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The Adult Care Licensure Sacilon conduoted an
annual and folow up survey and complaint
investigation on April 30 through May 2, 2024.
D 143} 10A NCAC 13F .0514{d) Othet Retjuiraments D143

102 NCAC 19F 0311 Other Regulremenis

(d) The hot waler systom shall be of such shze to
provide an adequale supply of hot water to the
kitohen, bathrooms, Isundry, housekesping
closets and goll uility room. The hot water
temparalire et sl fixtures used by residents shall
be meintained at & minimum of 100 degress F
{38 degrees C) and shall not exceed 116 degress
F (46,7 degrees C), This rule applies to new and
existing faclities.

This Rule (e not met as evidenced by: éD -l{) Q,e,{)@(p\_) H[(b(

Based oh chservallens, Interviews, and racord

B o vekaaan SUI% Loeey leangs on W\hf Y
8 gt ) ke pad gy o)
tempataiures ranglng from 118.2 to 6.4

A anienane e dnd.oion
The findings are: ’\5 "I'O (‘,i | |®r_

Observation of water lemperatures on the A
assisted living (AL) hall on 04/30/24 from 9:32am MWM <1tw(49

to 40:16am revealed:
.Tha water lemperature In the bathroom sink in 7
room A13 was 118.4 degress Fahvenhelt (F). Ond o b '\5 “'GW
“The water temperature in the baihreom sink in ) ;
roum AG was 118.2 degrees F. oty &P YO rediens-
Ohservation of waler femperatures on the Speclal (9 y_‘
Care Unit (SCU) on 04/30/24 from 10:18am to ot on ls¥ Wﬂf ]zsl,
- 10:22em revesled: “HA L,
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The water famparature in the bafhroom sinkin
reom C2 was 118.4 degrees F.

-The water temperature in the bathroom sink in
room CO was 118.0 degrees F.

~The water tempsrature In the bathreom sink in
room C15 was 118.2 degrees F.

Second obaeivation of water temparatures on the
SCU on 04/30/24 from 3:45pm to 3:38pm
revealed:

~The water iemperature in the bathroom sink in
room G2 was 115.2 degrees F.

-The waler femperalure in the bathroom sink in
room C15 was 114.2 degrees F.

Third observation of water temperaturs in the
facility on 05/01/24 from 7:58am to £:08am
reveated:

The water temperature In the balhroom gink in
room AS was 112.6 degrees F.

-The waler temperaiure in the bathroom sink in
room A13 was 113.4 degrees F.

-The water temperature in the hathroom sink in
room G2 was 112.6 degrees F.

“The water temperature in the bathroom sink in
room C15 was 112.5 degrees F.

interview with the resident In room A6 on
04/30/24 at 9:40am revealed:

-She had not noticed fhe water in the bathroom
heing too hot,

-8he could turn on the cold faucet if she needed
to adjust the waler temperature.

interview with a personal care aide (PCA) working
in the SCU on 04/30/24 at 10:24am revealed:
-5he had not notlced the water temperatures in
the residents’ raoma being too hol.

-She alwaye chacked the water temperature on
her wrist before assisting a resident into the

D113
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shower,

.She used the cold and hol water faucets to
adjust the water temperatures in residents’
rooms.,

«}f she noticed any issues with the water
temperature, she would report It to the
Maintenance Director.

Interview with the Maintenance Director on
04/30/24 at 10:28am revealed:

-He usually checked the water temperatures in
the facllity evaery week.

-He had not checked water temperatures this
week.

-He thought the range for water temperatures in
residents' rooms should be 107-112 degrees F.
-He hat not noticed any elevated water
temperalures in residents’ rooms when he
checked the water ternperatures.

«He had not recelved any reports of elevated
water temperatures from residents or staff.

-t he checked a water temperature and it was
elevated, he would repori the elevated
temperalure fo the Administrator.

-He could attempt to adjust the water heaters and
call a plumber-if needed.

Review of the facilify's water temperature logs
from January 2024-April 2024 revealed:

-On 04/06/24, five fixtures were checked,
including one resident's raom fixture, and the
temperature was 113 degrees F.

-On 02/01/24, five fixtures were chacked,
including two residents' room fixiures, and ranged
from 110,8-111 degrees F.

~There were no water temperature logs for March
2024,

-On D4/12/24, five fixiures were checked,
including one resident’s room fixture, and the
femperature was 113 degrees F

D113
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-On 4/22/24, five fixtures were checked Including
two residents' room fixtures, and the
temperatures ranged from 111.5-112 degrees F.

Socond interview with the Maintenance Director
on 05/01/24 at 9:00em revealed: -

-He adjusted the temperature on the water healer
on 04/30/24,

-He checked several residents' rooms after he
adjusted the water heater temperature and did
not have any readings over 116 degrees F.

-He did not have any water temperalures
recorded for March 2024.

-His work cell phone had a software application
and he sometimes entered water femperatures
info the application.

Al the water temperature readings he entered
into the application were not saved in the
application, so he did not have those waler
temperature readings.

Interview with the Adminisirator on 04/30/24 at
10:32am revealsd:

-The facllity had contacted a plumber fo adjust
the water temperalure sometime in the last
month.

-She was unsure of the date the plumber
adjusied the water temperature.

-She thought the water iemperature in residents’
rooms should be around 407 degrees F, but she
was unsure of the exact range.

-The Maintenance Direclor was responsible for
checking the water temperatures in the facility.
-She was unsure now often he Maintenance
Director checked the water temperatures.

-The Maintenance Director used a software
application to track waler temperatures and other
maintenance iasks.

.She was concerned that the elevated water
temperatures In the residents' rooms could be

Division of Health Service Regulation
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Continued From page 4

hamful to the residents.

The facllity could attempt to adjust the water
temperature and recheck the water temperatures
in the residents’ rooms.

Second Interview with the Administrator on

| 05/02/24 at 3:00pm revealed:

-She was unsure how many times each month
the Maintenance Direclor should check water
temperatures in the facility,

-She thought the water {emperature should be
checked a! least weekly to ensure the water was
malntained at a safe temperature.

.She did not review information the Maintenance
Direcior entered Into the software epplicalion.
.She was unsure if the Maintenance Director had
an altemate method of recording the water
temperature readings.

-She was concerned that residents could be
burned by hot water if the temperature was foo
high.

10A NCAC 13F .0801(a) Personal Care and
Supervision

10A NCAC 13F .0801 Personal Care and
Supenision

{a) Adult care home glaff shall provide personal
care to residents according to the residente’ care
plans and attend to any other personal care
needs residents may be unable to attend to for
themselves.

This Rule is nol met as evidenced by:

Based on observations, interviews and record
reviews, the facility falled to ensure personal care
needs were being met as related to foenall care
for 1 of 5 sampled residents (#2).

D118

D268

QnQ dhabsrL. Ov NS
KON A Sea RS - @mpeaei

b«gaﬂ PO Ebfsl»w

i

|

i
1
H

Division of Health Service Regulation

STATE FORM

FLRM1Y 1f continuslion shest §of 72




PRINTED: 06/20/2024

FORM APPROVED
lation
STATEMENT OF DEFICIENCIES (+3)] PROVIDERISUPPLIERICLIA 1 (X2) MULTIFLE CONSTRUGTION {43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: GOMPLETED
R
HALDS053S B. WING 05/02/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5306 SECREST SHORT CUT ROAD
THE AD OF INDIAN TRAIL
E ADDISON OF IN MONROE, NG 28110
o410 SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S BLAN OF CORRECTION l s)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ! DATE
DEFIGIENCY)
1 269 | Continued From page 6 D 268 'D\ aba.) . m\m en
The findings are. N N
residend uhoayeenand

Interview with the Administrator on 05/02/24 at
44:08am reveeled the faciity's policy and

ocedure for nail care only referred to fingernalls
and did not specify toenall care.

Review of Resident #2's current FL-2 dated
04/24/24 revealed diagnoses included dementia,
gastro-esophageal refiux disease, spondyiosis,
insomnia, and anxiety disorder.

Review of Resident #2's Resident Register
| revealed the resident was admitted to the facllity
i on 0210118,

Review of Resident #2's current care plan dated
01/31/24 revesled:

_Resident #2 was ambuiatory without problem
and “pleasantly confused”.

-She was incontinent of bowel and biadder.

-She was aiways disoriented and had significant
memeory loss.

.Resident #2 required limited staff assistance with
bathing, dressing, grooming, nd personal
hygiene.

Review of the undated Special Care Unit (sCU)
AM Shower Schedule revealed Residant #2 was
scheduled every Tuesday and Friday marning for
shower assistance.

| Revisw of Resident #2's showar shests dafed
| 03/01/24 through 04/05/24 revealed:
{ -There was documentation of the following: on
| 03/01/24, 03/06/24, D3/08/24, 03142124, 03/15/24,
| 03/22/24 and 04/0524, Resident #2 was assisted
with a shower and nalls (unspecified) were
clsaned and not irimmed,
.On 03/18/24 Resident #2 was assisted with a

howt M3eased Wabd ed
o Podtodyist 1 COMINUN
mev%hal)}SH . The lask
podtadvist VIt asS)6bu

@mﬁ&@b@ﬂwb.

Podiatrst LISk will e

mairtayned & wPlated
boy WP Sor il hesider
Wmo%@?mﬂwmwﬁ
Rosponsible pessor: JHob 6]6’{?‘"

ToeNAS Are I'O(/(:Hne.,a |
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shower and her nails were cleaned; there was no 3 L
mark next to yas or no for nalls timmed. edioded N hotto thek
.On 03/26/24, Resident #2 was assisted with &
shower and nalls (unspecified) were cleaned and W ls ) WLQ/T An-Q- abnérmﬂd.(
not fimmed.
Review of Resident #2's February and March h Q(LMO JQGLM )n ba*h
2024 Monthly Task Logs (Activiies of Daily Living \ ~
- ADLS) tevesied: ori SVLQQ/% Ko
“There was an entry for physical assistance was % w gbtf)
provided for dressing with dooumentation the task
was completed twice daily from 02/01724 through r‘ef) g h‘\- % H (UD} g
03/31/24, -
There was an eniry for physical assistance was MQEH\% * compmb»ﬂ w éjb}ﬂl
provided for grooming and personal hyglene with
documentation the task was completed twice . \
daily from 02/01/24 through 03/31/24. Th]‘b \L')\“ be. lhO‘Mded« Jin
~There was an antry for skin checks conducted &s 4 Sh d@ ~
with routine bath/shower and staff would report o[ < Q aw
impairments. P U ‘% #
_“There was documentation of completed skin N2
checks every Tuesday and Friday from 02/01/24 e iMCﬂ.Q &one nfaion ~§lw A
through 03/31/24. . ' [ q’
~There was no entry for loenall care. S MY@G ‘eVpr](QI ol e o
Review of Resident #2's electronic progress '—Hwb XRC.Q_ }
notes dafed from 11/40/23 through 03/28/24
revealed. l. h\. @QYQ ghg Mlng
-There was no documentation of Resident #2's \\ e + _5 ’ | ‘)
foenalls, care of toenalls, or notification to the a 'ga 1
primary care provider (PCP) about Resident #2's \Q\M% H n u’r&i % X
toenails from 11/10/23 through 03/28/24, A -
On 03/28724, & medication aide (MA) slaton M Al andmc., Onpph
| documented the HWD, Resident Care D 15 i e
Goordinator (RCC) and 2 MAs assisted Resident
#2 with cutting her toenails. dyensune ail Stl/ﬁ)n ed
Review of Resident #2's PCP visit notes dated oo ~ v \
40/25/23 through 03/27/24 revealed: ane arele LN ‘
~There were visil nofes dated 10/26/23, 11/15/23, £ .
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rom page podigimist Vidhoin
14122123, 1320123, 01131124, 02/02/24, 03/13/24,
and 03/27/24, bg
“There was no documentation related fo Resident et ™ OV\’f N VO} i)
#2's toanalls,
LY
Y
Telephone Interview with Residant #2's famlly Cthj\r l’ﬂw W m
member on 04/30/24 ai 4:08pm revealed:
'Resident #2 fell and broke her nose on 08/28/24. L{,pda}eﬁ RTS8} o res\dendd
' The family member saw Resident #2's bare feel .
while she was in the emergency room (ER).
‘Resident #2's tosnalls looked ke “faicon's aho M@m o Toenouk
talons” becauss the toenalls were so long, they S
curled over the toes, , 2ol c,
~The family member fook pictures and asked staff Q&m W%
on the SCU how Resident #2's toenalls got that
long. Hud & RCL b}éﬁ»
.Staff claimad they cut Resident #2's toenails
every month. e
_Resldent #2 needed staff (o assist with walking, Y ]89”2
bathing, and dressing. \ 5 } ( '
-It ook months for Resident #2's toenails 1o grow S
by O\ ey Mo, 7
Interview with a personal care aide (PCA) on m @:ﬁm Wi PBd!qd’}'fS’f
05/01/24 at 3:07pm revealed:
-PCAs checked rasidents’ toenails when the S,e r
residient was assisted with bathing on shower d @ B @»va@td' f@f m
days.
-PCAs did not cuf residents' toenells; a provider Oyr Mﬂ.ﬂd}‘ .)QQ
came fo the facilliy and cut residents' toenalls. &N rin LUW
-PCAs documented if a resident neadsd their - e \
foenaile clipped on the shower sheet. bZ aomp]@bd cf,j-'\ led (h
_PCAs completed a shower shest for each
resident on their shower days.
.Completed shower sheets were put in the folder ‘H(LQ W l Cana k)geﬁ
ot the front desk for the medicalion aide (MA) to
and in Yed\deds Tecords.
interview with a second PCA 05/02/24 at 12:24pm
revealsd: HUWDIRCC blé?l AL,
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_PCAs chacked residents' tosnails daily efther
with dressing and/or bathing.

