Adult Care Home Corrective Action Report (CAR)

1. Facility Name: Wilson House-Assisted Living - Countys- Wilson
Address: 1800 Martin Luther King, Jr, Pkwy, Wilson, NC License Number: HAL 098-023

IL. Date(s) of Visit(s): 11/29/22, 12/09/22, 12/15/22, 01/27/23  Purpose of Visit(s): CI

Instructions to the Provider (please read carefirlly); Exit/Report Date: 01/27/23

In column YII (b} please provide a plan of cotrection to address each of the rules which were violated and cited in cotumn TII (a),

The p_laLu-nusdescﬂbaxhn,stepsst]'leuthcllitgawiwtakata~aGhiav&andama-ii1tai1-1-@ampl-iaaee,mln-ealtlmn-l=ﬂ~{e);~m‘ dieate-n-speoific

ey tion date for tha plan of correction.

*If this CAR includes a Type B violation, failure to meet compliance after the date of correction provided by the facility could
result in a clvil penally in an amount up fo $400,00 for each duy that the facility remains out of complance,

*If this CAR Inoludes a Type Al or an Unabated ¥ violation, this agency wii/ plan to submit an Administrative Penalty
Recommendation for the vielation(s). Tf this CAR lncludes a Type A2 violation, this agency may submit an Administrative
Penalty Recommendation for the violation(s). The facility has an opportunity o schedule an Informal Dispute Resolution (IDR)

Lactonis St e o

mesting within 1§ working days from the mailing or delivery of this CAR. If on follow-up survey the Type Al or Type A2

@YiﬁlﬂﬁQll.&sﬁl’ﬁe—.ﬁllg.fés.ﬁmmﬁtﬁd;z:.a.a—.Qi&!-ilepan&ItyoﬂfaupftoﬁiQQﬂ;QQJe&&a&Md&yﬁfh&&thmfaeﬂityﬂ’emain&eﬂt%ﬁ%mpﬁan%ﬁmay be
assessed, If on follow-up survey the Unabated B violations are not corrected,  civil penalty of up to §400,00 for each day that
the facillty remains out of compliance may also be assessed.

H1 (a). Non-Compliance Identified 1Y (b). Facility plans fo. I {c).

For each citation/violation clted, document the following four components! | correet/prevent: Date plan

*  Rule/Statute violated (rule/starute mimiber cited) (Each Corrective Action showld be 1o be

v Level of Non-compliance (Type 41, Type 42, Tupe B, Cltation, crass-referenced 1o the appropriate completed
Unabated Type Al, Unabated Type A2, Unabated Type B} elration/viclation)

v Iindings of non-compliance

Rule/Statute Number: : [MPOC Acoepted _—
I0A NCAC 13F .1004(a)/Medication Administration _ BG
The facility shall assure the administration of medications by DSS nitterls
staff in accordance with orders by a licensed prescribing
praclitioner,
Level of Non- Compliance: Respanses G the cila deficleAties du nol conafituta an
admission of agreement by the Taclily of the trolh of the
TYPE A2 VIOLATION Gaioncon: o pan of Sl Iy grare oy e
matler of complience with Slate Law.

Findings:
Based on observations, interviews and record reviews, the

facility failed to administer medication as ordered for 4 of 5 A B A8ty ot oot | g

(#1, #2, 44, #5) residents sampled in the Assisted Living Unit |1 EAR to h medcalion cai fo ensura acoaracy, brgog

on 11/07/22 and failed to ensure medications were availablo [T s Sirice Docor, it conciet fendom Med Toch g2z

for adminigtration to 3 of' § (# 1, #2, #5) residents Sﬂl’l’lplﬁd Comrmurily ED and Care Menagers wi raview Matdx Cara | ppemaon
. . « . . . Medication Reporting daily i sland up to snsura thal all :
including medications used to treat diabetes (#1), high oo (zalvonts a1 balng admiritarod por
cholesterol (#1), eye surgery/pain or pressure (#1) and mood ' -
T a l 22 &
stabilization (#2, #5). poralons wll eviaw maclconon st abats apd puy - 0 | 2o
Macfcation Adminislration Rapers from Matrix Reporting durin
v atle visils,
1 . ' 1062003
The findings are: ah et isctosmans b E5 on Cave Hanegos. - | Compeis

Review of the facility’s policy for Preparation and Genetal
Guidelines dated November 2018 revealed medications ate to
be administered without unnecessary interriptions.

L. Telephone interview with the Executive Director (ED) on

12/13/22 at 1:50 pm revealed:
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Facllity Name:

~The morning of 11/08/22, the lead MA-Supervisor informed
her a medication aide (MA)refused to.administer.night fime

medications to any of the residents in the Assisted Living Unit
(AL).

~On 11/08/22, two residents also informed her they had not
received their night time medication on 11/07/22.

-The primary care provider was informed the residents in the

AL mnit had not received their night time medication.

Telephone interview with the Resident Care Coordinator
(RCC) on 12/02/22 at 2:25 pm revealed:

-On 11/07/22, there was one medication aide (MA) on duty for

R AR AN AR Y o

the-entire faclli ity.
-The oduty on 11/07/22 was assigned to fhe special care

umit and did nof administer the assisted living (AL) unit
resident’s night time or bedtime medication,

-She assumed ot was under the impression the MA was going
to work both medication carts on 11/07/22.

~The MA said she “just refused to do it” when asked why she
did not administer the nighttime ot bed time medications to
any of the 25 residents in the AL unit on 11/07/22.

Interview with Resident #4 on 11/29/22 at 1:00 pm revealed:
-No medication aide (MA) wotked the night (11/07/22) and no
residents in the assisted living unit received their medication
for that mght

~The mormng of 11/08/22, she told the MA who normally
worked in the special cate unit (SCU) what to do because she
didn't know what she was supposed to do for the residents up
front in the asslsted living unit.

-Resident #4 was administered her medication the morning of
11/08/22 by a MA who normally worked in the SCU.

-The last time she received her medication on 11/07/22 was at
2:00 pm.

~A lot of times the facility only had one aide working both
hails in the front and that was too much for one person to
handle.

~On 11/08/22, she spoke with the Administrator about not
receiving her nighttime medication on 11/07/22.

-Resident #4 stated that was the first time that had ever
happened, and it needed to be the last time because she was
taking medication for a reason.

a. Review of Resident #1°s current FIL-2 dated 11/21/22
tevealed diagnoses included moderate recurrent major
depression, type 2 diabetes mellitus (DM I1), chronic
obstructive pulmonary disease (COPD), lymphoma,
hypertlipidemia, bipolar disorder, schizoaffective disorder,
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FrchHity Name:

anxiety disorder, vitamin B-12 deficiency, partial intestinal
obstruction

Review of Resident #1°s Physician Order Report for
November 2022 signed on 11/21/22 revealed:

~An order for Jardiance 10 mg tablet, take 1 tablet by mouth
once a day, every day; 9:00 am, (Jardiance is a medication

used fo treat diabetes,)

-An order for Levemir FlexTouch U-100 Tnsulin pen, 100
unit/mlL (3 mL), inject 19 units subcutaneous at bedtime; 9:00
pm, (Levemir is a medication used to treat diabetes,)

~-An order for divalproex tablet (Depakote), 500 mg tablet, 1

-tablet by.mouth.twice.a day, 9:00 am-and 9:00 pm.-(Depakote
is a medication used to treat bipolar disorder.)

