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D 000| Initial Comments D 000 ‘
The Adult Care Licensure Section conducted an

| annual and follow-up survey on June 4, 2024 | IOA NCAC 13-F °0306 ‘
. through June 5, 2024. !
' Housekeeping and Furnishings !

D 079; 10ANCAC 13F .0306(a)(5) Housekeeping and D079
| Fumishings 1) AlL 02 tanks have been secured in
| ;
| 112
| 10ANCAC 13F 0306 Housekeeping and an approved rack. |
[ Fumishings . » i
| {a) Adult care homes shall 2jstaffreceived training on |
. {5) be maintained in an unclutterad, clean and ) l@ .7]2[}
| orderly manner, free of all cbstructions and securing the 02 tanks. :
| hazards; : . I
| This Rule shall apply to new and existing 3) Staff are trained to report te I

' facifities. y
| . the Resident Care Coordinator & }1 ‘Z‘}

This Rule is not met as evidenced by: |

| Based on observations, interviews, and record when 02 tanks are delivered. .

| reviews, the facility failed to ensure the ) . ) ) I

| environment was free of hazards related to - 1 Maintenance will monitor daily l{l

\ oxygen tanks not being secured in a resident's

| (#2) room. on the security of any 02 tanks

| Review of Resident #2's FL-2 dated 11/08/23 2 Resident Care coordinator will !

' revealed disgnasis included chronic obstructive M
pulmenary disease. manitor weekly r’T .
Review of Resident #2's Resident Register dated 3 administrator will monitor manthly M Tjﬂ ?j
11/01/23 ravealed he was admitted to the facility !
on 11/01/23.

Review of Resident #2's physician's order sheet
| dated 02/12/24 revealed an entry for oxygen (02)
| &t 4 liters via nasal cannula continuously. |

Observation of Resident #2's room on 06/04/24 at
: 9:48am revealed sight oxygen tanks on the floor

| In the resident's room; they were not in a rack or

| no-tip container.
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| Interview with Resident #2 on 06/04/24 at 3:15pm

revealed:

-There had never been a rack in his room for his
oxygen tanks.

=The axygen tanks were usually stored in his
closet.

-There was no rack for the axygen tanks in his

| closet.

Interview with a medication aide (MA) on
06/04/24 at 10:15am revealed:

-Resident #2's oxygen tanks had always been on
the floor.

-The oxygen tanks had also been stored in the
closet.

-Resident #2 had never had a storage rack for hig
oxygen tanks.

Interview with the Resident Care Coordinatar

{ (RCC) on 06/04/22 at 10:20am revealed:
| -All oxygen tanks were to always be secured in a

container or rack.
-There should not be an oxygen tank sitting on

f the floor unsecurad in the residents’ rooms,
! -There should have been a rack in the resident's

raom for the oxygen tanks.
-She was aware unsecured oxygen tanks were a
safety concemn.

| -All staff were responsible for ensuring oxygen
| tanks were secured.

Interview with the Administrator on 06/04/24 at
10:25am revealed:

-Resident #2 had not had an axygen rack in his
room to her knowledge,

-There should never be unsecured oxygen tanks

! on the floor in the residents’' rooms.
| -She was aware unsecured oxygen ianks were a

safety concern.
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‘ 104 NCAC 13F .0802 Health Care

'{b) The facllity shall assure referral and follow-up
| to meet the routine and acute health care needs

» of residents,

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to meet the acuie health
care needs for 1 of § residents (#3) sampled

! related to a referral for dental and ears, nose, and
- throat (ENT) specialist evaluations.

| The findings are:

Review of Resident #3's current FL-2 dated
08/23/23 revealed diagnoses Included
hypertension, gastre-esophageal reflux disease,
migraines, anxiety, dementia, and Huntington's
disease,

Review of Resident #3's current care plan
assessment dated 08/23/23 revealed:

| -Resident #3 was oriented,

| -Resident #3 required assistance with all activities
of daily living, including eating at times dug to her
diagnoses of Huntington's dissase.

! Review of a hospital discharge summary for
| Resident #3 dated 03/21/24 revealed:
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~The Administrator and the RCC were responsible
for ensuring the facility was free from hazards. 10ANCAC 13F.0902(b)
| -She and the RCC failed to ensure the facility was
| free from hazards by making sure oxygen tanks Health Care
| were secure onee they were deliverad to the (
facilty, 1} 5taff have received training
-The facility did not have a policy for hazards.
to not file any paperwork ,
b7a : _ K/
73 1DANCAC 13F .0902(b) Health Care D273 on residents returning from /

an appeintment, an ER Visit

or & discharge from the
hospital until the Resident Care
Coordinator says it's okay

2) Any appeintments that are

rescheduled will immediataly

Administrator will manitor weekly m ‘M
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appointment for 06/19/24,
| ~She was responsible for scheduiing resident
appointments.

