FRINTED: 10072024

| Medication Staff

10A NCAC 13F 0403 Qualifications OF
fMedicalion Stalf

(@) Adult ¢ars home staff who administar
medicailons, heraafier rafarrad to as madication
eldes, and thelr direct eupamvisars shall complete
tralning, clinfcal skilis validation, and pass the
writien axamination as gat forth in G.S.
131D-4.58. Persens authorized by stale
occupational licansure laws to administer
medicsiions ara axampl from this requiremeant.
Reedtopted EF, July 1, 2021.

This Rule is not mot as evidencad by:

Bassd on cbsarvalions, interviews, and racord
ravigws, the facility failed to ensura 3 of & staff
{Stafis A, B, and D) who administered
madications hed & complsted madication cliniea!

sKills ehacklist evaluation prior {0 administration
of medications.

The findings are;

1. Review of tho Staff B's parsonnel racord on
09118124 revesdled:

~Thare was no hire dale documantad.

-Thera was decumentation Siaff B completed the
15-hour stala approvad medication administration
training proaram an 07/42/23.

! “Thare wae no documentatian Siafi B pasesd the
madicalion aide test.
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DOXO Inftial Commants pseo  [The following is the Plan of Correction
! for Brookdalz Smithfield regarding
| The Adut Cere Lisensure Section conducled an the Statement of Deficiencies date
| nnual and fllon-p curvey on Saptembes 16, D/19/24. Thiss Plan of Correction is
{ 2024 ond Saptember 19, 2024, hot to be coristrued as an admissian
; of or agreenient with the findings and
D125 10A NCAC 13F .0403(a) Qualifications Of p12s  ponclusions in the Statement o

Deficiencies, or any related sanetion
or fine. Rather, it is submitted as
confirmation of our ongoeing efforts to
comply with statutory and regulato
requirements. In this document, w
nave outlined specific actions in
response to identified issues. We
nave not provided a detailed response
o each allegation or finding, nor have
we identified mitigating facfors. We
remain comitted to the delivery of
quality healtly care services and wil
continue to rnake changes and
[mprovemerit to satisfy that objective.

Business Office Coordinator (BOC) 11/3/24
ill audit 101)% Medication Staff filés
for reguired tlocumentation.

ny Medicaiion Staff files thatare  11/3/24
issing any of the required training,
esting, or slills validations will have
he respective item completed upon
iscovery, afd prior to Med Tech
eturning to the medication cart to :

~There was no documentation of an amploymant dminister riiedications.
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| verification form for Staif . ) . )
- ~Thefa was no decumentation Staff B complsted BOC Wil:r ﬂeﬂfy e}ndencei: (>ft 11/3/24
the madication chinical skilis compatency sticcessiul completion of State
; validation chacitist Medication Aide Testing, approvec
' bl Sl oAl 15 Hour Medication Aide traming,
F o8 b o e Al o and Medicagion Clinical Skills
He had been employed ot the facily for about Xﬁ'ﬁ?ﬁ“"iﬂ ;“'; cg? e'ﬁtﬂe prior to staff
fwo menihs {no exact date of employmant g InGep Y.
provided).
1 -Hawas a MA,
' -He documented notes in resident’s efecironic
: medication administration records {EMARS) z H i H
Including medication refusals, medications used E"Sc”h!’e Elgr ector (E??i' 5‘”'1"' re"l,ﬁw d:] 13124
as naedad, and bleod sugar reedings, ano ven_fy presence of 1o nour Medi-
: cation Aide fraining, Medication
! Observation of the 8:00am madication pass on Clinical Skills Vali ation, and
{ 0819724 rovealed; successful completion of the State
 <$taff B made a madication aror while hi\ﬂed_ncatlon Aide Testing for ACH
) m}nii:ering medications to & residant during the }fmithm ?10 days of skills validation
Acalion puys, or each neyy hire ication Aide.
~Stafl B administered 1 puff of Combivant r W Medicat .
. Respimat inhaler {used ta traat chronic
: va pul di tead of 2 puff —
g e OB HESERY afhad 211 paita BOC will utilize employee file ~ 11/3/24
: Lcompllance tracker to ensure required
 Observations of Steff B, MA on 09/18/24 et documentation is present in files.
! 19:04pm revealed: Compliance: tracker will be reviewad
. -Staff B entered a rasident's room with aquipment weekly, and as needed to ensure
i for bleod supar monitoring, compliance. .
: «5taf? B obtalned a blood suger reeding on the
. resident,
" Reviaw of &edication Administration Records
: {MAR) for August 2024 and Seplsmber 2024
 yavealad Staff B decumanted administering
: madication 1o rasidants on 06/23/24, 03/23/24,
| 08126424, 08/28-31/24, 08/01/26, 09/02124,
- 09/05-07/24, 09/0824, 09112124, and
L , 09/14-15/24,
Oivisien o2 Hoghh Saivies Regulation
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Interviaw with the Buginass Qffica Managsr
(BOM) on 09/19/24 at 8. 10pm revealed:

-3laff B was hired an 02/01/2024,

She weas responsiola for ensuring sleff hirad as
radicetion aides compiated and passed the
madication alde test.

-She chacked the medication akia regisiry upon
hirg.

-She did not always print verification of ths staff
passing the medication aide teel when she
chagked for it,

Observation of the BOIA on 09/18/24 at 6:10pm
raveglsd:

<The BOM accassed the madication glde ragiatry
fram har computer.

<The BOM presanted documantation that Sisf B
passad the madication aida teat on 07/22/03,

Intgrvisw with tha Heaith and Wellness
DirectorMurse {(RN) on 09/19/24 batwsen 6:14pm
and 6:35pm revealad:

-She schedulad the MAs {o administer
madications at tha fecility.

-She was rasponsible to onsure MAs warte
qualified to administer medieations.

-Sha was rasponsibia for parformiing ks
medication aide clinfeal skills compatancy
avgiuation,

-She performied a medication alde clinical skills
compsatancy evaluation for Staff B on 08/12/24
occording to documaniation on her calandar,
«She could not find the completed medication
gidde clinical skilis compatancy validation checklist
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for Staif B,

Intarviaw with tha Administrater on 0899124 at

6:¥5pm ravealed.

-Ha refied on the BOM te ensure the psreennat
Givision of Health Senvice Reguatisn
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' filos ware complated,

" -He ralisd on the HWD 1o make sure the MAs

- ware quelified to gdrinioter medications.

- «Ha did nof currenily have a syalem {9 chack the
. parsonna! filss.

; 2. Raviow of Stefl A's parsonns! record reveatsd:

+ «Sief Awas hired as a madication gids (MA) en

02/22124,

-There wae decumantation of Staff A passing the

MA wriltsn exam on 03/22/17.

There was documantation of Steff A complating

. the state-approved 156-kour A training course en

~02HENT snd 02407724,

' “There was a medicatian administration skills
validation form for Staff A dated 03115124,
-The madication adminiatration skifia validation

; formwae incomplate and onfy ineludad the first
and last pagas of tha fom, which was saciions 1,

: 2,3, and 4 of the skillsMtagks chackllel.

" -There was no page 3 or page 4 of the
madication administration gkills validation form for

. Staff A which was ssctions 4 through 13 of the
foran,

" Reviaw of regidents’ August 2024 - Septembar

: 2024 olactronic medicalion edministration records

. (eiMiARs}) on 08/18/24 revealed:

t’ -Slafl A docurnented administering medications

i on 8 of 31 days from 0/01/24 - 083124,

} including 0B/15/24, 0816124, 0BI22124, 08124125,

| 08/25/24, and 08729124,

'+ -Blafi A documented sdministering medieations

“an 7 of 12 days from 02701724 - 0919724
including 09/10/24, 08/11/24, 08/92124, 08113124,

_08716/24, 09718124 and 09719724,

* Observation of tha §:002m madicalion pass on
: 09119124 ravaalsd;
: «Staff Amede 3 madication etrars while

D125

Division of Mealth Sevice Regulation
STATE FORM

HYNT1

i eontinustion shas dofas



PRINTED: 10/07/2024

adminisiaring madications to two residenis during
{he medication pasa.

=Stafl A administersd Caleium with Vitamin D
600/400 unis (a supplamani} to a resident bui the
iezidant was ordarad to racaive Calcium with
Vitsmin D 800/200 units,

~Staff A did not insteuct a rasident to use 1 spray
of Flonase nasal spray (for seesenal allsrgios) in
cach nosleil and tha residant used 2 sprays in the
Taft nostri! instead of 1 apray as erdered.
-Blafl A did not administer Asgirin 81mg (used to
pravant haar atiech and stroke) to a resident des
to the medication baing unavailable,

Intervisw wilh the Businass Office Manaper
{BOM) on 09/§6/24 at 6:10pm raveslad:

-She usually checkad the onfine reglstry when a
b4~ was hired to see if thoy had passed tha (A
wiritten exam.

~The Health and Waliness Dirgetor (HAWD) was
rasponsible for MA qualifications such as the
madication adeministration skills validation and the
§M0/15 hour IRA tezining coursos,

-Sha could not locate a medication administratlon
shills valiclation form for SteffA.

intervisw with the HWD on 99/19/24 21 8:16pm
ravaaled:

<5t was 4 registered nurss.

