 hours for
severa pain or respiratory distress, do not hold,
administer if the resident awake or asleep.

Review of Resident #8's February 2024
medication administration record (MAR)} revealed:
-There was a handwritten entry for Morphine
Sulfate 0.5m every 4 hours for severe pain ar
shortness of breath.

-There was no Morphine documented as
administered in February 2024.

-There were no other orders for Morphine
{ranscribed onto the February 2024 MAR.

Review of Resldent #8's March 2024 MAR
revealed:

-There was a handwritten entry for Morphine
Sulfate 100mg/Sml take 0.5m] every 4 hours as
needed for pain or shortness of breath.

-There was ho prn Morphine documented as
administerad for this entry.

-Thera was a second handwritten entry for
Morphine 100mg/5ml give 0.5ml every 4 hours
with a written date of 03/01/24 scheduled at
8:00am, 12:00pm, 4:00pm, 8:00pm, 12:00am,
and 4:00am.

-There was a handwritten note underneath the
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entry dated 03/03/24 with an asterisk and
instructions to administer if awake or asleep.
-Morphine was documented as not administered
on 03/02/24 at 12:00zam and 4:00am, on 03/03724
at 12;00am and 4:00am due to the resident
asleep/no distress.

-Staff initials wara circled on 03/01/24 at 8:00am
and 8:00prm with no reason for not administering
the medication.

-There was a third handwritten entry for Morphine
100mag/5ml give 0.5ml every 2 hours scheduled
for 8:00am, 10:00am, 12:00pm, 2:00pm, 4:00pm,
6:00pm, 8:00pm, 10:00pm, 12:00am, 2:00am,
4:00am, and 6:00am.

-The first documented dose was administered at
10:00pm on 03/03/24.

-A second dose was documented as
administared at 12:00am on 03/04/24.

-There weare no other doses documented as
administered in March 2024.

~There was a handwritten note that the residant
expired on 03/04/24 at 12:37am.

Review of Resident #8's controlled substance
{CS) log for Morphine revealed:

-There was only one GS log for Morphine with 30
prefilled syringes recaived on 02/29/24,

~There was a dispense dats of 02/28/24 and
there was a direction change sticker placed over
the instructions on the prescription label at the top
of the CS log.

-There were no doses of Morphine documented
as administered in February 2024,

-The first dose documented as administered was
03/01/24 at 12:00pm.

-There was a secand dose documented as
administered an 03/01/24 at 4:00pm.

-There were no other schedulad doses
documented as administered on 03/01/24 as
ordered.
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-There were 4 scheduled deses documented as
administered on 03/02/24 at 8:00am, 12:00pm,
4:00pm, and 8:00pm.

-Tha next dose was not documented as
administered until 03/03/24 at 8:45am, over 12
hours after the last dose.

-The last dose was documented as administered
on 03/04/24 at 12:00am.

Review of Resident #8's pharmacy dispensing
records from 07/01/23 - 03/20/24 revealed:

-The pharmacy dispensed 30 prefilled syringes of
Morphine Sulfate 100mg/Sml on 02/29/24.

-The date the order was writtan was 02/28/24,
-The instructions were to take 0.5ml (10mg) every
4 hours as needed for paln or shortness of
breath.

Review of Resident #7's incident repont dated
03/04/24 at 12:20am ravealed hospice came to

assess the resident and the resident had expired.

Interview with a medication aide {MA) on
03/21/24 at 2:55pm revealed:

-Resident #8 was in a lot of pain and having
troubla braathing.

-The resident was gasping for air.

-3he could tell the resident was in pain because
the resident was frowning and moaning the last 2
to 3 days of her life.

-There wera two MAs who did not administer the
resident’s Morphine because they did not feel like
the resident was transitioning because they did
not think the resident was In distress.

-Those MAs documented the residant was asleep
when they did not administer the Marphins.

Telephone interviaw with a second MA on
03121124 at 5:16pm rovealad:
-Resident #8 was declining and hospice orderad
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scheduled Morphine every 4 hours.

-When she assessed the resident, if the resident
said she was not in pain or not short of breath or
if the resident could get up and walk to the
bathroom, she held the resident's scheduled
Morphine because she did not think the resident
needed it

-She did not notify the hospice nurse that she
held the resident's Morphine because she had not
been told 1o notify the hospice nurse.

Aftempted telephone interview with a third MA on
0372124 at 5:41pm was unsuccessful.

Tefephone interview with a pharmacy technician
at the facility’s confracted pharrnacy on 03/21/24
at 5:00pm rovoaled:

-They receivad an order for Resident #8's
Morphine on 02/28/24 after 7:00pm.

~The order was processed the next day, 02/29/24,
because thera was no one at the pharmacy after
7:00pm to process orders.

-Resident #8's Merphine was dispensed on
02129124 and delivered to the facility on 02/29/24
at 4:08pm.

-The back up pharmacy would not be able to
dispensa Morphine without the hard copy
prescription,

-There was a pharmacist on call after hours if the
facility needed to contact them.

Interview with the Director of Resident Care
{DRC) on 03/21/24 at 3:07pm revealed:

-If the MAs were having trouble getting a
medication from the pharmacy, they should let
her and the provider know.

-She was not sure why there was a delayin
starting the Morphing order for Resident #8.
-There had been some issues with the
administration of Resident #8's Morphine brought
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to her aitention by a hospice nurse.

-Some of the MAs did not administar the
Morphine when the resident was asleep because
the resident was not in distress while she was
sleeping and did not look like she was in pain to
the MAs.

-They had to get a clarification order to administer
the Morphine when the resident was asleep ar
awake.

-The MAs did not realize the Morphine was also
for shoriness of breath,

-Some of the MAs did not think the resident
needed Morphine if the resident was able to get
up independently and go to the bathroom.

-3he asked the hosplce nurse to provide more
education to the MAs.

Telephone interview with Resident #8's family
member on 03/21/24 at 12:27pm revealed:
-Resident #8's Morphine was ordered every 4
itours and then every 2 hours near the end of her
life.

-She only saw Resident #8 draw her eyebrows
together once or twice on the day she died so she
thought the facility was administering enough
Morphine.

-At one time the resident's breathing was irregular
and she had "a death rattle" when she breathed
but she thought that was part of tha dying
procass.

Telephone interview with Resident #8's hosplee
nursa on 03/21/24 at 4.30pm revealed:

-Resident #8 was in pain, having pain to touch
and she was rapidly breathing at 60 breaths per
minute.

-The last several days of Resident #8's life, the
resident would withdraw from touch, furrow her
farehead, and had facial grimacing, indicating she
was in pain.
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~The MAs at tha facility needed to administer tha
resident's Morphine as ordered so she would not
be in pain.

-She had educated staff when at the facility to
make sure they administered the Morphine as
ordered.

~Resident #8 was not administered Morphine as
ordered on 2 nights before she passed away
during the weekend.

-The weekend hospica nurse reporied the MAs
wera not administering Resident #8's Morphine
when the resident was sleeping.

-Not receiving Morphinea as ordared would cause
the resident to be In paln and could contribute to
rapid breathing.

Attempted telephone interviews on 03/21/24 at
4:30pm and 03/22/24 at 4:01pm with Resident
#8's hospice nurse who worked on the weskend
was unsuccessful.

Interview with Resldent #8's PCP on 03/21/24 at
2:06pm revealed:

-Resident #8 complained of right leg pain for a
few weeks and needed the prn Momhine dated
02428124,

-The resident had right hip pain and difficulty
braathing as well.

-The hospice nurse reported the resident's
respiratory rate was 60 breaths per minute on
02128124 and when she got to the facility and
checked it was 40 breaths per minuta.

-The hospice nurses reported the MAs had not
been administering Morphine as ordered becausa
they did not feel like the resident needed it and/or
the resident was asleep.

-The weekend hospice nurse called her on
Monday, 03/04/24, and reported sha did not feel
like the residant was as comfartable as she
should be.
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-She discussed with the DRC, who was aware
staff had not administored the Morphine as
erdered because some of the MAs did not think
the resident needed it.

-The order was changed o administer whether
the resident was awake or asleep because the
resident was activaly dying and having continuous
air hunger (feeling of severe breathlessness).
-Not raceiving the Morphine while actively dying
ceuld cause the residant to be more
uncomfortable and hava temminal restlessness
with a fesling of air hunger.

4. Review of Resident #5's current FL-2 dated
01/16/24 revealed:

-Dlagnoses included fibromyalgia, triigeminal
neuralgla and anxiety disorder.

~The resident was ordered Gabapentin §00mg
three times a day for chronic pain. {(Gabapentin
may be used to treat nerve pain.)

Review of Resident #5's Residant Register
revealed the resident admitted to the facility
01/18/24.

Review of Resident #5's pain clinic visit notes
dated 02/21/24 revealed:

-Resident #5 was seen at the pain clinic related to
Trigeminal Nerve Paln (pain in the head and
faca),

~A refill of Gabapentin 300mg In the moming,
30Cmg at noon, and 600mg at night was initiated
by the provider an 02/21/24.

-The provider documented Reslident #5's
Gabapaentin would not be titrated down further
because tha resident reported she had noticed an
fncrease in pain since the Gabapentin dosage
had been reduced.

Review of Resident #5's pain clinic visit notes
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-The resident was seen at the pain clinic for a
planned treatment (Trigeminal Nerve Block) for
Trigeminal Nerve Pain.

-The resident was not able to tolerate the
procedure, therefore it was not completed.

-The medication list was reviewed and verified by
the provider.

-The current medication list Included orders for
Gabapentin 300mg, 1 capsule twice daily and 2
capsules at night

Review of Resident #5's January 2024
medication administration record (MAR) revealed:
~There was an entry for Gabapentin 600mg threeo
times daily for chronic pain.

~Gabapentin 600mg was documented as
administered to Residant #5 thres times dally
from 01/19/24 to 01/31/24.

-There ware no additional entries for different
dosages Gabapentin.

Review of Resident #5's February 2024 MAR
ravealed:

-There was an entry for Gabapentin 600mg three
times daily for chronic pain.

-Staff documented Gabapentin 600ma had been
administerad threa times daily 02/01/24 through
02110124,

-The entry for 600mg Gabapentin three times a
day was marked discontinued on 02/11/24.
-Gabapsntin 600mg three times dally was not
documented as administered from 02/11/24 to
02/20/24.

~Thera were no additional entries for different
dosages of Gabapantin.

Review of Resident #5's March 2024 MAR dated
03101/24 - 03119/24 revealed:
-There was an entry for Gabapentin 600mg three
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times daily for chronic pain.

-The entry for 600mg Gabapentin three times a
day was marked discontinued on 02/11/24.
-Gabapentin 800mg three times daily was not
documented as administered 03/01/24 to
03119124,

-Thers wara no additicnal entries for different
dosages of Gabapentin.

Observalions of Resident #5's medications on
hand on 03/20/24 at 10:32am revealed
Gabapentin 600mg three times daily was not on
hand for Resident #5.

Interview with the Directer of Resldent Care
(DRC) on 03/20/24 at 11:38am revealed Resident
#5 had recently switched pharmacies, but sha
was not sure of the actual date for the change in
service,

Telephone Interview with a pharmacy technician
at the facility’s centracted pharmacy on 03/20/24
at 3:10pm revealed:

-Resident #5 was admitted to their services on
01/18/24 as a "profile only" resident.

-A profile only resldent was usually in place when
the resident used a different primary pharmacy,
but the contracted pharmacy could provide refills
of medications upen the facility’s request,

-Tha phamnacy had a current order for
Gabapentin 600mg three times a day for chronic
pain dated 01/16/24,

~-The pharmacy had not dispensed Gabapentin
600mg because the facllity had not requested the
medication to be filled.

~The pharmacy did not have any orders to
discontinue Gabapentin 600mg three times daily.

Telephone interview with a pharmacy technician
at Resident #5's previous pharmacy on 03/20/24
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at 3:36pm revealed:

-The resident had current orders, dated 01/17/24,
for Gabapentin 300mg in the morning, 300mg at
noan, and B00mg at night for other diseases of
the neuralogical system.

-There was an order dated 01/17/24, to
discontinue Gabapentin 600mg three times daily
and start Gabapentin 300mg in the morning,
300mg at noon, and 2 tablets {600mg} at night
with a 21-day supply dispensed and picked up
from the pharmacy on 01/18/24 and a 28-day
supply dispensed on 02/28/24 and picked up from
the pharmacy on 03/09/24.

Telephona interview with a pharmacist at
Resident #5's previous pharmacy on 03/20/24 at
3:43pm revealed:

-The pharmacy was not aware Resident #5 had
been admitted to an assisted living facility.
-Resldant #8& had previously been using the
pharmacy for home services and the resident's
family usually picked up medications from the
phamacy.

-Side effects of abruptly stopping Gabapentin
could include an increase in anxisty.

Telephone interview with a second pharmacist at
Resident #5's previous preferred pharmacy on
03/21/24 at 2:40pm revealed:

-The pharmacy had not received any
communication from the facility to request a rafiil

or obtain clarification for any Gabapentin orders.
-Abruptly stopping Gabapentin ¢ould contribute to
an increase in pain.