AT order for gabapenim (Neuroniin) 100 mg capsule, take |
capsule by mouth at bedtime, 9:00 pm. (Neurontin is a
medication nsed to treat nerve pain.)

-An order for Lorazepam Schedule IV 0.5 mg tablet, take 1
tablet by mouth at bedtime, 9:00 pm. (Lorazepam is a
medication used to treat auxiety.)

-An order for olanzapine 7.5 mg tablet (Zyprexa), take 1 tablet
by mouth at bedtime, 9:00 pm. (Zyprexa is 4 medication used
to treat schizophrenia.)

Review of Resident #1°s November 2022 electronic
Medication Administration Record (eMAR) revealed:

~There was an entry for Jardiance 10 mg tablet with
instructions to take 1 tablet by mouth once a day scheduled for
administration af 9:00 pro.

-Jardiance was documented as not administered: missed
administration on 11/07/22 at 9:00 pm

-There was an entry for Levemir FlexTouch U-100 Insulin pen
with instructions to inject 19 units subcutaneously at bedtime
at 9300 pm,

~Levemir U-100 was documented as not administered; missed
administration on 11/07/22, at 9:00 pm.

~There was an entry for divalproex tablet (Depakote), 500 mg
tablet with instructions to take 1 tablst by mouth twice a day,
9:00 am and 9:00 pm.

-Depakote 500 mg tablet was docutented as not administered:
missed administeation on 11/07/22 at 9:00 pm.

-There was an entry for gabapentin (Neurontin) 100 mg
‘capsule with instructions to take 1 capsule by mouth at
bedtime, 9;00 pin,

-Newrontin 100 mg capsule was documented ag not
administered: missed admindstration-on 11/07/22 at 9:00 pm.
~There was an entry for Lorazepam Scheduls IV 0.5 mg tablet

with instructions to take 1 tablet by mouth at bedtime, 9:00 pm.
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Pacility Nama!

-administered:-missed-administiation-on-J4/07/22-at-9:00-pm.

-Lorazepam 0,5 mg tablet was documented as not

~There was an eniry for olanzapine 7.5 mg tablet (Zyprexa)
with instructions to take 1 tablet by mouth at bedtime, 9:00 pm.
-Zyprexa 7.5 mg tablet was documented as not administered;
missed administration on 11/07/22 at 9:00 pm.

| *~“My sugar was out the roof the next day.”

Interview with Resident #1 on 11/29/22 al 11:15 am revealed:
-“One night nobody received their bedtime meds.”

-“We all bad to wait until the next day to get our meds.”

-She did not receive her medication to help her steep at night
and had trouble sleeping.

--She-did not receive-her-anti-depressant-and-she-had-net

Telephone interview with the facility’s Primeary Care Provider
(PCP) on 12/21/22 at 3:40 pm revealed:

~She was awaro of resldents not receiving their medication on
11/07/22 because the medication aide did not administer
medication to residents in the assisted living nit,
-Missing one or two doses of some medications would not be
detrimental, but she did expect resident medications to be
administered as ordered.

~Insulin should be administered as ordered beeause the blood
sugar could be elevated the next day.

b, Review of Resident #2°s current FL-2 daied 06/20/22
revenled diagnoses of seizure disorder, blind, hypertension,
irritable bowel syndrome, schizophtenia, anxiety, glaucoma
and elevated prostate specific antigen,

Review of Resident #2°s Physician Order Report for
November 2022 revealed:

-An order for artificial tears drops 1-0.2 ~ 0.2%, instill 1 drop
in each eye twice a day, 8:00 am and 8:00 pm. (Artificial tears
are drops used to relieve dryness and irritafion of the eye._
-An order for brimonidine-timolol (Combigan) 0.2-0.5% drops,
instill 1 drop in right eye twice a day, 8:00 am and 8:00 pm.
(Combigan is a medication used to treat high pressure inside
the eye due to glaucoma or other eye diseases.)

-An order for divalproex (Depakote) tablet, 500 mgs, take 1
tablet by mouth twice a day, 8:00 am and 8:00 pm. (Depakote
is & medication used to treat bipolar disorder.)

-An order for olanzapine (Zyprexa) tablet, 20 mgs, take 1
tablet by mouth at bedtime, 8:00 pm, (Zyprexa is a medication

used 1o treat schizophrenia,)
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Faoitity Name:

| 8 day

-An order for Trazodone tablet, 50 mgs, take ¥ tablet (25 mg)

-by-mouth-at-bed-time,-8:00-pm~(Trazodoneis-an-anti
depressant medlcatmn used to treat to treat anxiety disorders.)

Review of Resident #2°s November 2022 electronic
Medication Administration Record (eMAR) revealed:

L=There was.an entey for artificial tear drops. 1:0.2.:.0.2%, with

instructions to instill I drop in each eye twice a day, 8:00 am,
§:00 pm.

~Artificial fear drops was documented as not administered;
missed administration on 11/07/22 at 8:00 pm.

-There was an entry for brimonidine-timolol (Combzgan) 0.2-

-0:5% dreps; with-instructions-to-instith-+drop-in right-eye-twice
8:00 am, 8:00 pm,

R e L S e T

documented ag not administered: n:uased administration on
11/07/22 at 8:00 pm.

~There was an entry for dlvalpmex (Depakote) tablet, 500 mngs,
with instretions to take 1 tablet by mouth twice a day, 8:00
ami, 8:00 pm.

~Divalproex (Depakote) 500 mgs was documented as not
administered: missed administration on 11/07/22 at 8:00 pm.
~Thers was an entry for olanzapine (Zyprexa) tablet, 20 mgs,
with instructions to take 1 tablet by mouth at bedtime, 8:00 pm.
-Olanzapine (Zyprexa) 20 mgs was documented as not
administered: missed administration on 11/07/22 at 8:00 pm,
~Thete was an entry for Trazodone tablet, 50 mgs, with
instructions to take % tablet (25 mg) by mouth at bed time,
8:00 pm.

~Trazadone 50 mg was documented as not administered:
missed administration on 11/07/22 at 8:00 pm.

Refer to tetephone interview with the facility's Primary Care
Provider on 12/21/22 at 3:40 pi.

c. Review of Resident #4’s FL-2 dated 10/24/22 revealed
diagnoses of hemiplegia following cerebral infarction left side,
hypestension heart disease without heart failure, atherosclerotic

hypertlipidemia, irritability and anger, nocturia, history of right
breast cancer and history of COVID-19.