-Newly hired MAs usually shadowed another MA
for 3 days during medication passes.

-On the third day, ehe usually obssrved the new
A during the madication pass and checled
them off for the madication edministration skills
validation form,

-She chacked off Staff A but she was nol sura
why Stafi A's madication administeation skills
validation form was missing pages.

-Sha eoutd net locatz the missing pages.
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{ Interview wih the Administraior on 0B/1224 at
! 6:15pm revasled:
| -He was not aware Staff A's medication
; administration skile validation tonm was
j incomplata,
" -Ha retisd on the BOM to ensurs the parsannat
! flos ware complated.

-Ha retied on the HWD to meke sura the MAS
: ware qualified to administar medications.

» «Ha did not cutrently have & system to chetlt the
! pereonnet files.

{ 3. Reviaw of Staff D's parsonnel record revealad:
. <Sieff D was hirsd as a medicetion 2ide (MA) on
0523724,
~Thare was documeniation of Staff D passing the
; MAwritton oxam on 02119716,
| -Thare was dotumentation of Staff © complating
the state-approved 15-four iAA training course on
| 05/31/18.
1 =Thore wes no documantation of Steff D
* conpialing the madication administration gialis
 validation form.

 Review of residents’ July 2024 - Saptembar 2624
{ elaclronic madication administration records
| {eMARe) on 09/19/24 ravaalsd
;: -Staff D documented edministering rmedicalion on
« 07130724,
i -81aff D dacumanted edministerng medicalions
. on 4 of 31 days from 08/01/24 - 08/31/24,
; including 08/09/24, 08/14/24, 0812324, and
i 08/28/24,

1
} Intarvigw with tha Business Offlce Mansger
! (BOM) on 89/19/24 2t B:10pm revealsd:

-She usually chacked the onling rogistry when a
| MAwas hired to 8¢ if they had peseed the M4
i writien exam,

3 -The Heaith and Wollness Director (HWD) was

D125
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1o
PREFIX
TAG
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D 125 Conlinued From page &

! raponsible for MA qeakifications such as the

! madication adminkstration skills validation and tha
* 8140415 hour MA balning coursss.

, *Sha eoutd notlccate & madication administration
* gkills validstion form for Staf D.

Interviaw with the HWD on 09/19/26 o1 5:18pm
- rgvesled:
: «Bha was g regislered nurse.
i -Newly hired MAs usually shadowed ancthar MA
; for 3 days during medication passss,
On tho third day, sha usualy observed the new
MA during tha madication pase and chetked
tham off (or the medication adminiztration skills
validation form.
* «She ihought she had checked off Staf D on the
- medication administration validatian form when
. Staff © was Rired bl she could not locate the
form.

* Interviaw with the Administrator on 0971224 at
' §:15pm revaated:
; -Ha was not aware Steff D did not have &
madication administration skills validation form.
-He relizd on the BOM {0 ansure the personng|
: filos ware complatad,
. -He retled on the HWD to maka surs the iMAg
. wara qualified to administer madicalions.
' «He did not currantly have 8 system to check the
. personnel filas.
D234 10A NCAC 13F .0703(a) Tubareulosis Tast,
i Madical Exam & Immunizatio

. 10A NCAC 13F .0703 Tubarculosts Test, Madical
. Examination & Immunizations

" (a) Upen admission to an adull care home each

" 1esidant shall bs testad for tuberculosis diseace

. in compliance with the conlrel maasures adoptad

D125

D234

or Resident Care Coordinator (RC

will completi2 100% audit of resident

charts to confirm residents have .11/3/24

received a {vo step TB fest upon
dmission, iind documentation is

present as réguired.

Health and ‘Nellness Director (ng)
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0 234| Conlinuad From page 7 D234 .
by tha Commission for Public Health g5 specifisd Resnlqc?gt charts g\gted to not hﬁve 1173124
in 10A NCAC 41A 0205 including subseausnt a valid 2-stap PPD present, wi ha% e
amandments and ediliens. 2 TB test placed within 24 hours o
discovery, followed by a second
step placed at the appropriate
timeframe viith proper
documentaiion.
HWDvaiII utjlize f residem;fyﬁle ;1!3/24
) . . ] compliance tracker to verify require
This Ruls is not mst as svidenced by: items are campleted on each
Basad on record reviews and interviaws, the ident and documented. Thi
facility failed (6 ensure 4 of 5 sempled rasidents resicent a ¢ cul ed. Tnis
(2, 43, #4, 5) were tested upon admisgion for tracker will e reviewed weekly ang
tuberculosis (TB) disaasa in complienca with the as needed {o ensure compliance.
control maasurgs for the Commission for Health .
Services, HWD or RGC will complete chart  11/3/24
i audits, revicwing a minimum of 2
The findings are: charts per week for compliance.
1. Review of Rosidont #3's FL2 dated 09/09/24
rovasled diggnoses includad, diabatas type I,
unspeclfied damentia without behaviors, syncope
and collapse, atharoselarotic hoan dissase of
native coronary ariery witheul 2ngina pacions,
essential hyparenston, chronic kidnoy dissase,
paychotic disturbancz, mood disturbanca and
anuisty disordar,
Raeview of Resident #3's Resident Registar
raveatad, Residant #3 was admitted to ihe facility
on 04712124,
Ravlsw of Resident $3's record revealed:
-Thers was no documentstion of a tubarculosls
(TB) tast since Residant #3 was admitled o the
facility on 0412124,
Interviaw with Resident #3 on 09/19/24 at 5:17pm
revaakad:
Division of Honlth Sarvico Reguintien
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D234} Continued From pegs B D234

-Sha thought she had talen & T8 skin last elace
she moved to the facility but could aot remomber
the date of tha TA teat.

-She had not shown any signs or symatoms of
8.

Intarvigw with tha Health 2nd Wallnass Diractor
(H\WD} on 08/19/24 at 5:42pm revealed:

-Sha remembared Residant #3 (aking tha
QuantiFERQN-TB Goid {QFT) TB tagi, but she
could not lecata tha TB test resuits.

-Residen] 43 had not shawn any symploms of
T8,

-The previous Health and Wallness Ceordinator
(HWC) was respensibla for ansuring T8 togie
were compleisd,

“She would administer 2 T8 rest for Rasiden #3
teday, 0971924,

2. Ravisw of Reglidemt #4's cuent FL2 daled
02/09/24 revealed diagnoses ncludad dementia
without bshavioral psychatic distuthance, mood
diclurbance and anxiety, atharozclarolic haart
disease, osteoporosis, epilapay, esasntizl pimary
hypartonsion, major depressive disordsr, and
arwtraliem and thrombosis of unspscified vain,

Reviaw of Residant #4's Resident Registor
revealed:

-Thera was no information provided for tha date
of admnisaion.

-The resldant was admitted from a privale
rasidsnee.

-Tha decumant was signed on 03721723,

Revizw of Rosident #4's TB skin testing records
tevoalad:

-Thera wag gacumantation of a T8 skin test read
28 ngpalive on 02/(:3/23.

-Thane was decumentalion of a second T8 akin
Division of Hagie Sanviea Reguialon
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' test placad on 04/02/23.

; “There wars rio rasulis of a rasding for ths

1 04/02423 T8 skin 1631 plecad.

+ “There wae & TB Surveillance Questionnaire with
: an effective dale of §4/04/23 dosumantad and

: signad olectronicaliy an 04/20/23 with

* documgnted rasults of “this residant eppears 1o

| be frem of the dinfce) symplome of tubercutosis®,

" Interview with the Heaith and Walinsss
 DirectorNurse (RN) on 0818724 batwasan 3:30pm
. to 3:40pm rovealsd:

- «Bhe could not find any decumantation of the

: feauits for the T8 skin test placed 1o Resident 14

© on D4/02123.

; *She was currantly parforming dugl ralas because
! tha Health ard Wellnaes Coorginator poskion

, Wag vaeani.

: «She was Unawars TB tesis wara not up to date.

' Based on observations, intarviews, and record
! revlew, it waa determined Rasidant #4 was not
; Interviswable,

. 3. Reviaw of Resident £5's current FL-2 dated

: 09/08/24 revoeled dizgnoses included disbates

- mallitus withoul complication, gastro-escphageal
! reflux diseass, bipolar, hypomagnesamia,

| candldiasis of gkin and neil, essentisl

; hyparigncion, osteoarthritis, and overactive

| bladdsr,

1 Revisw of Resldent #15's Residont Ragister

i revaaisd:

. <There was no information provided for the date
: of admission.

: -Tha resident was admitted from & private
 rasidancas,

; «Tha document was signed on 0729123,
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Revisw of Resldent #5's T aiin tasting records
ravealed:
-There was dosumantation of & TB shin test
! placad on 07727723,

~Thgra was no ¢date documeniad of whan the TS
© BHin tasi was read,

~Then was gocumantation of & TB skin teat road
, &8 nagative on 0320024,

1, Interviaw with the Haalth and Wellness
Diractorurse (RN} on 09/12/24 batwaan at

| 12:30pm revaaled:
-Sha could not find any decumsntation of the

; rasulle for the T8 akin teat placed to Residen ¥5

j o0 07/27/23,

‘ -She wig not employad at the factity unti)

. Qciober 2023,

! “The Health and Wellness Cogrdinator (HWC)
was rasponsita for ensuring 2-atap T8 skin lasis

; ware performad and documantsd end tracked an

 facility racking log.