Interview with a medication aide (MA) on
03/20/24 at 10:35am ravealed:;

-When thea facility received new or changed
medication orders, the MA's faxed the order to
the phanmacy, transcribed the new order on the
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residonts’ MAR with the MA's Initlals and date of
the order, and placed the order in tha resident’
chart

-She thought Resident #5's Gabapentin had been
discontinued because the February and March
2024 MARs, noted Resident #5's Gabapentin had
been discontinued on 02/11/24,

-She was not the MA who raceived the order to
discontinue Gabapentin and she was not the MA
wha had entered the documentation to
discontinue Gabapentin on the MAR on 02/11/24.
-She had not administered Gabapentin to
Resident #5 after it was discontinued on Resident
#5's MAR on 02/11/24.

-The resident frequently complained of
headaches, but she had not noticed an increase
in the resident headaches, complaints of
dizziness or changes in the resident's behavior
since the resident's Gabapentin had been
discontinued.,

Interview with a second MA on 03/21/24 at
4:45pm revealed:

-Resident #5's family member brought a new
medication bubbla pack to the facility with a new
dosage of Gabapentin on 02/11/24.

-The family member did not have the signed
medication order so the MA called the pharmmacy
to clarify the order on D2/11/24.

-The pharmacy told the MA the 600mg
Gabapentin three times daily had been
discontinued.

-The pharmacy faxed the order to the facility and
the MA attached the order to the medication
bubble pack and placed It back In the medication
cart

-She wrote the discontinug order on Resident
#5's MAR on 02/11/24,

-She was not ables to locate the order she had
attached to the bubble pack.
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-She was not aware there was an order fo start
Gabapentin 300mg In the mormning, 300mg at
necon, and 2 tablets (600mg) at night, so she did
nat enter that order on Resident #5's MAR.

Interview with Resident #5 on 03/20/24 at
11:00am revealed:

-The facility administered all of her medications.
-She had been taking Gabapentin for aver one
year to help with pain after she had an episode of
shingles.

~Ske thought one of her doctors had lowered the
dose of Gabapentin recently, but she was not
sure when.

-She always had some pain in her legs and head,
but she had not noticed a differance in har pain
since the Gabapentin dosage had been reduced.

Telephene interview with Resident #5's family
member/power of attomey on 03/21/24 at
12:25pm revealed:

-The facility had been administering Resident #5's
medication since she was admitted.

-She had recently, in the last couple of waeks,
switched Resident #5's pharmacy to the facility's
contracted pharmacy.

-Before the pharmacy changed, she picked up
Resldent #5's medicatfon bubble packs from the
pharmacy and took them to tha facility.

~-8ince the residant's admission to the facility, she
had picked up several medication packs from the
pharmacy and defivered them to the facility, but
she could net recall the exact dates of delivery for
each medication.

-The facility had not told her she needed to bring
the medication orders to the facility, she assumed
the phamacy had the ordars because they filled
the preseriptions,

-The resident had been taking Gabapentin for
over one year refated to pain from shingles.
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-Cne of Resident #5's pain clinic physicians had
reduced Resident #5's Gabapentin dose during a
recent appointment,

-The facility had not told her to bring appointment
visit notes to the facility, but she had sant
Resident #5's most recent vislt notes to the facility
earlier that day on 03/21/24,

-She thought Resident #5 did great for the first
manth she was living in the facility.

-After the first month living in the facility, she
noticed Resident #5 did not seem to be doing as
well and was showing more signs of anxiety and
called the family member much more frequently
with complaints about various issues including
her mood and pain.

-She was not aware the facility had not been
administering Resident #5's Gabapentin and she
was concemed bacause the resident had been
taking that medicaticn for a long fime and she
was concemed this may hava contributed to the
resident's recent changes in mooed and anxiety.

Review of Resident #5's facility nurses’ nofes
revealed;

-On 03/10/24 at 3:00pm, staff documented the
resident was sent to the hospital due to dizziness,
left sided weakness and loss of mobiflity.

-On 03/11/24 at 11:00pm, staff dosumented the
resident retumed from the emergency room (ER)
at 1:45am; no new orders.

Review of Resident #5's hospital records dated
03/10/24 revealed:

-The resident was seen in the ER relafed to
weakness with uncertain cause on 03710424,
-There were ng new or changed medication
orders or treatments.

Interview the facility's DRC and Regional Director
of Hezalth and Wellness (RDHW) on 03/21/24 at
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H1:57am revealed:

-The facility's process for medication
administratlon was the MAs received the orders
and sent the orders to the pharmacy, the MAs
then entered the medication, dosage, instructions
and use on the MAR,

-Tha staff entering the information on the MAR
was supposed to date and initial the entry on the
MAR.

-The MAs completed medication cart audits two
times per week and reporied their findings to her
for further direction or clarification.

-The facility had implemented a new process
about two weeks prior where she would follow
behind the MAs cart audit one time per week to
chack for order changes and errors.

-Resident #5's family had decided to change
phamacies and use the facility's contracted
pharmacy.

-Tha MAs were supposed to usa the residents’'
current supply of medications and requests the
refills through the facility's confracted pharmacy
as the medication ran out.

-She was not aware of a facllity process for
following up on the status of the transitions when
residents changed phamacies.

-She was not aware Resident #5's Gabapentin
600mg three times a day was discentinued
without physician orders.

-She was not aware the Resident #5' orders fo
start Gabapentin 300mg in the moming, 300mg
at noon, and 600mg at night were not entered cn
the MAR and wera not administered to the
resident.

Interviaw with Residant #5's primary care provider
(PCP) on 03/21/24 at 2:25pm revealed:

-Facllity staff told her that the resident's
Gabapentin 600mg three times daily was
discontinued by the resident's pain clinic provider
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on D2/11/24.

-She did net sea the discontinue order in the
resident's chart, but she did not manage the
resident’s Gabapentin as it was managed by the
pain clinie’s medical provider,

-She was not aware of the orders that the
pharmnacy had for Gabapentin 300mg in the
meming, 300mg at noon, and 600mg at night.
-She was not aware of the pain clinic visit note an
02721124 which noted the pain clinic medical
provider had provided refills for Resldent #5's
Gabapentin 300mg in the marning, 300mg at
noon, and &00mg at night.

-3he was concemed the facility had not followed
Resident #5's orders for Gabapentin as
prescribed by the pain ¢linic.

-She was concerned that Residant #5 was
abruptly stopped without orders from the pain
clinic's medical provider.

-When discentinuing or stopping treatment with
Gabapentin, the medication should be reduced
with a gradual taper {o help prevent side effects.
-Side effects of abruptly stapping Gabapentin
could include nausea, headaches, dizziness, and
anxiety.

~5he was aware the resident was sent out to the
ER on 03/10/24 related to dizziness.

-Residant #5's dizziness on 03/10/24 could have
potentially been related to her Gabapentin being
abruptly stopped on 02/11/24 but she was not
certain.

Intewview with the Administrator on 03/21/24 at

5:18pm revealed:

-The DREC notified her of errors in Resident #5's
administration of Gabapentin on 03/21/24 but she
was not previously aware of the errors.

“When the MA received the new medication pack
from Resident #5's famlly member she should
have contacted the pharmacy for the orders and
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discharged on.

D 358 Continued From page 46

she should have contacted the resident's PCP or
pain clinic to obtaln clarification before she
discontinued the Gabapentin on the MAR.

-The DRC typically completed the procsss for
residants who were transitioning fo a new
pharmacy, this was not something that she had
previously followed up on or something that would
hava been reported to her.

Attempted telephone interviews with the medical
provider at the pain clinic on 03/21/24 at 8:26am
and 12:41pm were unsuccessful.

5. Review of Resldent #2's current FL-2 dated
02/23/24 revealed;

-Diagnoses included dementia, hypertension,
hypothyroldism, and major deprassive disorder.
-The FL-2 was ganerated from a local hospital,
-There was a documented hospital admission

-The date of discharge from the hospital was
documented as 02/23/24,

-There was a physician's order for Olanzapine
{generic for Zyprexa and used 1o treat behaviors
such as agitation) 5mg tablet fwo times a day.
-There was additional information printed on the
FL-2 dated 02/23/24 documenting medications
would need to be updated once it was known for
sure what medications the resident would be

-There were no additional FL-25 dated after
02/23/24 for Resident #2.

Review of subsequent physician's orders for
Resident #2 revealed:

~There was a hospital physician prescription
dated 02/23/24 for Olanzapine Smg rapid dissolve
tablets 10mg two times a day.

~Thera was a "call in crder” dated 03/07/24 for
Zyprexa Smyg tablet two times a day,

D 358
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~There was a physiclan's order documented on a
physician visit form dated 03/16/24 increasing the
Zyprexa to 10mg two times a day for facility

concerns of resident "agitation” and "up all night".

Review of Resident #2's Februayy 2024
medication administration records {(MARs)
revealed:

-There was a handwritten entry for Zyprexa 5mg
tablet take one tablet two times a day and
scheduled for 9:00am and 8:00pm.

-There were circled medication aide (MA) initials
in the section for documentation of administration
for the Zyprexa for the 9:00am and 8:00pm
dosages frem 02/23/24 through 02/29/24,

-There was MA documnentation on the back of tha
MAR for 02/23/24 through 02/29/24 the Zyprexa
Smg tablet was not administered because the
medication was on order from the pharmacy.
-There was no documentaticn of administration
for the Zyprexa for February 2024 following
Resident #2's discharge from the hospital.

Review of Resident #2's March 2024 MARs
revealed:

-There was a printed entry for Zyprexa 20mg
tablet take one tablst every night.

-There was a horizontal line drawn through the
printed 20mg dosage and Smg was handwritten
in the instructions for administration.

=There was a horizontal line drawn through the
printed frequency for every night and a frequency
of two times a day was handwritten in the
instructions for administratlon.

-The Zyprexa was scheduled for administration
twice daily at 9:00am and 8:00pm.

~There were circled MA initials in the section for
documentation of administration for the Zyprexa
for the 9:00am and 8:00pm dosages from
03/01/24 through 03/07/24 at 9:00am.
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-Thera was MA documentation an the back of the
MAR for 03/01/24 through 03/07/24 the Zyprexa
Smg tablet was not administered becausa tha
medication was on order from the phamacy.
-There was documentation of administration for
the first dose of the Zyprexa 5mg tablet following
discharge from the hospitalization being
edministered on 03/07/24 at 9:00am.

Observation of Resident #2's medications on
hand on 03/20/24 at 1:00pm revealed:
-Zypraxa 10mg tablet with instructions for ona
tablet twice daily was dispensed on 03/16/24.
-There was a quantity of 59 tablsts on hand.

Review of staff notes for Resident #2 from
02/23/24 through 03/18/24 revealed:

-On 02/23/24 at 2:43pm, Resident #2 returned to
the facility from the hospital.

-Resident #2 refused dinner on 02/23/24,
-Resident #2 refused breakfast and lunch on
02124124,

-On 02/29/24 during the 11:00pm - 7:00pm, staff
documented Resident #2 walked to the staff desk
asking if anyone had seen his family member.
-On 02/29/24 during the 3:00pm - 11:00pm shif,
staff documaented Rasident #2 go! agitated, and
was shaking the exit doors,

-On 03/01/24 during the 11:00pm - 7:00am shift,
staff documented Resident #2 was agitated (no
specific behaviors documented) afler second shift
staff eft and the hospice nurse was contacted.
~The resident was administered Haldol per the
hosplce nurse Instructions and the resident
became calm.

-0n 03/11/24 during the 3:00pm - 11;00pm shift,
Resident #2 did not eat dinner, became agitated
before bed, would not take his medications,
knocked the medications out of the MA hand, and
would not allow the MA to stay in the room to look
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for all the medications. The MA was able to
retum in the room after an hour {o lock for the
remainder of the medications once Residant #2
was calm.

-0On 03/15/24 at 3:00am, staff decumented
Resident #2 was throwing himself an the door of
the memory care unit trying to get out. The staff
could not rediract the resident Resident #2
required an as needed (pm) medication.

interview with the Memory Care Director {MCD}
oh 03/20/24 at 3:29pm revealed:

-She remembered faxing the 02/23/24 FL-2 and
02123124 Zyprexa prescription to the pharmacy
when Resident #2 returned from the hospital.
-Another MA transcribed the instructions to
Resident #2's MAR for administration of the
Zyprexa based on the order on the 02/23/24 FL-2
and not the instructions on the 02/23724
prescription from the hospital physician,

-She noticed Resident #2 was not being
administerad Zyprexa because the medication
was hot available in the facility, and the MAs were
circling their initials on the MAR but did not
remember the exact date she noticed the
omission.

-Circled initials on the MAR meant the medication
was not administered.

-The MA reported to her {no specific date
provided) that the phammacy was contacted about
the Zyprexa and would not dispense the Zyprexa
bacause of an expense issue so the MA
contacted the hospice nurse who assisted in
getting the Zyprexa for administration to Resident
#2.