Review of Resident #4’s Physician Order Report for
November 2022 revealed:

~-An order for atorvastatin (Lipitor) 40 mg tablet, take 1 tablet
by mouth at bedtime, 9:00 pm. (Atorvastatin/Lipitor is a
medication used fo improve cholesterol levels and decrease the

risk for heart attack and stroke.)
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Facility Name;

-An order for baclofen 10 mg tablet, take 1 tablet by mouth

-three-times-a-day;-9:00-am;-2:00-pm-and-9:00-pm-(Baclefen-is
a medication used to treat muscle pain, spasms and stiffness.)
-An order for desmopressin 0.2 mg tablet, take 1 tablet by
mouth at bedtime, 9:00 pm. (Desmopressin is a medication

used to control bed-wetting.)
=An neder for nortriptyline. 25.mg capsule, fake 1 capsule.by.

mouth at bedtime, 9:00 p. (Nortriptyline is a medication used
to treat mental/mood problems.)

Review of Resident #4°s November 2022 electronic
Medication Administration Record (eMAR) tevealed:

troor o £ todin ML) FIN % PRSI
--------------------- -—Fhere-was-an-entry-for-atorvastatin40 mg-tablet; with

| instructions to take 1 tablet by mouth at bedtime, 9:00 pm,
| -Atorvastatin 40 mg was documented as not administered:
missed adninistration on 11/07/22 at 9:00 pm.

-There was an entry for baclofen 10 mg tablet, with
instructions to take 1 tablet by mouth three times a day, 9:00
am, 2:00 pm, 9:00 pm. -

-Baclofent 10 mg was documented ag not administered: missed
administration on 11/07/22 at 9:00 pm.

~There was an entry for desmopressin 0,2 mg tablet, with
instructions to take 1 tablet by mouth at bedtime, 9:00 pm.
-Desmopressin 0.2 mg was documented as not administered:
missed administration on 11/07/22 at 9:00 pm,

-Thete was an entty for nortriptyline 25 mg capsule, with
instructions to take 1 capsule by mouth at bedtime, 9:00 pr.
-Nortriptyline 25 mg was documented as not administered:
missed administration on 11/07/22 at 9:00 pm.

Refer to telephone interview with the facility's Primary Care
Provider on 12/21/22 at 3:40 pm,

d. Review of Resident #5°s FL-2 dated 09/12/22 revealed
diagnoses of mild cognitive impairment, vitamin-D deficiency,
chronic obstructive pulmonary disease (COPDY) with acute
exacerbation, hyperlipidemia, essential hypertension, amdety
disorder, primary insomnia, osteoarthritis, gastroesophageal
reflux disease (GERD) and mild depression.

Review of Resident #5°s Physician Order Report for
November 2022 revealed:

~An order for carbamazepine 100 mg tablet, take 1 tablet by
mouth twice a day, 9:00 am and 9:00 pm. (Carbamazepine is a
medieation used to bipolar mania and depression,)

-An order for diclofenac sodium gel 1%, apply 2 grams
topically to right shoulder and bilateral knees twice a day for
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Facility Name;

arthritis, 9:00 am and 9:00 pm. (Diclofenac sodium gel is a

medication.used to-relieve joint pain-from-arthritis,)

~An order for donepezil 5 myg tablet, take 1 tablet by mouth at
bedtime for cognitive itapairment, 9:00 pm, (Donepezil is a
medication vsed to treat dementia associated with Alzheimer’s
disease,)

e

| (Cactulose 1s a medication used to reat constipation.)

=An.order doxepin.6.mg tablet, take 1 tablet hy. mouth at
bedtime, 9:00 pm. (Doxepin is a medication used to treat
inscmnia,)

-An order for gabapentin 300 g tablef, take 1 capsule by
mouth twice a day, 9:00 am and 9:00 pm, (Gabapentin is a
medication used to treat nerve pain.)

~Adqr-order-for-lactulose solution-10-me/t5-mls; take 30-ME-(20

gms) by mouth twice a day for constipation, 9;00 am, 5:00 pm,

-An otder for stimulant laxative 8.6-50 mg tablet, take 2 tablets
by mouth at bedtime, %:00 pm. (A stimulant laxative is a
medication used to treat constipation.)

-An otder for ipretropium-albuterol 0.5 mg — 3 my (2.5 mg
base)/3 ml, inhale 1 vial (3 ml) per nebulizer at bedtime *may
self~administer*, 9:00 pov (Ipratropium-albuterol is o
medication used to relieve runny nose.)

Review of Resident #5’s November 2022 electronic
Medication Administration Record (eMAR) tevealed:

~There was an entry for carbamazepine 100 mg tablet, with
instructions 1o take 1 tablet by mouth twice a day, 9:00 am,
9:00 pr.

~Carbamazepine 100 mg was documented as not administered:
missed administration on 11/07/22 at 9:00 pm,

~Thers was an entry for diclofenac sodivm gel 1%, with
instructions to apply 2 grams topically to right shoulder and
bilateral knees twice a day for arthritis, 9:00 am and 9:00 pm,
-Diclofenac sodium gel 1 % was documented as not-
administered: missed administration on 11/07/22 at 9:00 pm.
-There was an entiy for donepezil 5 mg tablet, with
instructions to take 1 tablet by mouth at bedtime for cognitive
impairment, 9:00 pm,

-Donepezil 5 mg was documented as not administered; missed
administration on 11/07/22 at 9:00 pm,

“There was an entry for doxepin 6 mg tablet, with instructions
fo take I tablet by mouth at bedtime, 9:00 pm.

-Doxepin 6 mg was docutnented as not administered: missed
administration on 11/07/22 at 9:00 pm,

~There was an enfry for gabapentin 300 mg iablet, with
instructions to take 1 capsule by mouth twice a day, 9:00 am,
9:00 pm, _
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Pacillty Name:

-Cabapentin 300 mg was documented as not administered;

-missed-administration-onJ.1/07£22-at-9:00-pm.
~There was an entry for lactulose solution 10 mg/15 mL, with
instructions to take 30 ML (20 gms) by mouth twice a day for

constipation, 9:00 am, 9:00 pm.
~Lactulose 10 mg was documented as not administered; missed

administration.on 11/07/22.at 9:00 pm.,

~There was an entry for stimulant laxative 8.6-50 mig tablet,
with instructions to take 2 tablets by mouth at bedtime, 9:00
pm,

-Stimulant laxative 8.6-50 mg was documented as not
administered; missed administration on 11/0?/22 at 9:00 pm,

-~There-was an-entry-for-ipratropivm-albuterol 0:5-mg —3-mg

(2.5 mg base)/3 ml, with instructions to inhale 1 vial (3 ml) per

nebulizer at bedtime *rhéy self-administer™, 9:00 pm.
-Ipratropium-atbuterol 0.5 mg - 3mg way documented as not
administered: missed administration on 11/07/22 at 9:00 pm.

Telephone interview with the facility’s Primary Care Provider
(PCP) at 3:40 pm on 12/21/22 revealed:

~-She was aware of residents not receiving their medication on
11/07/22 because the medication aide did not administer
medication to residents in the assisted living unit,
-Continually missing albuterol doses could lead to breathing
issues for Resident #5.

2, Review of Resident #1°s current FL-2 dated 11/21/22
revealed diagnoses included moderate tecusrent major
depression, type 2 diabetes mellitus (DM II), chronic
obstructive pulmonary disease (COPD), lymphoma,
hyperlipidemia, bipolar disorder, schizoaffective disorder,
anxiety disorder, vitamin B-12 deficlency, partial intestinal
obstruction,

8. Review of Resident #1°s Physician Order Report for
September 2022 revealed an order for Jardiance 10 mg tablet,
take 1 tablet by mouth once a day, every day; 9;00 am; Start
date 08/06/22 End date 09/12/22 {order on hold from 08/31/22
to 09/01/22). (Jardiance is a medication used to treat diabetes.)

