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The document is a detailed report of deficiencies and a plan of correction for Americares Aduit
Homes #2. Jocated at 103 Annie Parker Circle. Smithfield, NC.

Health Care Deficiencies 10A NCAC 13F.0902(b) Health Care, D273

The administrator and RCC conduct immediate audils of charts, medication carts, :and medication
administration records (MARS} lo ensura all referrals and follow-up orders are carried out as per
provider orders and scheduled. Done from 11-23-24 1o 11-30-24  this also Included tha physician order sheet

Retrain all medication aides and nursing aides on the resldent care policy. emphasizing the

importance of notifying ihe a@{siclan of healthcare provider of changes in condition using the 24-
hour communication book. ministrator did tha retalning with zil mediech on 11/25£2024.

Going Fonvard -The Resident Care Coordinator (RCC) ar designee person will ensure appropriate
referral and follow-up of routing and acute heelth care needs of residenls, Implement a system
where the RCC or designee person reviews daily correspondence to infarm providers in a timely
manner. ensuring that new orders and rafarrals are completed and documented in resident chart
notes. All referrals and follow-ups will be recorded in the transport book to ensure appointments are
completed. The transport person will document when appoiniments are done.

To Pravent this from happemng again-The Administrator will monilor weekly to ensure that all
referrals, follow-ups, and appointments are completed in a tmely manner 10 meet resident needs.
The Administrator will conduct weekly audits to ensure compliance with the new processes.
Continuous monitoring and monthly in-service training sessions will be conducted to reinforce the
importance of timely and accurate health care coordtnation and follow-up.

Complete the retraining of staff and implementation of the new processes by December 22, 2024.
Nutrition and Food Service Deficiencies 10A NCAC 13F.0504 Nutrition and Food Service, D310

The facility falled to ensure that nutriliona! supplements were served as ardered to Resident, who
had orders to receive nutritional supplements with meals.

Guing forward to ensure that lhere is always an adeguate supply of nutritional supplements.
Administrator Implement a system where the Resldent Cara Coordinaler (RCC) or a deslgnated staff
member monitors the invenlary of nutriticnal supplements daily and provides a weekly list o the
Administrator.

Redrain all medication aides and nursing zides on 11/23/24 of the importance of following dietary
orders, including the administration of nutritional supplemenis as presceibed by the residents'
healihcare providers, and implement a system {o document the administration of nutrittonal
supplemants in the residents’ charls and to ensure that any refusals or issues with the supplements
are noted and eommunicatad to the healthcare pravider. Administrotor did the retalning with all medtech on 14/23/2024.
all decumenlalion Is noled an the residant MAR with dally monflaring by tha RCC or dasignated staff

To Pravent tus from happaening again, The Administrator witi conduct twice-weekly checks during
mealtimes fo ansura that 21l distary orders, including nutritional supplements, are being followed and
any discrepancies will be addressed immedialely of any changes in residents’ dielary needs or
Issues vath supplement administration are promplly communicated ta the healthcare provider and
documented n the residents' charts. The Administralor will cenduct regular audils to ensura
compliance with the new processes. Continuous monitoring and monthly in-service training sessions
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will be conducted o reinforce the importance of adhering to dietary orders and ensuring residents
recetve their nutritiona! supplements as prescribed.

Complete the retraining of staff and implementation of the new processes by December 22, 2024.

Medication Administration Deficicncies 10A NCAC 13F.1002(a) Medication Orders, D344

The facility failed to ensure contact with the resident's physician or prescribing practitioner for
verification or clarificatlon of medication orders for Residents #1 and #2, including a medicaticn that
lowers biood pressure, a medication used for anxiety. and an order for blood pressure parameters.

Going forward the RN Nurse retrain on 12/15/24 all medication aides and RCC on the importance of
verifying and clarifying madication orders. An chart, mar's and carls audit was dane from 11/23/24 1o
11/30/24 This includes ensuring that all orders are clear, camplete, and signed within 24 hours of
admission or readmission. Administrators implement a standardized process for verifying and
clarifying medication orders. This process include Immediate raview of all new medication orders
upon admission or readmission. eontacling the presciibing praclitioner for any unclear of incomplete
orders. Documenting a!l verification and clarification afforts in the restdent's record. Use the
clarification form to decument all communlcation with healthcare providers regarding medicalion
arders. Ensure this form is placed in the resident's chart and conduct weekly audits of medication
orders to ensure compliance with the verification and clarification progess. The Resident Care
Coordinator {RCC) and Administrator will be responsible for these audits and establish an
emergency protocol for sltuations where immediale clarification Is needed. This protocel includes
staps for contacting the on-call healthcare provider and documenting the communication.

To Prevent this happening again, The RCC will conduct weekly audits of medication orders to
ensure compliance with the new processes. The Administrator will revieyr the audit resuits weekly
and provide feedback to RCC and Med Tech and conlinuous monitoring and monthly in-service
tr?ci[ning sessions will be conducted to reinforee the importance of verifying and clarifying medication
orders.

Complete the retraining of staff and implementalion of the new processes by Dacember 22, 2024

Medication Administration Deficiencics 10A NCAC 13F.1004(a) Medication Administration, D358

Based on observations, interviews, and record reviews, the facility failed to ensure medications were
administered as ordered for 2 of 3 residents {#1, #2) sampled, an adult care home must ensure
that medications are administerad according to the orders of a licensed prascribing
practitioner and in accordance with the facllity's policles and procedures

Going forward an cart, mar's and charts audit was done on11/23/24 to 11/30/24 to ensure thatall
order match the mars and belng follow as the provider order, the RN Nurse retraln on 12715124 all
tmedication aldes and RCC on the impartance of administration of medication and the Administratar

implement a system of the 6 rights for medlcation reconciliation to verify that the
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medications being administerad match the prescribed orders by ensure that medication
administration policies are clearly cutline the procedures for preparing and administering
medications, additional training for staff on med\cation administration, includng the
importance of following the prescribed orders and the facility's policies and establish
regutar monltoring and auditing of medication administration practices to Idantify and
gorrect any errors promptly that corrective actions ara taken to pravent future occurrences.

RGO will conduct weekly audits of medication orders to ensure compllance with the new order and
Medication Aides will conduct weekly cart audits to ensure that all d/c medication is out of the cart.

To Prevent this happening again. The RCC will conduct weekly audils of medication orders to
ensure compliance with the new processes. The Administrator will review the audlt resulls weekly
and provide feedback to RCC and Med Tech and continuous menitaring and monthly in-service
training sesslons will be conducted to reinfarce the Importance of verifying and clarifying medication

orders. until ihe deficlencies is comecled.

Complete the ratraining of staff and implementation of the new processes by December 22, 2024

Pharmaceutical Care Deficiencies 10A NCAC 13F.1009{a) Pharmaceutical Care

An adult care homs shall obtain the services of a licensed pharmacistora
prescribing practitioner for the provision of pharmaceutical care at least
quarterly.

Going forward RCC will reccive copies of the report via email and mailed to the facility, all
pharmacy review paperwork report has been done and sent to all providers and file in
residents? charts. RCC has heen retrained in the implementation of pharmaceutical care

and will monitor every quarier. copy of paparwark wil ba giv ; ;
done and carrectad by th physlcian to ensura dat rgnp]ﬁ:“ ot b‘:un t?u%a .an to tha adminietratar whan all raview has bean

To prevent this happening again, the Administrator has been added to the email contact
list. The Administrator will monitor quarterly to ensure that all report is follow and
documented.

Complate the retralning of staff and implementation of the new processes by Decamber 22,2024

Reporting of Accidents/Incidents Deficiencies 10A NCAC 13F.1212(s) Reporting of Accidents and
Incidents

Pacility failed 1o notify the county department of social services (28S) of incidents requiring
emergency medical evaluation.

Going forward, the facility will immadiately report any medical resulting in harm 1o any
resident or other person in the facillty to the local law enforcement authority. Incident
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reports wilt be completed for medical or behavioral Incidents that result in emergency
medical evalusation or physical aggrassion towards another resident or staff, Training for
stafi on madical and behaviors and resident's rights will be conducted on-site once a

quartar.

To Prevent this happening agaln, Medication Aides will make the report an paper to give to RCC,
and RCC will contact the next of kind person and administrator. Administrator will follow up on the
report and send {0 DSS with tho comérim paga or via etnall pago and Is chacked on & daily basls,

Complete the retraining of staff and Implementation of the new processes by Decernber 22, 2024
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order for a podiatry referal for follow-up and
treatment of large calluses {o great toe of both
fest.

Raview of Resident #1's facility progress notes for
September 2024 - November 2024 revealed no
documentation the resident had been seen by a
podiatrist as ordered on 09/16/24.

Qbservation of Resident #1 on 11/21/24 at
3:35pm revealed:

-The resident's toenails on both feet wera
yellowish brown and extremely thick.

~The fourth and fifth toenails on the right foot
were long and curved over the top of the {oes.
~The resident's left foot had 4 toes; the second
toa had bean amputated.

-There was a reddened area approximately
1.5cm In diameter with a darker colered center on
top of his left foot.

~-There were two open areas approximately 1em
and 0.25¢cm in diameter on top of his left foot with
reddened skin around the open areas.

~There was & {an raised area of skin on the
underside of the right great toe.

-There was & tan and brown ralsed area covering
the right side of the left great toe that extended
onto the toenail and to the underside of the toe.
-There was a dime-slzed tan ralsed area on the
inner foot near the hool on hia right foot.

-There was a tan and brown raised area
approximately the size of a quarter on the
underside of the left foot near the outer edge of
the left side of his foot.

Interview with Resident #1 on 11/21/24 at 3:33pm
ravealed:

~The tan and brown raised areas on his faet were
calluses and they had been on his fest at least 6
months.
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-The second toe on his left foot was removed
about 15 years ago when he stumped it.

-He was not diabetic, so he was not sure why the
toe never healed.

-He denied pain but had discormfort in his feet
when he wore shoes and when he walked at
times.

-He did not recall when he [ast saw a podiatrist.

Interview with the Resident Care Coordinatar
{RCC) on 11/21/24 at 12:30pm revealed:

-He was responsible for giving referrals to the
Transperter 5o she could set up the
appointments.

-He did not recall seeing the podiatry referral for
Resident #1 in September 2024,

-He was respensible for following up to make
sure referral appointments ware scheduled,

-He must have overlooked the podiatry referral for
Resident #1.