- She was curantly parforming dual roles betauss

| the HWC position was vaeant.

! -Shs was unaware T8 tosts ware not tip to dals,

* Based an ohssrvations, interviews, snd racord
" review, it was dalermined Resident #4 was not
_interviewable.

: 4. Reviaw of Residant #2's currenl FL-2 dated

! 08/16/24 revealad diagneses included fow back

" pain, essential hypariension, metebolic

, encaphalopathy, chronkc respiratery fallure,

- pastrossophageal reflui disease, wedga
compression fracturs of first lumber varebra,

. acute cysiile, bradycardia, chronic obstructive
pulmonary diseass, osteeporosts, Vitamin D
deficlency, atherosclerolis heart disaasa, and

* gngmia,
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Reviaw of Resitient #2's Resident Register
revealed the rasident was admitted to the facility
on 04/01/24.

Revisw of Resident #2's tuberculosis (TB) skin
tests revesled:

~There was decumsntation of a TB skin test
placed on 03/168/24 and read as negative on
0320124,

-Thare was no documentation of any other TB
skin tests.

Interview with tha Heaalth and Wellhess Director
(HWD) an 09/19/24 at 12:25pm revealed:

-5he was a ragistered nusse.

-She placed a TB skin test for Resident #2 today,
09/19/24, because sha could not find a second
step TB skin test in the resident’s record.

-The Health and Waliness Caordinator (HWG)
was responsible for resident TB skin {ests, but
the HWC position had been vacant since July
2024,

-The facility used a care tracker system and the
HWC was responsible for the section of the care
tracker for immunizations and TE skin {asts.
<With her HWD duties, there had not been
enough time te review the care tracker for &l
residents.

Interview with Resident #2 on 08/19/24 at 5:03pm
evealed:

-The facility's HWD place a TB slin tast for her
today, 09/18/24.

-She did not recall having any 7B skin tesis prior
to today, 08/18/24.

-Sha deniad any sympioms of TB disease.

Atempled telephone interview with Resident #2's
primary care provider (PCP) on (18/19/24 at
4:29pm was unsuccessiul.
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D 263 10A NCAC 13F .0802 (8) Resident Care Plan D283
104 NCAC 13F 0802 Resident Cara Plan
- . HWD will complete 100% chart  11/3/24
(o} The facility shall assure that the resident's audits to elflSUil'Je resident care p lans
physician authorizes personal care sarvices and h id : " ithin 15
certifias the fallowing by signing and dating the ave proviger signatures witnin
care plan within 15 calendar days of completion days of the: completion of the care
of the assessment: plan.
{1) the resident is under tha physician's care;
end _ Resident care plans without proper 11/3/24
(2) the resident has & medical diagnosis with provider signatures, will be updated
fzss:actaled physical or mentat hmrtatml?s th.:at within 24 hours of discovery, sent to
justify the personal care services specified in the the provid er. and si gned by the
K Pt provider within the required 15 days.
This Rule is not mat &5 evidenced by:
Based on observalions, record reviews, and HWD or RCC will utilize a resident 11/3/24
inlerviews, the facility failed to sasure care plan file compliance tracker to monitor
assessments were completed and signsd within : : :
15 days of completion for 2 of 5 sampled ggg};le;‘tlg& rgg Llel;ectil] [Jﬁggi’csie?}rfan d
rasidents (#1, #2). il .
documented within the proper time-
The findings are: frame. This tracker will be reviewed
weekly and as needed to ensure
1. Review of Resident #1's FL2 dated 03/27/24 compliance.
revealed:
-Dizgnoses included multiple sclerosis,
hypatlipidemia, essential (primary} hypertension, HWD -~ :
" i or RCC will complete chart  11/3/24
other specifiad hypothyroidism, and apdiie: 1 evi::‘win o mh?i i of 2
atherosclarotic heart disease of native coronary. ' 9 -
-Resident #1 was semi-ambulatory with the use charts per week for compliance.
of & walker,
Review of Resident #1's Resident Regisier dated
08/24/21 revealed Reosident #1 was admitted to
the facility on 08/31/24.
Review of Resident #1's care plan dated 09/14/24
revealed:
Division of Heaith Service Regulation
STATE FORM & KYNIH H continuation shast 13 of 44
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-The care plan was not signed by Resident #1's
primary care provider (PCP)} within 15 days of
completing the assessment.

-Rasident #1 was assessed as a fali risk.
-Rasident #1 used a walker and a wheelchair as
a mobility aid.

-She was independent with bathing, grooming,
dressing toileting, eating and transfors.

Raview of Rasident #1's care plan daled 03/14/24
revealed:

~The care plan was not signed by Residant #1°s
PCP within15 days of completing the
assessment.

-Resident #1 was assessed as a fall risk.
-Rasident #1 used a walker and a wheelchair as
a mobility aid,

-She was independent with bathing, grooming,
dressing toileting, eating and iransfars.

Cbservation of Resident #1's room on 08/18/24 at
9:28pm revealed:

~Rasident 1 was seated in a retlingr in har living
room.

~Rasident #1 had har walked placed in front of
her recliner.

-Resident #1 had a wheelchalr folded and placed
in the corner of the living raom,

Intervisw with Residant #1 on 09/18/24 at 9:280m
revaalad:

~She was a fall risk due to her diagnosis of
rauitiple sclerosis,

-She was capable of bathing and dressing
herself.

-She preferred to use her walker instead of the
wheelchair hecauss it helped to exercise her
legs.

-She used to receive physical therapy that halp
her with her walking.

Division of Heallh Sarvica Regulafion
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Telephone interview with Residert #1's PCP on
09/19/24 revealed:

-Resident #1 was a new patient and she had only
two visits with Resident #1.

-Her last visit with Resident #1 was on 08/09/24.
-Regident #1 was a fall risk.

-Resident #1 could ambulate with the use of a
whaeler which she preferred to usa.

-Resident ##1 was independent with ransfers.
-Sha had not reviewad or completad a care plan
for Resident #1.

Intarview with the Health and Weallness Director
{HWD) on 09/19/24 at 4:54pm revealed:

-She did not know why Resident #1's PCP had
not signed the care plan.

-Sho completed chart audits for weekly but had
not completed a chart audit in the past woek.
-She was responsible for reviewing all resident
care plans to ensure the care plans were signed
by all required parties.

interview with the Administrator on 09/14/24 at
5:20pm revealed the HWD was the person
responsible for ensuring the care plans are
campleted and signed by the residents' PCP,

2. Review of Resident #2's current FL-2 dated
0816124 revesled:

-Diagneses included low back pain, essential
hypariension, metabolic encephzlopathy, chronic
respiratory faiiure, gasiroesophageal reflux
cliseass, wedge comprassion fracture of first
lurnbar vertebra, acute cystitis, bradycordia,
chrenic obstructive pulmonary disease,
ostegporosis, Vitamin D deficiency,
atherosclerolic heart disease, and anemia.

-The resident was documentad as
semi-ambulatory.

Divislon of Hesllth Servica Regulation
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-The residant was documented as cantinant of
bowsl and bladder.

~The resident was dogumentad as requiring
personal care assistance with bathing and
dressing.

Review of Resident #2's Resident Register
revealed the resident was admittud te the facility
on 04/01/24.

Review of Resident #2's current assessmeni and
care plan dated 07/20/24 revealed;

-The resident was independant with using oxygen
and respiratory equipment.

-The resident did not require assistances with
eating, but her focd should be cul up in small
pigces in the kitchen.

-The resident required physical assistance by
staff with dressing lasks such as
fastening/unfastening clothing, pulling onfaking
off socks/hese, and putting en/taléing off shoas.
~-The resident required staff supervision and/or
verbal prompts as needad for bathing.

~The rasident required physical assistance by
staff with toileting.

-The resident used a watker and a manual
wheelchair and required physical aesistance with
ambutation and maobifity as neadad.

«The rasident was ortented to parson, place, and
fime.

~The resident could communicate needs and
preferenceas.

~The resident’s care plan was not signed by a
physician.

Inferviews with tha Health and Weilnass Diractor
(HWD) on (9/18/24 at 4:00pm and 09924
igvaaled:

-She faxed Resident #2's assessment and care
plan to the primary care provider (PCP) when she
Rivisian of Health Saecrvios Regulation
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completed the assessment an 07/29/24.

~The PCP never returned a signad agsessment
and care plan to the facllily.

-She faxed the assessment and care plan to the
PCP again on 09/14/24 tut had not recelved it |
back. ;
-She did not fax or contact the PCP ragarding the
07/29/24 cara plan after it was faxed on 07/29/24
until she faxed it again on 091147234,

-She was suppssed to call the PCIY in 48 hours of
faxing the care plan if she had not received it
back.

~Tha Health and Weliness Cogrdinator (HWG)
position had been vacant since July 2024 and she
had been busy trying to do her tasks as well as
the HWC fasks.

3
]

Observation of Resident #2 on 09/19/24 at i ]
5:03pm revealed: : I
-The resident was in the dining raom ealing

supper indepandently.

-She was sitting in a wheelchalr at the dining

room tabla.

~The resident had an oxygen soncentrator and

was recgiving oxygen via nasal cannula.