Review of Resident #1°s September 2022 electronic
medication administration fecord (eMAR) revealed:

~There was an entry for Jmdiance 10 mg tablet with
instructions to take 1 tablet by mouth once a day.

-On 09/08/22, Jardiance 10 mg tablet was documented as not
administered because the med ordered on delivery.
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TFacility Name;

Review of Resident #1°s September 2022 Resident Progress

Notes revealed.amedication cart-audit-was-conducted-on
09/06/22, 869/13/22 and 09/20/22,

Telephone interview with a representative from the facility’s
previous contracted pharmacy on 01/18/23 at 3:00 pm
revealed:

-Scheduled medications went out on a rotating refill eycle,

«On the 4th or 5th day before the new refill ¢ycle begins, the
facility should either receive the medication 5o it can be started
on the 7th or 8th day.

-When the new oycle started, the facility would have received a

~~~~~~~~~~~~~~~~~~~ - 7-day-or-multi-dose-pacle for-the-next-weel:
-On 09/02/22, they received an updated Physician’s Order

TForm but there waa no cover shoet indicating “that the resident
wag actually in the building or what medication was needed or
if thers were any allergy changes.

~3he did not know why the pharmacy needed to send six
tablets when Resident #1 was on a regular rotating schedule,
-If a resident was a new admit or readmit, it was possible for
the facility to request enough medication to get a resident
through until the next cycle would start,

~There was an order to hold Resident #1°s medication from
5:30 pm on 08/31/22 to 10:29 am on 09/01/22,

~If the resident was out due to a hospital visit, depending on
how long the resident was in the hospital, the resident should
still have medication in the facility during the time of the
hospital stay.

-Whenever they received notification paperwork from the
facility of a new admission or a readmission, they would call
the facility to clarify if the resident is in the facility, there are
any new allergies or the same allergies and if the resident
needed any medication.

-On 09/02/22, a pharmacy representative attempted to contact
the facility muliiple times after they had received Resident #1°s
Physician Order Form.

~If they were unable to reach anyone at the facility, leave a
voice mail if possible, email or fax the facility,

~They were tmable to dispense medications, if they are unable
to malke contact with someone at the facility to pet resident
information needed to update the resident®s profile.

-On 09/05/22, another pharmaoy representative attempted to
call facility again and no return call or message was recelved
from the facility,

-On 09/06/22, another pharmacy tepresentative left a message
for the facility attempting to confirm if Resident #1 was in the
facility,
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Facility Name:

-On 09/07/22, another pharmacy representative attempted and

wag.able-tospeak with-the-Resident-Care.Cootdinator.who

stated she would call back and confirm what medications were
needed for Resident #1, .

~On 09/08/22, the pharmacy was informed by the facility that
Jardiance 10 mg tablets were needed for Resident #1.

-Onog they received all requested information on a resident,

¥

the pharmacy had af least 24 hours to dispense medications for
a resident,

-On 09/08/22, a quantity of six (6) Jardiance 10 mg tablets
were dispensed to the facility during the 12:30 pm tun, so the
facility should have received them on the same day that they

were-dispensed by-the pharmacy.

Ty

Telephons interview with the Resident Care Coordinator
(RCC) at 2:25 pm on 12/02/22 revealed:

-On 09/01/22, Resident #1's Jardiance was on hold because

she had just been discharged from the psychiatric hospital and
the RCC had to get clarification from the primary care provider
(PCP) and mental health (MH) doctors.

Interview with the facility's Primary Care Provider on
12/21/22 at 3:40 pm revealed:

-Resident #1 was on Jardiance as secondary protection because
she had diabetes, and it could help lower het cardiac risk
factors.

b. Review of Resident #1°s Physician Order Report for
October 2022 revealed an order for Humalog U-100 Insulin,
100 unit/ml, inject 3 units three times daily with meals *hold if
blood sugar is less than 100 or if resident not eating; 8:00 am,
12:00 pm, 6:00 pm; amount to administer: per sliding scale:

-If blood sugar (BS) is less than 60, call doctor.

-If B8 is 60 — 100, give 0 units.

<If BS is greater than 100, give 3 units.

«[f BS is greater than 400, call doctor.

{Humalog is a medication used to treat diabetes,)

Review of Resident #1°s October 2022 eMAR revealed:
~There was an entry for Huntalog U-100 Insulin with
instructions to inject 3 units three times daily with meals;
*hold if blood sugar Is less than 100 or if resident is not eating,
-On 10/03/22, 3 units of insulin was documented as not
administered at 8:00 am with reason due fo missed.

-On 10/03/22, BS sugar documented as 252 at 5:00 pm.

-On 10/03/22, 3 units was not documented as administered at
6:00 pm with no reason why documented,
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Telephone interview with the Resident Care Coordinator

-(RCC).at-2:25-pm-on-12/02/22 revealed:
-On 10/03/22, she was on the medication cart beoause a MA
called out.
~She did not know why Resident #1 did not receive 3 units of
insulin on 10/03/22 at 7:30 am other than it was “just missed.”
=She did not know. why Resident #1_did not receive 3 umits of

insulin when her blood sugar reading on 10/03/22 at 5:00 pm
was 252,

¢. Review of Resident #1°s Physician Order Report for October
2022 revealed an order for blood sugar (BS) cheek three times

4

3

a-day-before-mealsy if BS-is-less than 68 or-greater than400;
call doctor; Three times a day; 7:30 am, 11:30 am and 5:00

pin.

Review of Regident #1°s Qctober 2022 eMAR tevealed:

~There was an entry for blood sugar check with instructions to
check blood sugar three times a day before meals; if BS is less
than 60 or greater than 400, call the doctor,

«On 10/03/22, BS was documented as not administered: missed
adminigtration at 7:30 am,

Telephone interview with the Resident Care Coordinator
(RCC) at 2:25 pm on 12/02/22 tevealed:

~When the facility transitioned to a new pharmacy provider on
10/03/22, there was no order change for Resident #1's Lipitor
prescription ofther than a change from 9:00 pm to 5:00 pm.
-When Resident #1 did not receive medication administration
of Lipitor 10 mg at 5:00 pm on 10/03/22, 10/04/22 and
10/05/22, it was most likely on the medication cart because of
the previous 9:00 pm dose.

~The MAs might not have administered Lipitor 10 mg o
Resident #1 on 10/03/22, 10/04/22 and 10/05/22 because the
medication was in a multi-dose pack,

-The RCC did not know why Resident #1 Lipitor 10 mg was
not administered and documented “pill not in packet” on
10/27/22.

d, Review of Resident #1°s Physician Otder Report for
October 2022 revealed an otder for atorvastatin (Lipitor) 10
mg tablet, take 1 tablet by mouth daily; 5:00 pm. (Lipitor is a
medijcation used to improve cholesterol levels and decrease the
risk for heart attack and stroke,)

Review of Resident #1°s October 2022 eMAR revealed:
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Facility Name:

~There was an entry for atorvastatin (Lipitor) 10 mg tablet with

Linstructions.to-take. 1-tab-by-mouth.at.5:00.pm;-start-date
10/03/22 ~ end date 10/06/22,

-On 10/03/22, a Lipitor 10 mg tablet was documented as not
administered at 5:00 pm with reason due to new order

~On. 10/04/22, a Lipitor 10 mg tablet was documented as not
administered at 5:00 pm with reason due to new.arder

~On 10/05/22, a Lipitor 10 mg tablet was documented as not
administered at 5:00 pm with reason due to new order.

-Thetre was an entry for atorvastatin (Lipitor) 10 mg tablet with
instructions to take 1 tab by mouth at 5:00 pm; start date
10/19/2.2 — end date 10/27/22,

~0u-10/27/22; o Lipitor- 10 mg-tablet-was-decumented-as-not
administered at 5:00 pm with reason due to pill not in packet,

i

Telephone interview with a representative from the facility’s
current contracted pharmacy on 01/18/23 at 5:00 pm revealed:
-The facility was expected to request refills three (3) to five (5)
dnys before the medication was finished,

-If they received a refill request no later than noon, the
prescription could be filled the same day and would arrive the
following day.

-If the facility requested an emergency refill, the pharmacy
would contact the local back-up pharmacy and the facility
would receive the medication within a few hours.

Review of Resident #1°s Phatmacy Medication History Report
dated for 10/01/22 — 11/30/22 revealed:

~On 10/01/22, six (6) tablets of Lipitor 10 mg were dispensed
to the facility.

~On 10/07/22, seven (7) tablets of Lipitor 10 mg were
dispensed to the facility.

~On 10/14/22, seven (7) tablets of Lipitor 10 mg were
dispensed to the facility.

~On 10/21/22, seven (7) tablets of Lipitor 10 mg were
dispensed to the facility.

-On 10/28/22, four (4) tablets of Lipitor 10 mg were dispensed
to the facility,

| e. Review of Resident #1°s Physician Order Report for October

2022 revealed an order for prednisolone acetate dropa 1%,
instill 1 drop in right eye three times a day for 7 days; stast date
10/18/22 and end date of 10/24/22, 8:00 am, 2:00 pm, 8:00 pm,
(Prednisolone drops are a medication used to treat certain eye
conditions due to inflammation or injuey.)

Review of Resident #1°s October 2022 eMAR revealed:
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~There was an entry for prednisolone acetate drops 1% with
instructions.to instill 1 drop in right eye three times.a day for.7

days, start date 10/18/22 and end date of 10/24/22, 8:00 am,
2:00 pm and 8:00 pm,

-On 10/18/22, there was no documentation of medication
administration of Resident #1’s prednisolone drops at 8:00 am
and 2:00 pm, but was documented ag administered at: 8:00 pm.

-On 10/24/22, & prednisolone drop was documented as
administered at 8:00 am and 2:00 pm but was not administered
af 8:00 pm.

Review of Resident #1's October 2022 Resident Progress

Notes revealed a medication cart audit-was.conducted.on

10/11/22, 10/18/22 and 10/31/22.

Telephone interview with the Resident Care Coordinator
(RCC) at 2:25 pm on 12/02/22 revealed: :

-On 10/18/22, Resident #1 received her first administration of
prednisolone drops 1% at 8:00 pm because it was a new order
and it was net in the facility for the 8:00 am and 2:00 pm
administration.

~The RCC did not know why Resident #1°s prednisolone drop
was not administered at 8:00 pm on 10/24/22.

-The pharmacy puts in medication orders based on the day the
order was received from the facility.

Interview with the facility’s Primary Care Provider on
12/21/722 at 3:40 pm revealed:

#1 was using predaisolone drops as av anti-inflammatory
because she had cataract surgery sometime within the last six
(6) to eight (8) months,

-Not receiving the eye drops could have resulted in pain,
discomfort and the risk of infection after her eye surgery.

Refer to Medication Ordering and Receiving from Pharmacy
dated November 2018,

Refer to Cart Audit/Medications on Hand Review dated
September 2021,

Refer to interview with the Resident Care Coordinator on
12/02/22 at 2:25 pm,

Refer to interview with the facility’s Area Clinical Director on
12/15/22 at: 3:30 pm,

2. Review of Resident #2°s current FL-2 dated 06/20/22
revealed diagnoses of seizure disorder, blind, hypertension,
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irtitable bowel syndrome, schizophrenia, anxiety, glaucoma
' and elevated prostete specific antigen.

a. Review of Resident #2°s Physician Order Report for
September 2022 revealed an order for Trazodone 50 mg tablet,
take 42 tab (25 mg) tablet by mouth at bedtime, 8:00 pm; start
date 08/11/22 ond date 09/20/22. (Trazodone is an anfi-

depressant medication used fo treat to treal anxiety disorders.)

Review of Resident #2's September 2022 elecironic
medieation administration record (eMAR) revealed:

~There was an entry for Trazodone 50 mg tablets with
instruetions to take ¥ tablet (25 mg). by mouth.at bedtime; 8:00

pm, start date 08/11/22 and end date 09/20/22.

~OH 09715722, st ot Tia o d6HE SUHEs Was tiot
administered due to aweiting refills from PCP,

-On 09/16/22, a % tablet of Trazodone 50 mgs was not
administered due to awaiting refills from PCP.

~On 09/17/22, a % tablet of Trazodone 50 mgs was not
administered due to awaiting refills from PCP,

Review of Resident #2's pharmacy Prescription History dated
09/01/22 thtough 10/31/22 revealed:

~On 09/15/22, one (1) Trazodone 50 mg tablet was dispensed
to the fheility for 0.5 tablet (25 mg) by mouth at bedtime,

-On 09/19/22, fifieen (15) Trazodone 50 mg tablets were
dispensed to the facility for 0.5 tablet (25 mg) by mouth at
bedtime,

Review of Resident #2°s September 2022 Resident Progress
Noles revealed a medication cart audit was conducted on
09/18/22.

Refer to interview with the Resident Care Coordinator on
12/02/22, at 2:25 pm.

Refer to interview with the facility's Area Clinical Director on
12/15/22 1t 3;30 pm.

3. Review of Resident #5*s F1-2 dated 09/12/22 revealed
diagnoses of mild cognitive impairment, vitamin-D deficiency,
chronic obstructive pulmonary disease (COPD) with acute
exacerbation, hyperlipidemia, essential hypertension, anxicty
disorder, primary insomnia, osteoasthritis, gastroesophageal
reflux disease (GERD) and mild depression.

Review of Rcsidentm#s’s‘Physi.cianrOrder Report for
September 2022 signed on 09/12/22 revealed an order for
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carbamazepine (Tegretol) 100 mg, tablet, take one tablet by

mouth twice a day; 9:00 am, 9:00 pm; start date 09/20/22 end
date 09/26/22. (Tegreto] is a medication used to treat bipolar
mania,)

Review of Resident #5°s September 2022 electronic
medication administration record (eMAR) revealed:

e i e Y B Wl PHATTRECY.

~There was an entry for carbamazepine (Tegretol) 100 mg.
tablet with instructions to take ane tablet by mouth twice a day;
9:00 am, 9:00 pm; start date 09/20/22 end date 09/26/22.

-On 09/20/22, there was no documentation Tegretol 100 mg
had been administered at 9:00 am, but was documented ag
_administered at 9:00 pm .

-On 09/24/22, Tegretol 100 mg was not administered at 9:0

~On 09/25/22, Tegretol 100 mg was not administered 9:00 am
and 9:00 pm. due to awaiting pharmacy,

~On 09/26/22, Tegretol 100 mg was not administered at 9:00