.PCAe cut residents' toenails as needed excepl
for residents with diabetes.

-Sha saw the picture taken by the family member
of Resident #2's tocnalls and did not remember
seging the resident's ioenails iike prior {o the
picture.

.Ghe rarely assisted Resident #2 with showering
and dressing.

interview with a third PCA on 05/02/24 at
12:38pm revealed:

-She assisted Resident #2 with showers a few
times before 03/26/24,

.She checked residents’ feet when she assisted
them with showars. _
.She did not notice Resident #2's foenalls had
grown over her toes.

Interview with a MA on 05/02/24 at 2:35pm
revealed:

.No one had reported Resident #2's toenails to
her prior to the family reporting the toenalls on
03/28/24.

«Every Tuesday on the Spacial Care Unit (SCU)
there was a faclal halr, fingemall, and toenall
activity.

_Staff assisted residents with tweezing and
shaving facial hair, trimming, filing, and painting
fingernails, and triimming and filing toenails.
_Resident #2 did not pariicipate in aclivilies and

| spent most of her time in her room.

_Prior to discovering Resident #2's overgrown

 tosnalis, MAs did not routinely check the toenail

care needs of residents who were not at the
aclivity.

-She checked residents listed for showers on the
schedule for evidence of being showered such as
wet hair and how the resident smalled.

D 268

!

|
i
l
|

STATE FORM

-
Givision of Hoalth Service Regulalion

ol FLFM11

# canliauslion sheel 801 72




[ STATEMENT OF DEFIGIENCIES
AND PLAN OF CORRECTION

PRINTED; 05/20/2024
FORM APPROVED

{X1) PROVIDER/SUPPLIERIGLIA
IDENTIFICATION NUMBER:

HALDBOD3S

B.WING

{X2) MULTIPLE CONSTRUCTION
A. BUILDING:

{X3) DATE SURVEY
COMPLETED

R
061022024

MNAME OF PROVIDER OR SUPPLIER

THE ADDISON OF INDIAN TRAIL

SYREET ADDRESS, CITY, STATE, I CODE

§305 SECREST SHORT CUT ROAD

MONROE, NG 28110

(X4} 10
PREFIX
TAG

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

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

(X5}
{EACH CORRECTIVE AGTION SHOLLD BE COMPLETE
CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

D 269

Continued From page 8

_She reviewed shower shests, checked for any
bruises or skin tears, signed the shower shest
and filed It In the binder at the front desk.

Intervisw with the Memory Care Direator (MCD)
on 05/01/24 at 3;51pm revesled:

-She did not know how Resident #2's toenalls
grew long enough to surl over her {oes.

_Ghe did nat know Resident #2's toenails needed
to be cut prior fo 03/28/24.

.Staff did not report Resident #2's toenalls nor
document the tosnalls on fhe shower sheets.
.She did not routinely do skin and nail checks for
residents on the SCU unless the resident was out
of the faciity with famlly o in ihe hospltal.

.She checked residenis' ekin and nails when the
resident relumed to the facliity.

-She did not know of Resident #2 being out of the
fagiiity tn the few manths before 03/28/24.

.She found out about Resident #2's overgrown
toanalls when the family member reporied the
toenalls to her.

PCAs were responsible for checking residents’
toenalls when the resident was assisted with
bathing and dressing.

-A provider came to the facliity avery month fo
provide toenail care fo residents.

-She did not know if Resident #2 was signed up
for the podiatry service.

“The podiatry service required consent and
approval of an additional charge by the resident's

! power of Atiorney (POA).
. “The HWD cut Resident #2's foenalls the same

day the family reporied the toenalls belng long.

Telephone interview with Resident #2's POA on
(5/02/24 at 1:43pm revealed:

-She thought she paid $40.00 every 1-2 months
for podiatry services for Resident #2 prior fo an
insurance change.

D268
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.She no longer had fo pay for podiatry services
after Resident #2's Insurance changed,

The last fime she was billed and paid for podialry
sarvices was in July 2023,

“No one told her they were unsble to cut Resident
#2's foenalls.

-A family member sent her the picture of Resident
#2's toenalls while the residont was &l hospital,
-She spoke with the MCD and HWD and was told
they would take care of Resident #2's toenails,

Telsphone interview with Resident #2's PCP on
06/01/24 at 1:16pm revealed:

.She visited residents af the facllity every week,
-She and staff had cut residents toenalls al times
and & podiarist provided toenall care at the
facility.

-She did not cul Resident #2's toenails.

-She cut the toenalis of residents who resisted or
protested when the podiatriet visited.

-Staff told her when residents resisied or
protested toenail care from the padiatrist.

Second telephone interview with Resident #2's
PCP on 05/02/24 ai 11:37am revealed:

-She did not know if staff were supposed to
document and notify her If & resident resisted or
protested toenail care by the podialrist.

-She thought staff needed a writien order fo cul a
resident's ioenails,

-She saw Resident #2's toenails on more than
one occasion.

-She did not have the egquipment fo cut Resident
#2's foenalls when she saw them.

-She did not know how long i look for toenails to
grow curling over the toe.

Interview with the HWD on 05/02/24 at 5:33pm
revealed:
.She was shocked when saw Resident #2's

D 2es
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tosnalls In the plcture sent to her by the residents
POA,

-No ane had documented Resident #2's toenalls
neading to be cut on shower sheels and no one
reported it.

-Bhe asked staff if they were checking Resident
#2's toenalle when they assisted with bathing and
dressing and staff eald nothing. '
-Resident #2 was receiving services from the
previous podiatrist [ast year.

-The previous podiatrist did not vislt the facliity for
2 monthe so they sought services from a new
podiatry provider.

-Resident #2 was not signed up for services with
the new provider.

-Resident #2's PCP cul residents' toenails in the
{ime betwesn podiatry providers.

-MAs or the MCD reviewed completed shower
gheets.

“The completed showar sheet was brought to her
for review by the MCD if & skin impairment such
as hruise or wound was found.

-Completed shower sheets were kept for 30 days
in the binder at the fronl desk and then discarded.
-}t was unaccepiable thal PCAs saw Resldent
#2's toenalls and did not report them,

Irterview with the Administrator on 06/02/24 at
2:53pm revealed:

-A podialrist came fo the facility to provide foenail
care hecause staff did not cut toenails.
.Residents in need of toenail care were referred
{o a provider.

-Resldeni #2's toanails were grossly overgrown
because PCAs negiected to do the necessary
soreening and reponing.

-Siaff were expecied to get Resident #2 up o
participate in care related activities.

-Residents ware showered 2-3 times per wesk
and PCAs were responsible for complating a

D 269
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Continued From page 12

shower sheet for every shower.

“The HWD was responsible for reviewing
completed shower shesis and conducting audits
to ensure accuracy of whal was documented on
the shower shests.

Based on observalions, inferviews, and record
reviews, Il was determined Resident #2 was not
interviewable,

1DA NCAC 13F .0802(b) Health Care

40A NCAC 13F ,0802 Health Care

{b) The faciiity shali assure referral and follow-up
1o meet the rouline and acute heaith care needs
of residents.

This Rule is not met as evidenced by:

Based on interviews and record reviews, ihe
facility failed to follow up on @ physicai and
occupational therapy evaluation and the follow up
orihapedic appointment in a reasonable time
frame following @ wrist fracture for 1 of & sampled
residents (#2).

The findings are:

Review of Resident #2's current FL-2 dated
04/24/24 revealed diagnoses included dementia,
pastro-esophageal reflux disease, spondylosis,
insorania, and anxiety disorder.

a. Review of Resident #2's Home Heaith (HH)
Referral Order Form dated 11/16/23 revealed:

| _Resident #2 was referred for physical therapy

{PT) and occupational therapy (OT)with a
diagnosis of a fractured right wrisL.

.The referrals were for gaitbalance, therapeutic
axercises/activily, and activities of daily living

D 2es
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P PTIOTIORO qpporied
i i Commun
Review of Resident #2's HH Referral Order Form l m *3 m
dated 11/28/23 revealad:
| _Resident #2 was referred for PT/OT services W C’L@%M@ Wblﬁed
due io & contracted left hand and casted right
hand.
_The referrals were for gaitbalance, therapeutic "I’O LbumMe wome
exercises/activily, restore function, and ADLs. 5
-Resident #2 diagnoses included falls, dementia, W ne .
osteoarthrifis, osleaporosis, and osteopenia. 1? ) V]"R 5 ]a)l) m
Revlew of Resident #2's record on 04/30/24 IH M‘D}Q cC
revealed there was no documentation of a PT/OT
evaluation dated after 11/15/23. .
| . . Re.i-fored s p) 6T/
i Review of Residen:e #2 :1pﬁ5n;;3ry care &uwder
{PCP) visii note dated 11/15/23 reveaied:
-Resident #2 required PT/OT due to increased ‘ 8T| O Pﬁ\ 0] OMM PY@Q&S
physical instabllity, generalized weakness, and ' {/O}}h (H Q
difficulty parforming dally routines. W ﬁ) !
_Resident #2 recently fell (11/10/23) which 1RCL [MLD
resulted In & fractured right wrist, ; \
| -Resident #2's right wrist would be casted until 60—91‘0 Y m ryeee u&d
January 2024, and the residents left hand had \
contractures. L be wad >
| -Resldent #2 suffered from osteoaritwitis, . &da} d
 osteopenia, and osteoporosis which put her al P‘nn‘b ) &
risk for additional broken bones. > 9
i b niible pere
| Review of Resident #2's PCP visit nole dated 3 Hie V‘@PQ H71 P’eﬁ n
| 11120723 revealed: '
-Resident #2 requlred PT/OT due fo increasad - L
physical instability, generalized weakness, and W 'P‘\ e w Yedi C{-&#’b
difficulty performing dally routines. g
“Resident #2 recently fell (11/10/23) which R gd u s © VL
i resulied ina fraciused right wrist. e cg‘(d’& Q{h
i \ :
| Upon requesl on 04/30/24, 06/01/24, and Pr@ Lided % B WMW X 5’55{2’-]—
| D5/02/24, Resident #2's emergency room !
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nv decianagier o4 prl
discharge instructions dated 11/10/23 were not
provided for review. . \] 1
OTI8T Serules Ut
Review of Resident #2's electronic progress
notes dated 11/16/23 through 01729724 reveeled: ; v
-On 01/20124, Resident #2's cast was removed tB dOC{A Mﬁ@d w :Pl IE; |
from her right wrist. ‘
“There was no documentation of follow up on 3"
Resident #2's PT/OT referrals dated 11/16/23 and Viokes , haQ Menn
11/28/23. &
cnpduhed & 1L
Telephone interview with Resident #2's family Y‘\%
member on 05/01/24 at 2:15pm revealed: -
.She and the Health Gare Power of Attorney N progy@yb neted b@
(HCPOA) were not included in the care planning ﬁa{} m
process, and they were told about PCP visits. x
~Thefe was no communication from staff about NP RE L On ~
Resident #2's care and needs. . be“‘z
-She did not think Resident #2 had PT/OT afier on Qﬂ- :
fracturing her wrist in Novembs¥ 2023. eh M" 0@"
N~ A
Interview with the Memory Care Dirsctor (MCD) Omhod Q/PPQ wg}'mwb &r
on 05/01/24 at 3:51pm revesled: . ‘
.She remembered Resident #2 having PT after
she broke her wiist oYher NodetS Qﬁaf S
_Residant #2 broke her wrist twice since she was _ed
admitted fo the facility (2018). \ md/bd \
She was not certain If Resident #2 had PT both W e res |
fimes. =
“The Health and Weliness Director (HWD) was M@d 1
esponslble for cinica reiated matters including & d@ﬁu " '
referral appointments. \
Telephone intsrview with @ Clinical Manager (CM) ‘p ! DE SI "z r EE ! 9 5‘ ;bﬁ” ’
&t the HH agency on 06/02/24 at 14:10am
Tevenad HUsp 1 RCC ?’
The HH agsncy received the PT and OT referral
dated 11/15/23 for Resldent #2. 5
.She did not have a record of the HH agency édup’-ﬁ@ n Pioyided b(é- :
yecaiving & PT/OT referal dated 11720123 for |51
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Continued From page 15 D273 M)@/K) \’TLQQPHV w H,h
Resident #2.
»The HH agency did not admit Resident #2 for rouides
PT/OT services on 11/116/23 because they were '3\"& POT P o
unable {6 contact a family member for consent, L ~
-Resident #2 was unable 10 give consent. i W,{h PTl oTl ST
~The HH clinician spoke with staff on 11/16/23 I?
and notifiad Resident #2's PCP about the inability .
{o ohialn consent for services, Serles LIt (l C@)lﬁ N L.

Tel inferview with Resident #2's PCP
Ozm::ﬁ:g‘!am rsvaaled:en : b 4-—0 GAMLD/)’S r@ﬁ WJ

-Referrals for PT and OT had fo be rewritten if the
home health (HH) agency was unable o reach

the family, the resident went o the hospital and Con dzw Oud £ Yeke Qo
the referral expired after 7 days ot 60,
-She did not remember the deialls of what

happened with Resient #2 in November 2023, Queondd nﬁ-] 19_ . f%P%MQ

-The HH agency would have known about the

PTIOT referral dated 11/20/23 because the )q)
referral was made when the HH agency was at ers . s 5’3{)‘

the facillly. P on ﬁ ‘/Ub X

-She, the HWD, and the HH agency met weekly

to discuss confinual care nesds for residents of QHW
the facility.