Attermpted telephone interview with the ENT
physician's office on 06/05/24 at 4:28pm was
unsuccassiul,

Attempted telephone interview with the primary
| care provider {(PCP) for Resident #3 on 06/05/24
| at 4:15pm and 4:32pm were unsuccessful.

Rafer 1o the interview with Residant #3 on
06/05/24 &t 5:10pm.

| Refer 1 the Interview with the personal care aide
i (PCA) on 06/05/24 at 4:48pm.

 Refer to the interview with the Resident Care
| Coordinater (RCC) on 06/05/24 at 5:00pm.

| Refer to the interview with the Administrator on
| 06/05/24 at 5:05pm.

Interview with Resident #3 on 06/05/24 at 5:10pm
revealed:

-She felt good.

-She denfed pain in her ears, noge, and teeth,

| Interview with a personal care aide (PCA} in the
dining room on 06/05/24 at 4:48pm revealed:

" -Resident #3 liked to eat,

-The resident did not talk much.

-If Resident #3 was hurting, she would lay her

| head down.

i =The resident did not look any different and

"seems to be fine".

Interview with the Resident Care Cogordinator
{RCC) on 06/05/24 at 5:00pm revealed she had
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06/05/24 at 5:10pm.

| Refer to the interview with the personal care aide
| (PCA) on DB/05/24 at 4:4Bpm.

1

' Refer to the interview with the Resident Care

] Coordinator (RCC) on 06/05/24 at 5:00pm.

Refer to the interview with the Administrator on
DE/05/24 at 5:05pm,

b. Review of a locat hospital After Visit Summary
| for Resident #3 dated for 03/1924 - 03/21/24

i revealed:

i =There was an ambulatory referral to an ear,

| nose, and throat specialist (ENT).

| -There was a new patient appointment scheduled
for 03/25/24 with a local ENT provider.

Review of physician orders for Resident #3 dated
03/25/24 revealed an order far ENT follow up.

Review of Resident #3's record revealed there
were no report of an ENT visit for the resident.

Interview with the RCC on 06/05/24 at 12:00pm
revealed documentation of any appointment visite
| would be in the residents’ record.

interview with the RCC on 06/05/24 at 2:34pm
revealed: !
' -Resident #3 returned to the facility from a
hospital admission on 03/21/24.

-The resident was "still sick, still weak” and she
{RCC) called and canceled the ENT appointment
that had been scheduled prior to the hospital
discharge.

| -Bhe forgot about the appointment until 06/05/24
' when the surveyor mentioned it.

| -On 08/05/24, she rescheduled the ENT
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: 4:47pm revealed:

=The resident was in the dining room praparing
for the dinner meal.

-The personal care aide (FCA) provided Resident
#3 with her beverage In the resident’s sippy cup.

| ~The resident began drinking from her beverage

cup without any noted difficulty.
-Tha resident's dinner meal included creamed

| pofatoes, turkey meat, brussel-sprouts, and a

| dessert which she ate without any noted
. difficulties or complaints.

! Imterview with the Resident Care Coordinator

{RCC) on 06/05/24 at 12:00pm revealed
documentation of any appointment visits would
be In the residents’ record.

Interview with the RCC on 06/05/24 at 5:00pm
revealed she did not know Resident #3 was
supposed to be scheduled for a dental
appointment untfl 08/05/24 when the surveyor
brought it to her attention.

Telephone interview with a representative for a

| local dentist office on 06/05/24 at 4:23pm

| revealed:

| -A dental appointment was scheduled for

i Resident #3 at another location for 07/26/24,

-She could not access information for when the
appointment was requested.

! Attempted telephone interview with second local
| dental office on 06/05/24 at 4:26pm was
| unsuccessful,

- Attemptad telephone interview with the primary

care provider (PCP) for Resident #3 on 08/06/24
at 4:15pm and 4:32pm were unsuccessful,

| Refer to the interview with Resident #3 on

Division af Ha.alﬂ'l Senice Regulation
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| Continued From page 3

-The resident was admitted on 03/19/24 with a
diagnosis of altered mental status.

| -The resident was able to follow commands and

| say y&s and no in response to guestioning.

-Swelling of the right lower jaw was noted by

| emergency medical services.

| ~There was noted poor dentition as well as

swelling and erythema (redness) in the right
buccal {inner cheek) area.

-The resident was freated for a buccal
infection/abscess and urinary tract infection.
-The resident was discharged back to the facility
on 03/21/24.

-The outpatient follow-up included ENT and
dentist,

a. Review of a local hospital After Visit Summary
for Resident #3 dated for 03/19/24 - 03/21/24

| revealed an ambulatory referral to dentistry.

Review of Resident #3's primary care provider

{ {(PCP) notes dated 03/25/24 revealed an order to

fallow up with dentist.

! Review of Resident #3's record revealed there
| were no reports of dentist visits for the resident.

| Observations of Resident #3 on 06/04/24
| between 11:45am and 12:25pm revealed:

| -Resident #3 was seated in a wheelchair at a
| table in the dining room.

| -The resident was served her funch meal in the

dining room at 11:58am.