Interview with Resident #2 on 09/18/24 at 5:03pm
reveated:

~She usaed continuous axygen and she had an
oxygen concentrator and portablz oxygen tanks if
neadad.

~The facliity staff assisted her with bathing and
drassing.

-She just received a bath today, 08/19/24, with
slaff assistance.

Atternpted telephone interview with Resident #2's
PCP on (9/10/24 at 4:28pm was unsuccessiul.
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Sarvice

10A NCAC 13F .0204 Nutrition and Food Service
(b) Food Preparation and Service i Adull Care
Homes:

{1) Table servica shall include a rapkin and
non-disposable place satling consisling of at least
a knife, fork, spoon, plale, and beverage
containers.

This Rule is not met as evidenced by:

Based on observalions and inferviaws, the facility
faited o ensure a residont was providad
nen-disposable place settings including forks,
knives, spoons, and cups ai breakiast masl
servica for 1 of 5 sampled residants (#3).

The findings are:

Observation of Resident #3 on 09/18/24 at
9:01am revaaled:

-Resident #3 was eating breakfast in her room.
-The resident's breakfast meal was on a
slyrofoam plate.

-The resident's breakfast drinks were in
slyrofoam cups.

-The resident was saling with a plestic fork,

Interview with Resident #3 on 03/18/24 st 9:01am
revealed:

-Her breakfast meal was always served with &
slyrofoam plate, styrofoam cups, and plastic
utensils.

-3he would rather use non-disposable plates,
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D286 10ANCAC 13F .G804(b)(1) Nutrition and Food D286

ED or Dietary Services Coordinator

(DSC) in-serviced staff that resi- 9/20/24
dents should receive a napkin

and a non-disposable place setting
which includes a knife, fork, plate,
and beverage containers.

Staff assisting with setting and 11/3/24
serving dining room place settings

will have non-disposable items for

resident use.

ED, DSC, or other department

manager will be present during meals

per assignrnent by ED to ensure  11/3/24
proper place settings are being

utilized.

Division of Health Sarvios Requintian
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cups, and utensils.

Second observation of Residant #3 on 0811924
at 8:21am revasled:

-Resident #3 was eating her breskiast meal in
her room.

~Regident #3's breakfast meal was placed on a
styrofoarm plate.

-Resident #3 usad plastic eating utensils to eat
her brealfast meal.

-There were two styrofosm cups placed on her
nightstand.

-One slyrofoam cups was orangs juice and the
oiher cup was coffes.

Second interview with Resident #3 on 08/19/24 at
8:21am revealed:

-She ate her brealifast meal in her room.

~Her breakiast meal was servad on siyrofoam
plates, and she received a plastio fork, knifs and
spoon for her breakfast meat.

-She did not know why she was aerved her
braakiast mezl on disposabla piates and with
disposable eating utensils,

Interview with a personal care aitde (PCA) on
(9/19/24 at 8:48am revealed:

-Resident #3 ate her braakfast meal in her reom
most of the time.

-She did riot know why Resident $3's meal was
served on disposable place settings but thought it
was bacause Resident #3 had a better grip on the
disposable plate.

Interview with a second PCA on J@/19124 at
9:0Bam revealed:

«3he had assisied with serving residents thair
breakfast meal on 09/19/24 and had served
Residant #3 her breakfast meal in her room.
-Resident #3's breakfast meal was served on
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disposable place setling on D&/18/24,

-Rasident #3's breakfast meal was not always
served on disposable place seiiing.

-Resident #3's braakfast meal was served on
disposable plates because she liked to place her
plate in her lap while she ate, anc sha held the
disposable plate batier with her hands than thea
non-disposable plates.

-Restdent #3 had not stated she preferred to use
disposable plates and plaslic eating ulensils.

Interview with a medication aide {(MA} on
G9/19/24 2t 8:552m ravealed:

-Resident #3 liked to eat her breakfast meal in
her room because she was & late slespar.
-Resident #3's breakfast meal was served on
disposable plates with plastic wtensils; it was due
to safely issues in case Resident #3 dropped her
plate and cups and they shatliered,

-Resident #3 had nol requested ler breakfast
meal to ba served on disposable place satting.

Interviaw with a Dietary Manager an 08/19/24 at
9:00arn revealad:

-Disposable place settings were used for
residents who ate their meals in thair rooms.
~Using disposable ptace seitings weas due to
safety and saniiation concerns when rasidents
were sicl, and some residents wiouid not return
the non-disposable place ssilings.

Interview with the Adminisicator on 09/19/24 al
5:20pm revealed:

-Disposable plates, cups, and piastic eating
utansils ware used when regidents were
quarantinad due to COVID-18 restriction or othar
reasons for isolation when served meals in their
eaoms,

-He was not aware Resident #3's breakfast meals
were served on styrofoam plates and cups with
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Senvica

10A NCAC 13F .0804 Nutrition ary! Feod Service
(e} Therapeutic Diets in Adult Care Hornes;

(&) All therapeutic dists, including ruritional
supplements and thickened liquids, shall be
served as orderad by the resident's physieian.

This Rule is not met as evidencad by:

Based on cbservations, interviews, and racord
ravisws, the facility failed te ensure nulritional
supplamants were sarved as ordered to 1 of 2
sampled residants {2} who had orders to receive
nuiritional suppfements.

The findings are:

Observation of the kitchen an (9118/24 at
10:08am revealed:

~There wers 2 cases of nutritional supplements in
tha raffigarator.

-0Ona case was unopened, ang the other case
was over 3f4th ful of 8-cunce cartons of
chocolate nutritional supplement drinks,

Review of Resident #2's current Fi.-2 deted
08/16/24 ravaaled:

-Diagnoses included low back pein, essential
hypartension, metabolic encephalapathy, chronic
respiratory {ailure, gastroesophagaal reflix
disease, wadge compiession fracture of first
lurnbar vertebra, acute cystitis, bragdycardia,
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plastic eating utensils.
-The facility had enough non-disposable place
seltings, cups and eating silverworg {o serve alf
residents who ate i their reoms and in the dining
room.
D316 10ANCAC 13F .0904(e)(4) Nutrition and Food D340

HWD in-serviced Med Techs on  10/30/24
the importance of ensuring residents
receive supplements per MD orders.

Med Techs will provide residents  11/3/24

with ordered supplements as shown
on the EMAR.

HWD or RCC will complete chart  11/3/24
audits at a minimum of two charts

per week to monitor for compliance

with provicler orders.

Divislon of Health Servica Repgulation

STATE FORM

HYN111 I} continuation shaot 21 of ¢4




PRINTED: 10/07/2024

FORM APPROVED
Bivision of Health Servicz Requlation
STATEMENT OF DEFICIENCIES {11} PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUGTION {X3) DAYTE SURVEY
AND PLAN OF GORRECTION ADENTIFICATION MUMBER: A BUILDING: COMPLETED
R
HALOBEOTS B.WING 60/15/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF SODE
R30 BERKSNIRE ROAD
BROOKDALE SMITHFIELD
SMITHFIELD, N 27577
(<410 SUMMARY STATEMENT OF DEFICIENGIES B PROVDER'S PLAN OF CORREGTION )
PREFIX {EACH DEFICIENGY MUST BE PRIECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
176 REGULATORY OR £LSG IDENTIFYI)G "MFORMATION) 176 CROSS-REFERENGED TO THE APPROPRIATE bATE
CEFICIENGY)
D310 Continuted From page 21 D310

chronic ebstructive pulmonary dissase,
osteoporosis, Vitamin D daficiency,
atherosclarotic heart disease, and anemia,
-There was an arder for a nutritiona! supplemant,
drinlk 1 shake 3 times a day.

Review of Resident #2's monthly weight log for
July 2024 - Seplember 2024 revealad:

-On 07/29/24, the resident weighed 77.2 pounds.
-On 08/31/24, the residant weighad 77.6 pounds.
-On 09/10/24, tha resident weighed 78.3 pounds.

Observation of the facility's therapeutic diet ist
posted in the kitchen on 02/18/24 ravealed no
nutrifional supplements ware included on the diet
list, including for Residant #2.

Review of Resident #2's July 2024 - Saptember
2024 elactronic medication admiistration ranords
(¢hMARs) revealad:

-There was no entry for a nutrifional supplemant 3
times a day on either of the eMARs from July
2024 - Septernber 2024,

-No nutritional supplements were documented as
given to {he resident from July 2024 - September
2024,

Obssrvation ef the suppar meal on 09/19/24 af
5:03pm revealed Resident #2 was not served or
offered & nulritional supplement during the supper
meal,

Intarview with Residant #1 on 09710124 at 5:03pm
revaalad:

-She was supposed to be getting nulritional
supplemants, but she had not recaivad any since
she was at a rshabilitation facility a fow months
ago.

-8he did not know why she had nol received any
nuritional supplements al the facility,
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Intervigwr with & medication aide {(MA) on
08112124 at 3:.08pm revealed:

-Fhe MAs were responsible for giving nutritional
suppternents 1o residents.

-The nutritional supplements should be included
on the eMAR if there was an order.

-She did not giva nutritional suppiamanis to
Resident #2 because it was not included on the
rasident's eMAR,

-She did not know if the resident ad an order for
nutritional supplements or if anyene was giving
nutritional supplements to the resitient.