-The HH provided the referral form, and she
signed the referral order.

-She did not know why there was no follow up on
the PT/OT referral, but the HH agency knew
about the referral dated 11/26/23 for Resident #2.

Interview with the HWD on 056/02/24 at 5:33pm
revealad:

-The PCP signed the order on the HH agency's
referal form.

.The HH agency took a picture of the order and
documented their own progress noles on any
referrals.

Normaily, the HH agency told her If they were
unable to contact the resident's family member,
otherwise, she did nol follow up on HH referrals.

Divislon of Heslth Service Regulation
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-She did not know if the HH agency told her they
were not able to contect Resident #2's famlly
member for the PT/OT referval dated 11/29/24,
-She kept notes on a Resident At Risk Tracking
form for each resident discussed during the
weekly mesting with the PCP and HH agency..

Review of the Resident Al Risk Tracking fomm
dated for the week of 11/20/23 revealed Resident
#2 was not listad.

Intarview with the Administrator on 05/02/24 al
2:53pm revealed:

-The HH agency, PGP, HWD and MCD had
weekly mestings fo discuss the needs of
residents.

-Orders Including PT/OT referrals wete wrltten
during fhe weekly meeting.

-Everyons present at the weekly meefing was
responsible for taking notes and follow up.

-The HH agency should have contacted Resident
#2's POA for consent and completed an
assessment for any needed services,

-Follow up on the PT/OT referral dated 11/28/24
should have been discussed a! the next weekly
mesting.

Resident #2's PCP would have been responsible
for follow up with the HH agenoy and the HWD
was responsible for documenting foliow up in
Resident #2's alectronic progress notes,

b. Review of Resident #2's elecironic progress
notes dated 11/10/23 through 11/16/23 revealed:
-On 14/10/23, Resident #2 fell and was sent to
the emergency room (ER).

.On 1111123 at 12:30am, Resident #2 returned to
the faclity with a diagnosis of a closed right wrist
fracture and a soft cast on her right arm.

-Dn 11/15/23, the Memory Care Director (MCGD)
documented Resident #2 had a faliow up
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appointment on 11/16/23 at 2:30pm.

-The MCD was unable to reach Resident #2's
Health Care Power of Atorney (HCPOA) and
contacled the resident's Power of Attornay (POA).
~The POA szid she would contact the HCPOA

| about the appoiniment.

Upon reques! on 04/30/24, 05/01/24, and
05/02/24, Resident #2's emergency rocm
discharge instructions dated 11/10/23 were nol
provided for review.

Review of Resident #2's electronic progress
notes dated 11/16/23 through 11/20/23 revesled:
-On 11/16/23, Resident #2's orthopedic follow up
appoiniment was rescheduled for 11/20/23 at
4:50pm and the resident's HCPOA was aware.
-On 11120724, Resident #2 was seen at the
orthopedic office and retumed with a hard cast.
-Resident #2 had a follow up appointment on
01/02/24 et 2:30pm.

Review of Resident #2's slecironic progress

notes dated 12/26/23 through 01/29/24 revealed:

-There was no eniry betwaen 12/26/23 and

01110024,

.On D1/10/24, the HCPOA contacted the MCD to

 reschedule the orthopedic appoiniment that was

* gcheduled for that day (01/10/24).

| -Resident #2 was rescheduled for 01/15/24 at

| 3:20pm.

| -On 01/15/24, Resldent #2's orthopedic

| appointment had fo be rescheduled because the
HCGPOA was unable 1o attend.
-On 01/16/24, ihe Heallh and Wellness Director
(HWD) atiempted to contact Residant #2's

| HCPOA fo reschedule the orthopedic
appointment for removal of the cast.

* .On 01716124, the HCPQA told the HWD he

| rescheduled Resident #2's orthopedic

Dar3
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Continued From page 18

appointment,

-There was no documentation when the
appointment was rescheduled for.

-On 01/24/24, the HWD contacted Resident #2's
POA regarding the orthopedic appaintment.
-On 01/29/24, Resident #2 wasa seen at the
orthopedic office and had the cast removed.

Teiephone interview with a patient services
coordinator at Resident #2's orthopedic
physician's office on 05/02/24 al 1:20pm
revealed:

.Resident #2 was a no show on 01/02/24.
.Resident #2 was fast seen on 01/28/24 and did
nol have any future appointments scheduled.

Telephone interview with Resident #2's family
member on 05/01/24 at 2:16pm revealed:

-She was Resident #2's HCPOA's partner.
~The facllity did not have transportation to and
from appointments or to pick up residents when
they were discharged from the hospital.

-He was not always able io leave work for
appointments and transport.

Telephone interview with Resident #2's primary
care provider (PGP) on 06/02/24 at 11:37am
revealed:

-She did not know the exact date Resident #2
had the cast removed from her arm.

-Resident #2's orthopedic follow up appointment
was delayed because a family member was not
able fo go with the resident to the appoiniment.
-A family member needed to attend appointments
with residents of the Special Care Unit (SCU) due
io the resident having dementis

-1 would have been more problematic for a cast
1o be removed foo early than too late because it

| would have been difficult 1o get a resident with
dementla to wear a sling when the cast came off.

D278
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Telephone interview with Resident #2's POA on
05/02/24 at 1:43pm revealed:

-Resident #2 had a family member that was local
{o the facllity and was the Health Gare Power of
Attorney (HCPOA) and primary contact person for
Resideni #2.

-8taff could not aiways get in contact with ;.
Resident #2's HCPOA so she fold them fo call her
firat and she would handle whataver nesded fo be
done.

-She asked the MCD and HWD If she could pay
someone to lake Resldent #2 to her

appointments because of all the missed
orthopedic appointments.

-Resident #2 needed her follow up appoiniments

| because it was important for her welibsing.

 ~The MCD and HWD had to check with a
manager before telling her paying for transport to
appointments could not ba done because
someone had fo stay with Resident #2 at the
appointment,

Interview with the MGD on 05/02(24 at 4:16pm
revealed:
-She did not know why Resident #2 did not go to
the orthopedic appointment on 01/02/24.
" .Normally she wrote a note and there was no note
| by her which meant she might not have known
about Resident #2's 01/02/24 orthopedic
| appointment,
| -Staff never accompanied SCU residents to
| appointments.
-Staff drove residents to appointments and met &
| family member at the appointment.
! -Resident #2 missed mulliple orthopedic
 appointments because her HCPOA did not show
| up for the appointment.

* nterview wilh the HVYD on 05/02/24 at 6:33pm

Dan
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revealed:

-She scheduled Resldent #2's orthopedic
appointment for 01/02/24; she could not
remember what happened.

-She resolved the issue of gatfing Resident #2 to
the orthopedic appointment by contacting the
resident's POA,

“The facllity did not have the staff to sit all day at
appointments with Resident #2.

-She did not know if a home health (HH) agency
or oulside transportation was an opiion for
Resident #£2's medical appoiniments.

intervisws with the Administrator on 05/02/24 at
2:53pm and 6:33pm revealed:

.The facility provided transportalion fo and from
appointments but did not stay with residents
during appointments,

_Residents on the SCU required the presence of
g family member.

.She did not know what was done when @
resident did not have a family mermbar.

She was told about Resident #2's missed
orthopedic appointments.

The HWD and MCD contacted Resident #2's
POA o get involved (01/24/24) because the

| residents HCPOA was not showing up for

scheduled appointments.

“There was not enough stafi to leave the facility
and stay wilh Resident #2 at appointments.
.She did not know Resident #2's POA requested
a paid service for appointments, or she would
have referred the POA fo & home health agency.

Based on observations, Interviews, and record
revisws, It was determined Resident #2 was nol
interviewable.
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10A NGAC 13F 0808 Resident Rights v\ Waion P@ t\ % had

An adult care home shall assure that the rights of

all residents guarentesd under G.S. 131D-21, beonteU A d »(,Pﬂaiea’l

Declaration of Residents' Rights, are maintained
and may be exercised withoul hindrance, % 8 LC =

This Rule s not met as evidenced by: Q@,}\ﬂ.@f[\"o Vi SHGI:BM nad

Based on ohservations, interviews and record

reviews, the facility falled to ensure 2 of 3 \

gampled residents on the Special Gare Unit bw\ Y'Q’}‘&W\-Qrd & F@ i n&’%\\e&

(8CU) (#2 and #4) right to associale and -

communicate privately and without restriction with I Mma . Elaq
famlly members al reasonabls hours on the SCU. el

The findings are:

Review of the faclity's Visiing Hours section of

the Resident Contract revealed: GMM@TE (S% ‘)’}14?50}1@!52

-The Community front door was open from

9:00mm unill 7:00pm, Monday through Sunday. \
-Visiting hours were not set, but preferred while hM beer PTOO ;ded.ﬂ'o
tha front door was open.

-Guesls ware expecied {o respect all residents
and staff and would be asked to leave the

community if they failed to do so.
-Thare was no documentation specific to @ i 5 }&9})1}_
visitation on the Special Care Unit (SCU). i

Nistore were asked to sign the guest register. Hb@b ‘ R C(‘,l WLCb %

Observation on entry fo the facility on 04/30/24 at
8:50am reveeied:

“There was a vestibule upon entering the front
door with sign in materials.

-A sscond enfrance door opened o a foyer with 3
chalrs, a coffee fable and fireplace.

“There were 2 office doors, entrance fo the
remainder of the facliity, and a glase doorto a

Dhiislon of Heellh Senvice Regulation
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living room common &réa.

“There was a sacond door to the haltway from the
fiving room common area.

“The living room common area wae enclosed with
windows on every wall and both doors.

1. Review of Resident #2's current FL-2 dated
u4/24/24 revealed diagnoses included dementia,
gastro-esophageal reflux disease, spondylosis,
insomnia, and anxiety disorder.

Review of Resident #2's Resident Register
revealed the resident was admitied to the facility
on 02/01/18.

Review of Resident #2's electronic progress note
dated 04/23/24 revealed Resident #2 visited with
a family member in the front comman area of the
faciilty at 5:00pm.

Telephone interview with Residant #2's family
membear on 05/01/24 at 2:16pm revealed:
.She was Resident #2's Healthcare Power of
| Atiomey's (HCPOA's) pertner.

.Resident #2's HCPOA was not able to visll
| regularly due to his work schedule.
_The HCPOA visited Resident #2 twice since
03/28/24.
-Both vislts ware in the foyer at the front of the
facilily.
-She and the HCPOA were foid i was a company

cy that visitors were not aliowed on the

Special Gare Unit (SCU).
.She was contemed about Resident #2's
appearance each time they visited.
-Resident #2 locked disheveled, her hair was not
combed, and she was not wearing her own
clothes.
in Novemnber 2023 when the weather was cold,
Resident #2 went to the emergency room (ER)
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and was sant withoul a coat.

-Resident #2 was always cold and needed a coat
in November.

-She thought it was impariant to sse Resident
#2's room, her clothes, and her bad because of
her concems.

Telephone interview with Resident #2's Power of
Attorney (POA) on 04/30/24 at 4:42pm revealed:
Visitation at the facllity remained resiricted after
the COVID-18 pandemic.

-She fiow In from out of state to visl Resident #2
and was tald it was state faw that she could not
visit Resident #2 in her room.

.She had to sk in a room In the front of the facility
after flying in from another state,

interview with the Memory Care Director (MCD)

1 on 05/01/24 at 3:51pm revealed Resident #2

might have been brought to the foyer in the front
of the fadility to visit with a family member
because the resident's roommale was sleeping or
bathing.

Interview with the Health and Wellness Director
(HWD) on 05/02/24 at 5:33pm revealed:

~There were no visitors permitied in resident
rooms that were shared with & roommale.
-Resident #2 had a roommate 0 staff brought
her out to the foyer in the front of tha facility for
visits with family members.

~Vislting in the common areas on the SCU was
not permitied because it was disruptive to other
residenis.

_Resident #2's HCPOA ususlly visited after
6:00pm when residenls were getiing ready for
bed.

Interview with the Adminisicator on 05/02/24 at
2:53pm revealed:

D 338
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-She mel Resident #2's POA once and did not
remember any concems with the visit.
-Resident #2's HCPOA did not vislt often and
usually preferred waiting in the foyer area for the
resident to be brought out from the SCU.
-Resident #2 liked to visit with family in the foyer
ares bocause she liked the fireplace.

~There was one incident involving Resident #2's
femily member arriving late on the SCU and
tatking loud and ruds to staff which caused a
disturbence to stafl and residents.

Based on observations, interviews, and record
reviows, It was determined Resident #2 was not
interviawable.

Refer to inlerview with the Administrator oh
05/02/24 al 2:63pm.

2. Review of Resident #4's current FL2 dated
04/24/24 revealed diagnoses included demantia,
deprassion, hypertension, dyslipidemia, and
diabefes.

Interview with Resldent #4's family member on
05/02/24 at $:58am revealed:

-VWhen she visited Resident #4, she waited at the
front entrance and stafl members would bring
Resident #4 fo the sitting area near the front
enhtrance.