Interview with the facility's Transporter on
11/21/24 at 12:23pm revealed:

-The RCC usually put referrals in her folder or
texted them to her.

-She would then call and make appointments.
-She usually took the residants to thelr
appointments.

-She was not awara of a podiairy referral for
Rasident ##1 in Septembar 2024, so no podiatry
appointment had been made.

Interview with the Administrator on 11/21/24 at
12:02pm revealed:

-The RCC was responsible for forwarding refemral
for outside appointments to the facility's
Transporter.

-The facility's Transporter was responsible for
setlling up appointments for referrals and taking
the residents to the appolntments.
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=The Transporter just fold her that she never
received a podiatry referral for Resident #1, sono
appointment was made.

Telephone interview with front office staff at
Resident #1's podiatrist's office on 11/21/24 at
11:48am revealed:

-Thay did not receive a podiatry referral for the
resident in September 2024,

-If they had received a referral, they would have
called and set up an appointment.

-if a referal had been received In September
2024, they would have been able to schedula the
appointment at least by November 2024,

-An appointment was made on 11/21/24 for
Resident #1 {o sea the podialrist on 01/02/25 at
2:30pm.

~No appointments had been made prior to that
time.

Second interview with the Administrator on
11/22/24 at 8:45am revealed:

-She contacted and had a virtual visit completed
yesterday evening with a triage provider.

-The provider ordered an antibictic for the open
wounds on Resident #1's foot.

Telephone interview with Resident #1°s PCP on
11/22/24 at 1:40pm revealed:

-She was concerned about Resident #1's
calluses when she wrote the order for a podiatry
referral In September 2024,

~The resident had a history of foot wounds and
could davelop more wounds,

-1f the podiatry referral had heen dane it could
have pravented the calluses fram getting so large
and causing the resldent discomiort.

b. Review of Resident #1's FL-2 dated 04/23/24
revealed:
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-There was an arder for Amlodipine 5mg 1 tablet
once daily in the moming. (Amlodipine lowers
blood pressure.)

~There was an order to check blood pressure
once daily and call physician if systalic blood
pressure {SBP} Is greater than 190 or diastollc
blood pressure (DBP) is less than 60.

Review of Rasident #1's September 2024
electronlc medication administration record
{(eMAR]) revealed:

~FThere was an entry for Amlodipine Smg and it
was documented as administered daily at 8:00am
from 09/01/24 - 09/24/24.

~Tha resident was documantad as being in the
hospital from 08/25/24 - 09/30/24.

-There was an entry to check blood pressura
every day, call physician if SBP was greater than
190 or if DBP was less than 60.

-The daily blood pressure check was scheduled
at 8:00am.

~The resident's blood pressure ranged from 68/38
- 168/52 from 0S/01/24 - 09/24/24.

-The resident's DBP was less than 60 on 12 of 24
occasions from 08/01/24 - 09/24/24.

-The resident's DBPFs less than 60 included:
105/54 on 08/03/24; 115/54 on 09/08/24; 168/52
on 09/11/24; 91/45 on 09/12/24; 91/40 on
09/14/24; 90/48 on 09/15/24; 85/53 on 091 6/24;
68/38 on 09/18/24; 82/55 on 09/19/24; 111/58 on
09/21124; 97/55 on 09/23/24; and 107/57 on
08124124,

~There was no decumentation to indicate the
physlcian was notified as ordered for any of the
12 cccasions the resident's DBP was less than
60.

Review of Resident #1's October 2024 eMAR
ravazlad:
~There was an entry for Amlodipine Smg and it
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was documented as administered daily at 8:00am
from 10/04/24 - 10/09/24 and from 1071524 -
10131424,

~The resident was daocumented as baing in the
hospital from 10/01/24 - 10/03/24 and from
10M0Q/24 - 10/14/24.

-There was an entry to check bloed pressure
every day, call physician if SBP was greater than
190 or if DBP was less than 60.

-The daily blood pressure check was scheduled
at 8:00am.

-The resident's blood pressure ranged from 68/54
- 141/73 from 10/01/24 - 10/31/24.

-Tha resident's DBP was less than 60 on 8 of 21
occasions from 10/01/24 - 10/31/24.

~The resldent's DBPs less than 69 included:
101/53 on 10/Q7/24; 84/56 on 10/17/24; 68/54 on
10/18/24; B4/58 on 10/19/24; 94/59 on 10/23124;
81/59 on 10/27/24; 80/54 on 10/28/24; and 98/58
on 10/31/24,

-There was no documentation to indicate the
physician was notified as ordered for any of tha 8
occaslons the resident’s DBP was less than 60.

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

~There was an entry for Amlodipine Smg and it
was documented as administered daily at 8:00am
from 11/101/24 - 11/04/24 and 11/07/24 - 11/20/24.
~The rasident was documented as being in the
hospiltal from 11/05/24 - 11/06/24.

-There was an entry to check blood pressura
avery day, call physiclan If SBP was greater than
190 or if DBP was less than &60.

-The dally blood pressure check was scheduled
at 8:00zm.

-The residenf's blood pressure ranged from 83/55
- 146/69 from 11/01/24 - 11/21/24.

-The resldent’s DBP was less than 60 on 4 of 19
occasions from 11/01/24 - 11721724,

D273
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~The resident's DBPs less than 60 included:
99/53 on 11/03/24; 83755 on 11/07/24; 92/54 on
11/14/24; and 90/51 on 11/19/24.

-There was no documentation to indicate the
physician was notified as ordered for any of the 4
eecasions the resident's DBP was less than &0.

Review of Resldent #1's progress notes for
September 2024 - November 2024 ravealed no
documentation to indicate the physician was
notified on any occasion when the resident's DBP
was less than 60.

Review of Resident #1's hospital discharge
summary dated 10/14/24 revealed:

-The resident was admitted to the hospital on
10/08/24.

~Thae resident presented to the hospital
emergency room {ER) from tha radiation
oncology cofiice secondary to hypotension (low
blood pressure) and near syncopal episode
(fainting).

-The resicent's blood pressure In the office was
T78/50.

-The resident's principal discharge diagnosis was
hypotensicn.

Interview with Resident #1 on 11/21/24 at 3:33pm
revealed:

-The facility staff checked his blood pressure
daily.

-He was not sure how his blood pressure was
because he did not get the resuls.

-He denled any current symptoms of
lightheadedness or dizziness.

Interview with the medication aide (MA) on
11121124 at 1:31pm revealed:

-Resident #1's blood pressure was usually low.
-He did not call the primary care provider (FCF)

D273
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about any of the resident's low blood pressures
because he was not aware of the parameter.

-He had not noticed the instructions on the eMAR
to notify the PCP if the blood pressure was low.

Telephone interview with Resident #1°s PCP on
11/22/24 at 1.40pm revealed:

-There had been no notifications by the facility
regarding low blood pressures for the resident.
-They should have notified her about the low
blood pressures.

-If she had known the resident was having
consistantly low blood pressures, she would have
them to hold his blocod pressure medication.
-She may also have ordered a medication to
increase and stabilize his blood pressure.

Review of Resident #1's PCP Triage Note dated
11/22/24 revealed:

-The PCP was notified that the state inspection
team Identified muliiple eplscdes of hypotension
{low blood pressure) possibly due to
chemotherapy and radiation treatment and the
resident was still receiving Amlodipine.

-The PCP noted the resident had completed
chemotherapy recently and radiation treatment
this week.

-The resident's blood pressure would likely
improve some.

-There was an order to discontinue Amlodipine
5mg 1 tablet daily in the morning.

-There was an order to start Amlodipine 5mg 1
tablet every moming; hold Amlodipine if SBP is
less than 110.

c- Review of Resident #1's accidentfincident
report dated 09/21/24 at 11:00pm revealed:

-0On 08/21/24 at 12:00pm, staff entered the
resldent's roorn to remind him to come to lunch.
-The resident reported he had fallen the previous
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night about 11:00pm when he was trying to get
some water and bumped his head.

-The resident had a bruise on his head.

-The resident was instructed to let staff know
when he had a fall.

~The resident was instructed to use his walker
more because he was prone to falls.

-The Administrator noted on the form that the
resident was checked out by the primary care
provider (FCF} but no date was nofed.

Review of Resident #1's accidentfincident report
dated 058/22/24 at 5;:30am revealad:

-Staff received a phone call from a female (no
name given} and was told that Resident #1 had
fallen in the bathracm.

-When staff entered the resident's room, the
resident was in bed.

~The resident reported he fell, bumped his head,
and crawled back to bed.

-The resident's chemotherapy had made him
weak and he could not use his hand because he
was weak.

-Emergency Medical Services (EMS) was called
and EMS checked the resident

-Thae resident refused fo go to the hospital.

~The resident was also seen by the PCP but no
date was documented.

Review of Resident #1's accident/incldent report
dated 10715/24 at 10:35am revealed:

-The resident was using the bathroom and when
the resident was getting ready to walk out of the
bathroom, he lost his batance and felt on the
floor, bumping his head.

~EMS was called and the resident was
transported to the hospital,

-The resident retumed to the facllity with no
broken bones.

~The resldent was to follow-up with the PCP on
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the next visit to the facility.
-The Administrator requested an order for a
personal alarm by the PCP.

Review of Resident #1's accident/incident report
dated 10/26/24 at 6:30am revealad:

-The resldent was found cn the floor In the
bathroom.

-The resident stated ha hurt his knes,

-EMS was called and the resident was taken to
the hospitat.

~The resident retumed to the facility that same
evening with no report of any fraciures.

-The resident would be seen by the PCP on next
visit to the facility.

Review of Resident #1's accidentincident report
dated 11/02/24 at 1:13pm revealed:

-~The resident had fell off the bed but caught
himself.

-EMS was called but the resident refused to go to
the hospital.

-The Administrator noted the resident was seen
by the PCP {no date provided).

Review of Resident #1's hospital after visit
summary dated 11/06/24 revealed:

-The resident was admitted to the hospital on
11/04/24.

-The resident's diagnoses included decrease of
all bloed cells and systemic inflammatory
response syndrome,

-There was an outpatient referral for physical
therapy (PT).

Review of Resident #1's provider visit notes and
progress notes for November 2024 revealed no
documeantation of the resident recaiving PT
services as ordered on 1106124,
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-He had not received PT recently.