-The resident fed herself,

-The resident did not complain of any discomfort
while eating the lunch meal of cauliffower, rice,
ground pork meat, oatmeal cookie, and a roll.

1 «The resident drank sweet tea with her meal,

; Observations of Resident #3 on 06/05/24 at
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Administration

: 10ANCAC 13F .1004 Medication Administration

| (a) An adult care home shall assure that the
preparation and administration of medications,
prescription and non-prescription, and treatments
! by staff ars in accordance with:

i {1) orders by a licensed prescribing practiticner

| which are maintained in the resident's record; and
(2) rules in this Section and the facility's policies
and procedures,

This Rule is not met as evidenced by.

Based on observations, Interviews, and record
reviews, the facllity failed to ensure medications

| were administered as orderad for 3 of 3 residents
| (42, #5, #6) observed during the medication pass

i) 10 ! G PROVIDER'S PLAN OF CORRECGTION | s
BREEIX | {EACH DEFICIENGY MUST BE PRECEDED BY FULL | PREFI{ | {EACH CORRECTIVE ACTION SHOULD BE | compLETE
Twe | FEGULATORY OR LSC IDENTIFYING IMFORMATION) Tai CROSS-REFERENCED TO THE APPROPRISTE i DATE
DEFICIENCY) |
02?3! Continued From page 7 D273 i
| not received any reports of Resident #3 { i
complaining of pain. 10A NCAC 13F .1004(a) :
. Interview with the Administrator on 06/05/24 at Medication administration ?
| 5:05pm revealed: |
| “Resident #3 communicated in a way that staff 1) Staff are receiving a refresher i
{ could understand her and used one-word ) _ :
' phrases. in-service on Medication . '..i! 2 5'
| -She was not aware of Resident #3 making any . )
| complaints of pain, Administration, documentation. I pm
| -Steff would tell the administrative staff if the
| resident complained or if the resident's behaviors 2) A reference hook has been
i were different from her normal.
| -She (Administrator) expected resident placed on the med carts for
: appointments fo be made. -
- -The RCC was responsible for scheduling reference on how to administer
. resident appoiniments. L
| “The RCC received all the paperwork that came medication .example... inhalers
. back with ident retuming fi hospital
I vié:;li:t a resigent refuming tnam a naspi 3] Staff are now required -
scan all medications. ¢
D 358 10ANCAC 13F .1004(a) Medication 0358

1 Resident Care Coordinator
will monitor weekly

2 Administrator will menitor monthly ﬂ

Division of Health Service Regulation
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_| including errors with a medicafion used to help
i with digestion of food (#6), a nebulizer medication
for breathing problems (#2), and a controlled

substance used for moderate to severe pain (#5)

| The findings are:

+ The medication error rate was 10% as evidenced
by 2 errors out of 28 opportunities during the

‘ 8:00am medication pass on 06/05/24.

| a. Review of Resident #8's current FL-2 dated
01/24/24 revealed:

| Diagnoses included gastroesophagesl reflux

disease, seizure disorder, hypertension, anxiety,

schizophrenia, major depressive disorder, chronic

| kidney disease, tremors, peripheral vascular

| disesse, and ostecarthritis.

! “There was an order for Creon DR 12,000 units

take 1 capsule 3 times a day with meals; hoid if

resident is not eafing meal. {Creon DR is

pancreatic enzymes used to aid in digestion of

food. Creon should be administered with food to

work as expected by mixing with food and

entering the stomach and small intestines at the

| same time.)

| Goservation of the 8:00am medication pass on
| DB/N5/24 revealed:

' -The medication aide (MA) prepared and

| administered Creon DR 12,000 units capsule to
| Resident #6 at 7:48am.

| -The resident was in bed and had hot eaten
breakfast.

-The MA did not ask the resident if he was
planning to eat breakfast.

Observation of Resident #5 at the front desk on
0B/05/24 at &:15am revealed:
| -Tne resident was standing at the front desk with
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an orange soda In his hand,
-The resident told a staff member that he was not
eating breakfast.

Interview with the Resident Care Coordinator

| (RCC) on 06/05/24 at 8:18am revealad Resident
| #6 did not usually eat breakfast.

| Review of Resident #6's June 2024 electronic

medication administration record (eMAR)
revealed:

<There was an entry for Creon DR 12,000 units
take 1 capsule 3 times a day with meals (hold if

! resident not eating meal) scheduled at 8:00am,
! 12:30pm, and 5:30pm.

-Creon DR was documented as administered
from 06/01/24 - 06/05/24.

Observation of Resident #6's medications on
hand on 06/05/24 at 12:08pm revealed:

-There was a supply of Creon DR 12,000 units
capsules dispensed on 05/27/24.

-The instructions on the label were to take 1
capsuie 3 imes a day with meals (hoid if resident
not sating meal).