-She was fold that since Resident #4 had
roommate, she could not have visitors in her
room in the Special Care Unit (S8CU).

-The siaff had brought Resident #4 out of the
SCU for all visits for at least a year.

-She would like to go to Resident #4's room
occasionally to see if she needed new clothing or
shoes.

Interview with 2 medication aide (MA) on

D338
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05/02/24 at 5:40pm revealed:

.She started working at he facility in November
2022,

.8he normally worked the second shift, which
was from 3:00pm-11:00pm.

“The fecility's resident visiting hours ended al
7:00pm nightly.

{f a resident had a private ronny, the resident's
family and visitors could visit the residsnt in their
room on the SCU.

J[f & resident had a semi-private room and had
visitors, the staff took the resident out of the SCU
and brought them to the common area at the
front entrance to sit with their visitors.

The staff was hoi allowed to bring a residents’
family or visitors to thair room in the SCU IF they
had & semi-private room because it coutd disturd
their roommate.

_Since she started working &l the facillty, she had
always taken residents that did not have a private
room out of the SCU fo visit with thelr families,
-8he thought the reason why the facility
implemented this policy far SCU residents was
due to COVID-18, bul she was not sure.

Based on observations, interviews, and record
reviews, It was determined Resident #4 was not
interviewable.

Refer to interview with the Administrator on
05/02/24 et 2:63pm.

Interview with the Administrator on 05/02/24 al
2:53pm revealed:

Visiting hours were between 9:00am and 7:00pm
daily.

-8CU residents were broughl o the frant foyer
area for visits oul of respect and consideration for
thelr roommate if their roommate was sleeping.
-Residents on the SCU with privale rooms were
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able to have visitors in their rooms.

-She did not know a family member was told it
was the facllity's policy not to visit on the SCU.
-She thought that might have happened during
the COVID-19 pandemic,

-Family members were able to visit on the SCU in
resident reoms when it did not interfere with any
roommaies. "

-t was not a policy to restrict family members
from visifing residents on the SCU.

10A NCAC 13F .1002(a} Medication Orders

10A NCAC 13F .1002 Medication Orders

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

(1) If orders for admission ar readmission of the
resident are not dated and signed within 24 hours
of admission or readmission 1o the faciiity;

(2) if orders are nof clear or complete; or

(2) i multiple admission forms ave recsived upon
admission or readmission and orders on the
forms are not the same,

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

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility failed 1o clarify medication
orders for 1 of 5 sampled residents (#1) for finger
stick blood sugar checks (FSBS) and blood
pressure checks (BF).

The findings are:

Review of Resident #1's curreni FL-2 dated

Da3s

D344
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01/08/24 revealed diagnoses Included stage 4
chronic kidney disease (CKD), trans Ischemic
allach (TIA), vanous insufiiciency and typs 2
diabetes mellitus with complicafions.

a. Review of a handwritten physlaian's order
dated 03/11/24 for Resident #1 revealed there
was an order siaiing the pafient can check her
ownh blood sugar once dally in the morning or
every night et bediime {qhs). Patlent can alter
timing.

Revlew of Resident #1's March 2024 electronic
medication administration record (eMAR)
teveated:

There was an eniry for finger stick blood sugars
{FSBS) to be done dally, 1 time every week,
Monday, Wednesday and Friday.

The FSBS were checkad on Monday,
Wednastiay and Friday on 03/13/24, 03/15/24,
03/18/24, 03/20/24, 03/22/24, 03/25/24, 03/27/24
and 03/29/24.

Review of Resident #1s April 2024 MAR
revealed:

_There was an entry for FSBS to be done dsily, 1
time every week, Monday, Wednesday and
Friday.

-The FSBS were checked Monday, Wednesday
and Friday on 04/041/24, 04/03/24, 0415124,
D4/17124, 04119724, 04/26/24, and 04/20/24.
“There was an entry al 8:00pm on 04/04/24 to
04/41/24 and 8:00am on 04/06/24 to 04/12/24 of
Resident #1 belng out of the faciity.

Review of the facility's electronic vital signs report
for Resident #1 revealed FSBSs were taken
Monday, Wednesday and Friday on 0374324,
0315724, 03118724, 03/20/24, 03/25/24, 03/27/24,
03/20/24, 04/01/24, 04/03/24, 04/16/24, 04/17/24,
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04/19124, 04/26/24, 04/29124, and 05/01/24.

interview with Resident #1 on 05/02/24 at
10:35am revealed:

-She did not check her own FSBS anymore.
.She had not taken her own FSBS in about a
month

-Staff checked her FSBS every morning.

.She had nof had any FSBS Issues that she was
aware of.

Interviews with a medication aide (MA) on
05/02/24 at 11:30am and 2:45pm revealed:
Resident #1 did not take her own FSBS.
.Resident #1's FSBS was taken onoe per wesk
on Wednesday.

-Resident #1's FSBS was faken daily when she
first arrived at the facllity but the order was
changed o Monday, Wednesday and Friday.
.She knew when 1o check Resident #1’s FSBS
bacause a notification to check the FSBS popped
up on the computer Monday, Wednesday and
Friday.

interview with a second MA an 05/02/24 at
§:45pm revealed:

-{f thare were guesfions or issues with any orders,
fhey were supposed to contact the HWD.

There was a book that contained the orders for
the FSBS so if there was confusion, they were
supposed fo refer to the book.

“The MAR and the BS order book wefe supposed
to match.

L -If there were continued clarification issues the
' Health and Wellness Director {HWD) was o be
. contacted.

interview with Resident #1's primary care provider
{PCP) on 05/02/24 at 6:35pm revealsd:
“The FSBS order did not sound familiar to her.

R Or‘der-c,la/h\vg\\ecd'ﬁeﬂ
AT e Oovalaed by
HUWID ©rRL W) N
alrhouwns o endurt
neadions AN o¢ted
S’Or\ ot PR'O O rderd
Ond Aounmented 1>

resiiond reeordd

)Qaapom}b\e P@r‘&ewf) :
HWD* and RCC

|

Division of Heelih Service Regulalion

STATE PORM

e FLFM14 1t continuaiion shest 28 of 72




Divleion of Health Service Regulation

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 05/20/2024
FORM APPROVED

{%4) PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMBER.

HALUS0035

B. WING

{X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BULDING;

COMPLETED

R

05/02/2024

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

5308 SECREST SHORT CUT ROAD
MONROE, NG 28110

THE ADDISON OF INDIAN TRAIL

{x4) 1D
PREFIX
TAG

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

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (X5)
CORRECTIVE AGTION SHOULD BE COMPLETE

GROBS-REFERENGED TO THE APPROPRIATE DAVE
DEFICIENCY)

D 344

Continued From page 28

-Resident #1 had never taken her own FSBS
since she had been at the facllity that she was
aware of.

Attempted Interview with the RCC on 06/02/24
was unsuccessiul.

b. Review of Resldent #1's current FL-2 daled
01/08/24 revealed there was an order for bleod
pressure (BF) checks once a day, as needed,

Review of a handwritlen physician's order dated
03/11/24 for Resident #1 revealed there was an
order 1o check blood pressure (BF) evaty
Monday, Wadnesday and Friday, once on {hese
days.

Review of the facility's handwritten monthly vital
sign and weight flow sheet for March 2024
reveaied Resident #1's BP was taken 03/04724.

Review of the fadllity's handwritten monthly vital
sign and weight flow sheet for April 2024
revealed:

“There was no date on the form other than the
month and year.

Resldent #1 had a blank space by her name for
vital signs.

Review of the facllity's electronic vital signs reporl
ravealed Residenl #1's BP was taken 03/05724,
04/12/24, 04/13/24, 04114124, 04116724 and
056/02124.

Interviews with a medication aide {(MA) on
05/02i24 al 11:30am and 2:45pm revealed she
would not know when to check Resident #1's BP
because the order said dally, as needed.

Interview with the primary care provider (PCP) on

Dsad
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0502124 et 6:36pm revealed:

fimes a woek as that woulid be overdoing it

checks.

was unsucoessful.

12:10pm.

Refer to interview with the Administrator on

05/02124 el 2:45pm,

(HWD) on 05/02/24 at 12:10pm revealed:

responsible for verifying and clarifying the
electronic medication administrafion
record{eMAR) and orders.

| blood pressuré (BP).

2:45pm revealed:

FSBS orders,

{(MA) sent the orders fo the pharmacy.
-The HWD and RCC were vesponsible for
clarifying and approving the orders.

know when fo check the BP and FSBS,

with the 03711/24 order.

-Sha wanted the BP chacked weekly, not thrae

-She had no concems regarding the missed BP

Atiempted interview with the RCC on 06/02/24

Refer to intarview with the HWD an 06/02/24 at

e ——
Interview with the Health and Wellness Director

“The Resident Care Coordinator (RCC) was

g -She dig not know how staff knaw when to check

| Resident #1's finger sfick blood sugar (FSBS) or
Interview with the Adminisirator on 06/02/24 at
.She was nol aware of Resident #1's BP and
Mhen orders were recelved, the medication aide
“The pharmaoy added the orders to the eMAR.

| “The orders for Resident#1's BP and FSBS wers
confusing 80 she was unsure how the MA would

.She was unsure why the eMAR was not updated

D 344
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D 3501 10A NCAC 13F .1002 {g) Medicafion Orders D350 I i
~ \
10A NCAC 13F 1002 Medication Orders 1 Commun \‘)’2 hoie
{g) In addition to the requirements as slaled in \
Paragraph (¢) of this Rule, psychotropic been reieved %
medications Ardered "as neaded” by & prescribing
practitioner, shall not ba administered unless the
following have been provided by the praciitioner -H !/O'D Om(l RCC‘ Q,Y\d—
or included In an Individualized care plan 5 td-‘}
developed with input by a reglstered nurse or & canbd
licensed pharmacist: er\b\l}ﬂﬂ. w ) n
(1) detalled behavior-specific written instrucfions,
including sympioms that might require use of the
medicetion; +o U oudded .
(2) exact dosage;
(3) exact time frames between dosages; and
(4) the maximum dosage to be administered 0 neiote. Pe rSoube
in & twenty-four hour period #
This Rule Is not met as evidenced by: AUWD am RcC 6/bjz2y
Based on observations, tnlerviews, and record
reviews, the facility falled to ensure that controlled
substances ordered as needed had detalied éwmgh st- P RAD
behavior-specific indications for use for 2 of &
sampled residents (#2, #4). P 5
S pehetropiC edicdi
The findings are: \
and | Yeord Of
1. Review of Resident #4's current FL2 dated 5 ﬂd\
04/24/24 revesled;
Diagnoses included dementia, depression, ] hd‘ Waw hM be@ﬁ
hypertension, hyperlipidemia, \
diabetes, and chronic osieoarthrifis. Pm[)lded‘}‘o H MDD[ RCC_/
“There was an order for Lorazepam 0.5mg, 1 q
lablet every 6 hours PRN {PRN is an abbraviation ] /}
mearing as needed) (Lorazepam is a medication U P ‘ pt‘P b“a B' nQﬂ.Uqu 512 IH
used to treat anxiety or agilation).
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Review of Resident %4's March 2024 electronic
medication administration record (eMAR)
revealed;

-There was an entry for Lorazepam 0.5mg, take 1
tablet every 8 hours as neaded.

~There was no Indication for use on Resident #4's
Lorazepam eMAR entry.

-Lorazepam 0.5mg was documented as
administerad on 03/10/24 at 5:30pm and on
03/21/24 at 8;30pm.

Review of Resident #4's April 2024 eMAR
revealed:

-There was an enlry for Lorazepam 0.5mg, take 1
tablet every 6 hours as nesded.

-There was no indication for use on Resident #4's
Lorazepam eMAR entry.

~Lorazepam 0.5mg was documenied as
administered on 04/08/24 at 5:27pm, 04/10/24 at
7.32pm, 04/14/24 at 1:04pm, and 04/20/24 at
5:30pm.

Review of Resident #4's May 2024 eMAR
revealed:

-There was an entry for Lorazepam 0.5mg, take 1
{ablet every 6 hours as needed.

-There was no indication for use on Resident #4's
Lorazepam eMAR eniry.

«There were no administered doses documented
for May 2024.

Interview with a medication aide (MA) on

05/02/24 at 5:40pm revealed:

-She administered Lorazepam 0.5mg to Resident

| #4 as needed for agitation.

i -The MAR and medication label on Regident #4's

i Lorazepam did not have a reason to administer
the medication.

| -She knew Lorazepam was for anxiety and
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aglitation, so she administered i if she cbserved
Resident #4 having those symptoms.
Interview with the Memory Care Director (MCD)
on 05/02/24 at 12:21pm revealed:
-All medications that were ordsred as neaded

should have a reason on the MAR to administer
the medication. i
-If the order did not have a reason 1o give the
medication, the order should be clarified by the
provider,

-She was unsure why Resident #4's Lorazepam
did not have an indication for use.

-An indication for use was important so the staff
would know why {o administer Resident #4's
Lorazepam,

Interview with the Health and Weliness Director
on 056/02/24 at 4:17pm revealed;

-She and the Resident Care Coordinator (RCC)
checked all orders on the eMAR weekly for i
acouracy.

-Medications scheduled as needed should have
an indication for use.

-She was unsure why Resident #4's Lorazepam !
did not have an indication for use. I
-She thought the siaff knew what Lorazepam was i
used for and would know when lo administer it to
Resident #4,

Interview with the Administrator on 05/02/24 at
2:52am revealed: ;
~The RCC and HWD c¢hecked the eMARs and
medication carts weekly for accuracy.
-Medications ordered as needed should have an ;
indication for use.
-The indication for use helped the MAs to know i
the reason o give a madication.