-His family member said he needed to receive PT
services.

-The chemotherapy and radiation made him
unsteady on his feet.

interview with the Resident Care Coordinator
(RCC) on 11/21/24 at 12:30pm revealed:

-Ha was responsible for rafermals.

-He signed the paper with Resident #1's PT
referral but he did not recall seeing the referral,
-The PT refarral was not dons, and the resident
did not have PT in Seplember 2024 becauss he
overiooked it.

Interview with the Administrator on 11/21/24 at
10:45am revealed:

-The RCC was responsible for implementing any
orders on hospital discharge papers including
referrals.

~The RCC was responsible for sending the order
to tha PT provider and selting up for the PT to ba
done at the facility.

-She was responsible for checking behind the
RCC and she did audits avary week.

-She had not audited Resident #1's record since
he retumed to the facility on 11/06/24 so she was
unaware of the PT referral,

Telephone interview with Resident #1's PCP an
11722124 at 1:40pm revealed:

-She was not aware that the resident's PT order
had not bean sent fo the PT provider.

-The resident needed PT because he was weak
from chemotherapy and radiation treatments and
needed PT to help prevent falls.

d. Review of Resldent #1's current FL-2 dated
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Interview with Resident #1 on 11/21/24 at 3:33pm
revealed:
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10/3124 revealed:

-There was an order for Lithium Carbonate
300mg 1 capsule once daily in the morning.
~There was an order for Lithlum Carbonate
600mg 1 capsule every evening.

{Lithium Carbonats is used to treat mood
disorders. Lithium Carbonate works best if the
amount of drug in the bedy is kept at a constant
level, Too much Lithium can cause nausea,
diarrhea, shaking of hands, dizziness, twitching,
sejzures, trouble speaking, confusion, and
increase in the amount of urina. Lithium blood
levels should be checked to enswe levels stay in
the therapeutic range to be effective and to avoid
side effects.)

Review of Resldent #1's hospital after visit
summary dated 11/06/24 revezled:

-The resident was admitted to the hospital on
11/04/24.

-The resldent’s diagnoses included decrease of
all bicod calls and systemic inflammatory
response syndrome.

-Changes ware made fo the resident's Lithium
Carbonate dosing; it was lowered dus to lavels
being elevated.

-The resident's Lithium level would need to be
checked in the next 2 to 3 days.

-There was an order for Lithium 150mg 1 capsule
dally and 600mg every evening.

Review of Resident #1's September 2024
electronic medication administration record
{aMAR) revaaled:

-There was an enry for Lithium Carbonate
300mg 1 capsule onee daily in the moming for
mood scheduled at 8:00am.

-Lithiurm Carbonate 300mg was docurnented as
administered at 8:00am from 09/01/24 -~ 09/24/24,
-Lithlum Carbonate 300mg was documented as
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not administered from 09/25/24 - Q9/30/24 due to
the resident being in the hospital.

-There was an entry for Lithium Carbonate
600mg 1 capsule every evening for mood
stabilization scheduled at 8:00pm.

-Lithium Carhonate 600mg was documented as
administered at 8:00pm from 08/04/24 - 00/23/24.
-Lithium Carbonate 600mg was documented as
not administered from 09/24/24 - 09/30/24 due to
the resldent being in the hospital.

Review of Resldent #1's October 2024 eMAR
revealed;

-There was an entry for Lithjum Garbonate
300mg 1 capsule once daily in the moming for
mood scheduled at 8:00am:.

-Lithium Carbonate 300mg was documented as
administered at 8:00am from 10/04/24 - 10/08/24.
-Lithium Carbonate 300mg was documented as
not administered from 10/01/24 - 10/03/24 and
from 10/09/24 - 10/14/24 due to the resident
being in the hospital and on 10/16/24 due to the
resident being out of the facility.

-There was an antry for Lithiurn Carbonate
600my 1 capsula every evening for mood
stabilization scheduled at 8:0C0pm.

-Lithium Carbonate 600mg was documented as
administered at 8:00pm from 10/03/24 - 10/07/24,
1014424 - 10/21/24, and 10/23/24 - 10/31/24.
-Lithium Carbonate 600mg was documented as
not administered from 10/01/24 - 10/02/24,
10/08/24 - 10/13/24 and 10/22/24 due {o the
resident being in the hospital.

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

-There was an entry for Lithium Carbonate
300mg 1 capsule once dally In the moming for
mood scheduled at 8:00am.

-Lithium Carbonate 300mg was documented as
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administered at 8:00am from 11/01/24 - 11/04/24
and 11/07/24, then noted to be discontinued.
-Lithium Carbonate 300mg was decumented as
not administered at 8:00am from 11/05/24 -
11/06/24 due to tha resident baing in the hospital.
-There was an entry for Lithium Carbonate
150mg 1 capsule every day for mood scheduled
at 8:00am.

-Lithium Carbonata 150mg was documented as
administerad at 8:00am from 11/08/24 - 11/20/24.
-There was an entry for Lithium Carbonate
600mg 1 capsule every evening for mood
stabilization scheduled at 8:00pm,

-Lithium Carbonate 600mg was documented as
administered at 8:00pm from 11/01/24 - 11/03/24
and from 11/06/24 - 11/19/24.

-Lithium Carbonate 600mg was documented as
not administered from 11/04/24 - 11/05/24 due to
the resident being in the hospital.

Review of Resident #1's 1ab results and progress

notes for November 2024 ravealed no
documentation that a Lithlum level had been

drawn as ordered on 11/06/24.

Interview with Restdent#1 on 11/21/24 at 3:33pm
ravealed:

-He had lab work drawn frequently for socme of his
rmedications.

-He was not sure when a Lithium level was last
drawn,

Interview with the Resldent Care Coordinator
{RCC) on 11/21/24 at 12:30pm revealed:

-He overtooked the order for Resident #1's
Lithium level to be rechacked,

-He thought the resident's mental health provider
(MHP} did 1ab wark for residents.

Interview with the Administrator on 11/21/24 at
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10:40am revesled:

~The RCC was responsible for implementing
orders for lab work.

-Tha RCC was supposed to fax the order to the
lab provider or call the lab provider,

-The laly provider came to the facility to draw the
blood, and they usually called the facility the day
before they came to the facility.

-Resident #1's follow-up Lithium level was not
dona.

~-She usually checked behind the RCC evary
week, but she overlooked the order for Resldent
#1's Lithium level fo be rechecked.

-Tha resident's mood had been fine; the resident
had ne behaviors or agitation currentiy.

Review of Resident #1's MHP visit form dated
11/21/24 revealed:

~There was another order to schedule a blood
draw for Lithlum laval,

-The resident’s morming Lithium Carbonate dose
to ba held the moming of the blood draw.

Aitempted telephone interview with Residant #1's
MHP on 11/22/24 at 2:16pm was unsucceassful.

e. Review of Resident #1's primary care provider
{PCPY) visit note dated 07/29/24 revealad:

-There was an order for the resident to have a
mechanlcal softichopped meat diet.

~There was an order for a referral to speech
therapy (ST} fer a swallowing evaluation.

Review of Resident #1's facility progress nofe
dated 07/25/24 revealed:

-The PCP changed the resident’s dist due to the
resident not being able {o eat his food/swallow
properly.

~The problem just occurred, and it was reported
immadiately.
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Review of Resident #1's progress notes and
provider nofes for July 2024 - November 2024
revealed no documentation that the resident had
been evaluated for ST.

Interview with Resident #1 on 11/22/24 at 2:53pm
revealed.

-He did not recall having any ST services.

-1t sometimes felt like somathing was rubbing in
his throat when he swallowed and it was
uncomfortable.

-He denied choking eon his food or drink,

Interview with the Administrator on 11/21/24 at
10:45am rovealed:

-Resident #1 sometimes refused the machanical
soft’chopped meats diet; it depended on the
meal,

=She had not observed the resident coughing or
choking when he ale.

-The RCC was responsible for implementing any
orders on hespital discharge papers including
referrals.

~The RCC was responsible for sending the order
to the ST provider and setting up for the ST to be
done at the facility.

~She was responsible for checking behind the
RCC and she did audits every week,

-She did not know why the ST referral was not
done.

Telephone interview with a representative from
the ST provider on 11/22/24 at 3:42pm revealed
they never receivad the ST referral from July
2024 for Resident #1 so ST never evaluated the
resident.

Telephone interview with Resident #1's PCP on
1172224 at 1:40pm revealed she was concerned
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that the resident was not evaluated by ST
because there was a potential for the resident to
asplrate which could cause pneumonia,

f. Review of Resident #1's primary care provider
(PCP} visit note dated 08/19/24 revealed an order
to waigh the residant each month and regord the
results.

Review of Resident #1's current FL-2 dated
10/31/24 ravealed an order fo chock waight once
monthly and record for monitoring.

Review of Resident #1's September 2024
electronic medication administration record
(eMAR) revealed;

-Thera was an entry to check weight ence
monthly and record for monitoring.

-Weight checks were scheduled at 8:00am.
-The resident's weight was documented as 200
peounds on 09/20/24,

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

-Thera was an entry to check weight once
monthly and record for monitoring.

-Weight checks were scheduled at 8:00am.
~The resident's weight was documented as 180
pounds on 10/20/24.

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

-There was an entry to check waight ance
manthly and record for monitoring.

-Waight checks were scheduled at 8:00am.
-Tha resident's weight was documented as 175
pounds on 11/19/24,

Review of Resident #1's facllity progress notes for
September 2024 - November 2024 revealed no
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documentation that the resident's primary care
provider (PCP) was nofified of the 25-pound
weight loss from 09/20/24 - 11/18/24.

Interview with Resident #1 on 11/21/24 at 3:33pm
revealed:

-He had recently completed chemotherapy and
radiation treatments and had lost some weight
buf he was nof sure how mugch.

-He did not know if his PCP was aware of the
weight loss.

Interview with Resident Care Coordinator (RCC)
on 11/21/24 at 12:30pm revealed:

-The facility's contracted PCP was at the facility
last Monday.

-Ha did not discuss Resident #1's weight loss with
the PCP because he was not aware he was
supposed to do so.

Interview with the Administrator cn 11/21/24 at
10:45am revealed:

=The RCC was respansible for notifying the PCP
of any significant weight changss.