Interview with the MCD on 03/21/24 at 3:38pm
revealed:

-She was responsible for reviewing the physician
orders for Resident #2.
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-The MAs transcribed physician arders 1o the
MARs.

-If she was not in the facllity, the MA on duty was
responsible to review any physician orders
received for the residents in the memory care
unit.

-On 03/05/24, she saw that the MAs ware circling
their initials for the Zyprexa so she asked the MA
about it and sent a message to the primary care
provider (PCP).

Telephone interview with the pharmacy technician
at tha facility's confracted pharmacy on 03/21/24
at 12:03pm revealad:

-The pharmacy received an order for Resident #2
dated 02/23/24 for Zyprexa Smg rapid dissolve
tablets take two tablets twice daily.

-The pharmacy never dispensed the Zyprexa
5mg rapid dissclve tablets because of an
insurance coverage issue.

-The facility was faxed a non-coverage form for
the Zyprexa Smg rapid dissolve tablets on
02/24/24.

-The facility was responsible for contacting the
PCP regarding the non-covered medication Issue
for alternatives.

-On 03107124, the pharmacy dispensed Zyprexa
5mg tablets, quantity of 30 tablets for a 15-day
supply {o the facility from a verbal order received
an 03/07/24.

-There was no additional Zyprexa dispensed to
the facility for Resident #2 until 03/16/24 when
Zyprexa 10mg tablels were dispensed.

Telephone interview with Resldent #2's mentat
health provider (MHP) an 03/21/24 at 2:45pm
revealed:

-The facility had not notified her of any issuas
regarding Resldent #2's Zyprexa medicatlon, nor
was she aware Resident #2 was not administered
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any Zyprexa from 02/23/24 to 03/07/24.
-Residant #2 would be more imitable, hitting staff,
and more likely to have behavicrs and harm
someane or injure himself without the
administration of the Zyprexa.

~The resident could experience withdrawal
symptoms of Zyprexa that included irmitabllity,
restiessness, poor sleep, and agitation.

-When she visited the facility on 03/12/24, she got
reports that Residant #2 had been up and down
with his mood, had grabbed a staff and dug his
nails into the skin, was anxious and restless in
the marning, and bouncing his feet and legs up
and down under the brealdast table which were
assoclated with Zyprexa withdrawal,

-She increased Resident #2's Clonazepam {used
to treat behaviors) on 03112124 when she visited
because she assumed Resident #2 was being
administered the Zyprexa 20mg daily, which was
the dosage he was prescribed prior to
hospitalization.

-If Resident #2 had been administered the
Zyprexa 5mg tablet take two tablets twice a day,
the resident would have still been getting Zyprexa
20mg daily but in a divided dosage.

-She contacted the hospital prior to Resident #2
being discharged because the resident needed to
stay longer fo ensure his behavior medications
were "back to the normal dosages”.

Interview with the Administrator on 03/21/24 at
4:41pm revealed:

-She was not aware of any insurance fssue with
Resident #2's Zyrexa medication.

-She expected the MCD to handle medication
issues for residents in the memory care unit.
-She expected the facility nurse and herself to be
made aware If there were concems or issues.
-All resident medications were expected to be
administered as ordered by the PGP.
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Based on observations, interviews, and record
review, it was determined Resident #2 was not
interviewable.

6. Review of Resident #4's current FL-2 dated
03/07/24 revealed:

- Diagnoses included hypertenslon crisls,
dementia, chronic kidney disease, trans!ucent
jschemic attack, and generalized weakness.
-There was no order for Furosemids 20mg, 1
tablet daily,

Review of Resident #4's Resident Register
revesled an adrnission date of 02/24/22.

Review of Resldent #4's alectronically signed
physician's order dated 03/01/24 revealed an
order for Furosemide 20mg, 1 tablet daily.
(Furosemide Is a medication used to treat fluld
ratention).

Review of Residant #4's March 2024 medication
administration record (MAR) revealed there was
no entry for Furosemide 20mg, 1 tablet daily.

‘Telephone interview with the the facility's
contracted pharmacist on 03/21/24 at 3:30pm
ravealed there was no documentation the
phamacy received an ordar from the facility for
Resident #4 for Furosemide 20mg 1 tablet daily,
50 the medication was not placed on the MAR or
dispensed.

Interview with Resldent #4 on 03/22/24 at 3:00pm
revealed the resident reported that her hands and
feet hurt.

Cbservaticn of Resident #4 on 03/22/24 at
3:00pm revealed the resident's left hand was
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slightly swollen,

Interview with the medication aide (MA) on
03/21/24 at 5:09pm revealed:

-Medicatlon orders were received in the facility via
fax {facsimile) from the prescribing practioner,
~The MAs were responsible for faxing the order to
pharmacy and transcribing the order on the MAR
if needed.

-She was not aware of the Furosemide order for
Resident #4 or how the order got into the
resident's record without being sent to phammacy.
-She did not know why the Furosemide arder for
Resident #4 was not sent to pharmacy.

Interview with the Director of Resident Care
(DRC) on 03/21/24 at 1:48pm revealed:
-Medication orders were faxed to the pharmacy
and the facility by the prescribing practitioner.
-She or the Wallness Secretary would take the
order to the MA’s station.

-The MAs were responsible for faxing the order to
the pharmacy te ensure the pharmacy received
the order from the prescribing practioner and to
transeribe the order on the MAR if the MAR had
already been prepared by pharmacy for the
month.

-She was not aware the Furosemide was not sent
to pharmacy for processing.

Interview with the Administrator on 03/21/24 at
1:55pm revealed:

~The MAs usually sent medication orders to
pharmacy and transcribed the order on the MAR
if needed when the order was received in the
facility by the prescribing practitioner.

-She did not know why the process was not
followad or why the failure occurred.

-The facility recently started conducting an MAR
audit which included reviewing the MARSs for
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Telephene interview with Resident #4's primary
care provider (PCP) on 03/21/24 at 1:23pm
revealed:

-She periodically prescribed Furosemide far
Resldent #4 due to a tendency for her left hand to
be swollen as a result of a past stroke.

-Her expectationt was for the Furosemide 20mg 1
tablet daily fo be administered to Resident #4 for
7 days.

-She was not awars tha Furosemide was niot sent
to the pharmacy and the resident did not receive
the medication.

-She usually sent a medication order to the
phamacy and the facility at the same time.

-She vislted Resident #4 today and observed her
left hand was swollen and the resident reported
pain in her hands and feet.

-The Furosemide could have relieved some of the
swelling of the hand and foot paln for the
resident.

The facility failed to administer medications as
ardered to 2 of 3 residents observed during the
medication passes an 03/20/24 including a
resident with a reddened foof wound with a yellow
center that was not treated with an antibiotic
aintment putting the wound at risk of cpening and
becoming infected. The facility falled to
administer Morphine, a controlled substance used
to relieve end of life symptems such as severe
pain, shortness of breath, air hunger, and
restiessness, as ordered to Resident #7 and
Resident #8 who were receiving terminal hospice
services resulting in the residents experiencing
underireated pain and shortness of breath while
actively dying. Resident #2 did not receive an
antipsychotic medication as ordered resulting in
the resident exhibiting agitated behaviors.
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Resldent #5 did not receive a medication for
nerve pain as ordered that was abruptly stopped
without an order putting the resident at risk for
headaches and dizziness and the resident was
seen at the emergency roem for dizziness during
the time of the missed doses. Resident #4 did
not receive a diuretic for swelling and excess fiuid
as ordered resulting in her loft hand being swollen
and having pain in her left hand. The failure of
the facilify to administer medications as ordered
resulted in serious physical harm and neglect and
constitutes a Type A1 Violaticn.

The facility provided a plan of protection in
accordance with G.5. 131D-34 on 03/21/24 for
this viclation,

CORRECTION DATE FOR THE TYPE A1
VIOLATION SHALL NOT EXCEED APRIL 21,
2024,

10A NCAC 13F .1004{}) Medication
Administration

10A NCAC 13F .1004 Medication Administration
{iY The resident's medication administration
record {MAR) shall be accurate and include the
followlng:

(1} residenY's name;

{2} name of the medication or treatment order;
(3} strength and dosage or quantity of medication
administered;

{(4) instructions for administering the medication
ar treatment;

{5) reason or justification for the administration of
medications or treatments as needed (FRN) and
documanting the resulting effact on tha resident;
(6) date and time of administration;

(7} documentation of any omisslon of

0358

D 387

Qofertothe. atfachod.
plam of- comection
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medications or treatments and the reason for the
omission, including refusals; and,

(8) name or Initials of the person administering
the medication or treatment. If initials are used, a
signature equivalent to those initials is to be
documented and maintained with the medication
administration record {MAR).

This Rufe is not met as evidenced by:

Based on chservations, interviews, and record
reviews, the facility failed to ensure the
medication administration records were accurate
for 4 of 7 sampled residents (#3, #4, #7, #8)
including medications used to treat high blood
pressure (#3, #4), used to reduce tha risk of heart
attack and stroke (#3, #4), anxiety (#3),
schizophirenia and mood disorders (#3),
depression (#3), folate deficiency (#3), , hay
faver, bi-polar disorder, Vitamin B-12 deficiancy,
nerve pain, depression and inscmnia (#3), high
cholesterol {#4), Alzheimer's dementia (#4),
urinary retention (#4), nerve pain (#4), seasonal
altergles (#3), Vitamin 812 deficiency (#3),
Vitamin D deficiency (#4), topical medications for
dry, irritated skin (#3, #4), topical skin protectants
(#4), topical antifungal powder (#4), toplcal
anesthetic for pain {#4), and a controlled
substance used to treat severe pain and
breathing difficulties at end of life {#7, #8).

The findings are:

1. Review of Resident #7's closed record FL-2
datad 01/25/24 revealed diagnoses included
anxiety disorder, atrial fibrillation, haart failura,
age-related ostecporosis, and Insomnia.

Review of Resldent #7's closed record FL-2
dated 01/25/24 ravealed an order for Morphine
Sulfate 100mg/5ml Solution prefilled syringes
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give 0.5m1 (10mg) every 4 hours as needed (pm)
for pain/shortness of breath. (Morphine is a
controlled substance used to treat severs pain,
breathing difficulties and other end of life
symptoms.)

Review of Resident #7's primary care provider
{PCP) electronic prescription {e-script) dated
02/28124 at 7.20pm revealed an order for
Morphine 100mg/Sml take 0.5ml every 4 hours,
schaduling Morphina dua to increased pain,
decline in resldent's condition, and per famlly's
request

Review of Resident #7's controlled substance
{CS) logs for Marphine 100mg/Smi revealed.
-There was a supply of 30 prefilled syringes with
Morphine Sulfate 100mg/Sml recelved on
07/12/23 with instructions fo give 0.5ml {(10mg}
gvery 4 hours prn for pain/shortness of breath.
-There was a second handwiitten CS log dated
02/28124 with 11 prefilled syringes with Morphine
Sulfate 100mg/5ml documented as received
{carried ovar from the supply received on
07H2123).

-There were 20 prefilled syringes of Morphine
documented as administered from 02/16/24 -
02/20124.

Review of Resident #7's February 2024
medication administration record (MAR) revealed:
-There was an entry for Morphine Sulfate
100mg/5ml Solution prefilled syringes give 0.5ml
{10mag) every 4 hours prm for pairn/shortness of
breath.

-There was a second handwritien entry for
Morphine 100mg/sml give 1 syringe (0.5ml} every
4 hours for pain or shortness of breath scheduled
at 9:00arn, 1:00pm, 5;00pm, 9:00pm, 1:002m,
and 5:00am.

D367
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~There were 17 doses of Morphine Sulfate
documented as administered from 02/16/24 -
02129124

-Morphine Sulfate was not documented as
administered on the MAR on 02423/24 at 9:00am,
02/25/24 at 8:00pm, and 2:20pm on 02/28/24 but
these doses were documented as administered
on the €S iog.

-Documentation for the administration of
Morphine Sulfate on the MAR was not accurate
and did not match documentation an the C8 logs.

Interview with a madication alde (MA) on
03/19/24 at 9:19am revealed:

-~The MAs were supposed to document the
administration of a controlled substance cn the
MAR and tha CS log.

-Sometimes the MAs would forget to docurnent
the adminlstration of a controlled substance on
the MAR but would docusment it on the CS log.

Interview with a second MA on 03/21/24 at
2:49pm revealed:

-Morphine helped with the Resident #7's pain and
shortness of breath.

-She did not always administer the Morphine
because if the resident was "knocked out cold”,
she did not want to put more in the resident's
mouth.

If a medication was not administered, tha MAs
were supposed to document the reasen on the
MAR.

-She thought she usually documented a reasen
on the MAR.

Interview with the Director of Resident Care
{DRC) on 03/21/24 at 3:07pm revealed:

-The MAs were supposed to documernt the
administration of controlled substances on the

MAR and the CS log.

B 367
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-The MAR should be accurate and match the
documentation on the CS log.