-8he was unsure why Resident #4's Lorazepam
did not have a reason to administer. |
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Based on observations, interviews, and record
reviews, it was determined Resident#4 was not
interviewable.

2. Review of Resident #2's current FL-2 dated
04/24/24 revealed;

-Diagnoses included dementia,
gastro-esophageal reflux disease, spondylosis,
insomnia, and anxiety.

~There was an order for lorazepam 0,5mg every 8
hours as needed.

-There was no documentation of the
administration reason and parameters.

Review of Resident #2's February, March, and
April 2024 electronic medication administration
records (eMARS) revealed:

-There was an entry for lorazepam 0.5mg every 8
hours ag needed.

~There was documentalion one dose of
lorazepam 0.5mg was administered on 03/29/24
at 12:59pm.

-There was documentation lorazepam 0.6mg
atiministered on 03/29/24 was effaclive.

Observation of Resident #2's medications on
hand revealed:

~There was a bubble pack with a pharmacy label
which had Resident #2's name and instructions
for lorazepam 0.5mg every 8 hours as needed.
-The pharmacy label indicated 30 lorazepam
0.6mg tablets were dispensed on 02/02/24 and
28 tablets remainad.

-There was no reason specified to administer on
the pharmacy label,

Review of Resident #2's primary care provider
(PCP) visit note dated 02/02/24 revealed:
-Resident #2 was seen for a telehealth visit for
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anxiety review and madication refill.

~The plan included lorazepam 0.5mg every 8
hours as needed.

~There was no documentation of the
adminisiration reason and parameters,

Inferview with & medication aide (MA) on
05/02/24 at 12:34pm revealed:

-She documented administering lorazepam to
Resident #2 on 03/29/24 at 12:69pm.

-She administered lorazepam because Resident
#2 was 1rying to walk around unassisted, and she
was unsteady on her fest.

-Resident #2 was all over the place and she was
warriad the resident might fall.

-8he knew the lorazepam was effeclive because
she sat with Resident #2 and the resident calmed
down,

-The Resident Care Coordinator (RCC) told her
lorazepam was administered for behaviors.

Interview with the Memory Care Director (MCD)

! on 06/01/24 at 3:51pm revealed the Health and
Weliness Director (HWD) was responsible for
clinical related matters including medications and
medication orders.

Telephone interview with Resident #2's PCF on
05/02/24 at 11:37pm revealed:

-As needed medications should have a reason so
that staff knew when to administer the
medication.

* «Bhe thought the prescription order she wrote for
| Resident #2's lorazepam included anxisty as the

i reason.

; Upon request on 04/30/24, 05/01/24, and
i 05/02/24, Resident #2's prescription order for
lorazepam was not provided for review.

D 350

ik
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Interview with fhe HWD on 05/02/24 at 5:33pm
revealed:
-MAs were responsible to immediately report
incomplete medication to the MCD,
-The MCD brought the order concern to her or
the PCP.

Interview with the Administrator on 05/02/24 at

2:53pm revealed: B
-As needed medication orders should indicate the 5;
reason {o administer. i
-MAs needed to know why they were

administering as needed medications and what

determined effectiveness,

~The HWD was responsible for reviewing

medication orders.

-MAs were responsible for asking the PCP to

clarify the reason for administration of as neaded
medications.
-Resident #2's as needed lorazepam should have
had a reason to administer clarified by the PCP. ;

Based on observations, interviews, and record
reviews, it was defermined Resident #2 was not
interviewable.

Attempted interview with the Resident Care
Coordinator (RCC) on 05/02/24 at 1:25pm was
unsuccessful.

’,_._.

\
osﬁeﬁ 10ANCAC 13F .1004(a) Medication D 35 m‘rmrﬂgz N Wedieaiio
Administration
\ L]
10A NCAC 13F .1004 Medication Administration QMmN N mMedule
(8) An adult care home shall assure that the \
preparation and administration of medications, ' & 2—' hau_o_ bCQV\ pml&d o | | ‘ ‘f
prescription and non-prescription, and treatments b R 2

by steff are in accordance with: ‘}'O rn.@ b«a H’ (,Op A

(1) orders by a licensed prescribing practitioner

5] 15bY
Divislon of Haalth Service Regulation

STATE FORM on FLFM11 W continuation sheet 37 of 72




STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

Division of Health Service Regulation

PRINTED:

FORM

0512012024
APPROVED

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

HAL090035

A, BUILDING:

{X2) MULTIPLE GONSTRUCTION

B, WING

R

{X3) DATE SURVEY
COMPLETED

05/02/2024

NAME OF PROVIDER OR SUPPLIER

THE ADDISON QF INDIAN TRAIL

MONROE, NG 28110

STREET ADDRESS, CITY, STATE, ZIP CODE
5306 SECREST SHORT CUT ROAD

(¥4} iD
PREFIX
TAG

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

|
PREFIX
TAG

PROVIDER'S PLAN OF CORREGTION
(EACH CORRECTIVE AGTION SHOULD B
CROGSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5}

D 358

Continued From page 37

which are maintained in the resident's record; and
{2) rules in this Section and the facllity's policies
and procedures,

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility faifed to administer
medications as ordered for 1 of 4 residents (#6)
with errors observed during the medication pass
including medication used to treat pulmonary
disease and medication used fo treat constipation
and for 3 of 5 residents (#1, #2, #4) sampled for
record review related to the administration of a
medication used to lower cholesterol #4),
medication used to treat pulmonary disease #1),
and medication used fo treat Alzheimer's diseass,
medication used to seasonal allergies, medication
used to prevent and treat constipation,
medication used to treat acld reflux, medication
used to treat depression and insomnia, and
medication used to treat vitamin deficiency (#2).

The findings are:

Review of the facllity's Medication Policy dated
12/19/23 revealed it was the policy of the facllity
to supeivise and administer all medications that
the residents recelved as ordered by the
physician unless they had orders to
self-administer medications.

The medicaiion error rate was 6% as evidencad

| by 2 errors out of 31 opportunities during the

8:00am medication pass on 05/01/24,

1. Review of Resident #6's current FL2 dated
04/13/24 revealed diagnoses included acute
urinary tract infection, pulmonary emphysema,
gastroesophageal reflux disease, and
hypertension.

D 358
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&. Review of Resident #8's discharge summary
dated 04/13/24 revealed an order for Advair
Diskus 250-50meg, Inhale one puff in the morning

i and 1 puff before bedtime (Advair Diskus is an

- inhaled medication used fo treat pulmonary

| disease).

Observation of the 8:00am assisted living (AL)
medication pass on 05/01/24 from 7:18am fo
7:34am revealed:

-The medication aide {(MA) prepared Resident
#8's medications, which included 5 tablets, a
medication dissolved in water, and a nagal spray.
-The MA administered Resident #8's medications
at 7:23am.

~Advair Diskus 250-50mcg was not administered
to Resident #6 during the observation.

Review of Resident #5's May 2024 electronic
medication administration record (eMAR)

i revealed there was no entry for Advair Diskus

| 250-50 meg, inhale one puff in the moming and 1
puff before badtima,

Interview with Resident #6 on 05/01/24 at
11:26am revealed:

-She used to use inhalers but had not used any
Inhalers in & while,

-She was unsure of the last time she used an
inhaler.

-8he was unsure if she had used Advair since

she moved into the facility.

-She was not having any episodes of shoriness of
breath or wheezing.

Interview with the MA on 05/01/24 at 12:30pm
revealed:

| -The Resident Care Coordinator (RCC) or Heaith
i and Wellness Director (HWD) were responsible

j
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for reviewing the residents' orders when returning
from the hospiial,

-Resident #5 had orders for some inhalers, but
those orders were discontinued.

; ~She was unsure of the names of the inhalers

: that were discontinued.
: -Bhe was not aware of Resident #8's current
i order for Advair 260-50mcg,

inferview with the Health and Weliness Director
on 05/01/24 at 12:57am revealad:;
~When & resident retumed from the hospital
sither she or the RCC reviewed thelr discharge
paperwork and orders.
-She was unsure why Resident #6's Advair
Diskug 250-50mcg order was on the discharge
medication list from the hospital,
~The MA that sent Resident #86 to the hospital
could have sent an incorrect medication list when
Resident #6 was sent to the emergency room,
-She did not review Resident #8's medication
orders when she relumed from the hospital.

! Interview with the Administrator on 05/01/24 at

1:10pm revealed:

-If there was a current order for a medication, the
medication should be available to be
administered.

. "The RGC or HWD were responsible for
! reviewing medication orders for accuracy.

Telephone interview with primary care provider

| (PCP) on 05/01/24 at 11:41am revealed Resident

#6 was not having any shortness of breath or
wheezing, so she may no longer need Advair

¢ Diskus 250-50mcg.

b. Review of Resident #6's discharge summary
dated 04/13/24 revealad there was an order for
Miralax, take 17gm in the morning (Miralax is a
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medication used to treat and prevent
constipation).

Observation of the 8:00am assisted living (AL)
medication pass on 05/01/24 from 7:18am to
7:342m revealed:

-The medication aide (MA) prepared Resident
#6's medications, which included 5 tablets,
Miralax 17gm dissolved in water, and a nasal
spray.

-At 7:23am, the MA entered the living room where
Resident #6 was sitting.

~The MA gave Resident #6 a medicine cup
containing tablets and the cup of Miralax.
-Resident #5 put the fablets in her mouth and
took a sip of Miralax.

~The MA administered Resident #6's nasal spray,
~The MA left the living room at 7:25am and
Resident #6 had over 3/4 of a cup of Miralax
remaining,

Obsetvation of the living room on 05/01/24 at
7:34am revealed Resident #6 was in the living
room with three other residents and there was no
cup observed in her hand or in the living room,

Review of Resident #6's May 2024 electronic
medicalion administration record revealed:
-There was an entry for Miralax, mix 17gm in 6-8
ounces of liquid and drink for constipation.
-Miralax 17 gm was documented as administered
at 8:00am on 06/01/24.

Interview with Resident #6 on 05/01/24 at
11:25am revealed:

-She took Miralax for constipation every day and
felt the medication was effective.

-The MAs gave her Miralax every moming and
instructed her to drink il.

-She always drank the Miralax but none of the
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MAs stayed with her while she drank It,

Interview with the MA on 05/01/24 at 12:30pm
revealed:

-She usually gave Resident #6 her Miralax and
went back in about five minutes to see if she had
finished all the medicine.

-She did not stay with Resident #8 while she
drank Miralax each day.

-She checked this morning, 05/01/24, to see if

' Resident #6 finished drinking the Miralax and
Resident #6 drank all the medication.

-8he should have stayed with Resident #6 to be
sure that she drank all the Miralax.

| Inferview with the Health and Wellness Director

| (HWD) on 05/01/24 at 12:57pm ravealed:

1 ~MAs should stay with residents and observe

i regidents taking their medications.

 -The MA should have stayed with Resident #6 to
| be sure the Miralax was taken,

interview with the Administrator on 05/01/24 at
1:10pm revealed:

-MAs should stay with each resident during
medication administration to be sure that the
medications were taken.

-The MA could not be sure that Resident #8 drank
all the Miralax if she did not stay with her until she
was finished.

2. Review of Resident #4's current FL2 dated
04/24/24 revealed:

~Diagnases included dementia, depression,
hypertension, dyslipidemia, and diabetes.
-There was an order for Atorvastatin 20mg one
tablel at badtime (Alorvastatin is a medication
used to lower cholesterol).

Review of Resident #4's March 2024 electronic
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medication administration record (eMAR)
revealed:

~There was an entry for Atorvastatin 20mg, take
one tablet at bedtime scheduled for 9:00am.
-Atorvastatin 20mg was documented as
administered at 8:00am from 03/01/24 to
03731124,

Review of Resident #4's April 2024 eMAR
revealed:

-There was an entry for Atorvastatin 20mg, take
one tablet at bedtime scheduled for 8:00am.
-Atorvastatin 20mg wae documented as
administered at 8:00am from 04/01/24 to
04/30/24,

Review of Resident #4's May 2024 eMAR
revealed:

-There was an entry for Atorvastatin 20mg, take
one tablet at bedtime scheduled for 8:00am.
-Aforvastatin 20mg was documented as
administered at 8:00am from 05/01/24 to
05/02/24,

Intetview with a medication aide on 05/02/24 at
12:10pm revealed:

-She read the eMAR when administering
medications so she would know the right
medications o administer.

-She followed the instructions on the eMAR and
matched the medication on the eMAR to the
label,

-She had not noticed the instructions for Resident
#4's Atorvastatin 20mg said to give at bedtime.
-8he had been administering the medication at
9:00am because that was the time the medication
was scheduled on the eMAR.

-If she had concerns or questions abaut
medication orders, she notified the Health and
Weliness Direcior (HWD).
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Interview with the Memory Care Director (MCD)
on 05/02/24 at 12:21pm revealed:

-MAs should be reading the eMAR and following
the Instructions on the eMAR. :
~The medication carts and eMARs were audited
weekly by the MAs, Resident Care Coordinator
(RCC), and HWD,

-Medications should be scheduled for the time 2
ordered by the residents' provider.

-She dld not participata in the cart and eMAR
audits for the facifity.