-The RCC should nofify the PCP of weight
changes each month when the monthly weights
were complated.

Telephone interview with Resident #1's PCP on
11122424 at 1:40pm revealed:

-Resident #1 had recently completed
chemotherapy and radiation so some weight loss
was expected.

-She was not aware of the amount of welght the
resident had since September 2024,

-The facility just sent notification in the last couple
of days about tha resident’s racant weight loss.
-If she had known socner, she may have made
changes in his diet or supplement orders.
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10A NCAC 13F .0904 Nutrition and Food Service
(e) Therapeutic Dists in Adult Care Homes:

(4) All therapeutic diets, including nutritional
supplements and thickened liquids, shall be
served as ordered by the resident's physician.

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviaws, the facility failed to ensure nutritionat
supplements wers served as ordered to 1 of 2
sampled residents (#1} who had orders fo receive
nutritional supplements.

The findings are:

Observation of the food supply on 11/21/24 at
1:12pm revealed there were 3 cans of a
nutriional supplement in the storage closet near
the kitchen.

Review of Resident #1's cument FL-2 dated
10/31/24 revealed:

-Diagnoses included schizoaffective disorder -
bipolar type, coronary artary disease, thyroid
gland disease, stage 2 chronlc obstructive
pulmonary disease, asthma, and dapression.
-The resident was ambulatory and required
asslstance with bathing and dressing.

-There was an order for a nutritional supplement,
drink 1 can 3 times a day with meals.

Review of Resident #1's monthly weight log for
July 2024 - November 2024 revealed:

-On 07/19/24, the resident weighed 220 pounds.
-0n (0818124, the resident weighed 208 pounds.
-0On 09/16/24, the resident weighed 200 pounds.
-0On 10120124, the resident weighed 186 pounds.
~On 11/11124, the resident weighed 170 pounds.
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Revisw of Residant #1's September 2024
electrenic medication administration record
{eMAR) ravealed:

-There was an entry for a nutritional supplement
drink 1 can 3 times a day with meals scheduled at
8:00am, 12:00pm, and 5:00pm.

-The nutritional supplement was documented as
administerad from 09/01/24 - 09/24724 except on
4 occasions when the resident was either out of
the facility, at chemotherapy, or in the hospital.
-The resident was documented as being in the
hospital fror 09/25/24 - 08/30/24.

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

~There was an entry for a nutitional supplemeant
drink 1 ¢can 3 times a day with meals scheduled at
8:00am, 12:00pm, and 5:00pm.

~The nutritional supplement was documented as
administered from 10/01/24 - 10/31/24 except on
25 occasions when the resident was either out of
the facility, at chemotherapy, or In the hospital.

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

-There was an entry for a nutritional supplement
drink 1 can 3 times a day with meals scheduled at
8:00am, 12:00pm, and 5:00pm.

~The nutritional supplement was documented as
administered from 11/01/24 - 11/20/24 (8:00am)
excapt on 7 occasions whan the resident was
ailher cut of the facility or in the hospital.

~The resident's nutritional supplement was
documented as not given on 11/10/24 and
11111424 at 4:00pm due to not having any In the
facility.

Observation of Resident #1's lunch meal served
on 11/20/24 from 12:03pm to 12:15pm revealed;
-Resident #1's was served besf vagatable soup,
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peanut butter and [elly sandwich, peaches, water,
and tea.

-He consumed 75% of the beef vegetable soup,
100% of the peanut butter and jelly sandwich, 0%
of the peaches, 75% of the water, and 100% of
the tea.

-He was nof served or offered a nutritional
supplement with his meal.

Interview with the medication aide (MA) on
11/20/24 revealed he gave Resident#1 a
nutritional supplement in his roomn after lunch.

Interview with Resident#1 on 11/22/24 at 2:53pm
revealed:

-He usually received a nutritional supplement at
least twice a day and he usually drank them when
recelved,

-He could not recall what time he usually recaived
the nutritional supplements,

Telephone interview with a pharmacy techniclan
at the facllity's contracted pharmacy on 11/21/24
at 12:10pm revealed:

-The pharmacy charged a miscellanecus fee for
nufritional supplements, so most facilities did not
order the supplemeants through the pharmacy.
-They dispensed 24 cans of a nutritiona)
supplement for Resident #1 on 08/20/24, which
was an 8-day supply.

-The facility had not requested any refills for the
nutritional supplement since 08/20/24.

Interview with the Resldent Care Coordinator
(RCC) on 11£21/24 at 12:30pm revealed:;

-The facility ordered nutritional supplements from
their contracted food supplier, not from the
phamacy.

-The facility got a food supply ordered delivared

every Tuesday.
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clarification is documented in the resident's
record.

This Rule is not met as evidenced by:

Based on cbservations, interviews, and record
reviews, the facility failed to ensure that
medication and treatment orders were clarified for
2 of 3 sampled residants {#1, #2) including a
medication that lowers blood pressure (#1), a
medication used for anxiety (#2), and an order for
blocd pressure parameters (#2).

The findings are:

1. Revlew of Rasident #1's current FL-2 dated
10/31/24 revealed:

-Diagnoses Included schizoaffective disorder -
bipolar type, coronary artety disease, thyroid
gland disease, stage 2 chronic obstructive
pulmonary disease, asthma, and deprassion.
~There was an order for Amlodipine Smg 1 tablet
once daily in the meming. (Amlodipine lowers
blood pressure.}

Review of Resident #1's prior hospital after visit
summary dated 10/03/24 revealed:

-The resident was admitted to the hospital on
08/24/24 with anemia, requiring a blood
transfusion.

-The resident was discharged from the hospital
on 10/03/24.

-There were instructions to stop taking
Amlodipine.

Review of Resident #1's physician's crders
revealed no documentation the resident's primary
care provider (PCP} was contacted to clarify
whether the resident should take Amladipine or
stop taking it
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Review of Resident #1's October 2024 electronic
medication administration record (sMAR)
revealed:
-The resident was documented as being in the
hospital from 10/01/24 - 10/03/24 and from
10/10/24 - 10114724,
-There was an entry for Amlodipine 5mg and it
was documented as adminlstered daily at 8:00am
from 10/04/24 - 10/09/24 and from 10/15/24 -
10/31124.
-The resldent continued to be administered
Amledipine after it was stopped on 10/03/24 and
before the current FL-2 dated 10/31/24,
-The resident's blood pressure ranged from 68/54
- 144773 from 10/01/24 - 10/31/24,
Review of Resident #1's Novembar 2024 eMAR
revealed:
-The resident was documented as being in the
hospital from 11/05/24 - 11/06/24.
~There was an entry for Amlodipine Smg and it
was documented as administered daily at 8:00am
from 11/01/24 - 11/04/24 and 11/07/24 - 11120124,
-Tha resident's blood pressure ranged fram 83/55
- 146/89 from 11/01/24 - 11/21/24.
Review of Resident #1°s hospital discharge
summary dated 10/14/24 revealed:
-The resident was admitted to the hospital on
10/08/24.
-The resident presented to the hospital
emergency room (ER) from the radiation
oncology office secondary to hypotansion {low
blood pressure) and near syncopal eplsode
(fainting).
-The resident's blood presswre in the office was
78/50.
-The resident’s principal discharge diagnosis was
hypotension.
-Amlodipine was Included on the list of
Division of Heallh Servica Regulation
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medications.

Review of Resident #1's physician's ordars
revealed no documentation the resident's PCP
was contacted to clarify the Amlodipine.

Interview with Resldent#1 on 11/21/24 at 3:33pm
ravealed.

-He was not sure what rmedications he received
for blood pressure.

-The facility staff checked hls blcod pressure
daily.

-He was not sure how his bloed pressure was
because he did not get the results.

-He denled any current symptoms of
lightheadedness or dizziness.

Interview with the Resident Care Coordinator
{RCC} on 11/21/24 at 12:30pm revealed:

-He had not noticed the instructions on Resident
#1's after visit summary on 10/03/24 to stop
taking Amicdipine.

-He should have contacted the providar to clarify
the order.

Interview with the Administrator on 11/21/24 at
10:45am revealed:

-The RCC was responsible for processing
hospital discharge paperworl 2nd contacting the
providers for any clarification needed.

-She was responsible for checking behind the
RCC.

~-She overlovked the discrepancy with Resident
1##1's Amicdipine.

Telephona interview with Residant #1's FCP on
11122124 at 1:40pm revealed:

-No one at the facility had contacted her to clarify
whether Resident #1 needed to stop taking
Amlodiplne
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-By continuing the Amledipine, the resident could
have continued {o have low blood pressure that
required hospitalization.

2. Review of Resldent #2's current FL-2 dated
11/18/24 revealed diagnoses included type 2
diabetes, hypertension, chronic obstructive
pulmonary disease, depression, chronic kidney
disease, chronic back pain, and hyperlipidamia.

Review of Resident #2's Resident Register
revealad an admission date of 04/01/19.

a. Review of Resldent #2's FL2 dated 11/18/24
revealed there was an order to
check blood pressure (BF).

Raview of Rasldant #2 progress nota dated
11104124 revealed:

-There was an order to check blood pressure
{BP) ance a day and to notify the primary care
providar {PCP) if tha BP was greater than 200 or
less than 90.

-1t was electronically slgned by the PCP on
11112124.

Review of Resident #2's November 2024
electronically medicatlon administration record
{eMAR} BP check revealed:

-On 1113/24, BP was decumented as 140/83.
-0On 11/14/24, BP was doccumented as 129/81.
-On 11415124, BP was documented as 117/62.
-On 11/16/24, BP was documented as 138/80.
-0n 11117124, BP was documented as 124/77.
-0On 11/18/24, BP was documented as 124/88.
-0n 11/15/24, BP was documented as 131/78.
-0n 11/20/24, BP was documented as 109/68.

Interview with the Resident Care Coordinator
{RCC) on 11/22124 at 2:40pam revealed:
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-He could not recall why he did not clarify the BP
parameters for Resident #2.

-He believed that if either number, the systollc BP
or the diastolic BP, reached greater than 200 or
less than 90 ha was to notify tha PCP, but he did
not get clarification.

-He was responsible for getting physician orders
clarified.

Telephone interview with Residant #2's PCP on
11122424 at 1:40pm revealed

-The parameters were If the systollc BP number
was less than 80 or over 200 to caontact har.
~The systolic was the top number on the BP
reading.