Refer fo interview with a medication aide (MA) on
03/21/24 at 11:00am.

Refer to interview with the Memory Care Director
{MCD) on 03/21/24 at 11:20am,

Rafar to interview with the Director of Resident
Care {DRC) on 03/21/24 at 11:40am.

Rafer to telephone interview with tha
Administrator on 03/22/24 at 10:56am.

2. Review of Resident #8's closed record FL-2
dated 08/23/23 revealed diagnoses included
dementia and hypertension.

Review of Resident #8's primary care provider
(PCP) order dated 02/28/24 revealed an
glectronic prescription {e-script} for Morphine
10mg#0.5ml Oral Solution, take 0.5ml every 4
hours as needed for pain or shortness of breath,
(Morphine is a controlled substance used to treat
severe pain, breathing difficuities and other end
of life symptoms.)

Review of Resident #8's hospice verbal order
dated 03/01/24 PCP order dated 03/01/24
revealed an order for Morphine Suifate
100mg/sml give 0.5m| every 4 hours scheduled.

Reviaw of Rasident #8's hospica ordar dated
03/03/24 revealed:

-The resident was actively dying, continue
comfort medications.

-Give schaduled Morphine if the resident was
awake or asleep.

-A second note again indicated "administer
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Momphine if pt {pationt) awake or asleep™.

Review of a second hospice order on 03/03/24 for
Resident #8 revealed:

-The resident was actively dying, having
respiratory distress.

-The resident was comfortable but uncomfortabla
with respiratory changes when
movedirepositioned.

~-Thera was an ordar to increase scheduled
Morphine form every 4 hours to every 2 hours for
severe pain or respiratory distress, do not hold,
administer if the resident awake or asleep.

Review of Resident #8's March 2024 medication
administration record (MAR) revealed:

-There was a handwritien entry for Morphine
Sulfate 100mg/5ml take 0.5m! every 4 hours as
needed for pain or shortness of breath.

-There was no pm Morphine documented as
administered for this entry.

-There was a second handwritien entry for
Morphine 100mg/5Sml give 0.5ml every 4 hours
with a written date of 03/01/24 schaduled at
8:00am, 12:00pm, 4:00pm, 8:00pm, 12:00am,
and 4:00am.

-There was a handwritten note undemeath the
entry dated 03/03/24 with an asterisk and
instructions to administer if awake or asleep.
-Staff initials were circled on 03/01/24 at 8:00am
and 8:00pm with no reason for not administering
the medication.

-Documentation for the administration of
Marmphine was blank on 03/01/24 at 12:00am and
4:00am with no reason for the omissions
documented.

-There was a third handwritten entry for Morphine
100mg/5ml give 0.5ml every 2 hours scheduled
for 8:00am, 10:00am, 12:00pm, 2:00pm, 4:00pm,
6:00pm, 8:00pm, 10:00pm, 12:00am, 2:00am,

Dlvislon of Health Service Regulaiion

STATE FORM

NiS211

tf ecntinualion sheel 61 of 104



PRINTED: 04/15/2024

_ FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SURPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: — COMPLETED
G:
R-C
HALGS8030 B. WING 0312212024
NAME OF PROVIDER DR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SRR 1730 PARKWOOD BLVD
WILSON, NG 27895
o410 SUMMARY STATEMENT GF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EACH REFICIENCY MUST DE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IRENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE QATE
DEFICIENGY)
D 367 | Continued From page 61 D 367

4:00am, and 6:00am.
-There was a handwritten note that the resident
expired on 03/04/24 at 12:37am.

Reviaw of Resident #8's controlled substance
{CS) log for Morphine revealed:

~There was only one CS log for Morphine with 30
prefilled syringes received on 02/28/24,

-There was a dispense date of 02/29/24 and
there was a direction change sticker placed over
the instructions on the prescription label at the top
of the CS leg.

-The first dose documented as administered was
03/01/24 at 12:C0pm.

-There was a seccnd dose documented as
administered on 03/01/24 at 4:00pm.

~-There were no other scheduled doses
documented as administerad on 03/01/24 as
ordered.

-There ware 4 scheduled doses documented as
administered on 03/02/24 at 8:00am, 12:00pm,
4:00pm, and 8:00pm.

~The next dose was not documented as
administered until 03/03/24 at 8:45am, over 12
hours after the last dose.

~The last dose was documented as administered
on 03/04/24 at 12;00am.

Interview with a medication aide (MA) on
03/21/24 at 2:55pm revealed:

-Resident #8 was in a lot of pain and having
frouble breathing.

-The rasident was gasping for air.

-She eould fell the residant was in pain because
the resident was frowning and meaning the last 2
to 3 days of her life.

-There ware two MAs who did not administer the
resident's Morphine because thay did not feel like
the resident was transitioning because they did
not think the rasident was in distrass.
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-She thought those MAs documented the resident
was asleep when they did not administer the
Momhine.

-3he was not sure why there wera blanks on the
MAR.

Interview with the Director of Resident Care
{DRC) on 03/21/24 at 3:07pm revealed:

-There had bean some issues with the
administration of Resident #8's Morphine brought
to her attention by a haspice nurse.

-Some of the MAs did not administer tha
Morphine when the residant was aslaep because
the resident was not In distress while she was
sleeping and did not ook like she was in pain to
the MAs.

-They had to get a clarification order to administer
the Merphine when the resldent was asleep or
awake.

-The MAs were supposad to decument a reason
on the MAR when a medication was not
administered.

Refer to interview with a medication aide (MA} on
03121424 at 11:00am.

Refer to interview with the Memory Care Director
(MCD} on 03/21/24 at 11:20am.

Refer to Interview with the Director of Resident
Care (DRC) on 03/21/24 at 11:40am.

Refer to telephona interview with the
Administratar on 03/22/24 at 10:56am.

3. Review of Resident #3's current FL-2 revealed
diagnoses included muscle weakness, difficulty
walking, Alzheimer's disease, and unspeclfied
asthma.
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a. Review of Resident #3's physician orders
dated 01/01/24 revealed an crder for Amlodipine
5mg, tablet daily at 9:00am. {Amlcdipine Is a
medication used to treat high blood pressure).

Review of Resident #3's March 2024 medication
administration record (MAR) ravealed:

~There was an entry for Amladipine Smg, 1 {ablet
daily at 9:00am.

-There was no documentation Amlodipine 5mg, 1
tablet was administered at 8:00am on 03/17/23,
that was blank and no reason given as to why the
medication was not administered.

b. Review of Resident #3's physician orders
dated 01/01/24 revealed an order for Aspirin
Bimg, 1 chewable tablet daily at S:00am. {Aspirin
is a medication that may be used to reduce the
risk of heart attack and stroke).

Review of Resident #3's March 2024 MAR
revealed:

-There was an entry for Aspirin 81mg, 1 chewable
fablet daily at 9:00am

-There was no documentation Aspirin 81mg, 1
chewable tablet was administered at 9:00am on
03/17/24, that was blank and no reason given as
to why the medication was not administered.

c. Review of Resident #3's physician orders daled
01/01/24 revealed an order for Eliolate 15mg, 1
tablet daily at 9;00am. (Elfclate is a supplement
used to treat folate deficlency).

Raview of Resident #3's March 2024 MAR
revealed:

-There was an entry for Elfolate 15mg, 1 tablet
daily at 9:00am.

-Thare was no documentation Elfolate 15mg, 1
tablet was administered at 9:00am on 03/17/24,

D 367
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that was blank and no reason given as to why the
medication was not administered.

d. Review of Resldent #3's physlician orders
dated 01/01/24 revealed an order for Fluticasone
Propionate 50meg, 1 spray in each nostril daily at
9:00am. (Fluticasone Propionate is 2 medication
used treat sneszing, itchy or runny nose
associated with seasonal allergies).

Review of Rosidont #3's March 2024 revealed:
-There was an eniry for Fluticasone Propionate
50mcg, 1 spray in each nostrit daily at 9:00am.
-There was no documentation Fluticasone
Propicnate 50mcg, 1 spray in each nostril was
administared at 9:00am on 03/17/24, that was
blank and no reason given as to why the
medication was not administerad.

e. Revlew of Resldent #3's physician orders
dated 01/01/24 revealed an order for Lamotrigina
200mg, 2 tablets daily at 9:00am. (Lamotrigine is
a medication used te treat selzures and blpolar
disordar).

Review of Resident #3's March 2024 MAR
revealed:

-There was an entry for Lamotrigine 20Cmg, 2
tablets daily at 9:00am.

~There was no documentation Lamotrigine
200mg, 2 tablets were administered at 9:00am on
03717/24, that was blank and no reason given as
to why the medication was not adminlsterad.

f. Review of Resident #3's physician orders dated
01/01/24 revealed an order for Lithium Carbonate
150mg, 1 capsule daily at 9:00am. {Lithium
Carbonate is a medication used to treat bipolar
disorder).
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Review of Resident #3's March 2024 revealed:
-There was an entry for Lithium Carbonate
150mg, 1 capsule daily at 9:00am.

-There was documentation Lithlum Carbonate
150 mg, 1 capsule was not administered on
03/14/24 dencted by circled initials with no reason
as to why the medication was not administered,
and no documentation that Lithium Carbenate
150mg,1 capsule was administered at 9:00am on
03/17/24, that was blank 2nd no reason given as
to why the medication was not administered.

g. Review of Resident #3's physician orders
dated 01/01/24 revealed an order for Vitamin
B-12 1000mcg, 1 tablet daily at 8:00am. (Vitamin
B-12 used to treat Vitamin B-12 doeficiency).

Review of Resldent#3's January 2024 MAR
revealed:

“There was an entry for Vitamin B-12 1000meg, 1
tablet daily at 9:00am.

-There was no documentation Vitamin B-12
1000mcg, 1 tablet was administerad on 01/19/24
at 8:00am, that was blank and no reason given as
1o why the medication was not administered.

Review of Resident #3's March 2024 MAR
revealed:

-There was an entry for Vitamin 8-12 1000mcg, 1
tablet daily at 9:00am.

-Thera was no documentation Vitamin B-12
1000meyg, 1 tablet was administered at 9:00am

on 03/17/24, that was btank and no reason given
as to why the medication was not administered.

h. Review of Resident #3's physician orders
dated 01/01/24 revealed an order for Mirtazapine
15mg, 1 tablet at bedtime at 8:00pm. (Mirtazapine
is a medication used to treat depression.)

O 367
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Raview of Resident #3's Fabruary 2024 MAR
revealad:

-There was an entry for Mirtazapine 15mg, 1
tablet at badtime at 8:00pm.

-There was no documentation Mirtazapine 15mg,
1 tahblet was administered at B:00pm on 02/20/24,
02/23/24, and 02/27/24, that was blank and no
reason given as to why the medication was not
administared.

Review of Resident #3's March 2024 MAR
revealed:

-There was an entry for Mirtazapine 15mg, 1
tablet at betime at 8:00pm.

~There was no documentation Mirtazapine 15mag,
1 tablet was administered at 8:00pm on 03/12/24,
that was blank and no reason given as to why the
medicatlon was not administered.

i, Review of Resident #3's physician orders dated
01/01/24 revealed an order for Zyprexa 2.5mg, 1
tablet at bedtime at 8:00pm. {Zyprexa is &
medication used to treat schizophrenia and
bipolar disorder).

Review of Resident #3's January 2024 MAR
revealed:

~There was an entry for Zyprexa 2.5mg, 1 tablet
at bedtime at 8:00pm.

-There was documentation Zyprexa 2.5mg, 1
fablet was not administered on 01/14/24 denoted
by circled initials and no reason given as to why
the medication was not administered.

Review of Resident #3's February 2024 MAR
revealed:

-There was an entry for Zyprexa 2.5mg, 1 tablst
at bedtime at 8:00pm.

~There was no documentation Zyprexa 2.5mg, 1
tablet was administered at 8:00pm on 02/20/24,

D 387
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01423124, and 02/27/24 that was blank and no
reason given as to why the medication was not
administered.

1. Revlew of Resident #3's physician orders dated

01/01/24 revealed an order for Trazodone 100mg,

1 tablet every evening at 8:00pm. (Trazodone is a
medication used fo freat depression).

Review of Resident #3's January 2024 MAR
revealed:

-There was an entry for Trazodone 100mg, 1
tablet at 8:00pm.

-Thera was dacumantation Trazodone 100mg, 1
tablet was not administered on 01/29/24 end

01130124 denoted by circled initials and no reason
given as o why the medication was not

administered.

Review of Resldent #3's February 2024 MAR
revealed:

-Thera was an entry for Trazodone 100mag, 1
tablet at 8:00pm.

-There was no documentation Trazodone 100mg,
1 tablet was administered at 8:00pm on 02/20/24,
02/23/24, and 02/27/24, that was blank and no
reason given as to why the medication was not
administered.

Review of Resident #3's March 2024 MAR
revealed:

-There was an entry for Trazodone 100mg, 1
tabtet at 8:00pm.