Interview with the HWD on 06/02/24 at 4:17pm
revealed:

-The RCC entered new medications on the
eMARs,

-Either the MAs, RCC, or HWD checked the }
entries for accuracy. i
-The RCC and HWD reviewed all entries on the
eMAR for each resident weekly.

-She had not noticed Resident #4's Alorvastatin
20mg was scheduled for 9:00am instead of at
badtime.

-She was unsure why Resident #4's Atorvastatin
20mg was scheduled for 9;00am.

Interview with the Adminisirator on 05/02/24 at
2:52pm revealed:

-The HWD was responsible for reviewing
medication orders for accuracy,

-The MAs should read the eMAR and follow the
directions for administering the medications.

-If Resident #4's Atorvastatin 20mg was ordered )
for bedtime, it should be administered at bedtime !
instead of 9:00am. ]

Interview with Resident #4's primary care provider
(PCP) on 06/02/24 at 12:00pm revealed:
-Somelimes Aforvastatin 20mg was scheduled in
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the evening for better absorption.
-Resident #4 could take Atorvastatin 20mg in the
moming or evening.

Based on observations, interviews, and record
reviews, it was determined Resident #4 was not
Interviewable.

3. Review of Resident #1's current FL-2 dated
01/08/24 revealed diagnoses includad stage 4
chronic kidney disease (CKD), trans ischemic
attack (TIA) and diabetes mellitus with
complications.

Review of a cardiclogy report dated 04/25/24
revealed Resident #1's cadiovascular problem list
included chronic hypoxic respiratory failure
secondary to small airway diseass.

Review of Resident #1's mos! recent physician’s
orders dated 11/08/23 revealed an order for
Formoterol Fumarate Inhalation Solution 20
mcg/2mL, inhale 1 vial via nebulizer twice daily.
(Formoterol Fumarate Inhalafion Solution is used
to treat pulmonary disease.)

Review of Resident #1's March 2024 electronic
medication adminisiration record (eMAR)
revealed:

-There was an order for Formoterol Fumarate
Inhalation Solution 20 mog/2mL twice a day
scheduled for 8:00am and B:00pm.
-Formoterol Fumarate Inhalation Solution was

| documented as administered at 8:00am and

8:00pm from 03/01/24 to 03/31/24.

Review of Resident #1's April 2024 eMAR
revealed:
-There was an order for Formoterol Fumarate

i [nhalation Solution 20 mcg/2ml. twice a day
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-Formoterol Fumarate Inhalation Solution was
documented as adminisiered at 8:00am from
04/01/24 to 04/05/24 and 04/13/24 to 04/30/24
and 8:00pm from 04/101/24 fo 04/03/24 and
04/12/24 to 04/29/24.

-There was an entry at 8:00pm on 04/04/24 to
04/11/24 and 8:00am on 04/05/24 to 04/12/24 of
Resident #1 being out of the facility.

Review of Resident #1's May 2024 eMAR
revealed:

There was an order for Formoterol Fumarate
Inhalation Solution 20 meg/2mL twice a day
scheduled for 8:00am and 8:00pm.
~Formoterol Fumarata Inhalation Solution was
documented ag administered at 8:00am on
05/01/24 and 8:00pm on 05/02/24.

Obeservation of Resident #1's medication on hand
on 06/02/24 at 11:30am revealed there was no
Formoterol Fumarate Inhalation Solution on the
carl.

Observations of Resident #1's room on 05/02/24
at 12:00pm revesled;

-There were 7 packs of Formoterol Fumarate
Inhalation Solution in her refrigerator In a bow!
with a date of 11/2024 on the back of each pack.
~There was a nebulizer machine on the floor in
between Resident #1's recliner and a shelf.

Interviews with a medication aide (MA) on
05/02/24 at 11:30am and 12:00pm revealed:
-The MA was responsible for administering
medication.

-The MA was responsible for cart audits on
Thursdays.

~The last cart audit was done last Thursday,
0412524,
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=The Formoterol Fumarate Inhalation Solution
might be in Resident #1's room.

-She did not know if Resident #1 had a
self-administer order for Formotero! Fumarate
Inhalation Solution.

-Bhe did not administer Resident #1's Formoterol
Fumarate Inhalation Solution on 04/30/24,
05/01/24 and 05/02/24.

-She marked the Formoterof Fumarste Inhalation
Solution as administered on 04/30/24, 05/01/24
and 05/02/24 because Resident #1 told her she
had already administered the medication herself,

interview with Resident #1 on 05/02/24 at
12:00pm and 3:40pm revealed:

-She had Formoterol Fumarate Inhalation
Solution in her refrigerator,

-She was supposed lo “use" the Formoterol
Fumarate Inhalation Solution but did not,

~-She did not know how to administer the
Formoterol Fumarate Inhalation Solution.

-No one had been administering the Formoterol
Fumarate Inhalation Solution to her.,

-She was supposed fo receive Formoterol
Fumarate Inhalation Sofution in the moming and
at night.

-A MA brought the Fomoterol Fumarate
Inhalation Solution to her a couple of weeks ago
and left it with her,

-No one mentioned the Formotero! Fumarate
Inhalation Solution to her when they administered
her medications.

-She did not mention the Formoterol Fumarate
Inhalation Solution to anyone because "they
should know.”

~The last time the Formoterol Fumarate Inhalation
Solution was administered to her was about 2
weeks ago.

-She had not had any issues as a result of not
being administered the Formoterol Fumarate

D 358
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Inhalation Solulion but she felt better when she
received the medication,

Interview with the Health and Wallness Director
(HWD) on 05/02/24 at 12:10pm revealed:

-She was not aware Resident #1 had Formoterol
Fumarate Inhalation Solution in her room.
-Resident #1 was not supposed 1o have
Formoterol Fumarate Inhalation Solution in her
reom.

~The MA was responsible for administering
medication.

~Resident #1 did not have a self-administer order
for Formoterol Fumarate inhalation Solution.
-The MA was supposed lo order the medication if
it was not on the cart.

~The MA was fo notify her when it was time for a :
prescription for a refill. £
-Cart audits were done by the MA oncs per week
and the shest was given to her and the Resident
Care Coordinator (RCC).

-The last carl audit was done last Thursday,
- 04/26/24 and there was no nofification of any
medication being in Resident #1's room,

Interview with the Administrator on 05/02/24 at i
2:45pm revealed: :
{ -She did not know why the Formoterol Fumarate
Inhalation Solution was marked an the eMAR as
administered unless the MA administered the
medication and allowed Resident #1 to keap the
medication, which should not happen because
the medication should be stored on the cart.
-Cart audits performed by the RCC and HWD
should have discovered that the Foymoterol
Fumarate Inhalation Solution wag not on the carl.
-Cart audits were done on a weskly basis bul she
! did not know when the last cart audit was done.
-She did not see the results of the cart audits.

-If a medieation was not on the cart, the MA
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should have made a request to the pharmacy and
informed the HWD.

-The expactation was that the MA would
administer all medications as ordered.

Interview with the primary care provider (PCP) on !
05/02/24 at 6:35pm revealad:

=Facility staff usually reported to her if
medications were not in the building
-She expected to be informed of any medication i
that had not been administered. !
-She had no concerns about Resident #1 not
receiving the Formoterol Fumarate Inhalation |
Solution if there were no issues and no issues !
had been reported o her. |

Attempted interview with the RCC on 05/02/24 at |
1:25pm was unsucessful. ‘

Attempled telephon Interview with the facility's
contracted pharmacy on 05/02/24 at 5:54pm was £
unsuccessful,

4. Review of Resident #2's current FL-2 datad
. 04/24/24 revealed diagnoses Included dementla,
gastro-esophageal reflux disease, spondylosis,
insomnia, and anxiety. =

a. Review of Resident #2's current FL-2 dated
04/24/24 revealed an order for flulicasone 50meg
1 spray each nostril daily. (Fluticasone is used to
treat nasal allergy symptoms.)

Review of Resident #2's emergeney reem (ER)
discharge paperwork dated 03/28/24 revealed:
-Resident #2 was seen for a fall and diagnosis
included closed fracture of the nasal bones,
| ~There were instructions 1o pick up medications
{ with the printed prescription and start taking
fluticasone.
Division of Health Sevice Regulation t
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Review of Resident #2's March and April 2024
alectronic medicalion administration records
(eMAR) revealed:

-There was no entry for fluticasone on Resident
#2's March 2024 eMAR,

-There was an entry on Resident #2's April 2024
eMAR for fiuticasone 50meg 1 spray into nose
daily at 8:00am with a start date of 04/01/24.
-The documentation box for 04/01/24 was shaded
with no staff inlfials or abbreviation.

-There was documentation fluicasone was
administered daily at 8:00am from 04/02/24
through 04/30/24,

Observation of Resident #2's medications on
hand on 05/01/24 at 3:23pm revealed:

-There was a pharmacy brand box of fiuticasone
60macg spray with Resident #2's name and
04/03/24 handwritten on the box.

-There was a near full bottle of fluticasone Inside
the box.

Telephone interview with a pharmacy technician
from the facillty's contracted pharmacy on
06/02/24 at 10:28am revealed the pharmacy did
not have an active erder for fluticasona for
Resident #2.

Telephone interview with Resident #2's primary
care provider (PCP) on 05/01/24 at 1:18pm
revealed:

-Fluticasone was used for nasal congestion.

«If fluticagone was on Resident #2's sMAR then
she must have written an order.

~All orders, including orders from the hospital,
went through her first for approval.

-She would understand doses that were not
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-The instructions did not specify the dosage or
frequency of fluticasone.
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administered for a resident with dementia who
might have been confused and in pain.
-Resident #2 might not have understood how to
take nasal sprays.

~The date she signed the order was the expected
start date of the medication.

~She did not know of any delay in starting the
nasals spray following Resident #2's retumn to the
facility from the hospital.

Interview with the Health and Wellness Director
{HWD) on 05/02/24 at 5:33pm revealed:

-She thought the fluticasone was originally
ordered when Resident #2 fell and had a nasal
fracture (03/28/24).

-She was not sure because she never saw the
ER discharge paperwork.

-The Reeldent Care Coordinator (RCC)
documented receiving the ER discharge
paperwork from the family member and must
have processed the orders.

Attempted interview with the Resident Care
Coordinator (RCC) on 05/02/24 at 1:26pm was
unsuccessful,

b, Review of Resident #2's current FL-2 dated
04/24/24 revealed an order for Clearlax 17gm
daily. (Clearlax Is used to treat constipation.)

Review of Resident #2's February, March, and
April 2024 electronic medication administration
records (eMAR) revealed:

-There was an entry for Clearlax 17gm daily at
0:00am with a start date of 03/28/23.

-There was documentation Clearlax was
administered dally at 9:00am from 02/01/24
through 04/30/24.

Observation of Resident #2's medications on

D 358
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hand on 05/01/24 at 3:23pm revealed:

-There was an approximately half full
manufacturer's bottle of Clearlax with a pharmacy
label which had Resident #2's name and
instructions for 17gms daily.

~The pharmacy label indicated the botlle was
digpensed on 08/15/23,

~There was a faint handwritten open date of 10/
123 on the side of the bottle.

-The day of the date was illegible.

Interview with the Memory Care Director (MCD)
on 05/01/24 at 3:40pm revealed Clearlax did not
come with cycle fills every month; refills had 1o be
requested from the pharmacy.

Telephone interview with a pharmacy technician
| from the facllity's contracted pharmacy on

05/02/24 at 10:28am revealed:

-The pharmacy had an order for Cleariax 17gm
daily dated 03/02/23 and dispensed 1 botlle
which was a 30-day eupply on 08/15/23 for
Resident #2.

-Cleariax was not a cycle fill medication and
needed fo be requested.

Interview with the Health and Weliness Director
(HWD) on 05/02/24 at 5:33pm revealed:
-Resident #2's Clearlax dispensed on 08/15/23
should have been used and gone.

-Resident #2 did not currently have any problems
with diarrhea or constipation.

Telephone interview with Resident #2's primary
care provider (PCP) on 05/02/24 at 11:37pm
revealed:;

-The facllity's contracted pharmacy changed, and
she had 1o refill orders for every resident.

-She thought that could have been the reason
Resident #2 had exira medications on hand.
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~She did not know of Resident #2 experiencing
any symptoms of potentially missed doses of
medications,

-Resident #2 took Clearlax for constipation.

¢. Review of Resident #2's current FL-2 dated
04/24/24 revealed an order for vitamin D3 50mcg
2 tablets daily. (Vitamin D3 Is used to treat
vitamin D deficiency.)

Raview of Resident #2's February, March, and
April 2024 elactronic medication administration
records (eMAR) revealed:

-There was an entry for vitamin D3 50meg 2
tablets daily at 8:00am with a start data of
03/27/23.

-There was documentation vitamin D3 was
administered daily at 9:00am from 02/01/24
through 04/30/24.

Observation of Residen! #2's medications on
hand on 05/01/24 at 3;23pm revealed:;

-There was a bubble pack with a pharmacy label
which had Resident #2's name and instructions
for vitamin D3 50mceg 2 tablets daily.

~The pharmacy labe! indicated 80 tablets were
dispensed on 11/19/23 and 60 tablets remained
(single tablet per bubble).

~There was a second bubble pack with a
pharmacy label which had Resldent #2's name
and instructions for vitamin D3 §0mcg 2 tablets
dally.