Interview with Resident #6 on 06/05/24 at
10:15am revealed:

-He did not eat breakfast every day.

-He did not eat breakfast that morning, 06/05/24.
-He denied any current symptoms of stamach
discomfort ar pain.

¢ Interview with the MA on 06/05/24 st 12:0Bpm

revealed:

-Breakfzst was usually served about 8:00am
every moming.

-She should have asked Resident #6 if he was
planning to eat breakfast before she administered
the Crson DR that morning, 08/05/24.
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-Mast of the time, she asked the resident if he
was going to eat breakfast.

-Resident #6 had not complained of any stomach
pain or discomfort.

| Interview with the RCC on 06/05/24 at 12:28pm
| revealed:
| -Resident #8 did not usually est breakiast.

-if @ medication was orderad with a meal, it
should be administered when the resident was

- eating.
| -She needed to check with the primary care
| provider {PCP} about Resident #6 not eating

i breakfast routinely.

! Interview with the Administrator on 08/05/24 at
| 12:28pm revealed:
| -Medications ordered with meals should be

administered when the resident was eating or
right after the resident had finished eating.
-Resident #8's Creon DR should have been held
and net administered If the resident did not eat

| breakfast.

| Attem ptad telephone interview with Resident #6's
| PCP on 06/05/24 at 4:15pm was unsuccessful.

 b. Review of Resident #2's current FL-2 dated
! 11/08/23 revealed diagnoses included acute
| chronic respiratory failure, chronic obstructive

| pulmonary disease, pneumania, pulmonary

embolism, atrial fibrillation, hypertension, anemia,

{ and colon cancer.

| Review of Resident #2's physician's orders dated

02/12/24 revealed an arder for Budesonide
0.5mg/2ml use 1 vial via nebulizer every 12
hours, rinse mouth after each use, (Budesonide
is an inhaled sterold used to treat inflammation

! and breathing problems. The mouth should be
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 rinsed after using Budesonide to prevant iritation
l and infections of the mouth.)

‘ Review of Resident #2's June 2024 electronic

| medication administration record (eMAR)

| revealed:

| ~There was an entry for Budesonide 0.5mg/2ml

| use 1 vial via nebulizer every 12 hours, rinse
mouth after each use.

‘ -Budesonide was scheduled to be administered

| at 8:00am and 8:00pm.

| Observation of the 8:00am medication pass on

i 06/05/24 revealed:

{ -The medication side (MA) put the contents of 1
vial of Budesonide 0.5mg/2ml into Resident #2's

; nabulizer maching.

| -The MA turned on the nebulizer machine and

| handed the mouthpiece device to the resident at

| T:58am.
-The MA left the room and did not abserve
Resident #2 tske the Budesonide nebulizer

| treatment.

| -The MA did not instruct the resident to inhale the

| medication and she did not instruet the resident to

i rinse his mouth after using the Budesonide.

‘ Observation of Resident #2's room on 06/05/24 at
| 9:15am revealed:
-The resident was lying in bed.
~The nebulizer mouthpiece with medication
chamber was on top of the nebulizer machine on
 the bedside table.
-There was a small amount of liquid residue on
the inside of the medication chamber,

| Interview with Resident #2 on 06/05/24 af 9:15am
| revealed:

| -He used all the medication in the nebulizer

{ machine that morning, D6/05/24.
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| -The medication helped with his breathing.

| Interview with Resident #2 on 06/05/24 at
| 10:18am revealed:

| =He had shortness of breath all the time,

| especially when he moved around.

. «The MAs did not usually observe him take the

| nebulizer freatment; they would leava him and let
| him do it

| -He sometimes rinsed his mouth with water after

using the nebulizer treatment.
-He did not recall if he rinsed his mouth that
morming, 06/05/24.

' Observation of Resident #2's medications on

hand on 06/05/24 at 12:13pm revealed:
-There was a supply of Budesanide 0.5mg/ml

vials dispensed on 02/20/24.

| =The instructions on the label were to use 1 vial
| via nebulizer every 12 hours, rinse mouth after
. each use.

Interview with the MA on 0B/05/24 at 12:12pm
revealed:
-She usually set up the nebulizer machine and
put the medication in the chamber for Resident
#2.
-She made a mistake that morning, 06/05/24, and
fargot to go back and check on the resident while
he was doing the nebulizer treatment.
| -She did not know if the resident got the full
amount of Budesonide that moming, 06/05/24.
-She forgot to have the resident rinse his mouth
with water after the Budesonide treatment that
morning, 06/05/24.
| “The resident had not reported any issues with
| mouth irritation.

[nterview with the Resident Care Coordinator
| (RCC) on 06/05/24 at 12:28pm revealed:
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| ‘Resident #2 had shortness of breath ail the time.
-The MAs should observe all residents take their
medications, including nebulizer madications.
-The MA should have instructed and assisted
Resident #2 with rinsing his mouth after using the
; Budesonide.