Inferviaw with the Health and Wallness Director
(HWD) on 09/19/24 at 5:35pm revealed:
-Resident #2's order for nutrition:f supplements
should ba on the eMARs.

-Yhe MAs ware responsible for giving nuiritional
supplemants o the residents.

~The Health and Wellness Coordinatar {HWG)
was responsible for making sure orders were
sent to the pharmacy and pul in ths eldAR
system.

-The HYWC position had been vacant since July
2024 so Raesident #2's order for nutritionat
supplementa must have been overoaked.

Attempted telephone interview with Resident #2's
primary care provider (FCP) on 08/19/24 at
4.29pm was unsuccassiul.

D358 10A NCAC 13F .1004(a) Medigafion
Administration

10A NCAC 13F .1004 Medication Administralion
{2} An adult care home shall assure that the
preparation and administration of medications,
prescription and non-prascriptior, and treatments

D 310

D358

HWD in-service Med Techs on  10/30/24
the 7 Rights and 3 checks of

Medication Administration for safe

and accurate med passes. She

also re-educated on the importance

of having ordered medications on

hand, ensuring medications are
administered per MD orders, and

the importance of notifying the

provider of missed doses of

medication,
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by staff are in accordance with-

(1} ordars by a licensed prescribing practitionsr
which are maintained in the residans racord: and
{2) rules in this Section and ths facility's policias
and procedures.

This Rule is not met as evidenced by:

Based on observations, interviews. and record
reviews, the facility failed to ensive madications
ware administerad as orderad for 3 of 4 residenis
(#8, #7, #8) observed during the madication pass
including errors with an inhaler for chronic
obslructive pulmonary disease (#6). a nasal spray
for seasonal allergies (#8), a calcium and vitamin
D supplameant (#7), and a madication used
prevent heart disease (#8Y%; and fo1 2 of 5
residents (#3, #4) sampled for record review
including an ervor with an Iron supplement (#3)
and a controlled substance for pain (i#4),

The findings are:

1. The medication error rate was 16% as
evidenced by 4 errors oul of 27 cpperiunities
during the 8:00am medication pass on 08419/24.

a. Raview of Resident #6's current FL-2 dated
08/08/24 revealad:
-Diagnoses included paroxysmal airiai fibritiation,
chronic systolic congestive heart failure, cardiac
pacamaker, sick sinus syndroms, assential
primary hyparlension, anxisty disordar,
hyparcholesterclemia, and vicerative progiitis
-There was an order for Combivent Respimat
20-100megfactuation (act) inbale 2 pufis (2
dosages) two times a day for shicrtness of breath,
{Combivent Respimat tnhaler is uged to treat
chronic ghstruclive pulmonary disease.
According to the manufaciurer, to prepare 1 dose
i {1 pufi): hold the inhater upright with the cap
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New Order Tracking Tool will be  11/3/24
‘utilized by the clinical team to

process new orders to ensure timely

and accurate order entry.

HWD or RCC will utilize the tool

to complete a second check on

entered orders to verify accuracy.

HWD will designate associate to  11/3/24
complete weekly medication cart
audits to ensure accuracy and

availability of ordered meds.
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closed and tum the clear base urdl a click is
heard; flip the cap open; breathe out slowly and
fully; close lips aroung the moutiniece, point the
inhaler toward {he back of throat; whils teking 2
slow, deep breath in, press the dogs releass
buiten; hold breath for 5 - 10 seconds; if more
than one dose (1 puff) is nesdad. repeat these
steps.)

Qbservation of the 8:00am medication pass on
09/18/i24 savealed:

~The medication side (WMA) prepared Resident
#8's Combivent Respimat inhaler by turning the
base of the inhaler until ane ¢lick vas haard and
administered the dosage to the rasidont at
7:55am,

-The MA did not instruct the resicent on how to
take the Combivent Respimat intalor dosage.
~Tha resident tock 2 guick inhalations from the
inhaier for the 1 dosage prepared.

-The resident did not take a slow daep breath in
or hold her breath for 5§ 10 10 s8conds.

~The VA did not prepare the inheler by tuming the
base until a click was heard for 2 second dosags
{pufi} to be administered to the rosident,

-The resident received | puil {dosage) instead of
2 puffs (dosages) as ordesad.

Review of Resident #8's Septemuoer 2024
electronic madication administration receord
{eMAR) revealed:

-Thare was an entty for Combivent Respimat
20-100mcegfact inhale 2 puffs orally two fimes a
day for shoriness of breath,

-Combivent Respimat inhaler was scheduled at
8:00am and 7:00pm,

-Combivant Respimat inhaler was ducumented
as administered frorn OX01/24 - 9/19/24,

Observation of Resident #6's medicalions on
Divislon ¢f Hezellth Servica Regulation
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hand on 09/19/24 at 11:34am ravealed:
~There was a Cormnbivent Respimal inhaler
dispansed on 07/16/24 with an opsnad date of
07/24/24.

~-The instructions were to inhale 2 pufis twice a
day for shoriness of breath as dirscted.

Intervisw with tha MA on 09719724 at 11:3%am
revealed:

-He did not think about neading i fum the base
of the inhalar for a second dosags (pufit to he
prepared and released for adminisiratian,

-The resident sometimes held her breath in whan
she inhaled the Combivent dogsage.

-The resident was not shorl of breath unfess she
moved around a lot.

Interview with the Healih and Wallness Director
{HWD) on 09/19/24 at 12:0dpm revealed:

-For Residant #6's Combivent Respimat inhater,
the MA should have prepared 2 dosages.

~The MA should have counted to 0 after the first
dosage, then he should have pranared 2 sacond
doszga and administered it to the rasident.

~The MA should have instructed the residant to
hold her breath for a few seconds.

-Tha rasident’s shoriness of breath varied but
usually increased when the residernt had swelling
in her legs.

Basad on observations, intarviews, and record
reviews, it was determinad that Resident 86 was
not interviewable.

Telephons intarview with Resident #8's primary
care provider (PCP) on 09119724 at Z:00pm
revealad:

-Residant #8 should recaiva 2 pufls of Combivent
Respimat inhalar.

~Sha did not have an immediate concern abotd
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the rasldent not receiving 2 pufis or 00/10/24,
however, it was important to get the inhaler ag
prescribed to prevant respiratory issues such as
shontness of breath and wheezing.

b. Review of Resident #7's curreni F1.-2 dated
09/09/24 revealad:

-Diagnoses included osteoporosis with current
pathological fraciura, Alzheimaer's disaase with
late onset, asthma, and majar depragsive
disorder,

~There was an order for Calium with Vitamin D3
600mgf20meg (20rcy is equal to 800 units of
Vitamin D3) give 1 tablet ona fim: & day for
osteoporosis.

Observation of tha 8:00am madicalion pass on
06/19/24 revealed:

~The miedication aide (MA) presared and
edministerad one Calcium 800my with Vitamin
D3 400 units tablet to Rasident 47 at B:25am.
-The resident waes administerad Catcium 600mg
with Vitarnin D3 400 units insteac of Calcium
600mg with Vitamin D3 800 unktz &5 ordersd.

Revisw of Resident #7's Septembar 2034
electronic medication administration racord
{eMAR) revealed:

<There was an entry for Calcium with Vilamin D3
600mg/20meg (800 unils) give 1 tebleione time a
day for ostetporosis,

-Calcium with Vitamin D3 wae sereduled at
8:00am.

-Caleium with Vitamin D3 600mg/20meg was
documented as administared from B9/0/24 -
09/18/24,

Ohsarvation of Resident #7's madications on
hand on 09/19/24 at 11:28am ravealed:
-There was a supply of Calciurn with Vilamin D3

D 358
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600mg/400 unils with a oycle start dale of
05111424,

~The instructions were to take 1 tablel every day.
-There were 19 of 28 tablets remaining.

~There wag no supply of Caloium with Vitamin D3
800mg/20meg (800 unils) avalatis f
adminislration.

Interview with the MA on 0919424 at 11:25am
revealed:

* -Either the MAs or the Health and Wallness

Director (HWD) entered orders inio the eMAR
system,

-8he had not noticed the strength of Calcium with
Vitamin D3 tablat in the eMAR system did not
match the strength listed on the madication labet,

Telephane interview with tha Quality Assurancs
Specialist at the facility's contracted sharmacy on
09/19/24 &t 2:44pm revealed:

-The pharmacy had &n order dated 03/21/23 for
Calcium 800mg with Vilamin 133 400 units 1 tablat
daily.

-The pharmacy dispensed Caicium 500mg wilh
Vitamin D3 400 units for the cycls siarl date of
09/11/24 based on tha order datad 03124423
~The pharmacy did not recaive Ranident 47's
FL-2 or physician's order sheats drled $9/08/24
wilh an order for Catcium 600mg with Vitamin D3
20meg {800 units),

~The facility was responsible for faxing FL-2s and
physician’s orders {o the pharmary.

Interview with the HWD on 0919122 gt 12:07pm
revealed:

-If the sMAR and the rmadieation label did not
match, the MAs were nol supposesd to administer
2 madication,

~The MAs should notify her of any discrapancies,
including the diserepancy with Rosident #7's
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Catcium with Vitamin D3 fablel.