-The pharmacy label indicated 60 tablets were
dispensed on 01/18/24 and 30 tablets remained
(single tablet per bubble),

-There was a third bubble pack with a pharmacy
label which had Resident #2's name and
instructions for vitamin D3 50mcg 2 tablets daily.
-The pharmacy label indicated 60 tablets were
dispensed on 02/14/24 and 60 tablets remained

D 368
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{single tablet per bubble).

-There was a fourth bubble pack with a pharmacy
label which had Resident #2's name and

| Instructions for vitamin D3 S0meg 2 tablets daily.
-The pharmacy label indicated 60 tablets were
dispensed on 03/14/24 and 60 {ablets remained
(single tablet per bubble),

~There was a fifth bubble pack with a pharmacy
label which had Resident #2's name and
instructions for vitamin D3 50mcg 2 iablets daily.
~The pharmacy label indicated 56 tablets were
dispensed on 04/18/24 and 56 tablels remained
(single tablet per bubble).

Telephone interview with a pharmaay technician
from the facility's contracted pharmacy on
05/02/24 at 10:28am revealed the pharmacy had
an order for vitamin D3 50meg 2 tablets daily
dated 03/02/23 and had dispensed 60 tablats
which was a 30-day supply on 02/14/24, 03/14/24
and 04/19/24 for Resident #2,

Telephone interview with Resident #2's primary
care provider (PCP) on 05/02/24 at 11:37pm
revealed Resident #2 took vitamin D8 as a
replacement,

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

| 04/24/24 revealed an order for donepezil 10mg
daily at bedfime. (Denepezll s used to ireat
dementia.)

Review of Resident #2's February, March, and
April 2024 electronic medication adminisiration
records (eMAR) revealad:

-There was an entry for donepezil 10mg daily at
bediime scheduled for 9:00pm with a start date of
03/28/23.

-There was documentation donepezil was
administered daily at 2:00pm from 02/01/24
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through 04/20/24,

Obeervation of Resident #2's medications on
hand on 05/01/24 al 3:23pm revealed:;

-There was a bubble pack with a pharmacy label
which had Resident #2's name and instructions
for donepezil 10mg daily at bedtime.

~-The pharmacy label indicated 30 tablets were
dispensed on 03/14/24 and there ware 8
remaining.

-There was a second bubble pack with a
pharmacy label which had Resident #2's name
and instructions for donepezil 10mg daily at
bedtime.

~The pharmacy label indicated 28 tablets were
dispensed on 04/18/24 and there were 28
remaining.

Telephone interview with a pharmacy techniclian
from the facllity's contracted pharmacy on
05/02/24 at 10:28am revealed the pharmacy's
current order for donepezil 10mg daily was dated
04/03/24 and had dispensed 30 tablets which was
a 30-day supply on 02/14/24, 03/14/24 and
04/19/24 for Resident #2.

Telephone interview with Resident #2's primary
care provider (PCP) on 05/02/24 at 11:37pm
revealed Resident #2 took donepezil for
dementia.

€. Review of Resident #2's current FL-2 dated
04/24/24 revealed an order for mirtazapine 15mg
daily at bedtime. (Mirtazapine is used to treat
depression and insomnia.)

Review of Resident #2's February, March, and
April 2024 electronic medication administration

: records (eMAR) revealed:

-There was an entry for mirtazapine 16mg dally at
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bedtime scheduled for 8:00pm with a start date of
03/28/23.

-There was documentation mirfazapine was
administered daily at 9:00pm from 02/01/24
through 04/29/24.

Observation of Residant #2's medications on
hand on 05/01/24 at 3:23pm revealed:

-There was a bubble pack with a pharmacy label
which had Resident #2's name and instructions
for mirtazapine 15mg daily at bedtime.

-The pharmacy label indicated 30 tablets were
dispensed on 03/14/24 and there were 4
remaining.

-There was a second bubble pack with a
pharmacy label which had Resident #2's name
and instructions for mintazapine 15mg daily at
bedtime,

-The pharmacy label indicated 28 fablets ware
| dispensed on 04/19/24 and there wers 28
remaining.

| Telephone interview with a pharmacy technician
from the facllity’s contracted pharmacy on
056/02/24 at 10:28am revealed the pharmacy had
an order for mirtazapine 15mg daily dated
03/02/23 and had dispensed 20 tablets which was

| & 30-day supply on 02/14/24, 03/14/24 and

| 04/19/24 for Resident #2.

| Telephone interview with Resident #2's primary
| care provider (PCP) on 05/02/24 at 11:37pm

| revealed Resident #2 took mirtazapine for leg

| cramps.

 f. Review of Resident #2's current FL-2 dated

| 04/24/24 revealed an order for trazadone 50mg
dally at bedlime. (Trazadone is used to treat
depression.)
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Review of Resident #2's February, March, and
! April 2024 electronic medication administration
| records (eMAR) revealed:
- =There was an entry for irazadone 50mg dally at
| bedtime scheduled for 9:00pm with a start date of i
| 05/02/23.
i ~There was documentation frazadone was !
: administered daily at 9:00pm from 02/01/24
through 04/29/24.

Observation of Resident #2's medications on | ;
hand on 05/01/24 at 3:23pm revealed: }
| “There was a bubble pack with a pharmacy label |
{ which had Resident #2's name and instructions
for trazadone 50mg daily at bedtime,
~The pharmacy label indicated 30 tablets wera
dispensed on 03/14/24 and there were 8
remaining.

-There was a second bubble pack with a
pharmacy label which had Resident #2's name
and instructions for trazadone 50mg daily at
bedtime.

-The pharmacy label indicated 30 tablets were 4
dispensed on 04/11/24 and there were 30
remaining.

Telephone Interview with & pharmacy techniclan
from the facility's contracted pharmacy on
06/02/24 at 10:28am revealed the pharmacy had
an order for frazadone 50mg daily at bedtime
dated 03/02/23 and had dispensed 30 tablets
which was a 30-day supply on 02/14/24, 03/14/24
and 04/11/24 for Resident #2. k

Telephone interview with Resident #2's primary
care provider (PCP) on 05/02/24 at 11:37pm
revealed Resident #2 took trazadone for
insomnia,

i
g. Review of Resident #2's current FL-2 dated |

o e
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04/24/24 revealed an order for omeprazole 20mg
daily. (Omeprazole is used to treat acid reflux.)

Review of Resident #2's February, March, and
April 2024 electronic medication adminisiration
records (eMAR) revealed:

~There was an entry for omeprazole 20mg dally at
6:00am with a start date of 08/15/23.

-There was documentation omeprazole was
administered daily at 8:00am from 02/01/24
through 04/30/24.

Observation of Resident #2's medications on
hand on 05/01/24 at 3:23pm revealsd:

-There was a bubble pack with a pharmacy label
which had Resident #2's name and instructions
for omeprazole 20mg daily.

~The pharmacy label indicated 30 capsules were
dispensed on 03/14/24 and there were 12
remaining.

-There was a second bubble pack with a
pharmacy label which had Resident #2's name
and instructions for omeprazole 20mg dally.
-The pharmacy label Indicated 30 capsules were
dispensed on 04/11/24 and there were 28
remaining.

Telsphone Interview with a pharmacy technician
from the facility's contracted pharmacy on
06/02/24 at 10:28am revealed the pharmacy had
| an order for omeprazole 20mg daily dated

1 03/02/23 and had dispensed 30 capsules which
was a 30-day supply on 02/14/24, 03/14/24 and
04711/24 for Resideni #2.

Telephone interview with Resident #2's primary
care provider (PCP) on 05/02/24 at 11:37pm
revealed Resident #2 took omeprazole for reflux.

i Interview with a medication aide (MA) on

D 358
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| 05/01/24 at 3:23pm revealed:

-Medications were automatically refilled every
month with cycle fills.

-MAs were responsible for removing old bubble
packs when new bubble packs were put on the
medication cart,

-If Resident #2 was in the hespital for a day or
two, medications would not have been

| administered and there would have been some !
extra,

~Resident #2 was not in the hospital recently that
she knew of.

-She did not know why Resident #2 had so much
medication on hand.

Interview with a second MA on 05/02/24 at
2:35pm revealed:

~-She noticed there were a lot of medications on
hand for Resident #2,
-She thought medications might not always be i
administered to Resident #2, i
-Rasident #2 fiked to sleep.

~She had to be patient with Resident #2 when she
administered medications to her.
-If she could not administer medication, she !
documented the medication was not administered
and the reascn,

Interviews with the Memory Care Director (MCD) ;
on 06/01/24 at 3:40pm and 3:51pm revealed: |
~MAs were responsible for completing medication
cart audits every week on various shifts, !
-The Health and Wellness Director (HWD) was 1
responsible for clinical related matters including ¢
medications and medication aorders.

Telephone interview with a pharmacy technician
{ from the facility's contracted pharmacy on
06/02124 &t 10:28am revealed: £
| -The facility was on cycle fill every 30 days for
(ivision of Health Service Regulalion
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| scheduled medicaiions in pifl form,

¢ -Both staff and the pharmacy eould enter orders
[ on the eMAR.

; -The pharmacy primarily enterad orders during

; business hours and staff was able fo enter orders
| after business hours.

! -There were difierent April 2024 cycle fill dates for
Resident #2's medications due to the possibility of
: those medications being out of refills and needing
: & naw prescription order,

Interview with the Health and Welliness Director
I (HWD) on D5/02/24 at 5:33pm revealed:
-She did not know there was an accumulation of
medications on hand for Resident #2.
-There should not have been extra madications
on the medication cart for Resident #2.
. ~The MAs were responsible for returning overflow
medications back to the pharmacy.
-Scheduled medications were cycle filled with a
| 30-day supply between the 20th and 25th of the
| month,
-New bubble packs were put on the medication
cart the date they were supposed to start by the
MA.,
-Old bubble packs which should have been near
empty were removed from the medication cart.

|

! Interview with the Administralor on 05/02/24 at
| 2:53pm revealed:
i -The facility was on cycle fills for scheduled
i medications.
. -She did not know why old medications were still
i on the medication cart.
| -The new or current cycle medications should
| have been on the medication cart,
i =The old medications or previous cycle
{ medications should have been retumned to the
; pharmacy.
-MAs were responsible for administering
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medications as ordered and entered on the
eMAR,

-MAs were responsible for documenting any
medications that were not administered and the
reason on the eMAR.

~The Health and Wellness Director (HWD) was
responsible for completing medication cart audits.

Based on observations, interviews, and record
reviews, it was determined Resident #2 was not
interviewable.

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

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

[ {1) resident'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
or treatment;

(5) reason or juslification for the administration of
medications or treatments as needed (PRN) and
documenting the resulting effect on the resident;

| {6) date and time of administration:

(7} documentation of any omigsion of
medications or treatments and the reason for the
omission, including refusals; and,

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

This Rule is not met as evidenced by:

D358
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Based on observations, interviews, and record
reviews, the facility failed to ensure that electronic
medication administration records (eMAR) were
accurate for 2 of 5 sampled residents (#1 and #2)
refated to the administration of a medication for
pulmonary disease (#1) and & nasal spray and
laxative (#2).

The findings are:

Review of the facility's electronic medication
administration records (eMAR) policy dated
06/30/23 revealed each eMAR should be
accurate and up to date.

1. Review of Resident #1's current FL-2 dated
01/09/24 revealed diagnosis included siage 4
chronic kidney disease (CKD).

Review of Resident #1's most recent physician's
order sheet dated 11/08/23 ravealed an order for
Formoterol Fumarate Inhalation Solution 20
meg/f2mL., inhale 1 vial via nebulizer fwice daily.
{Formoterol is used to treat pulmonary disease.)

Review of Resident #1's March 2024 electronic
medication administration record (sMAR)
revealed:

~There was an order for Formoterol Fumarate
Inhalation Solution 20 meg/2mL twice a day
scheduled for 8:00am and 8:00pm.
-Formoterol Fumarate Inhalation Solufion was
documented as adminigtered at 8:00am and
8:00pm from 03/01/24 to 03/31/24.

Review of Resident #1's Aprll 2024 sMAR
revealed:

~There was an order for Formoterol Fumarate
Inhalation Solution 20 meg/2ml twice a day
scheduled for 8:00am and 8:00pm.
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~Formotlerol Fumarate Inhalation Solution was
documented as administered at 8:00am from
04/01/24 to 04/05/24 and 04/13/24 to 04/30/24
and 8:00pm from 04/01/24 to 04/03/24 and
04/12/24 10 04/29/24.

-There was an eniry at 8:00pm on 04/04/24 to
04/11/24 and 8:00am on 04/05/24 to 04/12/24 of
Resident #1 being out of the facility.

Review of Resident #1's May 2024 eMAR
revealed:

There was an order for Formoterol Fumarate
Inhalation Solution 20 meg/2mL twice a day
scheduled for 8:00am and 8:00pm,
-Formoterol Fumarate Inhalation Solution was
documented as administered at 8:00am on
05/01/24 and 8:00pm on 05/02/24.

Observalion of Resident #1's medication on hand
on (06/02/24 at 11:30am revealed there was no
Fomoterol Fumarate inhalation Solution on the
cart.

Observation of medication in Resident #1's room
on 05/02/24 at 12:00pm revealed:

-There were 7 packs of Formoterel Fumarate
Inhalation Solution in her refrigerator in a bowl
with a date of 11/2024 on the back of each pack,
-The nebulizer was on the floor in between
Resident #1's recliner and a shelf.

Interviews with a medication aide (MA) on
05/02/24 at 11:30am and 12:00pm revealed:
-MAs were responsible for administering
medication.