~The resident could get oral thrush (mouth
infection} if he did not rinse his mouth after using
i the Budesonide.

|

! interview with the Administrator on 06/05/24 at

| 12:28pm revealed:

| <The MA should have stayed in the room and

i observed Resident #2 take the nebulizer
treatment.

-The MA should have made sure the resident
ringed his mouth after the nebulizer treatment,

| Attempted telephone interview with Resident #2's
| primary care provider (PCP) on 06/05/24 at
4:15pm was unsuccasstul,

c. Review of Resident #5's current FL-2 dated
08/23/23 revealed:

| -Diagnoses included type 2 diabetes mellitus,
chronic kidney disease, chronic obstructive

| puimonary disease, hypertension, gout, and

| peripheral vascular dissase.

-There was an order for Tramadol 50rmg take 1
tablet every § hours as needed (pm) for pain,
maximum daily dose of § tablets. (Tramadolisa
controlled substance used to treat moderate to
severe pain.)

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

| revealed:

-Thera was an entry for Tramadel 50mg take 1
tablet every 5 hours as needed {prni) for pain
maximum daily dose of 5 tablets,
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~Tramado| was decumented as administered as
needed on 12 occasions (3 times a day) from
06/01/24 - 06/04/24,

Observation of the 8:00am medication pass on
0B/05/24 revealed:

-The medication aide (MA) prepared and
administered Tramadol 50mg to Resident #5 at
8:10z2m when she administered the resident's

| medications scheduled for 8:00am.

-Resident #5 did not request Tramadol or state
she was in pain.

! Observation of Resident #5's medications on

| hand on 06/05/24 at 12:19pm revealed:

-There was a supply of Tramadol 50mg tablets
dispensed on 5/06/24.

-The instructions were to take 1 tablet every §

. hours as needed for paln, maximum daily dose of
! 5tablets,

- Interview with Resident #5 on 06/05/24 at
10:102m revesled:

-She took Tramadal for leg pain 3 times a day.
-She usually got the Tramadol every morning with
her marning medications,

-She usually asked for Tramadof most mamings.
Tramadol helped with her pain.

| Interview with the MA on 06/05/24 at 12:18pm
revealed:

-Resident #5 usually looked for Tramadol when
she handed the resident the medication cup in
the mornings.

-If Tramadol was not in the medication cup, the
| regident usually asked for it

| -She should have asked the resident If she

' needed the Tramadol before she prepared it

| sinee it was prn and not scheduled.

8y 1D SUMMARY STATEMENT OF DEFICIENCIES | (s
BREEM {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC DENTIFYING INFORMATION) TAG I CROSE-REFERENCED TO THE APPROPRIATE baTE
| DEFICIENGY)
D 358 | Continued From page 14 D 358

Division of Health Service Regulation




Division of Health Service Requiation

FORMAPPROVED

STATEMENT OF DEFICIEMNCIES (X1) FROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRESTION IDENTEFICATION NUMBER

HALO43035

A BUILDING:

B, WiNG

{X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY

COMPLETEDR

R
06/05/2024

NAME OF PROVIDER OR SUPFLIER

STREET ADDRESSE, CITY, STATE, ZIF CODE

HWY 301 NORTH

JOHNSON BETTER CARE FACILITY

DUNN, NC 28335

1X4] 1D
PREFIX
TAG

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

o PROVIDER'S PLAN OF CORREGTIGN
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
[ TG CROSS-REFERENCED TO THE APFROPRIATE
i DEFICIENCY)

| [£45]
| COMPLETE
! DATE

D358

Continued From page 15

Interview with the Resident Care Coordinator
(RCC) on 08/05/24 at 12:28pm revealed:

-4 resident was supposed to ask for pr
medication.

~The MA should not administer a pm medication

| unkess the resident asked for it.
| -Resident #5 would tell the MAs when she
| needed the Tramadol.

Interview with the Administrator on 06/05/24 at
12:28pm revealed:

~The MA should not administer a pm medication
as a scheduled medication.

-The resident needed to ask for prn medication
when they needed it for their symptoms.

Telephcne interview with a medical assistant at
Resident #5's pain clinic provider's office on
06/05/24 at 4:21pm revealed.

-Resident #5's Tramadol was supposed to be
administered every 5 hours if needed.

-The resident took Tramado! for chronic lower

 back and Isg pain.

D367

10A NCAC 13F ,1004{]) Medication

| Administration

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

! following:

| {1) resident's name;

| {2) name: of the medication or treatrment order;

| {3) strength and dosage or quantity of medication
| administered;

| {4) instructions for administering the medication

| or treatment;

| {8) reason or justification for the administration of
| medications or traatments as needed (PRN) and

| D358

D37
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signature equivalent o those Initials Is fo be
documented and maintained with the medication
administration record (MAR).