~There was no documentation Trazedone 100mg,
1 tablet at 8:00pm was administered on 03/12/24
at 8:00pm.

k. Review of Resident #3's physician orders dated
0 1/01424 revealed an order for Ammonium
Lactate 12% Lotion, apply to bilateral feet every

D 367
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day at 8:00am. {Ammonium Lactateis a
medication used to treat dry and scaly skin).

Review of Rasidant #3's February 2024 MAR
revealed:

~There was an entry for Ammonium Lactate 12%
Lotion, apply to bilateral feet every day at 9:00am.
-There was no documentation Ammonium

Lactate 12% Lotion was applied fo bilaterz] feat
on 9:00am on 02/05/24, 02/14/24, and 02/24/24,
that was blank and no reason given as to why the
medication was not administered.

Review of Resident #3's March 2024 MAR
revealed:

-There was an entry for Ammonium Lactate 12%
Lotion, apply 1o bilateral feet avery day at 9:00am.
-There was no documentation Ammenium

Lactate 12% Lotion was applied to bilateral feet at
9:00am on 03/17/24, that was blank and no
reason given as to why the medication was not
administerad.

. Review of Resident #3's physlician orders dated
D1/01/24 revealed an order for Thera-Derma
Loticn, apply topically fo face every day at
9:00am. {Thera-Derma is a lotion used to treat
dry skin).

Review of Resident #3's February 2024 MAR
revealed:

-There was an entry for Thera-Derma Lotion,
apply toplcally to face every day at 9:00am.
-There was no documentation Thera-Demna
Lotion was applied to the faca at 9:.00am on
02114124, 02116124, and 02/24/24, that was blank
and no reasen given as to why the medication
was not administerad.

Review of Resident #3's March 2024 MAR
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revealed:

-There was an entry for Thera-Derma Lotion,
apply topically to face every day at 9:00am
-There was no documantation Thera-Dema
Lotion was applied to the face at 9:00am on
03/17i24, that was blank and no reason given as
to why the medication was not administered.

m. Raview of Resident #3's physician orders
dated 01/01/24 revealed an order for Ativan
0.5mg, 1 tablet every 4 hours as needed (pm) for
anxiely. (Ativan is a controlled substance used to
freat anxiely).

Review of Resident #3's February MAR 2024
revealed:

-There was an entry for Ativan 0.5mg, 1 tablet
gvary 4 hours as needed for anxiety.

-There was documentation Ativan 0.5mg, 1 tablet
was administered an 02/21/24, 02/25/24 and
02/28/24 but no reason was given as to why it
was administared and effectiveness as a pm
medication.

Refer to interview with a medication aide (MA) on
03121124 at 11:00am.

Refer to interview with the Memary Care Director
(MCD) on 03/21/24 at 11:20am.

Refer to interview with the Director of Resident
Cara (DRC) on 03/21/24 at 11:40am.

Refer to telephona Interview with the
Administrator on 03/22/24 at 10:56am.

4. Review of Resident #4's current FL-2 dated
03/07124 revealed diagnoses included
hypertension crisls, dementia, chronic kidney
disease, transient ischemic attack, and

D 387
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generalized weakness.

a. Review of Resident #4's physician orders
dated 01/01/24 revealed an order for Aloe Vesta
Skin Conditioner Lotion, apply to sacralfrectal
area due 10 sKin Irritatlon every day at 8:00am.
(Alce Vesta Skin Conditioner Lotion Is a
medication used to treat dry, rough, scaly, itchy
skin and minor skin irritations).

Review of Resident #4's January 2024
medication administration record (MAR) revealed:
-There was an entry for Alog Vesta SKin
Conditioner Lotion, apply to sacralirectal area due
to skin irritation every day at 8:00am.

-There was documentation Aloe Vesta Skin
Conditioner Lotion was not administered at
8:00am on 01/04/24 denoted by circled initials
and no reason given as to why the medlcation
was not adminlstered.

Review of Resident #4's February 2024 MAR
revealed:

~There was an entry for Aloe Vesta Skin
Conditioner Lotion, apply to sacralfrectal area due
to skin imitation every day at 9:00am.

-There was no docurnentation Aloe Vesta Skin
Conditionar Lotion was applied to the sacral/rectal
area at &:00am on 02/26/24, that was blank and
no reason given as to why the medication was not
administered.

b. Review of Resident #4's physiclan orders
dated 01/01/24 revealed an order for Aspirin
81mg, chewable 1 tablat daily at 9:00am. (Aspirin
is a2 medication that may be used to reduce the
risk of heart attack and stroke).

Review of Resident #4's January 2024 MAR
revealed:
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~There was an entry for Aspirin 81mg, chewable 1
tablet daily at 9:00am.

-There was documentation Aspiring 81mg,
chewable 1 tablat was not administered at
9:00am on 01/04/24 denoted by circled initials
and no reason given as to why tha medication
was not administered.

¢. Raview of Resident #4's physlician orders dated
01/01/24 revealed an order for Diltiazem ER
360mg, 1 capsule daily at 9:00am. (Diltlazem is a
medication uses to treat high blood pressure).

Review of Resident #4's January 2024 MAR
ravealed:

-There was an entry for Diltiazem ER 360mg, 1
capsule daily at 9:00am.

-There was documentation Diltiazem ER 360mg,
1 capsule was not administered at 8:00am on
01/04/24 dencted by circle initials and no reason
given as to why the medication was not
administered.

d. Review of Resident #4’s physician orders
dated 01/01/24 revealed an order for
Losartan-HCTZ 100mg-25mg, 1 tablet daily at
9:00am. (Losartan-HCTZ is a medication used to
treat high blood pressure, reducing he risk of
stroke and heart attack).

Review of Residant #4's January 2024 MAR
revealed:

-There was an entry for Losartan-HGTZ
100mg-25mg, 1 tablet daily at 9:00am.

-There was documentation Losanan-HGCTZ
100mg-25mg, 1 tablat was not administered at
9:00am on 01/04/24 dencted by circled Initials
and no reason given as to why the medication
was not administered.
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Review of Resident #4's February 2024 MAR
revealed:

-Thera was an entry for Losartan-HCTZ
100mg-25my, 1 tablet daily at 9:00am.

-There was no documentation Losartan-HCTZ
100mg-25mg, 1 tablet was administered at
9:00am on 02/26/24, that was blank and no
reason given as to why the medicatich was not
administered.

e. Review of Resident #4's physician orders
dated 01/01/24 revealed an order for Vitamin D3
50meg, 1 capsule daily at 9:00am. {Vitamin D3 Is
a medication used to treat vitamin D deficiency).

Review of Resident #4's January 2024 MAR
revealed:

-There was an entry for Vitarnin D3 50mg, 1
capsule daily at 9:00am.

-There was documentation Vitamin D3 50mg, 1
capsule was not administered at 9:00am on
01/04i24 and 01723124 denoted by circled initials
and no reason given as to why the medication
was not administered.

f. Review of Resident #4's physictan orders dated
01/01/24 revealed an order for Aspercrame
Lidocalne 4%, apply to right neckiright shoulder
top two times dally for pain at 9:00am.
(Aspercreme Lidocaine is a topical pain reliever.)

Review of Resident #4's January 2024 MAR
ravealed:

-There was an entry for Aspercreme Lidocaine
4%, apply to right neck/right should top times
daily for pain at 9:00am.

-There was documentation Aspercreme Lidocaine
4%, was not administered at 9:00am on 01/04/24,
01/17i24, 01720124, 01/21/24, and 01/22/24
denoted by circled initials and no reason given as
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to why the medication was not administered.
-There was documentation Aspercreme Lidocaing
4% was not administered at 8:00pm from
01/01/24 through 01/07/24, from 01117124
through 01/19/24, 01/22/24, and 01/24/24
denoted by circled initials and no reason given as
to why the medication was not administered and
no documentation Aspercreme Lidocaine 4% was
administered at 8:00pm on 01/08/24 and
01/14/24, that was blank and no reason as {o why
the mediation was not administered.

Revisw of Resident #4's February 2024 MAR
revealed:

~There was an entry for Aspercreme Lidocaine
4% apply to right neck/right shouldar top tow
times daily for pain at 9:00am.

-There was documentalion Aspercreme Lidocaine
4% was not applied to the right neck/fright
shoulder top at 8:00pm denoted by circled initials
on 02/06/24, 02/07/24, 02/09/24 and D2/10/24
with no reason as to why the medication was not
administered, and there was no documentation
Aspercrame Lidocaine 4% was applied to the
right neck/rght shoulder at 8:00pm on 02/20/24,
02423124, and 02/27/24, that was blank and no
reason was given as to why the medication was
not administered.

Review of Resident #4's March 2024 MAR
revealed:

~There was an entry for Aspercreme Lidocaine
4%, apply to right neck-right should to two times
daily at 5:00am and 8:00pm.

-There was no documentation Aspercreme
Lidocaine 4% was applied to the right neck/right
shauldar at 8:00pm on 03/12/24 and 03/15/24
that was blank and no reason as to why the
medication was net administered.
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g. Review of Resident #4's physician orders
dated 01/01/24 revealed an order for Clonidine
0.1mg, 1 tablet two fimes daily at 9:00am and
8:00pm. (Clonidine is a medication used to treat
high blood pressure).

Review of Resident #4's January 2024 MAR
revaaled:

-Thera was an entry for Clonidine 0.1mg, 1 tablet
two times daily at 9:00am and 8:00pm.

-There was documentation Clonidine 0.1mg, 1
tablet was not administered at 8:00am on
01/04/24 denoted by circled initials with no reason
given as to why the medication was not
administered.

-There was documaentation Clonidine 0.1mg, 1
tablet was not administered at 8:00pm frem
01101724 through 01/07/24, and 01/19/24,
01/22/24 and 01/24/24 denoted by circled initials
with no reason given as to why the medication
was not administered, and no documentation
Clonidine 0.1mg, 1 tablet was administered at
8:00pm at 01/14/24, that was blank and no
reascn given as o why the medication was not
adminlstered.

Review of Resident #4's Fabruary 2024 MAR
revealed:

-Thare was an entry for Clonidine 0.1mg, 1 {ablet
two times dally at 9:00am and 8:00pm.

-Thera was documentation Clonidina 0.1mg, 1
tablet was not administered at 8:00pm on
02/04i24, 02/06124 , 02/07/24, 02/09/24, and
02/19/24 denoted by circled initiels with no reason
given as to why the medication was not
administered, and no documentation Clonidine
0.1mg, 1 ablet was administered at 8:00pm on
02/20i24, 02123124, 02/27124, and 02/29/24, that
was blank with no reascn given as to why the
medication was not administered.
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Review of Resident #4's March 2024 MAR
revealed:

-There was an entry for Clonidine 0.1mg, 1 tablet
two times daily at 9:00am and 8:00pm.

-There was no documentation Clonidine 0.1mg, 4
tablet was not adminlstered at 8:0Cpm on
03111/24 and 03/12/24, that was blank and no
reason as to why the medication was not
administerad.

h. Review of Resident #4's physician orders
dated 01/01/24 revealed an ordar for Metoprolol
Tartrata 25mg, 0.5 tablet two times dally at
8:00am and 8:00pm. {Metoprolol Tartrate is a
medlcation used to treat high blood pressure.)

Review of Resident #4 January 2024 revealed:
-There was an entry for Metoprolol Tarirate 25mg,
0.5 tablet two times daily at 9:00am and 8:00pm,
-There was documentation Metoprolol Tartrate
25ma, 0.5 tablet as not administered at 9:00am
on 01/04/24 denoted by circled nitials with no
reason given as to why the medication was not
administered.

~There was documentation Meatoprolo) Tartrate
25mg, 0.5 tablet was not adminlstered at 8:00pm
from 01/01/24 through 01/07/24, and 01/19/24,
01/22/24 and 01/24/24 denoted by circled initials
with no reason given as to why the medication
was not administered, and no documentation
Metoprolol Tarlrate 25mg, 0.5 tablet was
administered at 8:00pm on 01/14£24, thatwas
blank and no reason given as ta why the
medication was not administered.

Review of Resident #4's February 2024 MAR
revealed:

-There was an entry for Metoprolol Tartrate 25mg,
0.5 {ablet two times dally at 9:00am and 8:00pm.
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~-Thera was documentation Metoprolol Tartrate
25mg, 0.5 tablet was not administered at 8:00pm
on 02/04/24, 02/06/24 , 02/07/24, 02/09/24, and
02/19/24 denoted by circled initials with no reason
given as to why the medication was not
administered, and no decumentation Metoprolol
Tartrate 28mg, 0.5 tablet was administered at
8:00pm on 02/20/24, 02/23124, 02/27/24, and
02/29/24, that was blank with no reason given as
to why the medication was not administered.

Review of Resident #4's March 2024 MAR
revealed:

-There was an entry for Meteprolol Tartrate 25mag,
0.5 tablet two times dally at 9:00am and 8:00pm.
-There was no documentation Metoprolel Tarirate
25mg, 0.5 tablet was administered at 8:00pm at
03/12/24, that was blank with no reason given as
to why the medication was not administered.

i. Review of Resident #4's physician orders dated
04/01124 revealed an order for Nystatin 100,000
unit'gm Powder, apply topically to groin two times
daily at 9:00am and 8:00pm. {Nystatinis a
medication used to treat fungal or yeast infections
of the skin).