~The MAs usually enterad the orgers into the
eMAR system, and the nigit shift MAS were
rasponsibls for checking the eliARs and the
madication labals,

-The Health and Welinass Coordinator {HWG)
was responsible for doing madicztion audiis
weakly, but that position had been vacant since
July 2024,

Interview with the Administrator on 0719724 at
12:65pm ravealed:

-if the 8MAR and the medication lahals did not
match, the MAs were supposed ta go to the HWD
or HWC.

~The HWG posillon was currently vacant, but the
MAs should have notifisd the HWE that Resident
#7's Caloium with Vitamin D3 did not malch.

Interview with Residant #7 on U9/99724 at
11:12am revealed she was not sure which
medications she recaivad or if sha received a
Calcium with Vitamin D3 tablet,

Telaphone interview with Resident #7's primary
care provider (PCP} on 08/10/24 st 2:00pm
revealed:

~There had bean no changes to tha resident's
Caleium with Vitamin D3 ordar; tha resident
should ko recaiving 860 units of Vdamin D3 with
the Calcium,

~The reésident was prescribed Calcium with
Vitamin D3 for low Viternin D3 lavels.

~The resldent's last Vitamin D3 leval was stable
but not recaiving the cosreet dosuagn of Vitamin
D3 could decrease her levels.

¢. Review of Resident #8's currant FL-2 dated
09447724 revealed:

-Diagnoses included essential primary

Divislon of Health Service Regulatian

STATE FORM g HYMTiY I egabinuation sheat 23 af 44




PRINTED: 10/07/2024

» ) ) FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES {X1) PROVITH RESUPPLIERIGLIA [X2) MULTIPLE CONSIRUCTION X3) DATE SURVEY
A0D PLAM OF CORRECTION IDENTIF JATI0N NUMBER: ( )COMPLETED
A BURDING:
: R
HALRS 1024 B, WING 0919/2024
NAME OF PROVIDER OR SUPPLIER STREET ADQRESS. CITY, STATE, 21° 2005
Ty
BROOKDALE SMITHFIELD MU ERRIINRGRIAD
SUITHFIELD, NG 27577
(Kay1b SUMMARY STATEMENT GF DIFICIENCIES o PROVIDER'S PLAN OF CORRECTION ey
PREEIX (EACH DEFICIENGY MUST BE PRI CENED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CONPLETE
TAG REGULATORY OR LEC IDENTIFVING INFORMATION) ™we CRGSS-REFERENCED TO THE APPROFRIATE BATE
DEFICIENCY)
D35¢ Continued From page 29 D358

hyperiension, hyparlipidemia, masular
degeneration, and anxiaty diserdur.

There was an order for Aspirin 81rig 1 tablat one
time a day, (Aspirin is usad o provent heart
disease.)

Observation of the 8:00am madicalion pass on
09/19/24 revealed:

~The medication aide (MA) prepaced and
administered oral medications screduted at
8:00am o Resident #56 at 8:40am, except for
Aspirin 81mg.

~The resident did not receive Aspinn 81mg as
ordered.

Indzrvievs with the A on 09/19/24 at 8:40am
revealed:

~The resident did not hava any Aspirin 81mg
tablets available for administiation.

-She did not know how fong the rasident had
been aut of Aspirin.

<The resident usually orderad her own
medications.

~Tha MAs usually lot the residant know when she
was down o § or § tablets of a medication and it
needed 10 be ordered.

-The resident might be waiting for the Aspirin to
come in.

Second interview with the MA ot (8/19/24 at
11:21em revealad:
-The resident usually ordered all her prascription
medications through a mail order phammacy,
~The resident usually picked up her
over-the-counter {OTC) madications when the
resident want shopping to retad stoses,
-The facility did not usually use: the bach-up
pharmacy for Resident #8's madications becausa
* the MAs usually let the resident know in 2 timaly
manner when she was running low,
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Review of Residant #8's Septembar 2024
glecironic medication administration racord
{eMAR) revealed:

-There was an entiy for Aspirin Bling 1 tablst one
time a day scheduled at 8:00am.

-Aspirin was documented as adiministered daily
from 018/42/24 - 091 8/24, GOM 744 and 09/18/24,
-Asgirin was dotumented as not sdministered on
09/16/24 and 08/19/24 <lus to the medication
being unavailable.

Obsarvation of Residant #8's medications on
hand on 09/19/24 at 11:232m revealed there wers
no Asplrin 81mg tablets available for
administration for the rasidant,

Intervisw with tha Health and Wz llness Director
(MWD} on 09/19/24 at 12:10pm 1evealed:
-Residont #8 ordered her own madications
through a mail order pharmacy.

~The resident's family usually bought the
residenl’s OTC madieations.

«The MAs were supposed to lat B resident know
when there was a 10-day supply of medications
remaining.

intervisw with the Administrator an 0919724 at
12:56pm revealect;

-The MAs should lat Resident #8 know
medications were needed befors the resident can
aut of medications,

-He thought they only used the back-up pharmacy
if it was too [ate to get a medication in tha same
night.

Interview with Resident #5 an 09/1324 af 5:05pm
revealed:

-She usually baught her OTC midications
herself.
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-The MAs usually lst her know before she ran oul
of medication.

-She thought the MA had told her yesterday,
0918124, that she naedsd some Lepirin,

-Sha had not gone to the stora to buy any Aspirin
yel.

Telephonre intarview with a cenlifind madical
assistant (CMA} at Resident #8's primary care
provider's (PCP) office or 0B/ 8424 at 4:25pm
revealod:

-Rasident #8 was faking Aspkin i pravent heart
disease and bacause the reskient had 5 corcnary
bypass graft.

-The resident should recaive Aspiin avery day.
~There were no immediate concerns for any
problems related to one missed coss on
09419/24.

d. Review of Resident #&8's current F1.-2 dated
09/17/24 revealed an order {or Flonase Nasal
Spray 50meg use 1 spray in each nostril two
times a day for nasaf congestion. {Flonase is
used to treat and prevent seasonal allergy
symploms.}

Cbservation of the 8:00am meditation pass on
08/12/24 revaaled:

~The medication aide (MA) handed the Flonase
Nasal Spray bofile o Resident #4.

~The MA did not instruct the sesident on how to
usa the Flonase or how raany sp ays fo use.
-The recident used 1 spray in the right nostril and
2 sprays in the lefl nostiril af 8.38arm.

-The regident received 2 sprays in the laft nostril
instead of 1 spray as ordered,

Revisw of Resident #8's Septamber 2024
glactronic medication administration record
{eMAR) revealad:
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~There was an entry for Flonass Hisal Spray use
1 spray in @ach nostiil two timas a ray for nasal
congestion.

Flonase was schedulad for administration at
8:60am and 8:00pm.

-Flonase was documensiad as adininisterad from
08/01/24 - GBM9/24.

Observation of Resident #8' medications on
hand on 09/19/24 at 11:23am revealed:

-There was one boitle of overthe-counier (QTC)
Flonasa Nasal Spray 80mcg with the resident’s
nams handwriten on the boitte.

~There was no other labefing on e hottie.

Intarview with the MA, on 08/19/24 at 11:21am
revealsdl:

-Resident #3 fiked to hotd the Flonase Nasal
Spray boitle hersalf,

-Sha usually watched the resident use the nasal
spray o make sure tha resident (i ii correctly.
-The resident usbally pust 1 sgray of Fionase in
each nostril.

Interview with the Heaith and Wallness Director
(HWD) on 02/19/24 at 12:10pm eavented:
-Resident #8 usually liked io hold the Flonase
bottle herself {o administar the madication,
~The MAs should instrunt the resdaent to make
sure she usaed the correct dosage:.

Interview with the Administrator on 09/19/24 st
12:56pm revealed the MA shouid have instnicted
Rasident #8 on how many sprayr. of the Flonase
to use.

Interview wilh Rasident #8 an 09/15/24 st 5:050m
revealed;

-She preferred to hold the Flonage bottle herself
and spray it in her nostrits,
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-Bhe usually used 1 spray in sach nosiit,

Telephone interview with & ceriified medical
asgistant (CIMA) at Resident #8's primary care
provider's (PCP) office on 09/19/24 ot 4:25pm
revealad:

-Resident #8 was receiving Fionesw Masal Spray
for seasonal allergies.

~The residant should raceive Florase as ordered
io help pravent allergy symploms.

2. Review of Resident #3's FL2 dawx! 08/09124
revealed:

-Diagnoses included, diabetas typa #, unspacifies
cdementia without behaviors, syncope and
collapse, atherosclarotic heart disease of native
caronary artery withoul 2ngina pectoris, essential
hypertension, chronic kidney discase, psychotic
dislurbance, mood disturbzncs and anxisty
disordar,

-There was an order for Fetrous Sulfate 325 mg 1
tablet every other day in tha muarning. (Farrous
Suliate is used {o freat or praven jow levels of
fron).

Review of Resident £3's elacimne medication
administration recerd (eMAR] for July 2024
ravealed:

~There was an entry for Ferrous Sulfate 326mg 1
tablat avery other day in the mantiag al 8:00am,
related to atherosclerolic heart disease of native
coronary without angina pectoris.