{ This Rule is not met as evidenced by:

| Based on interviews and record reviews, the
| facility failed to ensure that the medication

; administration record was accurate for 1 of 5

sampled residents (#4) related to documentation
of the administration of a blood thinner.

| The findings are:

Review of Resident #4's current FL-2 dated
03/11/24 revealed diagnoses included atrial
fibrillation, cardiovascular disease, congestive

' heart failure, cerebral infarction, and mechanical
| heart valve.

| Review of Resident #4's physiclan's orders
| revealed:

~There was an order dated 03/18/24 for Warfarin
Bmg for 1 dose then take 3mg once daily.
(Warfarin is a blood thinner used to prevent heart

| attacks and blood clots. INR {intemational

| normalized ratio) is a blood test used to

. determine how long it takes the bloed to clot and
| to determine if Warfarin dosages need to be

adjusted.)

-There was an order dated 04/01/24 to increase
Warfarin to 4mg once a day.

-There was an order dated 04/03/24 to increase

. Warfarin to 5mg cnce day.

in-service on Medication
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documenting the resulting ffect on the resident;
| (B) date and time of administration; 10A NCAC 13F 1004(a)
{7) documentation of any omission of
medications or freatments and the reason for the Medication administration
omission, including refusals; and, " l!
! {B) name cr initials of the parson administering 1) Staff are recsiving a refresher '; ai)-g
! the medication ar treatment. If intials are used, a -

Administration, documentation.

2) A reference boak has been
placed on the med carts for
reference on how ta administer
medication.axample... inhalers
3) Staff are how required to
ccan zll madicatians.
1Resident Care Coordinator
will monitar weekly

2 Administrator will monitar mon

" %Mj
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Reyiew of Resident #4'
medication administrati
revealed:

tablet once a day.

i at 8:00pm on 04/01/24
i <There was a stop date
3mg.

i 1tablet once a day.
| at 8:00pm on 04/01/24

-There was a stop date
4mg.

revealed the resident's

within normal range.

| revealed:

sometimes his dosage
received.

-He denied any current
bleeding or bruising.
06/05/24 at 11:13am re

tsblet and a 4mq tablet
#4 in April 2024.

s April 2024 electronic
on record (eMAR)

: -There was an entry for Warfarin 3mg take 1

-Warfarin 3mg was documented as administered

and 04/02/24.
of 04/03/24 for Warfarin

-There was a second entry for Warfarin 4mg take

! Warfarin 4mg was documented as administered

and 04/02/24.
of 04/03/24 for Warfarin

| -A total of Warfarin 7mg was documented as
| administerad on 04/01/24 and 04/02/24 when
i anly 4mg was ordered to be administered,

Review of Resident #4's labwork dated 04/06/24

INR was 2.5 (reference

range for mechanical heart valve was 2.5 - 3.5),

Interview with Resident #4 on 06/05/24 at 4:.48pm

-He usually received Warfarin every day.
-They kept his blood work checked frequentiy and

of Warfarin changed.

-He was not sure how much Warfarin he

symptoms of unusual

Interview with a medication aide (MA) on

vealed:

-She would not have administered both 2 3mg

of Warfarin to Resident
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| -She was not sure why she documented -
administration of both dosages of Warfarin. 10A NCAC 13F .1004 {n)
Intervigw with the Resident Care Coordinator Medication Administration ’
(RCC) on DB/D5/24 at 11:16am revealed: /23’ Py
-The MAs should have let her know there were | rI
two entries for Warfarin on 64/01/24 and
04/02124. 1) staff will hawve an infection Control
-The facility's contracted pharmacy entered the
orders into the eMAR system and she or the MAs in-service on Infection Control with \?‘k
. were respansible for reviewing and accepting the
orders in the eMAR system. emphasis on Infection Control during

-When a medication was discontinued, she pulled

the discontinued medication from the medication a medication pass rules.

. cart harself,
-She would have pulled the Warfarin 3mg tablets 2} Hand sanitizer is available on alt .
from the medication cart when the order changed
to 4mg on 04/07/24. medication carts ﬂl 39/@
-Warfarin 3mg tablets would not have been
available for the MAs to administer on 04/01/24 1 Supervisor will monitor dally

| -lt was a documentation ermor.

will monitor weekly

| and 04/02/24, g i !
: 2 Resident Care Coordinator ij

D 3?1:. 104 NCAC 13F .1004{n) Medication . D3I
- Administration 3 Administrator will monitor monthly

10A NCAC 13F .1004 Medication Administration
(n} The facility shall assure that medications are
| administerad In accordance with infection control
| measures that help to prevent the development
! and transmission of disease or infection, prevent
| cross-contamination and provide a safe and

‘ sanitary environment for staff and residents.

Thiz Rule is not met as evidenced by:

Based on observations and interviews, the facility
failed to ensure infection control measures were

| implemented during the medication pass on

| 08/05/24 by 1 of 1 medication aldes observed

Drvision of Healtb Service Regulation
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who falled to wash or sanitize their hands prior to
| preparing and after administering medications to
'3 residents, including multiple oral medications, a
| nasal spray, and & nebulizer treatment.