-She was not contacted for clarification.

-She was not notified of any concems.

Interview with the Administrator on 11/22/24 at
2:05pm revealed:

~The MAs could not notify the PCP without
knowing the parameters.

-Shs did not know why the BF parameters were
not clarified.

-The RCC was responsible for reviewing all
orders and clarifying the orders.

-The BP parameters wara overlooked, and she
was ultimately responsible for making sure all
medication arders wera clarified.

b. Review of Resident #2's hospital discharge
summary dated 09/25/24 revealed there was an
order for Hydroxyzine Pamoate 26mg, take 1
capsule three times daily (Hydroxyzine Pamoate
is an antihistamine that can be used to treat

anxiefy).

Review of Resldent #2's Rehabilitation Center
order sumrnary report dated 10/21/24 revealed
Hydroxyzine Pamoate was not listed on the
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medications orderad.

Review of Resident #2's October 2024 electronic
medication administration record {eMAR)
revealed there was no entry for Hydroxyzine
Pamoate, 1 capsule three times dally (8:00am,
3:00pm, 8:00pm) on 10/23/24 through 10/31/24.

Review of Resident #2's November 2024 eMAR
revealed there was no entry for Hydroxyzine
Pamoate, 1 capsuls three times daily (8:00am,
3:00pm, 8:00pm) an 11/01/24 through 11/12/24,

Telephone Interview with a pharmacy technician
at the facility's contracted pharmacy on 11421724
at 12:55pm revealed;

-Hydroxyzine Pamoate was a medication used to
treat anxiety.

-On 10/22/24, Hydroxyzine Pameate,1 capsule
three times daily, was not on Resident #2's
medication list faxed to the phamacist and per
the administrater the phamacy was told to go by
the list faxed and discontinued the medication.
-A new order was faxed to the pharmacy for
Resident #2 on 11/12/24 for Hydroxyzine
Pamoate 26mg, take 1 capsule three times daily.

Interview with the Administrator on 11/22/24 at
2.05pm revealed:

~The Rehabllitation Center removed Hydroxyzine
Pamoate when Resident #2 retumed to the facility
on 10/22/24,

-The medication feli through the cracks and got
ovarlooked because she want by what the
Rehabifitation Center faxed.

-There was no clarification of the medication
order.

-She and tha Resident Care Ceoordinater (RCC)
were responsible for clarifying medications when
a resident retumed to the facility.
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1. Review of Resident #1's current FL-2 dated
10/31/24 revealad diagnoses included
schizoaffective disorder - bipolar type, coronary
artery disease, thyroid gland disease, stage 2
chronic obstructive pulmonary disease, asthma,
and depression.

a. Review of Resident #1's hospital discharge
summary dated 07/11/24 revealed an order to
continue taking Clozapine 100mg 1 tablet every
moming and 2 tablets (200mg) at bedtime.
{Clozapine Is an antipsychotic used to treat
treatment-resistant schizophrenia, Clozapine can
cause sevare neutropenia [low absolute
neutrophil count {(ANC) levels), which can lead to
serjous and fatal infections. ANC is a blood test
used to measure ngutrophils in the blood.
Neutrophils are a type of white blood cell that help
the bedy fight infection. Anyone taking Clozapine
is required to have a baseline ANC level before
treatmant and regular monitoring during
treatment. Other warnings for Clozapine include
orthostatic hypotension {low blood pressure when
standing), bradycardia (slow haart rate), syncope
(fainting), seizure, and heart-related side effects.)

Review of Resident #1's lab results dated
09/05/24 revealed the resident's ANC level was
254 (reference range was 1500 - 7800).

Review of Resident #1's mental health provider
(MHP) visit note dated 09/06/24 revealad:

-There was an arder to discontlnue all Clozapine -
effective immediately.

-The resident should be sent to the hospital for
evaluation due to an extremely low ANC.

Review of Resident #1's hospital emergency
room {ER) after visit summary dated 09/06/24
revealed:
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=The resident had small cell lung cancer and was
receiving chemotherapy.

-The resident was diagnosed with
chemotherapy-induced neutropenia.

-The resident was prescribed an antiblotic (used
to treat and prevent infections).

Review of Resldant #1's September 2024
electronic medication administration record
{eMAR) revealed:

~There was an entry for Clozapine 100mg 1 tablet
in tha moming for schizophrenia scheduled at
8:00am.

-Clozapine 100mg was documented as
administered dzily at 8;:00am from 09/01/24 -
08108124,

-The stop date listed was 09/06/24,

~Clozapine 100mg In the morning continued to be
documented as administered from 09/07/24 -
09/09/24, 3 days after it was discontinued.

-There was an entry for Clozaplne 100mg 2
tablets (= 200mg} at bedtime for schizophrenia
scheduled at 8:00pm.

-Clozapine 200mg was documented as
administered daily at 8:00pm from 09/01/24 -
09/06/24.

=The stop date listed was 09/06/24.

Interview with the Administrator on 11/21/24 at
10:45am revealed:

~The medication aide (MA) who documented
administering the Clozapine to Resident #1 after
it was ordered to be discontinued cn 02/06/24 no
longer worked at the facility.

~Tha MA should not have administered the
Clozapine after it was discontinued.

Review of Resident #1's MHP visit note dated

10/02/24 revealed:
-The MHP noted she was restaring Clozapine
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and the resident's blood tevels were to be drawn
weekly by hematclogy or oneology to monitor the
resident's ANC levels,

-There was an order {o start Clozapine 25mg 1
tablet twice daily for 3 days then discontinus,
-There was an order fo then start Clozapine 25mg
1 tablet daily and 2 tablats at bedtima for 3 days
then discontinue.

-There was an order to then start Clozaplne 50mg
1 tablat twice daily for 3 days then discontinue.
-~There was an order to then start Clozapine 50mg
1 tablet daily and 2 tablets at bedtime for 30 days,
then MHP would review and assess need to
Increase maintenance dose.

Review of Resident #1's current FL-2 dated
10/31/24 revealed an order far Clozapine 50mg 1
tablet every moming and 2 tablets {100mg}) at
bedlime.

Review of Resident #1's October 2024 eMAR
revealed;

~Thera was an entry for Clozaping 25mg 1 tablet
2 times a day for 3 days for mood scheduled for
8:00am and 8:00pm.

-Clozaplne 256mg 2 times a day was documented
as not administered on 10/02/24 - 10/03/24
{8:00am) due {o the rasldent being In the hospital,
-Decumentation for 10/03/24 (8:00pm) - 10/05/24
was blank with no Clozapine documanted as
administered and no rezson indicated.

-The entry indicated a stop date of 10/07/24 for
Clozapine 25mg 1 tablet 2 times a day for 3 days.
-There was a second entry for Clozapine 25mg 1
1ablet every meming for 3 days for mood
scheduled for 8:00am.

-Clozapine 25mg 1 {ablet every morming for 3
days was documented as not administered from
10/0B/24 - 10{14/24 due to the resident being In
the hospital.
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-Clozapine 25mg 1 tablet in the morning for 3
days was documented as administerad on 4 days
at 8:00am including 10/15/24 and 10/17/24 -
1019/24,

-There was third entry for Clozapine 25mg 2
tablets (50mg} at bedtime for 3 days for mood
scheduled for 8:00pm.

-Clozapine 25mg 2 tablets at bedtime for 3 days
was documented as not administered from
10/07/24 - 10/13/24 due to the resident being in
the hospital.

-Clozapine 25mg 2 tablets a bedtime for 3 days
was documented as administered from 10/14/24 -
10/19/24, a total of § days instead of 3 days.
-There was a fourth entry for Clozapine 50mg 1
tablet 2 times a day for 3 days for meed
scheduled for 8:00am and B:00pm.

-Clozapine 50mg 1 {ablet 2 times a day for 3 days
was documented as administered from 8:00pm
on 1016124 - 8:00pm on 10/19/24, a total of 3.5
days instead of 3 days.

-There was a fifth entry for Clozapine 50mg 1
tablet every moming for schizophrenia scheduled
at 8:00am.

-Clozapine 50mg 1 tablet every moming at
8:00am was documented as administered on
10117124, 10/18/24, and 10/20/24 - 10/31/24.
~Fhera was a sixth entry for Clozapine 50mg 2
tablets (100mg} at bedtime for schizaphrenia
scheduled at 8:00pm.

-Clozapine 60mg 2 tablets at bedtime was
documented as administered on 10/21/24 and
10/23/24 - 10/31/24.

-Clozapine was decumented as administered on
multiple entries on the eMAR from 10116/24 -
10/29/24 whan the dosage ordered was 50mg
twice a day.

~There was a total of 76mg of Clozaping
documented as administered at 8:00pm on
10416124,
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-There was a fotal of 126mg of Clozapine
documented as administered at 8:00am on
10/17/24 and 10/18/24,

~Thera was a tofal of 100mg of Clozapine
documented as administered at 8:00pm on
1017424 and 10/18/24.

~There was a {otal of 75mg of Clozapine
documented as administered at 8:00am on
1019724,

-There was a total of 100mg of Clozapine
documented as administered at 8:00pm cn
10119424,

Interview with the MA on 11/21/24 at 1:31pm
revealed:

-The phanmacy usually entered medication orders
into the eMAR system.

-He was not sure if Resident #1 was being
weaned off or on the Clozapine in Octobar 2024.
-He was the MA working in the facility in October
2024 when there wera multiple doses
documented as administered on multiple days.
-He administered Clozapine for each entry that
"popped up” on the eMAR each day even If it was
multiple entries.

-He was not aware some of the entries should not
hava been active at that time.,

-He was just going by what came up on the
eMAR system.

Review of Resident #1's [ab resulis dated
11/01/24 revealed;

-The resident's ANC level was 244 (reference
range was 1500 - 7800).

-There was a handwritten note dated 11/04/24 at
the bottom of the page Indicating the resident was
sent to the hospital due to tha lab results.

Review of Resldent #1's MHP electronic
prescription dated 11/08/24 at 2:26pm revealed

B 358
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an order for Clozapine 50mg 1 tablet every
moming and 2 tablets (100mg) at bedtime.

Reviaw of Resldent #1's MHP visit note dated
11/08/24 at 2:46pm revealed an order to hold all
Clozapine due to awailing updated blood work.