am due to awaiting pharmacy.

~There was an entry for carbamazepine 100 mg. tablet with
instructions to take one tablet by mouth twice a day; 9:00 am,
9:00 pm; (Please reorder three (3) business days ahead) start
date 09/26/22 end date 10/25/22,

-0n 09/26/22, Tegretol 100 mg was not administered at 9:00
pm dueto awaiting pharmacy.

Review of Resident #5°s phatmacy Prescription History dated
09/01/22 through 10/31/22 revealed:

-On 09/24/22, (60) tablets of Tegretol 100 mg was dispensed to
the facility for one tablet by mouth twice daily.

Telephone interview with the facility’s Primary Care Provider
(PCP) on 12/21/22 at 3:40 pm revealed;

~Resident #5 was taking Tegretol as a mood stabilizer and
missing a dose hers or there would not make rmych of

difference.
-If missing doses happened on a continual basis, it could result
in more mood issues and ngitation.

Review of Resident #5°¢ Sepfember 2022 Resident Progress
Notes revealed a medication cart andit was conducted on
09/06/22, 09/13/22 and 09/18/22.

Refer to Medication Ordering and Receiving from Pharmacy

dated November 2018,
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Refer to Cart Audit/Medications on Hand Review dated

September 2021,

Review of the facility’s policy for Medication Ordering and
Receiving from Pharmacy dated November 2018 revealed:
~If'a medication is not automatically refilled by the pharmacy,

 Iepsat.medications (refills) are ordered.as follows:

=Reordering of medication is done in accordance with the
order and delivery schedule developed by the pharmacy
provider(s).

~Quantities of medications sent from the pharmacy may vaty
in accordance with payer status, insurance plan o law,

Reorder-medication-several-days in-advance of need;-as

directed by the pharmacy order and delivery scheduile, to

assure an adequate supply 1s on hand,

~The medication administration personne! who reorders the
medication is responsible for notifying the pharmacy of
changes in directions for use or previous labeling errors.

Review of the facility’s policy for Cart Audit/Medications on
Hand Review dated September 2021 revealed:

~Facility will develop a schedule so that al] resident medication
orders are checked on a weekly basis by completing a cart
audit,

-Staff will check to see that all medications are available using
a copy of the Physicians Orders.

~Staff will reorder as needed and the reorder will be placed in
the Otder Processing System for follow-up.

-Staff will check expiration dates on medications; remove any
expired medications, reorder as needed and place in the Order
Processing System for follow-up.

~Stafl will date/slgn the physlcian orders once the cart audit is
complete and leave for review by the Tead Supervisor-in-
Charge (LSIC), Care Coordinator

Interview with the Resident Care Coordinator (RCC) on
12/02/22 at 2:25 pm revealed:

-Medication Aides (MAs) were responsible for reordering
medications.

-All MAs had received training from the Corporate Area
Clinical Diteotor regarding the timieling for reordering
medication, which was seven (7) days hefore the last dose was
to be administered.

-MAs were responsible for conducting weekly medication cart
andits and she conducted follow-up audits.

~To ensure medication was available for administration, the
facility's policy was that medication be ordered seven (7) days
in advance, not when there were seven (7) pills left in a pack,
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Interview with the facility's Area Clinical Director on 12/15/22
at 3:30.pm.revealed:

-At one point, medication aides would reorder medication three
(3) days before the last dose.

-On 11/03/22, all medication aides had received in-service on
the changes for when medication should be ordered,

-After the in-service, medication was required to be reordered

seven (7) days before the last dose was administered.

The facility failed to administer prescribed medications to 4 of
5 sampled residents (#1, #2, #4, #5) because a medication aide
refused to administer medications to residents in the assisted

living unit and failed to-administer medication-as presoribed

for unknown reasons resulting Resident #1 missing 2 doses of

TIS0IN i1 the same day, Residents 41, #9 an
of multiple medications due to medications being unavailable
due to awaiting refills from the pharmacy or primary care
provider, including anti-inflammatory eye drops needed after
eye surgery to prevent pain, discomfort and possible infection
(#1). The facility’s fhilure resulted in the residents not
receiving the medications necessary to maintain thelr physical
and mental health which resulted in serious substantial risk for
harm constitutes a Type A2 Violation,

The facility provided a plan of protection in accordance with
(.8, 1311D-34 on 12/15/22 for this violation,

THE CORRECTION DATE FOR THE TYPE A2

Rule/Statute Number:
10ANCAC 13F .0901(b)/Personal Cate and Supervision
The facility shall provide supervision of residents in
accordance with each resident's assessed needs, care plan and
current sympitoms.

M POC Accepted
—BG .

DSS Intitaly

Level of Non-Compliance:
TYPE B VIOLATION

Findings:

Based on observations, interviews and record reviews, the
facility failed to provide supervision for 1 of 5 sampled
residents (Resident #2) with diagnoses of blindness and
glaucoma who was eseorted by other residents to and from the
facility’s smoking aren and smoked without staff suspension.

The findings are:

10A NGAS 137 0ol Eb)

Fha Wilson House shalf provide ¢are to residents based on
their cara Flans. and attand te eny other parsonal sarg
neads residants may ba uhoble 1@ altend 1o for (hemsalves,

Cere Managers will complale sinoking assessments

following tha Communily schedule, and will review the

resully of ¥he assesemants with cara siaff, This wiil allow

fall lo b sur¢ to develop o plan to meet tha Residant's
I

Care Managers wiil meke unit rounds no luss than twies
dally lo ensurg Residanls @re recelving appropriale care
based on thalr cers plan, and ng volsad reeds or concems.
&0 will moke facflity rounds na less than twlce dally 1o ensur
Fasld nlala1 neacds afe mel; and no volced neads or concems T
ara volcad.

212612023

2f28f0%3

2262023
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Review of the facility’s smoking policy dated September 2021
tevealed:

-Bach resident at admission was assessed for ability to smoke
safely by means of an Interview with the resident, responsible
party and through staff observations,

-Assessments were repeated at least on admission, readmission
from hospital visit, quartetly or as needed to assure safe
practices.

-Staff was in-serviced to provide ongoing assessment of
resident smoking habits and to report to their supervisor any
change in ability to smoke safely.

-Residents assessed to need supervision will be placed on the
smoking schedule and will be supervised while smoking by
staff; smoking materials will be secured by community staff
who will supervise materials during use,

-Residents who smoked safely outside the building, may be
allowed access to smoking materials during the time(s) they
were in the designated smoking area outside the building.

Review of Resident #2's FL.-2 dated 06/20/22 revealed:
-Diagnoses included seizure disorder, blind, hypertension,
irritable bowel syndrome, schizophrenia, anxiety, glaucoma
and elevated prostate specific antigen.

-There was no documentation of orientation status,

Review of Resident #2°s Resident Register dated 06/10/22
revealed an admission date of 06/10/22.

Review of Resident #2’s Care Plan dated 06/30/22 revealed:
-Resident #2 required extensive assistance with ambulation and
transferring,
-Resident #2 was ambulatory with aide or device — staff.
~Device(s) needed by Resident #2 were a cane (walking cane
for the blind) and other; Staff.

-Resident #2 was identified with very limited vision (Blind).

Review of Resident #2's Licensed Health Professional Support
(LHPS) dated 07/08/22 and 10/27/22:

~The type of assistive device required was a walking cane.
-The type of help required with the use of assistive device was
one (1) person assist,

~The frequency of staff assistance required was “at all times,”

Review of Resident #2°s Rapid Geriatric Assessment dated
06/30/22 revealed for assistance in walking, the amount of
ditficulty the resident would have walking across a room was
identified as “a lot, use aids or unable.”

continue from page 17

ensure Residents needs are met, and no voiced needs or
CONGAIMS are voicad,

Cara Managers will menitor the 24 hour shift raports to ensurd
all slaff is aware of any new intervantions thal have been
updatad on resident care plans. Along with following up with
daily stand up per shift to ensure infermation is baing passed
to approglate staff. Ongeing.

Care Managers wili make unit rounds no less than twice 2/26/2023
daily to enslire Residents aro receiving appropiate care

based on their individualized care plans, and there are no

volced needs or copcems.

ED will make facibty rounds no lass thar: twize daily io 242612023

2i268/2023
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Review of Resident #2°s Psychiatry Progress Note dated
09/30/22 revealed:

-Resident #2 continued to smoke and it appeared that attributed
to his anxiety, as well as exacerbated it as he wag often seen
having difficulty waiting on staff to assist him to the patio.
-Resident #2 required assistance due to his blindness,

_eHa-m..told~Mfmuldm’ml-ways-step—wlmt—they~-weredoing

Review of Resident #2’s Progress Notes dated 11/26/22
revealed:

-A medication aide (MA) documented that at 2:30 pm,
Resident #2 was yelling for staff and other residents to take
him outside.

with another resident to take him outside,

| facility policy.

d he may have to get on a 2-hour smoking schedule
if it continued to be an issue.

Observation of the facility on 11/29/22 at 11:15 am revealed:
~A resident assisted Resident #2 out of the faoility, to & chair in
the smoking area and helped him sit down in the chair outside,
-Another resident in the smoking area lit Resident #2°s
cigarette for him,

-A total of five (5) residents were sitting in the Smoking area
and no staff were present,

-One staff later came outside to the smoking area, announoced it
was time for lunch and then went back inside.

~The resident who assisted Resident #2 out of the facility, also
assisted Resident #2 back inside the facility.

Telephone interview with the Resident Care Coordinator
{RCC) on 12/15/22 at 12:15 pm revealed smoking assessments
were completed quarterly for all residents who were identified
as smolers,

Review of Resident #2’s quarterly Smoking Risk Assessment
Results dated 06/16/22 revealed:

~Resident #2 was a new admit to the Facility.

-Resident #2°s frequency of use was overy fow hours,
~Resident #2 had a moderate problem with mobility and
needed assistance getting to the designated smoling atea.
-Resident #27s smoking risk score was 4 which fell into the
level of 0-9 which was identified as a safe smoker-follow

~The assessment’s clinical judgment identified Resident #2 as
capable of supervised smoking and smoldng would not result
in danger 1o self or others, - 8
-Plan of Care action indicated Resident #2 was 4 safe smoker
who could hold his own miaterjal,
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Review of Resident #2’s quarterly Smoking Risk Assessment

Results dated 10/12/22 revealed:

-Resident #2's frequency of use was every few hours.
-Resident #2 had no problem with mobility, but needed
assistance getting to designated smoking area.

-Resident #2°s smoking risk scote was 3 which fell into the
level of 0-9 which was identified as a safe smoker-follow

-|-who conld hold his own-material,

facility policy.

-The assessment’s clinical judgment identified Resident #2 as
capable of supervised smoking and smoking would not result
in danger to self or others.

-Plan of Care action indicated Resident #2 was a safe smoker

“TRYEVIEW WITH VEE TaGility's Area Clifiical Director on 13/13/39
af 3:30 pm revealed;

-Resident #2's care plan, which required extensive assistance
with ambulafion and transfers, did not mateh the
recommendations made in his smoking assessment,

~Based on Resident #2°s current state of being blind, he did not
need to be in the smoking atea without staff supervision,

-It was the responsibility of stafF, not other residents, to assist
Resident #2 with ambulation to and from the smoking area,

Telephone interview with the facility’s Primary Care Provider
(PCP) on 12/21/22 at 3:40 pm revealed:

~Resident #2 was blind or had limited vision and had very
advanced glaucoma.

~Her biggest concern for Resident #2 was in regards to other
residents assisting Resident #2 with his ambulation,

-Staff should be the ones assisting Resident #2 with his
ambulation.

-It was not the other residents’ responsibility to assist Resident
#2 with moving around the facility and going back and forth to
the smoking area.

«Restdent #2 sitiing in the smoking area without staff
supervision could definitely be a fire hazard and he could get
burned because of his limited vision,

Interview with the Bxecutive Director on 12/15/22 at 3:30 pa
revealed Resident #2 smoked a lot.

Interview with the Executive Director on 01/27/23 at 1:40 pm
revealed:

~She was aware of residents assisting Resident #2 outside to
the smoling area-offand on, -

-Staff had tried to stop the residents from assisting Resident #2,
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-A lot of times he would not say anything and Just start

walking down the hall and a resident ld come up beside

him and guide him to the smoking area.

~Resident #2 was blind, but could see light and that was how
he would attempt to walk to the smoking area without
assistance.

Interview with the Executive Director on 01/27/23 at 1:40 pm
revealed prior to November 2022, Resident #2 was dependent
upon whoever got beside him and helped him move around the
facility,

The facility failed to provide supervision for.].of 5.residents

sampled (Resident #2) who was blind and assessed as needing

S A R Y e e Y S A SOk arem
was being assisted by residents and not staff, The facility’s
failure was detrimental to the resident's health, safety and

welfare which constitutes a Type B violation.

The facility provided a plan of protection in accordance with
G.8. 131D-34 on 12/15/22 for this violation,

THE CORRECTION DATE FOR THE TYPE VIOLATION
SHALL NOT EXCEED  February 26,2023.

Rule/S