Review of Resident #4's January 2024 MAR
ravealed:

~There was an entry for Nystatin 100,000 unit/gm
Powder, apply topically fo groin fwo timas daily at
9:00am and 8:00pm.

-There was documentation Nystatin 160,000
unitigm Powder was not administered 9:00am on
01/04/24 denoted by circled initials and no reason
as to why the medication was not administered.
-There was documentation Nystatin 100,000
unitigm Powder was not administered at 8:00pm
from 01/01/24 through 01/07/24, and 01/18/24,
01/22124 and 01/24/24 denoted by circled initials
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with no reason given as to why the medication
was not administered, and no documentation
Nystatin 100,000 unit‘gm Powder was
administered at 6:00pm at 01/14/24 that was
blark and no reason given as to why the
medication was not administered.

Review of Resident #4's February 2024 MAR
revealed:

-There was an entry for Nystatin 100,000 unit/am
Powder, apply topically to groin two times daily at
9:00am and 8:00pm.

-There was documentation Nystatin 100,000
unit/gm Powder was not administered at 8:00pm
on 02/04124, 02/06/24 , 02/07/24, 02/09/24, and
02119124 denoted by circled initials with no reason
given as to why the medication was not
administared, and no documentation Nystatin
100,000 unitfgm Power was administered at
8:00pm on 02/20/24, 02/23/24, 02/27/24, and
02/29/24 that was blank with no reason given as
tc why the medication was not administered.

Review of Resident #4's March 2024 MAR
revealed:

-There was an entry for Nystatin 100,000 unitfgm
Powaer, apply topically to groin two times a day at
9:00am and 8:00pm.

~Thers was no documentation Nystatin 100,000
unit’gm Power was applied to the groin at 8:00pm
on (0311224 that was blank with no reason givan
as to why the medication was not administered.

j. Review of Resident #4's physician crders dated
01/01/24 revealed an order for Hydralazine 256mg,
1 tablet three times daily at 9:00am, 2:00pm, and
8:00pm. {Hydralazine is a medication used to
treat high blood pressure).

Review of Resident #4's January 2024 MAR
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revealed:

~There was an entry for Hydralazine 25mg 1
tablet three timas daity at 9:00am, 2:00pm, and
8.00pm,

-There was documentation Hydralazine was not
administered at 9:00am on 01/04/24 dencted by
circled initials and no reason given as to why the
medication was not administered.

-There was documentation Hydralazine was not
administered at 2:00prn from 01/01/24 through
01/07/24 denoted by circled initials and no reason
given as to why the medication was not
administered.

-There was documentation Hydralazine was not
administered at 8:00pm from 01/01/24 through
01/07/24, and 01/119/24, 01/22/24, and 01/24/24
denoted by circled initials with no reason given as
to why the medication was not administered, and
no documentation Hydralazine was administered
at 8:00pm on 01/14/24, that was blank and no
reason given as to why the mediation was not
administered,

Review of Resident #4's February 2024 MAR
revealed.

-There was an entry for Hydralazine 25mg, 1
tablet three times a day at 9:00am, 2:00pm, and
8:00pm.

~There was documentation Hydralazine 25mg, 1
tablet was not administered at 2:00pm on
02/28/24 that was blank and no reason given as
to why the medication was nof administered.
-There was doccumentation Hydralazine 25mg, 1
tablet, 1 tablet was not administered at 8:00pm
an 02104124, 02/06/24 , 02/07/24, (02/09/24, and
02119124 denoted by circled initials with no reasen
given as to why the medication was not
administered, and no decumentation Hydralazine
25mg, 1 tablet was administered at 8:00pm cn
0212024, 02/23/24, 02/27/24, and 02/29/24, that
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was blank with no reason given as fo why the
medication was not adminlstered.

Review of Resident #4 March 2024 MAR
revealed:

-Thars was an entry Hydralazine 25mg, tablet
three times a day at 8:00am, 2:00pm, and
8:00pm.

-There was no documentation Hydralazine 25mg,
1 tablet was administered at 8:00pm on 03712/24
and 03/13/24, that was blank and no reason was
given as to why the medication was not
administerad.

k. Review of Resident #4's physician orders dated
01/01/24 revealed an order for Atorvastatin 80mg,
1 tablet every evening at 8:00pm. ( Atorvastalin is
used to treat high cholesterci).

Review of Resident #4's January 2024 MAR
revealed:

-Thera was an eniry Atorvastatin 80mg, 1 tablet
svery evening at 8:00pm.

~There was documentation Atorvastatin 80mg, 1
tablet was not administered at 8:00pm on from
01/01/24 through 01/07/24, 01/19/24, and
01/22/24 denoted by circled initials with no reason
given as to why the medication was not
administered.

Review of Resident #4's February 2024 MAR
revealed:

-There was an entry for Atorvastatin 80mg, 1
tablet every evening at 8:00pm.

~-There was documentation Atorvastatin 80mag, 1
tablet was not administered at 8:00pm on
02/04/24, 02/06/24, 02/07/24, 020824, and
02/18/24 denoted by circled initials with no reason
given as to why the medication was not
administered, and no documentation Atorvastatin
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80mg, 1 tablet was administered at 8:00pm on
02/20/24, 02/23/24, and 02/27/24, that was blank
and no reason given as to why the medication
was not administered.

Review of Resident #4's March 2024 MAR
revealed:

-There was an order for Atorvastatin 80mg, 1
tablet every evening at 8:00pm.

-There was no documentation Atorvastatin 80mg,
1 tablet was administered at 8:00pm on 03/11/24
and 03/12/24, that was blank ard no reason
given as to why the medication was not given.

I. Review of Resident #4's physician ordars dated
011011724 revealed an order for Donepezil 5mg, 1
tablet every evening at 8:00pm. {Donepezilis a
medication used to treat Alzheimer's disease).

Review of Resident #4's January 2024 MAR
revealed:

-There was an enlry for Donepezil 5mg, 1 tablet
every evening at 8:00pm.

-There was documentation Donepezil 5mg, 1
tablet was not administered at 8:00pm from
01/01/24 through 01/07/24, 01/19/24, and
01/22i24 denoted by circled initials with no reason
givan as to why the medication was not
adminlistered

Review of Resident #4's February 2024 MAR
revealed:

-There was an entry for Donepezil Smy, 1 tablet
every evening at 8:00pm.

-There was documentation Donepezil 5mag, 1
tablet every evening was administered at 8:00pm
on 02/04/24, 02/06/24, 02{07/24, 02/09/24, and
02/19/24 denoted by circled initials with no reason
given as to why the medication was not
administered, and no documentation Donepezil
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Smyg, 1 tablet every evening was administered at
8:00pm on 02/20/24, 02/23/24, and 02/27/24, that
was blank and no reason given as fo why the
medication was not administered.

Review of Resident #4's March 2024 MAR
revealed:

-There was an entry for Donepezil 5Smyg, 1 tablet
every evening at 8:00pm.

~There was no documentation Donegpezil Smg, 1
tablet was not administered at 8:060pm on
03/12{24, that was blank and no reason given as
to why the medication was not administered.

m. Review of Resident #4's physician orders
dated 01/01//24 revealed an order for Doxazosin
Bmg, 1 tablet every evening at 8:00pm.
{Daxazosin is used to treat high blocd pressure
and urinary retention).

Review of Resident #4's January 2024 MAR
revealed:

-There was an entry for Doxazosin 8mg, 1 fablet
avery evening at 8:00pm.

-Thare was dacumentation Doxazosin 8mg, 1
tablet was not administered at 8:00pm on from
01/01/24 through 01/07/24, 01/18/24, and
01122/24 denoted by clrcled inifials with no reason
given as to why the medication was not
administered

Review of Residant #4's February 2024 MAR
revealed:

~There was an entry for Doxazosin 8mg, 1 tablet
evary evening at 8:00pm.

-There was documentation Doxazosin 8mg, 1
tablet was not administered at 8:00pm on
02/04/24, 02i06/24, 02/07/24, 02/09/24, and
02/18/24 denoted by circled initials with no reason
given as to why the medication was not

STATE FORM

Division of Hoalth Service Regufation

N1§211

IF contirruntion sheot 52 of 104




Division of Health Service Regulation

PRINTED: 04/15/2024
FORM APPROVED

STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

HALO9S8030

{2} MULTIPLE CONSTRUCTION
A BUILDING:

B. WING

(X3) DATE SURVEY
COMPLETED

R-C
03/22/2024

NAME OF PROVIDER OR SUPPLIER

STREEY ADDRESS, CITY, STAYE, ZIP CODE

1730 PARKWOOD ELVD
WILSON, NC 27885

PARKWOOD VILLAGE

HHio
PREFIX
TAG

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

D PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TD THE APPROPRIATE DATE

O 367

Continued From page 82

administered, and there was no documentation
Doxazosin 8mg, 1 tablet was administered at
8:00pm on 02/20/24, 02/23/24, and 02/27/2, that
was blank and no reason given as to why the
medication was not administered.

Review of Resident #4's March 2024 revealed:
~There was an entry for Doxazosin 8myg, 1 tablet
every evaning at 8:00pm.

-There was no documentaticn Doxazosin 8mg, 1
tablet was administered at 8:00pm on 03/12/24,
that was blank and no reason given as to why the
medication was not administered.

n. Review of Resident #4's physician orders
dated 01/01/24 revealed an order for Gabapentin
100mg, 1 capsula at bedtime at 8:00pm.
{Gabapentin may be used to treat nerve pain).

Review of Resident #4's January 2024 MAR
revealed:

-There was an entry for Gabapentin 100mg, 1
capsule at bedtima at 8:00pm.

-There was documentation Gabapentin 100mg, 1
capsule was not administered at 8:00pm on from
01/01/24 through 01/07/24, 01119/24, and
01/22/24 denoted by circled initials with no reason
given as to why the medication was not
administered

Review of Resident #4's February 2024 MAR
revealed:

-Thare was an entry for Gabapentin 100mg, 1
capsule at badtima at 8:00pm.

-There was documentation Gabapentin 100mg, 1
capsule was not administered at 8:00pm on
02/04i24, 02/06/24, 02107124, 02/09/24, and
02/19/24 dencted by circled initials with no reasen
given as to why the medication was not
administerad, and no dacumentation Gabapantin
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100mg, 1 capsule was administered at 8:00pm
on 02/20/24, 02/23/24, and 02/27724, that was
blank and no reason given as to why the
medication was not administered.

Review of Resident #4's March 2024 MAR
revealed:

~There was an entry for Gabapentin 100mag, 1
capsule at bedtime at 8:00pm.

-There was no documentation Gabapentin
100mg, 1 capsule was administered at 8:00pm
on 03/12/24, that was blank and no reason given
as to why the medication was not administered.

0. Review of Resldent #4's physician orders
dated 01/01/24 revealed an order for Baza
Protect 1%-12% cream, apply to left hip and
sacrum daily at 9:00am. {Baza Protect is a skin
protectant used fo treat and prevent skin
irritation).

Review of Resident #4's January 2024 MAR
revealed:

-There was an entry for Baza Protect 1%-12%
cream, apply to left hip ad sacrum daily at
9:00am.

-There was documentation Baza Protect 1%-12%
cream was not administered at 9:00am on
01/04/24 denoted by circled initials and no reason
given as to why the medication was not
administered.

p. Reviaw of Resident #4's physician ordars
dated 01/01/24 revealed an ardar for Eucerin
Unscented cream, apply topically to back daily at
8:00am. (Eucerin is a topical cream used to treat
or preveqnt dry, rough, scaly, itchy skin and minor
skin irritations).

Review of Resident #4's January 2024 MAR
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revealed:

-There was an entry for Eucerin Unscented
cream, apply topically to back daily at 9:00am.
-There was documentation Eucerin Unscented
cream was nof administered at 9:00am on
(11104124 denoted by circled initials and no reason
glven as to why the medication was not
administered.

Refer to interview with a medication aide {(MA} on
03/21/24 at 11:00am.

Refer fo inferviaw with the Memory Care Director
{MCD} on 03/21/24 at 11:20am.

Rafer to Interview with the Director of Resldent
Care (DRC) on 03/21/24 at 11:40am.

Refer to telephone interview with the
Administrator on 03/22/24 at 10:56am.

Interview with a MA on 03/21/24 at 11:00am
revealed;

-The process was for the MAs to document the
medication was not administered by circling their
initials and on the back of the MARs and give a
reason the medication was not administered
Including the name of the medication, date, and
time.

-There should naver be blanks or holes on the
MARs.

Interview with the MCD on 03/21/24 at 11:20am
revealed;

-The MAs shauld circle her initials and document
on tha back of the MARSs the reason a medication
was not administered.

-The MARs should not ba left blank.