-Ferrous Sulfate was documsnted as
administered at 8:00am on 07/02/14 ang
Q7/Q4r24,

~Femrous Sulfate was documenierd as.
administerad ai 12:00pm on 07/06/24, Q7/06/24,
07110724, 07112124, 07114124, D716/24, 071824
07720124, 07122124, Q7 124424, 07726124, 07128124,
and 07/30/24.
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Review of Resident #3's eMAR for August 2024

" revealed:
-There was an anlry for Farrous Hutfate 326mg 1
lablel every othar day In the morming at 8:00am,
related to atherosclerotic heart disease of native
coranary without angina pectoris,
-Ferrous Sulfate was dosumenled as
administered at 12:00pm on OB/ 1/74 OB/0AI24,
08/05/24, 08/07/24, D8/00/24, (911724, DRM 3124,
08/15/24, OB/724, 0B19/24, 08:21/34, 0B/23i24,
08126124, (827/24, (828124 anc 08731424,

Review of Resident #3's eMAFR: fir Saptember
2024 ravealed:

-There was an entry for Ferrous Sulfate 325mg 1
tablet every other day in the maming at 8:00am,
ralated to atherosclerotic heart disease of natve
coronary without angina pecteris

~Farrous Sulfate was documented as
administered at 12:00pm o QG2124, 09704724,
08/06/24, 09108/24, 0924, 09 12/24, 09/1a/24,
09/16/24 and 09/18/24.

Interview with a medication aide (MA) on
09/19/24 at 5:14pm revealed:

-She had not administered the Farmus Sulfate
325mg to Resident #3 and was ro! gware the
redication had baen administered 2t the
ingorract tima.

-Medications wauld populote at te time the
medications ware to be administered and nof ata
iater time.

Telaphons interview with facility’s iocal phammacy
on 09/18/24 11:54am revealed:

-Resident #1 had an arder for Ferran.s Sulfate
J2omg.

~The Ferrous Sulfale was to he adrainistered 1
tablat every day in the rmoming 21 £ 00am,
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~The 8:00am time to administar the Ferraus
Suffate was created on the MAR, not 12:00pm.

Interview with Resident #3's primary sans
physictan (FCP} on 09/19/24 a1 12:08pm
revealed:

-Resideni #1 had an order for Ferraus Sulfate
325 1 tablet overy other day in the morning.
-The order was not written for any other
designated time to be administerad and should
had been administered as ardarved.

Interview with the Heallh and Wallness Director
(HWD} on 08/19/24 ot 5:42pm ravaaled:

-She confirmed the Ferrous Sulfate 325mg was
to be administersd 1 tablet in the moming every
ather day.

-Sha was not aware Residen] #3's Ferrous
Sulfate was being administered ¢t 12:00pm and
not at 8:00am.

=The MAs were to adminislar all medications as
ardered.

~The MAs could enter & diferant lime when
medications were not administerad at ils
scheduled time.

-Residents who ware adrainistedad sheir
madication late, were {0 e dosuranied on the
aMiAR.

Intarviaw with the Administrator on 09/19/24 al
§.42pm revealed:

“There was a grace pericd to adrainister
medication, 1 hour befare and 1 nowr afler the
scheduled time unless thera was an ordar to hold
the madication.

-The MAs were to administar all nadications as
ordered.

~The HWD reviewed the eMAFs [or to ansure the
medications were administersid ¢s ordered,
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3. Reviow of Rasident #4's current FL2 dated
09/08/24 revealed diagnoses included dementia
without behavioral psychatic disturbance, mood
disturbance and anxiely, atherosclerotic hest!
disease, osteoporesis, epilepsy, «ssential primary
hyperiension, major deprassive oiserder, and
embolism and thrombosis of unspesitied vein,

Review of a Primary Care Providar (PGP} triage
note for Residant f14 dated 05/03'24 revealed:
-Resident #4 was seen due to siaff reporting
increased lethargy during the day after taking
Tramaglol 50mg tablet &t 8:00am. (Tramadolis a
controlied substance usad to treat inaderate to
severe pain.)

-There was a physician's order {0 discontinue
current Tramadol arder.

«There was a physician's arder t¢ begin Tramadol
S0mg one tablet at badtime.

-There was a physician's order t¢ begin Tramadol
50mg one tablat every day az nesded for pain,

Continued review of physician ordaers for Resident
#4 revealed:

-0in 06/24/24, there was a "carncod Fué physician
prascriplion order for Trarmade! 50myg ane tabls
every night at bedtime with & note documenting
"completion of therapy™.

-0n 09/03/24, there wan & new prescripiion for
Tramadol S0mg one tablet at bectime,

~There were no physician orders foundg for
Tramadol 50mg tabluts botweon 08/24/24 anc
09/03/24.

Reviaw of Resident #t4's June 202+ electronic
medication administration racard {aiiARs)
revealed:

-Thera was an entry for Tramadcl &0mg tablet
take one tablet at bedtirne and schaduled for
Bivision of Hezalth Servica Regulation
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administration at 8:00pm daily.

-Thera was continued documentation of
adminislration for the Tramado! §0mg tablat al
§:00pm on 06/25/24 through 082024 with a
documented numbar of 5 on 06/26/24,
06/28-30/24 above the madicutina aides (MA)
slaclronic signatures.

-There was no information on the eMAR to
explain the meaning of the numbar § docunientad
above the BAs elactronic signatures,

«There was a second entry for Tramadol 50mg
1ablet every 24 hours as needad ‘cr pain, give as
needad daily.

~There was one entry dated 0507724 on the
eMAR for documentation of admin sitration for the
Tramadol 50mg tablst on an "a3 wweded” basis
and containgd the number 5" docunmented above
the MAs electronic signature in & sactioh
designatad for “pain favel”,

Review of the June 2024 conira! substencs logs
(CEL} for Resident #4's Tranadol 50y tablst
revealad there was no decumentation of
administration for the Tramadnl S0rng tablat at
§:00pm for G6/26/24 through 0330124,

Review of Resident ##4's July 2074 aliARs
revealad:

~There was an entry for Tramado! §0rag table:
take one tablet at bedlirng and schachled for
administration at 8:00pm daily.

~Thare was documantation of administration for
the Tramadol 50mg tablet at 8:00pm on
07/08-07/24, OT/09/24, 07415-16/24, 0T420-25/24,
and 07/27-28/24.

~There was documentation of acmmnistration for
the Tramadot 50mg tabiet at 8:300m on 07/07/24,
Q7103-04724, 071112124, OF1ar24, and 07119724
with a documentad numbar of 5 abiovs the
medication aides (MA) elecironic signaiures.
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~There was documeantation of agminfstration for
the Tramado! 50mg tablaet at 8:00pm on 07/02/24,
07/05/24, 07110124, O7M7-1829, 07/265/24, and
07/30-31724 with a documsnted rumber of @
above the medication aides (MA) etecironic
signatures.

-There was no information on the elM4ARs to
gxplain the meaning of the number S or @
decumented above the Mas elastaonic
signatures.

-There was a second enlry for Teamacal S0mey
tablet every 24 hours as needad for pain, give as
needed daily that inclutiod a secton for
dacumentation of the "pain lavel® zbove the MA
elecironic signature.

~There were no entrios on tha July 2024 eMAR
for documentation of administration for the
Tramadol §3mg tablet on an "as neaded” basis.

Raview of the July 2024 €5l for Fasident #4's
Tramadol 80mg tablet revealad:

~The MAs documented adminestration of the
Trarmadel 50mg tablet at 7.00im on H7/09/24,
O7H5/24, 0718124, OT122/24, §7:20124, Q7i24i24,
and 07/25/24, and at §:00pm on 3120/24,

~There wara no other entries on the CSL for
documentation of admiristration for the Tramadol
S0img tablet for July 2024.

Feview of Resident #4's August 2024 eMARs
revealad:

~There was an entry for Tramads! 50mg tablel
{ake one tablet at bediime and schedulad for
administration al 8:00pm dally,

-Thera was documentation of administration for
tha Tramadol 50myg tablet at &:00om on
08/01-03/24, 08/05-07/24, OBIO424, 08/11-12/24,
08/14-17/24, and 08M19-31/24.

-There was documantation of adminisiration for
the Tramadol 50mg tablet at 8:00pm on 08110/24
Division of Heellh Service Reguiation
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with a documented numbar of 5 sbovs the MA
electronic signaiures,

-There was documentation of srhnenistration for
the Tramado! 50mg tablet a1 £:000: an 08/04/24
and GB/03/24 with a documanied number of 9
above the medication aides {JiA) elacironic
signatures.

-There was no information on the elifRs 1o
explain the meaning of the mumbar 5 or 9
documented above the Mas elacrranic
signatures.

~Thera was a second eniry for Tramaegol 50mg
fablet evary 24 hours as neadad o’ pain, give as
neaded dally that includesd 2 secton for
documentation of the "pain lavel* above the MA
elactronic sigrature,

~There were no entrias on the Airgust 2024 MAR
for documentaiion of adrminisiration far the
Tramado! 50mg tablsl on an "as »meded” basis,

Revisw of the August 2024 CSLs for Resident
#4's Tramado! 50mg tabilst revesed:

-Tha MAs documented administration of the
Tramadol 50mg tablet at 7:00pm on N8A31-02/24,
08/05-07/24, 0B/08/24, O8/11-12124. DBHA-17124,
and 08/19-31/24.