The findings are:

Observation of 8 medication aide {MA)
administering medications during the 8:00am

| medication pass on 06/05/24 from 7:45am -

8:10am revealed;
-Thera was no hand sanitizer on the Narth Hall
medication cart.

: -At 7:48am, the MA was wearing gloves and
| started preparing medications for a resident who
: lived on the Morth Hall.

-The MA did not wash or sanitize her hands or

change gloves prior o preparing the resident's

medications.

-The MA adminigtered medications to the

resident, including oral medications at 7:48am,

and a nasal spray at 7:49am.

-The MA retumed to the medication cart and used

her gloved hands to enter documentation into the

| computer system.

! <The MA did not remove the gloves and sanitize

or wash her hands after administering the

medicaticns and prior to preparing medications

| for the next resident,

| -The MA prepared medication for a second

| Tesident who resided on the Nerth Hall and

administered oral medications to the resident at

7:58am.

-The MA prepared a nebulizer treatment and

handed the mouthpiece with her gloved hand to

the resident at 7:59am.

! <The MA returmed to the medication cart and used

. her gloved hands to enter documentation into the
computer system.

| -The MA did not remove the gloves and sanitize
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or wash her hands after administering the
| medications and prior to preparing medications

. for the next resident.

-The MA prepared medication for & third resident
who resided on the North Hall and administered
oral medications to the resident at 8:10am,

| -The MA returmed to the medication cart and used
her gloved hands to enter documentation into the
computer system.

~The MA did not remove the gloves and sanitize
or wash her hands after administering the

| medications.
| “The MA continued down the hall with the
. medication cart to administer more medications

without changing her gloves and sanitizing or
washing her hands.

' Interview with the A on 06/05/24 at 12:19pm

| revealed:
-She usually used hand sanitizer between each
resident when administering medications or

. sometimes she washed her hands with soap and

| water.
-She used gloves during the medication pass that
meming on 068/05/24, because there was no
| sanitizer an the medication cart.
-She did not know why there was no hand
' sanitizer on the medication cart that moming.

i -There was usually hand sanitizer an the

medication cart.
-She just found some hand sanitizer a few
minutes ago in the treatment cart,

! Observation of the medication and treatment

| carts on 06/05/24 at 12:19pm revealed:

i =The MA found some bottles of hand sanitizer in
i the treatment cart.

~The MA alse obtained some hand sanitizer from
| the Administrator's office and put it on tap of the
| medication cart.
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10A NCAC13F 1004 (n)

Interview with the Resident Care Coordinator
(RCC) on 06/05/24 &t 12:28pm revealed:

-The MAs were supposed to sanitize their hands
between each resident and wash their hands

after every 5 residents or if their hands were t
visibly soiled. :
'sibly saile 1) Staff will have an infection Control ;

Medication Administration

| «The MA should have changed gloves and
sanitized her hands between ezch resident that

morming, 08/05/24 in-service on Infection Control with

Interview with the Administrator on 06/05/24 at emphasis on Infection Control during

12:28pm revealed:
-The MAs were supposed to sanitize their hands
between each resident when adminlstering

a medication pass rules.

2) Hand sanitizer is available on all

medications,
-Hand sanitizer was always available in the _

 facility. medication carts
-The MAs could also wash their hands with soap | 1 Supervisar will monitor dail
and water, ! ¥
-The MA should have changed gloves and 2 Rasident Cars Coordinatos

sanitized her hands between each resident that

morring, 06/05/24. will monitor weskly

D452 10A NCAC 13F .1212(b){c) Reporting of D452 3 Administrator will monitor monthly
Accidents and Incidents i

10A NCAC 13F 1212 Reporting Of Accidents
And Incidents

(b) Moftification as required in Paragraph (a) of
this Rule shall be by a copy of the death report
completed according to Rule 1208 of this
Subchapter or a written repoert that shall provide i
the following information: |
| {1} resident's name;

| {2} name of staff who discovered the accident or

| incident;

{3} name of the person preparing the report;

| (4) how, when and where the accident or incident

Division of Health Service Regulation
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- occurred,
(5} nature of the injury;
- (8) whatwas done for the resident, including ary
* follow-up care: : i
(7) time of notification or attermpts at notification :
; of the resldent's responsible person or contact
' person as required in Paragraph (e) of this Rule; :
“and i ;
{8) signature of the administrator or '
. administrator-in-charge.
© () The report as reguired in Paragraph (b) of
 this Rule shall be submitted to the county
" depariment of social services by mail,
- {elefacsimile, electronic matl, or in person within
+ 48 hours of the initial discovery or knowledge by
- staff of the accident or incident.