Interview with the DRC on 03/21/24 at 11:40am
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revealed.

-Tha procedure was for tha MAs was to initial and
circle their initials and document on the back of
the MARSs the reason tha medication was not
administered such as resident out of the fackity,
refused, awaiting medication from phamacy.

-If a medication was administered as needed,
documentation should include the reason the
medication was givan and the effectivansss.
-The facility would be changing to electronic
MARs which should help with the accuracy of the
MARs.

Telephene Interview with the Administrator on
03722124 at 10.56am revealed:

-Documentation on the MARs should be accurate
with the initials of the MA who administered the
medication.

-if the medication was not administered, the MA
should circle her initials and document on the
back of the MAR the reason the medication was
not given.

-Tha MARs should not ba laft blank.

D 392 10A NCAC 13F .1008 (a) Controlled Substances D392

10A NCAC 13F .1008 Controlled Substances
(a} An adult care homse shall assure a record of GM %/ WN
controlled substances by documenting the "P .
receipt, administration, and disposition of
controlled substances. Thesa racords shall be
maintained with the resident’s record in the facility
and in such an crder that there can be accurate
recenciliation of controllod substances.

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to ensure accurate recenciliation of a
controlled substance for 1 of 7 residents (#8)
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sampled with orders for a contrelled substance
used to treat severe pain and breathing difficulties
at end of life, resulting in missing and
unaccounted for dosages of the medication.

The findings ara:

Review of Resident #8's closed record FL-2
dated 08/23/23 revealed diagnoses included
dementia and hypertenston.

Review of Residant #8's primary care provider
(PCP) note dated 02/28/24 revealed:

-Today, 02/28/24, the resident's condition had
deteriorated substantially.

-The resident had a respiratory rata of 60 breaths
per minute and did not appear to be comfortable.
-After discussion wilh the resident’s family, the
resident was started on as needed (pro}
Morphine for management of shortness of braath.
{Morphine is a controlled substarce used to treat
severa pain, breathing difficulties and other end
of life symptoms.)

-The resident was on oxygen via nasal cannula
today as well.

Review of Resldent #8's PCP order dated
02i28/24 revealed:

-Thera was an elecironic prescription (e-script)
for Morphine 10mg/0.5mi Qral Sclution, take
0.5ml every 4 hours as needed for pain or
shoriness of breath.

-It was electronically signed on 02/28/24 at
7:17pm.

-There was documentation the ordar was sent via
fax and email to the facility on 02/28/24 at
7:18pm.

Review of Resident #8's hosplee verbal order
dated 03/01/24 PCP order dated 03/01/24

D 3g2
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revealed an order for Morphine Sulfate
100mg/Sml give 0.5mt every 4 hours scheduled.

Review of Resident #8's hospice order dated
03/03/24 revealed:

-The resident was actively dying, continue
comfort medications.

-Giva scheduled Morphine if the resident was
awake or asleap.

-A second note again Indicated "adminlster
Morphine if pt {patient} awake or asleap”.

Review of a second hospice order on 03/03/24 for
Resident #8 revealed:

-The resident was actively dying, having
respiratory distress.

-The resident was comfortable but uncomfortable
with respiratory changes when
movedirepositioned.

-There was an order to increase scheduled
Morphine form every 4 hours to every 2 hours for
severe pain or resplratory distress, do not hold,
administer if the resldent awake or asleep.

Review of Resident #8’s February 2024
medication administration record {MAR}) revealed:
-There was a handwritten entry for Morphine
Sulfate 0.5ml every 4 hours for sevara pain or
shortness of breath.

-There was no Marphine documented as
administered In February 2024,

-There were no other orders for Morphine
transcribed onto the February 2024 MAR,

Review of Resident #8's March 2024 MAR
revealed:

-There was a handwritten entry for Morphine
Sulfate 100mg/&ml take 0.5ml every 4 hours as
needed for paln or shortness of breath.

-There was no pm Morphine documeanted as
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administered for this entry.

-There was a secand handwritten entry for
Morphine 100ma/5mi give 0.5ml every 4 hours
with a written date of 03/01/24 scheduled at
8:00am, 12:00pm, 4:00pm, 8:00pm, 12:00am,
and 4.00am.

-Thera was a handwritten note undemsath the
entry dated 03/03/24 with an asterisk and
instructions to administer if awake or aslegp.
-Morphine was documented as not administered
on 03/02/24 at 12:00am and 4:00am, on 0303124
at 12:00am and 4:00am due to the resident
asleap/no distrass.

-Staff initials ware circled on 03/01/24 at 8:00am
and B:00pm with no reasoen for not administering
the medication.

-There was a third handwritten entry for Morphine
100mg/5mi give 0.5ml every 2 hours schedulad
for 8:00am, 10:00arn, 12:00pm, 2:00pm, 4.00pm,
6:00pm, 8:00pm, 10:00pm, 12:00am, 2:00am,
4:00am, and 6:00am.

-The first documented dose was administered at
10:00pm on 03/03/24,

-A second dose was documented as
administered at 12:00am on 03/04/24.

-There were no other doses documented as
administered in March 2024,

~There was a handwritten note that the resident
expired on 03/04/24 at 12:37am.

Review of Resident #8's incident report dated
03/04/24 at 12:20am revealed hospice came to
assess the resident and the resident had expired.

Review of Rasident #8's controlled substance
{CS} log for Morphine revealed:
-There was only one CS leg for Morphine with 30

prefilled syringes received on 02/29/24,
-There was a dispense date of 02/29/24 and

there was a direction change sticker placed over

D ag2
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the instructions on the prescription label at the top
of the CS log.

~There were no doses of Morphina documented
as administered in February 2024.

-The first dose documented as administered was
03/01/24 at 12:00pm.

-The last dose was documented as administered
on 03/04/24 at 12:00am.

-There wera 12 of 30 prefilled syringes of
Mormphine documented as administered, [eaving a
balance of 18 prefilled syringes.

Review of Resident #8's pharmacy dispensing
records from 07/31/23 - 0320124 revealed:

-The pharmacy dispensed 30 prefiled syringes
(15mis) of Morphine Sulfate 100mg/Smi on
02/29124.

-Tha date the order was written was 02/28/24,
-The instructions were to take 0.5ml {(10ma) every
4 hours as needed for pain or shortness of
breath.

Review of Resident #8’s phamacy
returnsi/discards audit report dated 07/01/23 -
D3/21/24 revealed there was no doecumentation of
any Morphine prefilled syringes being returned to
the pharmacy.

Review of Resident #8's Controlled Substance
Prescription Retumned to Pharmacy form
documented by facility staff and dated 03/04/24
revealed:

-There was an entry for Morphine 100mg/Sml with
a quantity raturned documented as 18.

-The reaseon code documented for return was the
resident expired.

~The form was signed by a MA.

-The section for pharmacy signature was blank.
-There was a fax stamped transmission log date
of 03/04/24 at 9:55am.
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Telephone interview with a phamacy technician
at the facility's contracted pharmacy on 03/21/24
at 5:00pm revealed:

-They received an order for Resident #8's
Morphine on 02/28/24 after 7:00pm.

~-The order was processed the next day, 02/29/24,
becausa there was no one at the pharmacy after
7:00pm to process orders.

-Resldent #8's Momphine was dispensed on
02/29/24 with 15ml dispensed in 30 prefilled
syringes of 0.5ml each.

-The 30 prefilled syringes of Morphine were
delivered to the facility on 02/29/24 at 4:08pm.
-She did not see a retum process in the
phamacy computer system for the resident's
Morphine.

-The pharmacist who processed returns was not
at the pharmacy today, 03/21/24.

Telephone interview with the Administrator on
03/22/24 at 10:57am revealed:

-She thought Resident #8's Morphine Sulfate had
been returned to the facility's contracted
phamnacy after the resident passed.

-She Just emailed scmeone at the facility’s
contracted pharmacy about Resident #8's
Morphine and attached a copy of the controlled
substanca retum sheet

-She had not received a response from the
phamacy yet.

Telephone Interview with the General Manager at
tha facility's contracted phammacy on 03722{24 at
12:41pm ravealed:

-The Morphine Sulfate retumed from the facility
for Resldent #8 was received “iikely" within the
last seven days and did not get processed and
keyed into the phamacy system by the pharmacy
technician until 03/22/24,
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-The pharmacy technician keyed in receiving
seven milliliters (mls) of morphine sulfate for a
total of 14 prefillad syringes.

Telephone interview with the Operational
Semvicing Department Pharmacist at the facility's
contracted phanmacy on 03/22/24 1:13pm
revealed:

~He was able to review the electronlc database
regarding the Merphine Sulfate dispensed for
Resident #8.

-On 0229124, Merphine Sulfate was dispensed to
the facility, a quantity of 15mis for a total of 30
prefilled syringes of 0.5ml each.

Second telephone interview with the General
Manager at the facility's contracted pharmacy an
03122724 at 2:50pm revealed;

-Tha pharmacy had only located a return of 14
prefilled syringes of Momphine Sulfate 0.5ml for
Resident #8 with a return date of 03/05/24.

-The accompanying controfled substanca retum
sheet indicated there was supposed to be 18
syringes of Morphine Suffate which would have
been &mls of Morphine Sulfate.

-The pharmaey had gone through the medication
return box and there were no loose prefilled
syringes of Morphine Sulfate found in the box.
-She was not able to read the [ast name ofthe
perscn signing as preparing the return medication
sheet but could read the first name.

Telephong interview willt the Administralor on
03122124 at 2:58pm ravealed:

-She provided the name for the MA that
completed the form for the retum of Morphine
Sulfate for Resident #8.

-5he just found out on 03/22/24 there was a
discrepancy in the count documented as returned
{o the pharmacy for the Morphine Sulfate for
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Resident #8.

-She was told by the MA that she remembered
writing up the retum medication form and there
were 18 prefilled syringes of Morphine Sulfate
refurned {o the pharmacy an 03/04/24.

-The last dose of Morphine Sulfate administered
was administered at 12:00am on 03/04/24 with a

remaining count of 18 Morphine Sulfate prefilled
syringes.

Telephone Interview with the MA on 03/22/24 at
3:30pm revealed:

-When she prepared controlled medications for
retumn to the pharmacy, she completed the
medication retumn form, counted every
medication, and placed the controlled
medications and medication count sheet in a
numbered, sealad plastic bag.

-She placed the controlled medications in the
locked area of the medicatlon cart.

-She Informed the MA that relleved her that the
controlled medications were in the narcotic
section of the medication cart for pharmacy
pickup.

D 389| 10A NCAG 13F 1008 (h} Controlled Substance D 388

Leperty Yo attachod
plase of covettin .

10A NCAC 13F .1008 Contrelled Substance

{h)} The facility shall ensura that all known drug
diversions are reported to the pharmacy, local law
enforcement agency and Health Care Personnel
Registry as required by state law, and that all
suspected drug diversions are reported to the
pharmacy. There shall be documentation of the
contact and action taken.

This Rule is nof met as evidenced by:
Based on interviews and record reviews, the
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facility failed to ensure a suspected drug
diverslon of 30 tablets of a controlled substance
used to treat anxiety and agitation by Staff Awas
reported to the facility's contracted phamacy in
November 2023,

The findings are:

Review of a 24-hour Health Care Parsonnal
Registry (HCPR) Initial Allegation Report for Staff
A revealed:

-The accused employas was Staff A, a
medication aide (MA).

-Staff A's date of hire was documented as
06/19123.

-The allegation was diversion of resident drugs.
-The date of the incident was documented as
11/03123.

-The date at time the facility became aware of the
incident was documented as 11/03/23 at
12:45pm.

~The allegation details included a resident's
medication, Xanax (a controlled substance used
to treat anxiety) prescriplion was showing
delivered on 10/10/23.

-The Xanax and the controlled substance {CS)
log for the medication was missing from the
facility.

-The local county Adult Home Specialist (AHS)
contacted the Administrator and notified her that it
was reported to the AHS on 11/03/23 that the
facitity was missing centrolled substances, and it
was stolen by an employee at the facility.
-Physical or Mental injury/harm was documented
as nonhe noted at this time.

-It was documented there was reasonable
suspicion of a crime and the incident was
reported to the local police depariment on
11/03/23 at 3:22pm.

~There was no documentation the suspected drug

D399
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diversion was reported to the facility's contracted
phanmmacy.

-The report was signed by the Administrator and
dated 11/03/23.

Review of a 5-day HCPR Investigation Report for
Staff A revealed:

-The accused employee was Staff A, a MA.

-The allegation was diversion of resident drugs.
-The date of the incident was documented as
11403423,

-There weare no witnesses documented.

«The attached summary included 3 paragraphs of
an investigation summary.

-On 10/10/23, a resident's Xanax was ordered
from the facility phamacy and delivered to the
facility at 12:02am on 10/11/23.

~The Xanax was signed in by a third shift MA and
another third shift MA assisted on signing In the
medications and putting them up.

-The resident’s order was fo take Xanax every
night at 8:00pm.

“When the medicatlon arrived on 10/11/23, the
resident still had 7 pills remaining in the current
package.