-There were no othar entries on {ha CSL for
dozumentation of administration Jor tha Tramadol
50mg tablat for August 2024,

Review of Resident #4's Seplembe 2024 aMARS
revealed:
-There was an entry for Tramade! 8mg tabla
take one tablet at bediime and soi-aduled for
adminisiration at 8:00pm daily,

~There was docurmentation of adminisication for
the Tramadol 50mg {able! at B:00rm an 6O01/24
with a documented aumizer 5116 abicve the M4
alacironic signatures.

-There was documentation of agminisication ior

0358
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the Tramadol 50mg tabies at 8:30am on DOKI2/24
and 08/83/24 with a documanted number of ©
above the medication aidas {MA) etentronic
signalures,

-There was ne information on the eidARs 1o
explain the meaning of the numib 8 or 15
documented sbove the MAs elacnanc
slgnatures,

-There was a second entry for Yramadol 50mg
tatlot every 24 hours as needad “or pain, glve as
needed daily that inciuded a secton for
documertation of the "pain lavel” above the MA
elecironic signature,

~Thera were no enliies on the Seowmber 2024
eMiAR for documentation of adminstration for the
Tramado] 50mg tablet an an "as needed” basis,

Revisw of the Seplember 2024 Q&L s for
Resident #4's Tramadol 50mg tabist ravealod
there were no entries on the CS1, -
documaniation of administraiisn ‘or t1e Tramadol
50mq tablet on 02/01-03/24,

Interview with a A an 02119724 a1 2-10pm
revealad:

ANhen a new order wias recaived &l the facility,
the (A on duty was responsible 10 anter the new
medication order to the eMARs.

-Once the physician's ordar was srderad to the
eMAR, the instructions for adminstralion
populatsd fo the sMAR for the MA 10 administer
the medication.

~The Health and Weliness Tirector (WD) was
able to view physician orders that wero ontered to
tha eMARS by the Mas.

-The MAs faxed new orders ta tha confracted
phanmacy provider.

interview with the HYWD an Q164004 at 12:05pm
rovealed:

Oivision of Heaith Serviea Regulation
STATE FORM L [YHATT # panknLstion sheel 44 of 44



PRINTED: 10/07/2024

o o FORM APPROVED
Division of Health Service Reaulation i
STATEMENT OF DEFICIENCIES O PROVIHLIESUPPLIERICUIA (X2 MULTIPLE COMSIRUCTION {43) DATE SURVEY
AND PLAK OF CORRECTION IDENTIFI AN MUMEER: A BUILD COMPLETED
LN
R
7 MALEG S04 2. 09/10/2024
NAME OF PROVIDER OR SUPPLIER STREETADDRESS CITY, STATE, 2 SOUE
Y LI
BRGOKDALE SMITHFIELD S BERISHIEROA
SHMITHFIELD, NG 27577
X910 SUMMARY STATEMENT OF DTIINENGIES D PROVIER'S PLAN OF CORRECTION {¥5)
PREFIX (EACH DEFICIENCY MUST BE #RECEDED BY FULL PREEIY {EACH C{RRECTIVE ACTION SHUULD BE COMPLETE
TAG REGULATORY QR LSC IDENTIEVINMG INFORMATION) TG CROSS-REVERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D358 Continued From page 41 frass

-If medication instructions printeo on the eMARS
did not mateh the instructions printed on the
medicetion fabels, the MAs ware nid supposed to
administer the medications and shaald check with
har.

-The MAs entered new medicaticn mders to the
elARs.

~Bha parformed a second chenk o oiders
enterad to the eMARs.

-She performed daily chacks of ardars entered to
the aMARSs by the MAs

~The 11:00pm - 7.00am MA was ‘espensible io
check all new physician crders daily.

~Tha Healik and Wallness Coard naty (HWC)
was respansible to perform madizeiion con audits
weekly prior fo her lsaving empicy haat on
Q7/08/24.

~She (HWD) started performing medication sart
audits but had not had time to <esp up with the
medication audits.

Interview with the coniracted phemiscy provider
on 09/18/24 at 2:20pm revealed:

~There was a currani ordar dated 0303/24
received for Tramadol $0mg teblx ut bedtime for
Residant #4.

-On 04124124 a praseription for Temadoi S0mg
twice a day was raceivad with a quatlity of 30
tablsts dispensed.

-On Q5/03/24, a preseriplion for Tramadol 59mg
one tablet at hedtime was recsived with a quantity
of 30 tablsts dispensed for Resident #4.
~Tramadol 50mg tablets, quanfity of 30 werg
dispenased to the facility and delveed on
09/04124 for Resident #d.

<Thers had nol been any Tramacoi S0mg tablets
returnad to the pharmacy for Resdent #4 prior o
09/12/24 when a cuantity of 24 tablals wene
returned from the 08/03/24 Al date,

-There had oniy been 60 tablels 2 Tramadol
Divigion of Health Sarvice Regulation

STATE FORM o HY N H 1 senunuzsion cheat 42 ef 44

" amua




PRINTED: 10/07/2024

e . FORM APPROVED
Division of Heallh Servico Requlation
STATEMENT OF DEFICIENGIES P40 PEROVIOLR SUPPLIERIGL 1A {%2) ROSLTEPLE CONS - RUCTION (13 DATE SURVEY
AND PLAN OF CORREGTION IDENTIFA SA0GN MUMEER: COMPLETED
A BUILDING: - '
R
HALLE G B.WING 981912024
HAME OF PROVIDER OR SUPPLIER STHEET ADDRESS, TITY, STATE, 2 200e
BROGKDALE SMITHFELD 810 BERKSHIRE BOAD
SMTHFIELD, NG 2757F
%4 1D SUMMARY STATEMENT OF 12010 ENGIES ) PROVIDER'S FLAM OF CORRECTION 05)
PREFIY (EACH DEFICIENCY MUST BE PRECECED BY FULL BRESIK (EACH CURRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY ORLEC WIENTIFVILG MEORMAY M) 06 CROSS-RESERENCED TO THE APPROPRIATE BATE
DEFICIENGT}
D358 Continued From page 47 01358

50mg dispenszad for Residert 24 bztweoen
05103124 and 09/03/24.

Telephona intervisw with Residart &4's primary
care providsr (PCP) on 091924 mt 1:30pm
ravealed:

-Resident #4's schadulad dose fcr ihe Tramado!
50mg tablet was discominuet at i reques! af
the HWD.

-The as neaded order ior the Tranackl $mg
teblat was continuad.

-If the scheduled dose for the Tramadol 80mg
tablet was still populating on the eldAR, the Mas
would continue to administer il.

-A cancaled prescription mant 10 d scontinue the
medication.

~She dig not know why the schegulsd dose for the
Tramado! 50mg tablet would slill pepulete on the
elAR,

~There was no impact to Residert #4 unless the
resident bacame too drowsy.

-If Resident #4 needed the Tramadnl Somg tablet
every night, it could be sdministara i every night,

Second telephone intarviaw with the PCP oa
00/19/24 at 4:00pm revealed:

~The facility was instructed twics to canocst the
scheduled dose of Tramadot 50y af bedtime.
-She did not know why the scheduied dosa of
Tramadol 50mg at badiime had not baen
cancgllsd.

~When she saw Residen! #4 in June 2024, the
HWD requested the Tramadol to be ardered on
an as needed basis.

tnterview with the Administrator o 0919124 ot
5.00pm reveated:

-He expected medications io he adrinistered as
directed by the PCP.

-if a2 rmadication was disconlinuerd, 1 was
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supposed to be removed from the medicetion cart
and placed in the madication rontn 0 be cont
back to the pharmacy.

-All A3 were trained to enler ghvisizian ergers
into the facility eMAR sysiem.

Based on observations, inlerviaws. atd recost
review, il was determinad Residen 34 was not
intarviswabla,
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As discussed with you today (11/12/2024), the plan of correction for the survey completed on September 19, 2024 at
Brookdale Smithfield was not accepted. Please see the attached notification. If you have any questions, please feel
free to call me.

Sincerely,

e HE

Hope Forte, RN

Facility Survey Consultant

Division of Health Service Requlation, Adult Care Licensure Section
NC Department of Health and Human Services

Cell: 910-305-5145
Fax: 919-733-9379

hope.forte@dhhs.nc.gov

815 Palmer Drive, Dobbin Building
2708 Mail Service Center
Raleigh, NC 27699-2708

NCDHHS provides essential services to improve the health, safety and well-being of all North
Carolinians. Learn more about NCDHHS initiatives and priorities.

NCMEDRICAID
FOR MORE PEOPLE
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Learn more at NMedicaid.nc.cov.

Twitter | Facebook | Instagram | YouTube | Linkedin
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Emall correspondence to and from this address is subject to the Norih Carolina Public Records Law and may be disclosed to third parties by an aulhorized State
official. Unauthorized disclosure of juvenile, health, legally privileged, or otherwise confidential information, inctuding eonfidential information relating to an ongoing
State procurement effort, is prohibited by law, If you have received this emali in error, please notify the sender immediately and delete all records of this email,

— T

This email may contain confidential protected health information and/or attorney
privileged information., If received in error, see our Privacy Statement at https://www.hrookdale.com/privacy-policy/