: This Rule is not met a5 evidenced by:

* Based on interviews and record reviews, the i
facility failed to notify the local county Department i

- of Social Services (DSS) within 48 hours of an [

. Incident resulting in an injury reguiring emergency

i medical evaluation and treatment for 1 of 1

- sampled resident (#1),

“The findings are:

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

| 08/30/23 revealed dizgnoses included dementia

- with other disease, Alzheimer's disease, i
overaciive bladder, bronchitls, schizoaffective

- disorder, and ostaoarihriis.

Review of the undated Resident Register for '
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ThG REGULATORY DR LEC IDENTIFYING IHEORMATION) . TAB CROSS-REFERENCED TO THE APPROBRIATE DATE
; CEFICIENCY)
D452 Continued From page 22 | D482 e
10A NCAC13F 1212

Reporting Accidents
and Incidents

Staff received training
On reporting
accidents and incidents

Supervisors on duty
when an accident or
incident occcurs will
report to RCC and
Administrator to assure
the report was completed
and faxed.

RCC and Administrator will
meet each morning to review
reports and assure

They were completed and faxed, ﬁd\ Ny

A fax confirmation will
Be saved

RCC and administrator
Will monitor weelly
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-The resident turned the opposite way, fell and hit
{ her head on the floor.

-EMS was called immediately and the resident
was senf out. ,
-There was no documentation for notification to |
| the local county DSS of Resident #1 being sent to
the local hospital for evaluation and treatment for
the injuries sustained.

Interview with & PCA on 08/04/24 at 2:18pm
revealed;

-Resident #1 fall in May 2024,

-She did not remember the exact date of the fall.
| -The resident was sent to the hospital,

| -She was providing care for Resident #1 when

| the resident reached for the wheelchair and fell

. on the floar.

| Interview with the staff completing the

| incident/accident report dated 05/11/24 and the
progress note dated 05(11/24, on 06/05/24 at
7:56am revealed:

| -She was working as the supervisor on the day

| Resident #1 fell.

. -She completed the incident/accident repart dated
05/11/24 regarding Resident #1's fall,

| -8he faxed the 05/11/24 incident/accident report

| for Resident #1 {o the county DES on 05/11/24, |
| -There was supposed to be a faxed confirmation
atiached to the incident’accident report.
-She forgot o put a faxed stamp on the '
incidentfaceident report. !
-She always faxed every incident/accident report
to the county DSS because the county DSS had
to keep track of the incident/accidents.

Interview with the Resident Care Coordinatar
{RCC) on 06/04/24 at 4:55pm revealed:

-The supervisor that was working when the
incident occurred was responsible to send the
Divislan of Health Service Regulation
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Resident #1 revealed the resident was admitted
to the facility from another facility on 04/21/08.

Review of Resident #1's current care plan

: assessment dated 08/268/23 revealed:

-Resident #1 was ambulatory with the use of a
wheelchair.

| -The resident was forgetiul and needed

| reminders.

| =The resident reguired extensive assistance with
transferring.

Review of a staff progress note for Resident #1
dated 05/11/24 revealed:

-The resident fell and hit her head on the ground.
-Emergency medical services (EMS) was called

i and the resident was "sent out”,

| -The staff documented she “wrote incident report
and sent to DSS [Department of Social Service]".

Review of the local hospital After Visit Summary
| dated 05/11/24 from the emergency department
revealed Resident #1's reason for the hospital
visit was documented as a fall.

Review of a hospital Discharge Summary dated
05/20/24 for Resident #1 revealad:

| -The resident was admitted to the hospital on

| 05M1/24,

-The admission diagnoses listed were fall and

! head injury.

-The hospital emergency department workup
%-ray was significant for an acute displaced
fracture of the left hip.

| Review of an accidentfincident report for Resident
#1 dated 05/11/24 revealed:

-A personal care aide (PCA) was getting Resident
#1up.

| -The resident grabbed the wheelchair,
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incident/accident report to the county DSS.

! -8he was not working when the Incident/accident
occurred and did not know if the incident/accident

report was sent to the local county DSS.

-There was "usually” an attached fax confirmation

to the incident/accident report kept at the facility.

Telephone interview with the Adult Home
Specialist st the local county DSS on 06/05/24 at
| B:25am revealed:

{ -She did not have confimation the

| incident/accident report for Resident #1 dated
; 05/11/24 was sent to the county DES.

-The last incident/accident report she had
received regarding Resident #1 was dated

L 021822,

| -The |ast incidentaccident report she had

| received from the facility was dated 03/17/24.

Interview with the RCC on 08/05/24 at 5:20pm

revealed she had not yet faxed notification of the
! 05/11/24 incident/acoident for Resident #1 to the
| local county DSE.

! Interview with the Administrator an 06/05/24 at
5:30pm revealed:

-The medication aide (MA) or RCC were

| responsible for faxing notification to the local

| county DSS regarding incident/accidents.

| =She expected the MA or RCC to fax the
incidentfaccident report to the local county DSS.
| -She had not notified the local county DSS of the
| 05/11/24 incident/accident for Resident #1.
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