-The 7 remalning pills were givan as ordered.
-On 1011823, there was no Xanax in the
medication cart for the resident.

-The Administrator was notified on 11/03/23 upon
her return from leave that the 30 Xanax pills that
were delivered on 10/11/23 were missing and
they were stclen by Staff A,

-The Administrater immediately began an
invastigation.

-After interviews, record review, and observation,
the allegation was unsubstantiated.

~The medication was confirmed delivered and the
medication was not found.

-No witnesses of Staff A stealing the medication
was documented and Staff A did not work when
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the medicaticn was delivered.

-Staff A did not work until 3 days after the
medication was delivered and she did not recall
seeing the medication on the cart

-All MAs were interviewed and the Director of
Resident Care {DRC} would be completing a
training on Narcotic Count Guidelines for all MAs.
-For investigative actions, the allegation was not
substantiated and the accused employee was not
terminated.

-Tha incident was reported to the local county
Depariment of Social Services {(DSS) on 11/03/23
and to local law enforcement on 11/03/23.

-There was no documentation tha suspected drug
diversion was reporied to tha facility's contracted
phamacy.

-The report was signed by the Administrator and
dated 11/13/23.

Telephons interview with the DRC on 03/22/24 at
10:57am revealed:

-She or the Administratar were responsible for
notifying the facility's contracted pharmacy
provider about an allegation of drug diversion at
the facility.

-She called the facility's contracted pharmacy
during the alleged drug diversion investigation
and spoke with someone at the pharmacy to find
out when the Xanax was delivered 1o the facility.
~-She did not recall who she spoke with or the
date and time she called.

-She was not sure if she documented the contact
with the facllity's contracted pharmacy.

-She could not locate any documentation of
contact with the pharmacy.

-She was not sure if she told anyone at the
facility’s confracted pharmacy about the allegation
of suspected drug diversion.

Telephona interview with the Administrator on
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03122124 at 10:57am revegled:

-Either she or the DRC were responsible for
reporting suspected drug diversions to the
facility's contracted pharmacy.

-She had not been able to locate any
documentation by facility staff for notification of
the allegation of suspected drug diversion to the
facility's contracted pharmacy.

-She knew the DRC had been talking with the
facility's contracted pharmacy abeout the
suspected drug diversion of 30 Xanax tablets in
November 2023,

-She did not notify the facility's contracted
phamacy of the allegation of suspected drug
divarsion at tha facility in November 2023
because she assumed the DRC reporied it to the
phamacy.

-She contacted the facility's contracted phammacy
on 03/22/24 and was waiting on a reply from
them regarding recaipt of notification of the drug
diversion allegation.

-When she contacted the facility's contracted
pharmacy, she was provided the date of delivery
for the Xanax and she nolified the phamacy the
medication had not been [acated anywhere at the
facility.

Telephona interview with the General Manager at
the facility's contracted pharmacy on 03/22/24 at
12:41pm revealed:

-She was the pharmacist at the facility’s
contracted pharmacy at the time of 11/03/23.
-She had not received any report of an allegation
of drug diversion at tha facility.

-The facility could have notified the Operational
Servicing Department about the alleged drug
diversicn.

Telephone Interview with the Oparational
Senvicing Department Phammagist at the facility's
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Reglstry

10A NCAC 13F .1205 Health Care Personnel
Registry

The facility shall comply with G.S. 131E-258 and
supporting Rules 10A NCAC 130 .0101 and
0102,

This Rule is not met as evidenced by:
TYPE B VICLATION

Based on interviews and record reviews, the
facility failed fo ensure residents were protected
from harm while a Health Care Personnel
Registry {HCPR) investigation was in progress for
1 of 1 staff {Staff A), a medication afde who
allegedly diverted a contrelled substance was not
suspended but continued to administer
medications, including controlled substances at
the facility, while the facility was also aware Staff
Ahad criminal drug charges pending.

The findings are:

Review of a 24-hour Health Care Parsannal
Registry (HCPR) Initial Allegaticn Report for Staff
Arevealed:

-The accused employee was StaffA, a
medication aide (MA).

-3iaff A's date of hire was documented as
06119723,

-The allegation was diversion of resident drugs.
~The date of the incident was documanted as

Lofen totne atfachot
plan ¥ covectin .
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contracted pharmacy on 03/22/24 1:13pm
reveated he did not have any records of
natification of suspected drug diversion at the
facility.
D 438 10A NCAC 13F .1205 Health Care Personnel D 438
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-The date at time the facility became aware of the
incident was documented as 11/03/23 at
12:45pm.

-The allegalion details included a resldent’s
medication, Xanax {a cantralled substance used
to treat anxiety) prescription was showing
delivered on 104023,

~-The Xanax and the controlled substance {CS)
log for the medication was missing from the
faclity.

-The local county Adult Home Specialist (AHS)
contacted the Administrater and natified her that it
was reported to the AHS on 11/03/23 that the
facility was missing controlled substances, and it
was stolen by an employee at the facility.
-PhyslIcal or Mental injury/harm was documented
as none noted at this time.

-lf was documented there was reasonable
suspicion of a crime and the incldent was
reported to the local polica department on
11/03/23 at 3;:22pm.

-The report was signed by the Administrator and
dated 11/03/23.

Review of the facility's fax confiration sheet
revealed the 24-hour report was faxed to the
HCPR on 11/03/23 at 4:32om.

Review of a 5-day HCPR Investigation Report for
Staff A revealed:

-The accused employse was Staff A, a MA.

-The allegation was diversion of resident drugs.
-Tha date of the incident was documented as
1103423,

-It was documented the incident did not result in
physical harm or injury or mental anguish.
~There were no witnesses doecumented.

-The attached summary Included 3 paragraphs of
an investigation summary.

. . F
Division of Health Service Regulation PRIAPERCNER
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION
il _ {X3) DATE SURVEY
LAN OF CORRECTION IDENTIFICATION NUMBER: SCERLBING COMPLETED
R-C
HAL098030 B. WING 03/22/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZI CODE
BARKINGOD ViLLAGE 1730 PARKWOOD BLVD
WILSON, NC 27895
X4 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION 5
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC JDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE CATE
DEFICIENCY)
P 438| Continued From page 98 D438
11/03/23.

Division of Health Servica Regulaticn

STATE FORM

N18214

1 cordiusation sheot 59 of 104




PRINTED: D4/15/2024

o ) ) FORM APPROVED
Division of Health Service Requlaticn
STATEMENT OF DEFICIENGIES X1} PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION
(%3) DATE SURVEY
AND PLAN OF CORR N -
CRRECTIO {DENTIFIGATION NUMBER: A BURBING: COMPLETED
R-C
HALQ98030 B.WING 0312212024
NAME OF PROVIOER OR SUPPLIER STREET ADDRESS. CITY. STATE, ZIP CODE
PARKWOOD VILLAGE 1730 PARKWOOD BLVD
WILSON, NC 27835
X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 438 | Continued From page 89 D 438

-On 10/10/23, a resldent's Xanax was ordared
from the facility pharmacy and delivered to the
facility at 12:02am on 10/11/23.

-The Xanax was slgned In by a third shift MA and
another third shift MA assisted on signing in the
medicaticns and putting them up.

-The resident’s order was to take Xanax every
night at 8:00pm.

-Whan tha medication arrived on 10/11/23, the
resident still had 7 pills remaining in the current
package.

-The 7 remaining pills were given as ordared.
-On 10/18/23, thera was no Xanax in tha
medication cart for the resident.

-The Administrator was notified on 11/03/23 upon
har return from leave that the 30 Xanax pilts that
were delivered on 10/11/23 were missing and
they were stolen by Staff A,

~The Administrator immediately began an
investigation.

-After interviews, record review, and observation,
the allegation was unsubstantiated.

-The medication was confirmed delivered and the
medication was net found.

-No witnesses of Staff A stealing the medication
were documented and Staff A did not work when
the medication was delivered.

-Staff A did not work until 3 days after the
medicaticn was delivered and she did not recall
seeing the medication on the cart.

-All MAs were interviewed and the Director of
Residant Services (DRC) would be completing a
training on Narcotic Count Guidelines for all MAs,
-For Invastigative actions, the allegation was not
substantiated and the accused employee was not
terminated.

~The incident was reporiad fo the local county
Department of Soclal Services (DSS} on 11/03/23
and fo local law enforcement on 11/03/23.

-The accusad was not charged with any crime
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related fo the facility allegation.
=The report was sianed by the Administrator and
dated 11113/23,

Review of the facility’s fax confirmation sheet
revealed the 5-day investigation report was faxed
to the HCPR on 11/13/23 at 12:28pm.

Review of a letter from the NC HCPR
Investigations dated 11/29/23 revealed:

-Tha incident referenced was Staff A allegedly
misappropriated a resident's praperty on or about
11/03/23.

-After carefully reviewing the reported allegaticn,
the Department had determined that an
investigation would not be conducted in this case.

Review of the residents’ CS logs revealed:

~Staff A documented administration of
medications, including controlled substances,
during the investigation {conducted from 11/03/23
- 11/13/23) into allegations of drug diversion by
StaffA.

-Staff A documented administration of controfled
substances to residents on 11/06/23, 11/08/23,
11/09/23, and 11/10/23.

Telephone Interview with the Administrator on
03/22424 at 10:57am revealed:

-She was not sure if the facility had a policy on
suspending named employees with allegations
reported fo the HCPR.

-She did not know if there was anything
specifically written to address suspensions, she
just did what the corporation’s Human Resources
{HR) staff told her fo do.

~She thought the facility's policy was to suspend
named staff during an investigation if neaded but
it was more toward the end of the Investigation.
-When she sent a 24-hour report to HCPR, she
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started on the investigation and worked with HR
staff to determine whether the employee
continued to work or was suspended during the
investigation.

-An employee would be suspended if there was
an arrest or if abuse was involved,

-“Whan asked if an employea would ba
suspended for an allegation of drug diversion,
she stated there was not a list of reasons to
suspend an employee and she just worked with
HR staff.

-The facility would not let a staff person continue
to work if a resident was at risk for harm; if
someone was abusing a resident they would want
to remove that staff from the facility.

-If staff were diverting drugs, they would be
suspended and they would immediately look at all
of the medications.

-The facility would pull that MA from administering
medications and that MA would not administer
medications from the beginning of the
invastigation until the end of the investigation.
-But the MA could stilf work in the facility unless
HR staff told her otherwise.

-Staff A was not suspended on 11/03/24.

-Staff A was suspended on 11/10/23 because
during the investigation some of the staff
Interviewed were saying it was Staff A but it was
all hearsay, there were no witnasses.

-Their main prompt to suspend Staff A was
because she got amested for drug charges but
she could not recall the date.

-S1aff A called the DRC and reported that she had
gotten arrested for drug charges (not related to
the allegation of drug diversicn at the facility) but
she could not recall the date.

-She did not have an explanation as to why Staff
A continued to administer medications, nchuding
controlled substances during the HCPR
investigation from 11/03/23 - 11/13/23.
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-Staff A should not have administered
medications during the investigation.

-She was concemed Staff A administered
medications during the investigation because thay
did not know if she had taken the Xanax or not.

Tetephona interview with the DRC on 03/22/24 at
10:57am revealed:

-She thought Staff A was suspended during the
investigation.

-She remembered telling Staff A they had
received allegations against her and they would
have to do an Investigation and Staff A would
hava to stay home during the Investigation.
-Staff A was still on the employee roster and
recelving benefits.

~She did not document the conversation and she
did not recall her exact words o Staff A.

-The facility had a suspensicn form and there
should ba one in Staff A's personnel record if sha
was suspended.

-She had no explanation for Staff A administering
medications, including controlled substances
during the HCPR investigation.

Review of Staff A's personnel record on 03/21/24
revealed there was no suspension of employment
form in her record.

Interview with Staff A, medication aide, on
0321424 at 7:13pm revealed:

-She last worked at the facility on 11/19/23 prior
to her retuming to work 01/25/24,

-Sha took a leave from work due to a personal
issue.

-She requested the leave.

-She had never been suspended.

~5he had not dona anything {o get suspended.

The facility failed o ensure every eiforf was made
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to protect residents from harm while the facility
conducted a Health Care Persennel Registry
(HCPR) investigation for an allegation of drug
divarsicn by Staff A. The Diractor of Rasidant
Care (DRC) was notified by Staff A during the
HCPR investigation that she had besn arrasted
and charged with drug charges (unrelated to the
alleged diversion at the facility). The
Administrator was aware of the diug charges
while she was conducting the 5-day HCPR
investigation for the allegation of Staff A diverting
a resident's contrelled substance at the facility,
Staff A continued to administer medications,
including controfled substances, to residents at
the facility on 4 daya during the invesligation.
This failure of the facility was detrimental to the
health, safety, and welfara of the residents and
conslitules a Type B Violation.

The facility provided a plan of protection In
accordance with G.S. 131D-34 on 03/22/24 for
this viclation.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED May 6, 2024.
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