Reviaw of Resident #1's MHP visit note dated
11/11/24 revealed an order to resume Clozapine
with continued weekly lab draws.

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

-There was an entry for Clozapine 50mg 1 tablet
every moming scheduled at 8:00am.

-Clozapine 50mg 1 tablet was documented as
administered at 8:00am from 11/01/24 - 11/04/24,
11/07/24 - 11/08/24, and 11/13/24 - 11/20/24.
-Clozapine 50mg 1 tablet at 8:00am was
documented as not administered from 11/05/24 -
11/06/24 due to the resident being in the hospital
and from 11/09/24 - 11/12{24 due to the
medication being on hold per physician's order.
~Clozapine should have been resumed on
11/11/24 instead of being held.

~There was a second entry for Clozapine 50mg 2
tablets (=100mg) at bedtime scheduled at
8:00pm.

-Clozapine 50mg 2 tablets {100mg) was
documented as administered at 8:00pm from
11/01/24 - 11/03/24, 11/06/24 - 11107124, and
11112124 - 11/19/24.

-Clozapine 50mg 2 tablets at 8:00pm was
documented as not administered from 11/04/24 -
11/05/24 due to the resident being in the hospital
and from 11/08/24 - 11/11/24 dua to the
medication befng on hold per physiclan's order.
-Clozapine should have been resumed an
11/11/24 instead of being held.
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Review of Resldent #1's pharmacy dispensing
records dated 09/01/24 - 11/21/24 revealed:
-There were B Clozapine 50mg tablets dispensed
on 10/10/24.

-Thara were 15 Clozapine 25mg tablets
dispensed cn 10/10/24.

~There were 90 Clozapine 50mg tablets
dispensed on 10/12/24.

-There were 80 Clozaplne $0mg tablets
dispensed on 11/11/24.

Observation of Resident #1°s medications on
hand on 11/21/24 at 1:16pm rovealed:

-There was a supply of Clozapine 50mg tablets
dispensed on 11/11/24 with instructions to take 1
tablet evary moming.

~There was 1 tablet packaged in each bubble of
the medication card.

-There was a supply of Clozapine 50mg tablets
dispensed on 11/11/24 with instructions fo take 2
tablets (=100my) at bedlime.

-~There were 2 tablets packaged in each bubble of
the medication card.

-There was a tofal of 90 Clozapine 50mg tablets
dispensed on 11/11/24 and there were 62 of 90
tablets remaining.

Interviews with Resident #1 on 11/21/24 at
3:33pm and 11/22/24 at 2:53pm revealed:

-He saw a MHP and tock medication for
schizophrenia,

-He had to get lab wark related to his medication.
-He was not sure how often or what dosage of the
medication he recelved.

-He had recently finlshed chemotherapy and
radiation treatmants and he falf tired.

Telephone Intervlew with a pharmmacy technician
at the facility's contracted pharmacy on 11/22/24
at 12:27pm revealed:
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-Tha pharmacy staff usually entered medication
orders into the eMAR system and the facility staff
had to approve the orders to activate tham.

-The facility staff also had access to enter orders
into the eMAR system.

-Tha pharmacy received and antered the
discontinue arder for Clozapine on 09/06/24.
-She was not sure why it continued on the eMAR
unless there was a delay In the facility staff
approving the order.

-She was not sure why there were several orders
for Clozapine entered into the eMAR system that
were active at the same time, unless therea was a
delay by facility staff approving some of tha
orders.

Interview with the Resident Care Coordinator
(RCC) on 11/21/24 revealed:

-Ha supervised the MAs and sometimes
administered medications.

-He usually did record audits for all residents
once 2 week.

-He compared medications on hand with the
eMAR and the medication ordars.

-He saw mulliple entries on the eMAR for
Resident #1's Clozapine in October 2024 but he
thought that was the way the physlcian ordered it.
When asked about comparing the eMAR to the
physician’s orders, the RGC did not respond.

Interview with the Administrator on 11/21/24 at
10:45am revealed:

-The RCC and MAs wera responsible for sending
medication orders to the pharmacy

-The pharmacy usually entered orders into the
eMAR system.

-Either she or the RCC or the MAs had to review
and approva orders In the eMAR system priar to
the orders becoming active.

-She was not sure why Clozapine continued to ba
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administered after it was discontinued on
09/06/24.

-The MA should have notified her of the RCC
when he saw multiple orders for Clozapine in the
eMAR system.

-The MA should not hava administared multiple
doses of Clozapine to the resident in October
2024,

Attempted telephone interview with Resident #1's
MHP on 11/22/24 at 2;16pm was unsuccessful.

b. Review of Resident #1's hospital emergency
room (ER) after visit summary dated 09/06/24
revealed:

-The resident had smalt cell [ung cancer and was
recelving chemotherapy.

-The resldent was diagnosed with
chemotherapy-induced neutropenia.

~The resident was prescribed an antibiotic {used
to treat and prevent infections.)

Review of Resident #1's hospital prescription
order dated 09/06/24 revealed an order for
Levofloxacin 500mg 1 tablet once a day for 5
days. (Levofioxacin is an antibiotic used to treat
and pravent infections.}

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

-There was an entry for Levofloxacin 500mg take
1 tablet every for 5 days for Infection.

- Levofloxacin was scheduled to be administered
at 8:002m.

<Documentation for Levofloxacin 500mg was
blank from 09/06/24 - 08/09/24.

-The first dose of Levolloxacin 500mg was
documented as administered at 8:00am on
09/10/24.

D 3sg

Division af Health Servica Regulation

STATE FORM

Ehe Q16X1

If continuation sheat 39 of 60




STATEMENT CF DEFICIENCIES
AND PLAN OF CORRECTION

Divislon of Haalth Service Regulation

PRINTED: 1211712024
FORM APFROVED

{%1) PROVIDERSSUPPLIERICLIA
ISENTIFICATION NUMBER:

HALD51072

(*%2) MULTIPLE CONSTRUCTION
A BUILDING:

B. WING

{%3) DATE SURVEY
COMPLETED

R
1112212024

NAME OF FROVIDER OR SUPPLIER

STREET ADDRESS. CITY. STATE, ZIP CODE

103 ANNIE PARKER CIRCLE
SMITHFIELD, NC 27677

AMERIGARES ADULT HOMES # 2

(X4 ID
FPREMX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{CACH DEFICIENGY MUST DE PRECGDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFLY
TAG
DEFICIENCY)

o PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

(X5)
COMPLETE
0AaTE

D 358

Continued From page 39

- Levofloxacin 500mg was documented as
administered daily from 09/10/24 - 09/15/24, 6
days instead of 5 days.

-There was no reason for the dalay in starting the
antiblotic documented on the eMAR,

Observation of Resident #1's medications on
hand on 17/21/24 at 1:16pm revealed there was
no Levofloxacin on hand.

Review of Resident #1's pharmacy dispensing
records dated 09/01/24 - 11/21/24 revealed there
were 5 Levofloxacin 500mg tablets dispensed on
09/09/24.

Interviews with Resident #1 on 11/21/24 at
3:33pm and 11/22/24 at 2:53pm revealed he
recalled going to the hospital several times, but
he was not sure if he had been prescribed an
antibiotic.

Telephene interview with a pharmacy technician
at the facility's contracted pharmacy on 11/21/24
at 12:10pm revealed:

-The phammacy received the Levofloxacin order
(dated 09/06/24) on 09/0S/24.

-The ordered was entered into the eMAR system
to start on 09/10/24,

Interview with the Administrator on 11/21/24 at
10:45am revealed:

“The RCC was responsible for faxing medication
order to the pharmacy.

-if the RCC was not available, the medication
aide {MA) on duty was responsible for faxing
medication orders to the pharmacy.

-The facility's contracted pharmacy staff put
orders into the eMAR system and eithor the RCC
or MAs had to approve orders prior to the orders
becoming active In the eMAR system.
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-Tha facility’s contracted pharmacy usually
delivered medications to the facility each week
night.

-If an order was received on a weekend, there
was someone on call at the pharmacy and they
could get the medication the next day.

-She did not know why there was a delay in
gelling Resident #1's Levofioxacin.

-1t should have been started no later than the next
day after it was ordered.

-She usuatlly did record audits weekly, but she
had not audited Resident #1's record because tha
resident was in the hospital last week.

-The MA who was on duty at the time of the
Levofioxacin order dated 09/06/24 no longer
warked at the facility.

-The MA should have sent the order to the
pharmacy when it was received on 08/06/24.

Telephone interview with a registered nurse (RN)
at Resident #1's radiation provider's office on
11/22/24 at 2:36pm revealed:

-Resident #1 received chemotherapy and
radiation for lung cancer.

-The resident's low ANC lavels caused by
chemotherapy and the resident's antipsychotic
medications put the resident at more at risk for
infections, especially since the resident lived in
close quarters with other residents in the facility.
-The delay in starting Levofloxacin caused the
resident to be at risk for infection and sepsis
{infection in the blood).

Telephone intarview with Resident #1's primary
care provider (PCP) on 11/22/24 at 1:40pm
revealed:

-Resident #1 had lung cancer and had received
chemotherapy and radiation that put the resident
at higher risk for infections.

-The resident also received an antipsychotic that
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could lower blood counts and put the resident at
risk of Infections.

-The delay in receiving Levofloxacin put the
resident at risk of infections.

Altempted telephone interview with Resident #1's
MHP on 11/22/24 at 2:16pm was unsuccessful.

c. Review of Resident #1's physician's order
dated 07/04/24 ravealed there was an order for
Olanzapine Smy take 1 tablet in the evening on
days 1 to 4 of chemotherapy to prevent nausea.
{Olanzapine is an antipsychotic that may be used
to prevent nausea and vomiting caused by
chemotherapy.)

Review of a handwritten list of dates of
chemotherapy for Resident #1 revealed:

-The first cycle was 07/30/24, 07/31/24, and
08101124,

-The second cycle was 08/20/24, 08/21/24, and
0822124,

-The third cycle was 08/10/24, 09/11/24, and
09/12/24.

-The fourth cycle was 10/22/24, 10/23/24, and
10/24724.

Review of Resident #1's September 2024
electronlc medication administration recard
{eMAR} revealed;

-There was an entry for Olanzapine Smg take 1
tablet in the evening on days 1 {o 4 of
chemotherapy to prevent nausea.