-She did not administer Resident #1's Formoterol
Fumarate Inhalation Solution on 04/30/24,
05/01/24 and 05/02/24.

-She marked the Formoterol Fumarate Inhalation
Solution as administered on 04/30/24, 05/01/24
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and 06/02/24 because Resident #1 told her she
had already administered the medication harself.

Interview with Resident #1 on 05/02/24 al
12:00pm and 3:40pm revealed:

-She was supposed to "use” the Formoterol
Fumarate Inhalation Solution but did not.

-She did not know how o administer the
Formoterol Fumarate Inhatation Solution.

-No one had been administering the Formoterol
Fumarate Inhalation Sclution to her,

-She was supposed to receive Formoterol
Fumarate Inhalation Solution in the moring and
af night.

-No one mentioned the Formoterol Fumarate
inhalation Solution to har when they administered
her madications.

-She did not mention the Formoterol Fumarate
Inhalation Solution to anyone because "they
should know.”

-The last time the Formotero! Fumarale inhalation
Solution was administered to her was about 2
weeks ago.

- Interview with the Health and Wellness Director

(HWD) on 05/02/24 at 12:10pm revealed:

-The MA was responsible for administering
medication.

-She did not know Formoterol Fumarate
Inhalation Solution had not been administered fo
Resident #1.

-She did not know why Formoterol Fumarate
Inhalation Solution was documenied as
administered.

Interview with the Administrator on 05/02/24 at
2:45pm revealed:

-She was not aware Resident #1 had not been
administered Formoterol Fumarate Inhalation
Solution.
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~She did not know why the Formoterol Fumarate
Inhalation Sclution was marked on the eMAR as
administered unless the MA administered the
medication and allowed Resident #1 to keep the
medication, which should not happen because
the medication should be stored on the cart,

Attempted interview with the Resident Care
Coordinator (RCC) on 06/02/24 &t 1:26pm was
unsucessiul. ,

2. Review of Resident #2's current FL-2 dated
04/24/24 revealad diagnoses included dementia,
gastro-esophageal reflux disease, spondylosis,

insomnia, and anxiety. g

a. Review of Resident #2's current FL-2 dated
04/24/24 revealsd an order for fluticasone 50meg

1 spray each nostril daily. (Fluticasone is used to
treat nasal allergy symptoms.)

Review of Resident #2's emergency room (ER)
discharge paperwork dated 03/28/24 revealed:
-Resident #2 was seen for a fall and diagnosls

| included closad fracture of the nasal bones.
-There were instructions to pick up medications
with the printed presctiption and start taking
fluticasone.

-The instructions did not specify the dosage or
frequency of fluticasone.

Review of Resident #2's March and April 2024
electronic medication administration records
(eMAR) revealed:

~There was no entry for filicasone on Rasident
#2's March 2024 eMAR.
-There was an entry on Resident #2's April 2024 :
eMAR for fluticasone 60meg 1 spray into nose i
daily at 8:00am with a start date of 04/01/24.

-The documentation box for 04/01/24 was shaded
Division of Health Service Regulation
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with no staff initials or abbreviation.

-There was documentation fluticasone was
administered dally at 8:00am from 04/02/24
through 04/30/24,

-There was no documentation doses of
fluticasone were not administered.

Observation of Resident #2's medications on
hand on 05/01/24 at 3:23pm revealed:

-There was a pharmacy brand box of fluficasone
50mceg spray with Resident #2's name and
04/03/24 handwritten on the box.

-There was & near full botile of fluticasone inside
the box.

Attempted Interview with the Resident Care
Coordinator (RCC) on 05/02/24 at 1:25pm was
unsuccessful,

b. Review of Resident #2's current FL-2 dated
04/24/24 revealed an order for Clearlax 17gm
daily. (Clearlax is used to treat constipation,)

Review of Resident #2's February, March, and
April 2024 electronic medication administration
records (eMAR}) revealed:

=There was an entry for Clearlax 17gm daily at
9:00am with a start date of 03/28/23.

-There was documentation Clearlax was
administered daily at 9:00am from 02/01/24
through 04/30/24.

-There was no documentation doses of Cleariax
were not administered.

Observation of Resident #2's medications on
hand on 05/01/24 at 3:23pm revealed:

-There was an approximately half full
manufacturer's bottle of Clearlax with a pharmacy
label which had Resident #2's name and
instructions for 17gms daily.

D 367
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dispensed on 08/15/23,

| ~There was a falnt handwritten open date of 10/

123 on the side of the bottle.
-The day of the date was illegible.

Telephone interview with a pharmacy technician

' from the facility's contracted pharmacy on

05/02/24 at 10:28am revealed the pharmacy had
an order for Cleariax 17gm daily dated 03/02/23
and dispensed 1 bottle which was a 30-day
supply on 08/16/23 for Resident #2.

| Interview with the Health and Wellness Direclor

(HWD) on 05/02/24 at 5:33pm revealed Resident
#2's Clearlax dispensed on 08/15/23 should have
been used and gone.

Interview with a madication aide {MA on 05/02/24
at 2:35pm revealed:

-She noticed there were a lot of medications on
hand for Resident #2.

-8he thought medications might not always he
administered to Resident #2,

-Resident #2 lked to slegp,

-8he had {o be patient with Resident #2 when she
adminisiered medications fo her.

«if she could not administer medication, she
documented the medication was not administered
and the reason.

Interview with the Administrator on 05/02/24 at
2:53pm revealed:

-She did not know why old madications were still
on the medication cart.

-MAs were responsible for administering
medications as ordered and entered on the
eMAR.

-MAs were responsible for documenting any

medications that were not administered and the
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reason on the eMAR.

| -The Regional Nurse reviewed eMAR

i documentation.

Based on observations, interviews, and record

! reviews, it was determined Resident #2 was not

i interviewable.

D378 10A NCAC 13F .1006 (b) Medication Storage D3z

i 10A NCAC 13F .1006 Medication Storage

(b) Al prescription and non-prescription
| medicalions stored by the facility, including those
| requiring refrigeration, shalt be maintained under
| locked security except when under the direct
| physical supervision of staff in charge of
' medication administration.

' This Rule is not met as evidenced by;

' Based on observations and interviews, the facliity
. failed to ensure medications were stored secursly
| when a medication aide left a medication cart

{ unlocked and unaitended in the Special Care Unit
! {8CU) and the facility falled to ensure

| medications were stored securely or the

| medication cart for 1 of 5 sampled residents (#1).

; The findings are:

i 1.Review of the faciiity's medication storage

| policy dated 06/30/23 revealed cenirally stored
medications will be kept in a locked medicine

| cabinet or carl unless refrigeration is required.
|
- Observation of the 8:00am medication pass on
| the Special Care Unit (SCU) on 05/01/24 from
7:36am to 7:48am revealed:

Sucadn of Kegpmg
M4 ¢ ek locked WMok
unc¥endsd 1s |ncinded

Infraining ot tviedladvn
admniSredlen Mmodglel
and wao Previes +o
MTS b’?HLUb.

Thid 15 one par ot
PY)T‘hﬂM?) i Fﬂovd'h“g
T 1eebiy v Commniy | OGP

by

Division of Health Service Regulalicn
STATE FORM

b49%

Responsipte Persen: iwD NP2

FLEM11 W continuatian sheal 68 of 72




PRINTED: 05/20/2024

FORMAPPROVED
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SURRLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND P F (] g
LAN OF CORRECTION IDENTIFICATION NUMBER: e COMPLETED
t{
. |
HAL090035 B- Ve 06/0212024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
T a—— 5306 SECREST SHORT CUT ROAD
MONROE, NC 28110
x40 | SUMMARY STATEMENT OF DEFIGIENCIES { PROVIDER'S PLAN OF CORRECTION L e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
™e REGULATORY OR LSC IDENTIFYING INFORMATION) 6 CROSS-REFERENGED TO THE APPROPRIATE [ oAt
DEFICIENCY) I
D378, Confinued From page 68 D 378 \

4.

N

, Dy, rounty s cOmmitrbly
~The medication aide (MA) prepared a resident's
medications and walked away from the
medication cant, leaving the cart unlocked at &. med QO. W).s' G,'!f ’}'@ﬂ g
-The MA entered a sitting area and administered
a resident's medication,
-VWhen the MA returned to the medication cart at
~There were no residents observed near the Cl b
uniocked medication cart, R Wb N’_o '@M a’“
-The MA locked the medication cart at 7:40am.
revealed:
-She normally locked the medication cart when (4
she walked away from the cart. N > Pe,r &Ed "
-She did not lock the medication cart today, W 8 X
resident his medications. N
-Residents could open the medicafion cart and 79N P ersend
take medications or other items if the medication
cari was left uniocked, d‘
on 05/01/24 at 11:19am reveaied:
-The medication cart should be locked when
unattended.
items stored in the medicalion cart,
-The residents could be harmed if they opened an
unlocked medication cart and took somsthing

7:30am.
e aday by HuP)
7:40am, the cart remained unlocked.
Interview with the MA on 05/01/24 at 7:48am ed Cards ane 10 kel
05/01/24, because she was focused on glving a
Interview with the Memory Care Director (MCD) MWD RLCIIMCD| 5D QWI
-MAs were responsible for ail medications and
from the carl.

Interview with the Health and Wellness Direetor
on 05/01/24 at 11:36am revealad:

-MAs should lock the medication cart when
unattended.

-Residents or other staff members could access
medications on the cart if it was uniocked.
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Interview with the Administrator on 06/01/24 at

1:10pm revealed: \ \

-MAe should lock the medication cart when not in ol fediew e 2.
use.

-The MA should have ensured the carl was 7
locked before going 10 administer a resident's MMU\@ med(/d-% W
medications.

-Residents could be harmed if they took
| something out of the unlocked medication cat. 1AM Chon @dminySrady

It was important for the MAs to be sure to lock all

D

medication carts in the facility, espacially in the

SCU because the residents in SCU had dementia WA TS do pwﬁ

or could be confused.

2. Review of Resident #1's current FL-2 dated Mg S WYar ‘Wﬁﬂé&
01/09/24 revealed diagnoses included major
stage 4 chronic kidney disease (CKD), frans

ischemic attach (TIA), venous Insufficiency and i m %ﬂ% 3
type 2 diabetes mellitus with complications. W) COW\

Review of Resident #1's most recent physician's QMPQ S\ B{QPQ’A (A7 A%

order sheet dated 11/08/23 revealed an order for
Formoterol Fumarate Inhalation Solution 20 6’ &5 I )q'

mogi2ml, inhale 1 vial via nebulizer twice dally. ){LU]) ] R_CC

(Formoteral is uged to freat pulmonary disease.)

Observation of Resident #1's medication on hand 4
on 05/02/24 at 11:30am revealed there was no
Formoterol Fumarate Inhalation Solution on the
cart.

Observation of medication In Resident #1's room
. on 05/02/24 at 12:00pm revealed:
| -There were 7 packs of Formoterol Fumarate |

| Inhalation Solutlon in her refrigerator in a bowl |

with a date of 11/2024 on the back of each pack. !
-The nebulizer was on the floor in between |
Resident #1's recliner and a shelf. |

Interview with Resident #1 on 05/02/24 at

Division of Heslth Service Regulalion
STATE FORM L FLFM1t i conlinuation sheel 70 of 72




STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 06/20/2024
FORMAPFROVED

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

HAL080035

(X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
A. BULDING: SOl Ra

R
B, WING

NAME OF PROVIDER OR SUPPLIER

THE ADDISON OF INDIAN TRAIL

05/02/2024

STREET ADDRESS, CITY. STATE, ZIP CODE
§306 SECREST SHORT CUT ROAD

MONROE, NG 28110

(X4)ID
PREFIX
TAG

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

D PROVIDER'S PLAN OF CORRECTION o5

PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

Dars

Continued From page 70

12:00pm and 3:40pm revealed:

-She had Farmoterol Fumarate Inhalation
Solution in her refrigerator in a bowl,

-An MA brought the Formoterol Fumarate
Inhalation Solution to her a couple of weeks ago
and feft it with her.

Interviews with a medication alde (MA) on
05/02/24 at 11:30am and 12:00pm revealed:
-The Formoterol Fumarate inhalation Solution
might be in Resident #1's room.

-She did not know if Resident #1 had a
self-administration order for Formoterol Fumarate
Inhalation Solution.

Interview with the Health and Wallness Director
(HWD) on 05/02/24 at 12:10pm revealed:

-She was not aware Resident #1 had Formoterol
Fumarate inhalation Sclution in her room,
-Resident #1 was not supposed to have
Formoterol Fumarate Inhalation Solution in her
room.

-She had to remove medication from Resident
#1's room in the past due to the resident
purchasing her own medications.

-She explained the medication storage policy to
Resident #1 in the past.

Interview with the Administrator on 05/02/24 at
2:45pm revealed:

-Siaff previously removed medication from
Resident #1's room and explained the medication
storage policy to Resident #1 and her responsible
person.

-She was nof aware Resident #1 currently had
Formaterol Fumarate Inhalation Solution in her
room.

-The Formotero! Fumarate Inhalation Solution
should have been on the cait.

-The Formoterol Fumarate inhatation Solution

D378
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should not have been in Resident #1's room.

Interview with the primary care provider (PCP) on

05/02/24 at 8:35pm revealed:

-She did not feel having the Formoterol Fumarate

Inhatation Solution in the room caused any harm

{0 Resident #1.

-She had no concems If there were no issues and

no issues had been reported to her.
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