10A NCAC 13F .0902(b)/Health Care

The facility shall assure referral and follow-up to meet the
routine and acute health care needs of residents.

M POC Accepted
BG

DS Inttials

Level of Non-Coropliance:
STANDARD DEFICIENCY

Pindings:
Findings: Based on record reviews and interviews, the
facility failed to ensure physician notification for 1 of 5
sampled residents (Resident #2) according to facility policy to
notify the proscribing provider of missed/refused medications
after three (3) consecutive medication refusals,

The findings are:

Review of the facility’s policy for Missed or Refused
Medication dated September 2021 revealed:

~Missed/refused medications are documented in the resident’s
medication administration record (MAR) and the provider,

responsible party/guardian is notified and documented,

10A NCAC 13F 0802 HJ} )
The Wilson Heusa shall ensure raferral and follow-up to mes
Ihe routine and acul hoaith care ngeds of Residanls,

The ED and Cate Manapars will teview Malij¥ Cara Reports
dally to review and follow 5#3 with making sura the Physiclans]
fhiave bean netified approprialely of missad of rafuse

medications, Ongoing.

2UIG2023

24262023

Garé Menbgers will raview Faciliiy decumentalicn daily willy 2612023

ED le ensure documertalion Is in place, as wall as lo follow
up on &ny noted araas of concemn, Ongoing.
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~The Medication Aide (MA) and/or Resident Care Coordinator
[ (RCC) notifies the preseribing provider of missed/refused

medications immediately using the Medication Notification
form after three (3) consecutive refusals unless the medication
is related to Diabetic, Coumadin, Seizure Disorders.

Review of Resident #2°s FL-2 dated 11/20/22 revealed a

diagnoses included selzure disorder, blind, hypertension,
irritable bowel syndrome, schizoplrenia, anxiety, glaucoma
and elevated prostate specific antigen,

Review of Resident #2's Physician Order Report for October

| 2022 revealed.an order for brimanidine-timolol (Combigan)
drop in the right eye twice a day; 8:00 am arid 8:00 pm.

(Combigan 1§ & fea et o e 6 e g e ssire 1 hside
the eye due to glavcoma.

Review of Resident #2's October 2022 eMAR revealed:
~There was an entry to instill one (1) brimonidine-timolol
(Combigan) drop in the right eye twice a day; 8:00 am, 8:00
pm. :

-On 10/02/22, it was documented Resident #2 refused
administration at 8;00 pm,

~On 10/03/22, it was documented Resident #2 refused
administzation at 8:00 am.

~On 10/05/22, it was documented Resident #2 refused
administration at 8:00 am and 8:00 prn,

-On 10/06/22, 1t was documented Resident #2 refused
aciministration at 8:00 am and 8:00 p.

-On 10/07/22, it was documented Resident #2 refused
administration at 8:00 am and 8;00 pm,

-On 10/11/22, it was documented, Resident #2 refused
administration at 8:00 am.

-On 10/25/22, it was documented, Rosident #2 refised
administration at 8:00 am.

Review of Resident #2's Physician Order Report for October
2022 revealed an order for artificial tears (OTC) drops; {nstill
ong (1) drop into both eyes twice daily; 8:00 am and 8:00 pm..
(Artificial tear drops is medication used to relicve dry, friitated
eyes.)

Review of Resident #2°s October 2022 electronio Medication
Administration Record (eMAR) revealed:

~There was an entry to instill one (1) drop of artificial tears in
each.eye twice a day; 8:00 am, 8:00 pm,

-On 10/02/22, it was documented Resident #2 refused
adminigtration at 8:00 pm.
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-On 10/03/22, it was documented Resident #2 refused
administration at 8:00 am,

~On 10/05/22, it was documented Resident #2 refused
administration at 8:00 am and 8:00 pm,
~On 10/06/22, it was documented Resident #2 refised
administration at 8:00 am and 8:00 pm.
~0On 10/07/22, it was documented Resident #2 refused

administration at 8:00 am and 8:00 pm.
~On 10/11/22, it was docunented, Resident #2 refused

adrmmstxatzon at §:00 am,
-On 10/25/22, it was documented Resident #2 refused

adnﬁnistl'ation at 8:00 am.

Review of Resident #2's Physician Order Report for October

202 T vRA I H R Lo ST e U s 2 Vo TRt e
(1) drop in right eye daily; 8:00 am. (Dorzolamide is a
medication used to treat glaucoma.)

Review of Resident #2’s Qctober 2022 eMAR revealed:
~There was an entry to instill one (1) dorzolamide drop in the
tight eye daily at 8:00 am.

~On 10/05/22, it was documented Resident #2 tefused
administration

-On 10/06/22, it was documented Resident #2 refused
adminigtration,

-On 10/07/22, it was documented Resident #2 refused
admlms’zratmn

~On 10/11/22, it was documented, Resident #2 refused
administration.

-On 10/25/22, it was documented Resident #2 refused
administration,

Review of Resident #2°s October Progress Notes revealed:

~On 10/02/22, the provider was notified Resident #£2 refused

one time dose of the artiticial eye drop and brimonidine-

timolol,

~-0n 10/05/22, the provider was notified Re31dent #2 refused

one time dose of the artificial eye drop and brimonidine-
timolol,

Telephone intetview with the Resident Care Coordinator
(RCC) on 12/02/22 at 2:25 pm revealed:

-Resident #2 could be very non-complaint with his
medications.

~The facility's policy was to notify the doctor if a resident had

refused to receive their medication for theee consecutive days.

~She did not know why the doctor was not notified Resident 2
refused to receive his eye drops three days in a row,
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Telephone interview with the facility’s Primary Care Provider
(PCP) on 12/21/22 at 3:40 pm revealed:

-Resident #2 was very non—comphant, with the administration
and could not be forced to receive his eye medication,

~The risk to him would be pain and worsening of his vision and
ocular pressure,

-Although Resident #2 was very non-compliant with his

medication administration, she still expected to be notified
when multiple administrations wete missed.

-8he was notified when Resident #2 refused a one-time dose
on 10/02/22 and 10/05/22.

~She was not notified when Resident #2 refused medication

administration on 10/06/22, 10/07/22, 10/1.1/22.and.10/25/22.

R \\&

IV. Delivered Via: | Hand-delivery Date; 02/08/2023

DSS Signature: {% )é;/ é . Retutn to DSS By:
W?ﬁ : 02/28/23 ]

V. CAR Received by; Administrator/Designes (print name): T) 4 pryy 'ﬁa HIS A0
Signatue: DO% pg sy Date:c? / 8 [ 3
Title: /Fems sl P T ot o

VL Plan of Correction Submitied by: | Administrator (print name): "} )Qnm 'j)a iils) ,

Signature: | JO-N H e, IOLANS oy Date: 2 /8T 0.3
LA |
VIL Agency’s Review of Facility’s Plan of Correction (POC)
l .
[V POC Not Accepied |By: Boudz (ot Date:  03/01/23

CommentsiTha POC. submitted for.the Type B Wiolation cannot be accepied at this time, The POC
does.not.provide the interventions placed on the care plan and does not clearly address thé
supervision needed by the resident. On 02/08/23, the resident involved in the Typé B violation

was ohserved in the smoking.area with .no supervision. Please revise and resubmit. THanK you:

' 'EZI'POC’AcEeptM By Pandza ant Date:  (03/13/23
Comments: 4
| VIO Agency’s Tollow-Up | By: | Date:
Facility in Compliance: [ | Yes [ |Na [ Date Sent to ACLS:
Comments:
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