-The entry was marked as pm (as needed) rather
than scheduled for 4 doses as oidered.

-No Olanzapine was decumented as
administared.

Review of Resident #1's Cctober 2024 eMAR
revealed:
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~There was an entry for Olanzapine 5mg taka 1
tablet in the evening on days 1to 4 of
chemotharapy to prevent nausea.

-The entry was marked as pm (as needed) rather
than scheduled for 4 doses as ordered.

-No Olanzapine was decumented as
administered.

Observation of Resident #1's medications on
hand on 11/21/24 at 1:15pm revealed:

-There was a supply of Olanzapine 5mg
dispensad on 07/03/24 with instructions to take 1
tablet in the avening x 4 doses, on days 1 to 4 of
chemotherapy to prevent nausea.

-There were 12 of 12 tablets of the supply
dispansed on 07/03/24 remaining.

-There was a supply of Olanzapina Smg
dispensed on 07/30/24 with instructions to take 1
tablet in the evening x 4 doses, on days 1 to 4 of
chemotherapy 1o prevent nausea.

-There ware 12 of 12 tablets of the supply
dispensed on 07/30/24 remaining.

-There were no other supplies of Olanzaplne
available for administration.

Interviews with Resident#1 on 11/21/24 at
3:33pm and 11/22/24 at 2:53pm revealed:

-He had recantly finished with chemotherapy and
radiation treatments.

-He did not recall having nausea and vomiting but
he did recall being waak and unsleady on his feet
when he was receiving treatments.

Interview with the medication aide (MA} on
1421/24 at 1:31pm revealed:

-The pharmacy usually entered medication orders
into the eMAR system.

-Resident #1 took chemotherapy about 3 times a
week for 12 sessions starting sometime around
July 2024,
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-The resldent also tock about 30 radiation
treatments.

-Hae could not recall administering any Olanzapine
to the resident and did net recalt sesing the order
on the eMAR.

~The resident never complained of nausea ta him.
-He recalled the resident vomiting one time in the
dining room ({could not recall date) but could not
recall if it was on a day the resident received
chemotherapy.

-He did not document when the resident vomited.

Interview with the Resident Care Coordinator
(RCC) on 11/21/24 revealed:

-He supervised the MAs and somatimes
administered medications.

-He usually did record audits for all residents
once a week.

-He compared medications on hand with the
oMAR and the medication orders.

-The pharmacy usuelly entered orders into the
eMAR system and the facility had to approve the
orders.

-He usually approved the orders and he must
have overlooked that Olanzapine was setup as a
pm medication in the eMAR system.

~-The resident never reported any nausea o his
knowledge.

Telephone interview with a pharmacy technlcian
at the facility's contracted phamacy on 11/22/24
at 12:27pm revealed:

~The phammacy only dispensed Olanzaping 5mg
fablets twice, on 07/03/24, and 07/30/24 with 12
tablets each time.

-There had been no requests by the facility to
refill {he Olanzapine since it was Jast dispensed
on 07/30/24.

-A pharmacy technician entered the order info the
2MAR system as a prn {as needed) medicatlon
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but it should have been scheduled on the eMAR
in accardance with chemotherapy days.

-The facility staff who approved the order should
have changed it o a scheduled medicaticn.

Telephone interview with a registered nurse (RN)
at Resident #1's chemotherapy provider's office
on 11122124 at 2:43pm revealed:

-Olanzapine was ordered to be taken during
Resident #1's chemotherapy treatments because
there was a high risk of the chemotherapy
causing nausea.

-Qlanzapine should have been administered to
prevent nausea for the comfort of the reskdent

d. Review of Resident #1's physician's order
dated 10/03/24 revealed an crder for Magic
Mouthwash 10ml twice a day for 5 days. {Magic
Mouthwash is used to treat mouth sores caused
by chemotherapy and radiaticn.)

Review of Resident #1's physician's order dated
10/22/24 revealed an order for Maglc Mouthwash
swish, gargle, and spit out 5ml every 6 hours as
needed for mouth or throat pain.

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

-There was no entry for Magic Mouthwash 10mis
twice a day for 5 days.

-There was no Magic Mouthwash documented as
administered twice a day as ordered on 10/03/24.
~Thare was an entry for Magic Mouthwash swish,
garale, and spit out 5ml every € hours as needed
{prn} for mouth or threat pain.

-The pm Magic Mouthwash was documented as
adminisfered on one cccasion on 10/30/24.

Observation of Resident #1's medicatlons on
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hand on 11/21/24 at 1:29pm revealed:

~There was a bottle of Magic Mouthwash
dispensed on 11/14/24 with instructions fo ewish,
gargle, and spit out Sml every 6 hours as needed
for mouth or throat patn.

-There were no to other supplies of Magic
Mouthwash available.

Telephone Interview with a phamacy technician
at the facility's contracted pharmacy on 11/22/24
at 12:27pm revealed:

-The pharmacy received Resident #1's Magic
Mouthwash order dated 10/03/24.

~The pharmacist did not dispense it on 10/03/24
because there was an ingredient in the
mouthwash that was similar {o another
medication the resident was allergic to.

-The pharmacist attempted {o contact the
provider.

-The pharmagist notified the facility (no facility
staff person's name was noted) and told the
facility staff person to call the pharmacy back the
next day to see if they heard back from the
provider.

-They did not haar back from the provider.

-The facility did not call back, so the phamacy
did not dispense the medication.

Interviews with Resident #1 on 11/21/24 at
3:33pm and 11/22/24 at 2:53pm revealed:

-He had used soma Magic Mouthwash at times,
but he could not recall when or how often.

-He had recelved chemotherapy and radiation,
and he had recently finished bath.

-It was sometimes uncomfortable when he
swallowed bacause it falt like somathing was
rubking in his throat.

-He thought the Magic Mouthwash helped when
he used it.
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Interview with the medication alda (MA) on
11/21/24 at 1:31pm revealed:

-The pharmacy usually entered medication orders
into the eMAR system.

-He did not recall getting Magic Mouthwash for
Resident #1 until fater in October 2024,

-He did not recall speaking to anyone at the
pharmacy about the 10/03/24 order for Magic
Mouthwash.

Interview with the Resident Care Coordinator
(RCC)on 11£21/24 revealed:

-He supervised tha MAs and sometimes
administered medications,

-He usually did record audits for all residents
once a week.

-He compared medications on hand with the
eMAR and the medication orders.

-He did not know why Resident #1 did not receive
the Magic Mouthwash ordered on 10/03/24,

-The resident received chemotherapy 3 to 4 times
a week and should have received the Magic
Mouthwash.

Telephone interview with a registered nurse (RN)
at Resident #1's radiation providaer's office on
11422424 at 2:36pm revealed:

-Magic Mouthwash was ordered to be
administered to Resident #1 because the
resident's immune system was compromised and
the radiation could cause thrush (a fungal
infection of the mouth and throat).

-Magic Mouthwash was to help with the resident’s
discomfort related symptoms caused by radiation
including making it harder to swallow, eat, and
drink.

e. Review of Resident #1's physician's order
dated 08/23/24 revealed an order for
Levothyroxine 150meg 1 tablet every moming
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before breakfast {Levothyroxine is used fo treat
underactive thyroid disease.)

Review of Resident #1's September 2024
electronic medication administration record
{eMAR} revealed:

~There was an entry for Levothyroxine 150mcg 1
tablet every day 1 hour prior to breakfast.
-Levothyroxine was scheduled for administration
at 8:00am.

-Lavothyroxine was documented as administered
daily at 8:00am from 09/01/24 - 09/24/24 except
on 09/16/24 when the dosage was held.”
-Levothyroxina was documented as not
administered from 08/25/24 - 08/30/24 due to the
resident being in the hospital.

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

~There was an entry for Levothyroxine 150meg 1
tablet every day 1 hour prior to breakfast.
-Levothyroxine was scheduled for administration
at 8:00am.

-Lavothyroxine was documented as not
administersd from 10/01/24 - 10/03/24 and from
10/09/24 - 10/14/24 due to the resident being in
the hospital and on 10/16/24 due to the resident
being out of the facility for a chemotherapy
treatment.

-Levothyroxine was documented as administered
daily at 8:00am from 10/04/24 - 10/08/24,
10/15/24, and from 10/17/24 - 10/31/24.

Review of Rasldent #1's Novernber 2024 eMAR
revealed:

-There was an entry for Lavothyroxine 150mcg 1
tablet every day 1 hour prior fo breakfast
-Lavothyroxine was scheduled for administration
at 8:00am.

-Levothyroxine was documented as not
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administered from 11/05/24 - 11/06/24 due to the
resident being in the hospital,

-Levethyraxine was documented as administered
daily at 8:00am from 11/01/24 - 11/04i24 and
from 11/07/24 - 11/20/24.

Interviews with Resident #1 on 11/21/24 at
3:33pm and 11722424 at 2:53prn revealed he
usually received all of his moming medications
when he was eating his breakfast.

Observation of Residant #1's madications en
hand on 11/21/24 at 1:20pm revealad:;

-There was a supply of Levothyroxine 150mcg
tablets dispensed on 11/06/24.

-The instructions were to take 1 tablet everyday 1
hour prior to breakfast.

Intarview with the medlcation alde {(MA) on
11/21/24 at 1:31pm revealed:

-Breakfast was served at 8:00am daily.
-Resident #1's madications scheduled at 8:00am
ware administerad at 8:00am Including
Levothyroxine.

-He had not noticed the instructions on the eMAR
and the medication label were to administer
Levothyroxine one hour prior to meals,

-At one tims {could not recall when), the
Levothyroxine was scheduled and administered
at 6:00am.

Interview with the Resldent Care Coordinator
{RCC) on 11/21/24 revesled:

-He supervised the MAs and sometimes
administered medications.

-He usually did record audits for all residents
once a week.

-He compared medications on hand with the
eMAR and the medication orders.

-Resldent #1 sheould get Levothyroxine at 7:00am.
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-He had not noticed the time was incorrect on the
eMAR.

Revievt of Resident #1's lab resuits dated
09/20/24 revealed the resident’s thyroid
stimulating hormone {TSH]) level was 1.31
{reference range = 0.35 - 4.94) on 08/20/24.

Telephona interview with Resldent #1's primary
care provider (PCP} on 11/22/24 at 1:40pm
revealed:

-Food hindered the absomtion of Levothyroxine.
-Levothyroxine should he taken on an empty
stornach to maintain therapeutic rangs.

-If getting with foed, the resident could bs at risk
for symptoms including heart palpitatlons, weight
loss, and diarrhea.

2. Review of the facility’s Medication Order Pollcy
{policy not dated) revealed:

-Physician medications orders may be ordered
from the pharmacy by any persan deslignated by
the facility.

-New medication orders shall include the
resident’s name, physician's name, name of drug,
strength of drug and amount, route of
administration, and time of dose limit if specified
by physlcian such as a step order.

Review of Resident #2's current FL-2 dated
11118/24 revealed diagnoses Included type 2
diabstes, hypertension, chronic obstructive
pulmonary disease, depression, chronic kidney
disease, chronic back pain, and hyperlipidemia.

Review of Resident #2's Resident Register
revealed an admission date of 04/01/19.

Raview of Resident #2's hospital discharge
summary dated 09/25/24 revealed there was an
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order for Nicotine 21mg/24-hour patch apply 1 on
the skin daily {(used to treat smacking cravings).

Review of Resident #2's Rehabflitation Center
order summary report dated 10/21/24 revealed an
order for Nicotine patch 24-hour 21mg apply 1
patch transdermally one time a day for smoKing
cessation for 4 weeks and remove per schedule.

Second review of Resident #2's current FL-2
dated 11/18/24 revealed there was no arder for
Nicotine 21mgi24 hours patch.

Review of Resident #2's November 2024
electronic medication administration record
(eMAR) revealed:

~-There was an enhtry for Nicotine 21mg/24HR
palch, apply 1 patch transdermally to skin once
daily for smoking.

-Nicotine 21mg/24 hours were documented as
adminlistered at 8:00am on 11/01/24 through
11/03/24.

~There was no cther documentation of Nicotine
21mgf 24 hours being administered.

Observation of Resident #2's medications on
hand on 11/20/24 at 10:40am revealed.

~There was a Nicotine transdermal system patch
kit on the medication cart.

-There were 7 out of 28 patches sitting In thelr
original package.

Interview with Resident #2 on 11/20/24 at
11:20am revealed;

-Ha was waaring a Nicotine patch.

-The medication aide (MA) placed the Nicoline
patch on him that moming and every day in the
last week.

Interview with the MA on 11/20/24 at 11:30am
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revealed:

-He applied the Nicotine patch on Resident #2's
amm from 11415/24 through 11/20/24.

-He was not aware the medication had been
discontinued because he did not see discontinue
on the cart, or on the sMARs.

-Resident #2 reminded him that he needed his
patch to be applied, and he placed it on his arm
but did net check off on the eMARs that he had
applied the patch because it was not up thera for
im to check off and it never accurred to him that
was because the order had been discontinued,

Interview with the Resident Care Coordinator
{(RCC) on 11/20/24 at 11:43am revealed:

-He was not aware Resident #2's Nicotine patch
had an arder to discontinue within 4-weeks.

-He was responsible for reviewing all orders for
clarification.

-If the resident's order came from a Rehabilitation
Center, he was to review the order, initial that he
reviewed the order, then fax it to the primary care
provider {PCP} for ¢larification.

-He could not recall using this method when
Resident’s #2's order came in from the
Rehabilitatlon Center.

-He did not contact the PCP for clarification of the
medication.

-Ha was responsible for making the MA aware of
any medication changes.

-He was not aware the MA applied the nicotine
patch on Resident #2's skin with no physician's
order.

Telephone interview with a pharmacy technician
at the facility’s contracted pharmacy on 11/21/24
at 12:55pm revealed:

-Nicoting Transdemmnal System 4-week kit was
dispensed for Resldent #2 on 09/25/24 and tha
stop date was dated 11/05/24.
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-The medication was a short order,

~-The guantity of the medication was 28 patches.
-Any unused patches afler the stopped dated
should have been retumnad to the pharmacy.
-Mo patches were returned to the phamacy.

Telephona interview with Resident #2's PCP on
11/22i24 at 1:40pm revealed:

-She was not aware that Rsident #2's Nicoting
paich had an order to end within 4-wesks.

-She was not aware that MA continued to
administer the medication.

~3he did expact the staff to discontinue the pateh
If there was no order.

Interview with the Administrator on 11/21/24 at
11:25am revealed:

~She was not aware that Residant #2's
medication arder for Nicotine patch had been
discontinued.

-She faxed the Nicotine patch order to the
pharmacy on 10/23/24 and overlooked that it was
ardered for 4-weaks only.

-The RCC was responsible for medication
clarification, to confirm all medications were
active, and to review start date and end date.
-When a medicatlon was discontinued, the eMAR
system alerted the MA that the medication was
discontinued with & sound when, {hey aftempted
to scan the medication.

-She was not aware that the MA applied Resident
#2's Nicotine patch from 11/15/24 to 11/21/24.
-She was not aware that the nicoline patch
continued to be an the medication cart.

Attempted telephone interview with Resident #2's
family member on 11/22/24 at 12:05pm was
unsuccessful.

The facility falled to administar medlcatlons as

D 358
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{b) The facility shall assure action is taken as
needed in response to the medication review and
documented, including that the physician or
apprepriate health professional has been
informed of the findings when necessary.

This Rule is not met as evidenced by;

Based on intervlews and record reviews, the
facllity failed to ensure follow up for a quarterly
medication review for 1 of 1 sampled resident
(#1}) who had a recommendation.

The findings are:

Review of Rasident #1's cuirent FL-2 dated
10/31/24 revealed diagnoses included
schizoaffective disorder - bipolar type, coronary
artery disease, thyreid gland disease, stage 2
chronle obstructive pulmonary disease, asthma,
and depression.

Review of Resldent #1's quarterly medication
review dated 09/10/24 revealed:

-The resident was being treated with Famotidine
and Protonix. (Famotidine and Protonix are used
to treat acid reflux disease.)

-The pharmacist made a recommendation to
evaluate if the resident needed to be on both
medications.

-The medication review recommendation was not
signed by the resident's primary care providar
{PCP).

Review of Resident #1's progress notes and
provider visit notes dated September 2024 -
November 2024 revealed no documentation the
medication review recommendation had been
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forwarded to the PCP for follow-up.

Interview with the Resident Care Coordinator
(RCC) on 11/20/24 at 3:49pm revealed:

-He was not familliar with medication review
recommendations.

-He was not aware that he needed to follow-up on
medication reviews.

Interview with the Administrator on 11/21/24 at
10:452am revealed:

~The RCC was responsible for following up on
medication review recommendations,

-She did not know why Residant #1's medication
recommendation from September 2024 had not
been followed up.

~She had not had a chance to check behind tha
RCC to make sura recommendations were
followed up.

Telephone interview with the facility's contracted
Consultant Pharmacist on 11/22/24 at 11:28am
revealed:

-Sha did the medication raviews on-site at tha
facility.

-She usually typed and sent the medication
review recommendations to the facility In the
pharmacy fote the next day.

-Sha put a nota for attention to the Administrator
on the medication review recommendations.
-3he did not usually have any issues with the
{acility following up on medication review
recommendations.

-Sha was not aware they had not fellowed up on
the recommendation from September 2024 for
Resident #1.

Telephone interview with Resident #1's PCP on
1172224 at 1:40pm revealed:
-If sha had received a medication
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Revlew of Resident #1's facility progress note
dated 10/26/24 {no time noted) revealed:

~The resident was found on the floor and could
not get up.

-Emergency Medical Services (EMS) was called
and the resident was taken to the hospital
emergency room (ER).

Review of Resident #1's hospital after visit
summary dated 10/26/24 revealed:

~The resldent was seen for a fall with head Injury.
-A head and neck scan were completed.

-The resident was diagnosed with a closed head

injury.

Review of Resldent #1's facility progress nate
dated 11/02/24 (no time noted) revealed:
-The resldent had a fall from his wheelchair.
-EMS was called and EMS checked out the
resident.

-The resldent refused to go to the hospital,

Review of Resident #1's accidentfincident reporis
for Octoher 2024 - November 2024 revealed:
-There were no accidentfincident reports for the
resident’s falls on 10/26/24 and 11/02/24.

~-There was no decumentation the county
department of scocial sarvices {(DSS8) was notified
of the falls requiring EMS and/or hospital
evaluation and treatment.

Interview witih the medication aida (MA} on
11721124 at 3:23pm ravealed:

-He thought he had filled out an accidentfincident
report on 10/26/24 but he could not find it.

-He usually gave accident/incident reports to the
Adminlstrator,

Interview with the Resident Care Coordinator
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(RCC) on 1/21/24 at 12:30pm revezled:

-The MA or parsonal care aide {PCA) on duly at
the time of an accident was respansible for
completing an accidentincident report.

-Tha MA or PCA then gave tha report to him or
the Administrator.

-If the MA or PCA gave the rapott to him, he
forwarded it to the Administrator.

-The Administrator was responsible for nolifying
the county DSS of accidents/incidents.

-He and the Administrator were responsible for
checking to make sure accidentfincident reports
were completed.

~He was not sure why there was no
accidendincident reports for Resident #1's falls on
10126124 and 11/02/24.

-He thought they had been done and given go the
Administrator,

Interview with the Administrator on 11/21/24 at
10:45am revealed:

-Tha aceidentfincident reports for Resident #1's
falls on 10/26/24 and 11/02/24 were not done.
-The MA on duty at the time of the incident was
rasponsible for completing the accident/incident
report.

-The MA was supposed to give the report to the
RCC or her.

-She was rasponsible for sending the
accidentfincident reports to the county DSS.
-5She had staff complate accldentfincident reports
today, 11/21/24, for Resident #1's falls on
10/26/24 and 11/02/24.

~Sha sent those reports to the county DSS today,
1121124, but they should have been completed
and sent on the day the falls occurred.

Telephone interview with the Adult Home
Specialist (AHS) with the county DSS on 11/22/24
at 10:50am revealed:
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~The facility usually sent accidentfincident reports
within 24 hours of the accident/incident.

«Tha facility usually sither faxed, emailed, or
called.

-She did not receive accident/incident reports for
Resident #1's falls on 10/26/24 and 11/02i24 until

yesterday, 11721724,
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