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{D 000} [nitfa] Comments {D 000}
Tha Adult Care Licansure Section eonducted a
follow-up survey an 02/04/25 - 02/05/25. 10A NCAC 13F.0902 (b) Health Care (D273) complete by
02/26/2025

{D 273} 10A NCAC 13F .0902(b) Health Care

10A NCAC 13F 0902 Health Care

(b) The facility shall assure refarral and follow-up
to meet the routine and asute health care needs
of residents.

This Rule is not met as evidenced by:
FOLLOW.UP TO TYPE A1 VIOLATION,

The Type A1 Violation was abated,
Non-compliance centinues.

Based on interviews and record revisws, the
facility falled to ensure health care coordination
and follow-up for 1 of 3 sampled residents (#2)
including falling to obtain a chest scan for
follow-up after the resident had pneumonla and
falling to coordinate a refefral for a sleep study to
determine if the resident needed treatment for
obstructive sleep apnea.

The Nindings are;

Revlaw of Resident #2's current FL-2 dated
11/18/24 rovealed dizgnoses Included chronic
obstructive pulmonary disease, diabetes melfitus
typo 2, hypertansion, hyperipldemla, chronic
klgdney disease, coranary artery disease,
depresslan, chronic back paln, and deblllty.

Revlew of Resident #2's iung clinic provider visit
note dated 11/25/24 revealed:
-There was an order to have a follow-up chest

{D 273} ©n 02/10/2025 RCC and Administrator did an
[mmediatlien audit dona on char and
physician order to ensure that all onder is correctly
dong as the physieian hns order.
On 02/12/2025 n Immediation raining was given ta all
med lech and RCC conceming ol Honlth Care of
refermets and toflowing up and dacumentalion
by the administrator and LHPS hurse 1o ensure gaing
Topesard that all reshdents healtheare needs are heing
mel and gomng forward 10 ensure residents are protected from
furtlser sisk, the tacility has pul In place staff vall immetliately
make a phone calland log any
dacumenlatinn of iepoting, concen, ar aveitooked medenl
needs of the resident 1o cnsure
{ihat any referal and loliows up are done as ghysician
order,
Tha RCC vwill continee o conduct daily audits reviews af
documentation, and charts, the atdministrator il
conduct a weekly audils [0 onsure thal resident needs
ara being met.
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scan without contrast done in 3 months from
09/29/24 to follow-up on prneumonia,

~The nole on 1he order Indlcated the chest scan
was 10 tie done after 12/28/24.

~There was an order for a sleep study to be
requestad to follow-up if the resident needed
trealment for abstructive sleep apnea (a
breathing disardar whera the upper airway
becomes blocked during sleep, [eading to pauses
In breathing),

Review of Resldent #2's provider vizits notes
dated Novembar 2024 - February 2025 revealed:
=Thare was no documentation of a chest scan
being completed in 3 months from having
pneumania on 09/28/24.

~There was no documentation of tha resident
completing a sleep sludy test,

Intarview with Resldant #2 on 02/05/25 at 1:53pm
revealed:

-He never had a chest scan after he was In the
haspital for pneumonia In September 2024,

-He was not sure why ona had not bean done.
-He denled any cumrent symploms of pneumonia.
-He had a sleep study over 8 years ago and was
told he had sleep apnea at that time.

-He had not had any sleep studies since the one
he had 8 years ago.

Interviews wilh the Resident Care Coordinatar
(RCC) on D2/05/25 at 8:30am and 2:10pm
revealed;

-He was cumrenlly responsible for setting up
refamals for the residents.

-He did not set up a chest scan or a slesp study
for Resldent #2 because at the time the referrals
were ardered, he was not responsible for referrals
and he was not aware of the referrals.
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Intarview with the Administrator on 02/05/25 at
2:35pm revealed:
-The RCC was responsible for seting up any
referals for the residents and the current RCC
was responsible at the time of Resident #2's
refemals.
~Thara were no calis by the faciility staff made
until yesterday, 02/04/25, to follow-up on the
referral for the rasident's chest scan and sleep
study.
Attempted telephane interviews with Residant
#2's lung clinle provider on 02/05/25 at 9:11am
and 11:13am ware unsuccessful. PE—
IR 26075
{0358} 10A NCAC 13F .1004(a) Medlcation {D 358} 10A NCAC 13F 1004 (1) Medicallon Administration {D358) r
Admiistration et
beizi folimy as the phys:oan ordor,
10A NGAC 13F 1004 Medication Administration On 0211212025 LHPS nurse retrpingdd RCC and Med Tech oo
of oAh tha I I Iobervmg U physicl
(@) An adult care home shall assure that the B e mbe\d st o sl i
preparation and administration of medications, hwhila ensuring thal we condaue t follow the po:cles and procedures of
prescription and non-prescription, and treatments e e e e o o) BN AN
bysafareinsocodoncewitn: e s oy s e,
{1} orders by a licensed prescribing practitioner ensiita ordzr bir being ndmind 115 Ibe physiclan order.
which are malntained In the resident's record; and T Qoimikschor sl :;,"g"g,,m“,ggmmmm g
{2) rules [n this Section and Ihe facllity's policies
and procedures,
This Rule Is not met as evidenced by:
FOLLOW-UP TO TYPE A1 VIOLATION.
The Type A1 Violallon was abated.
Non-compliance conlinues,
Based on observations, interviews, and record
reviews, the facility falled to ensure medications
were administered as amdered for 1 of 3 rasldents
(#2) sampled including errors with medicatlons
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used for anxiely, nerve paln, and nosa blesds,
The findings are;

Revlew of Resldent #2's current FL-2 datad
11/18/24 revealed dlagnoses Included chronic
obstnuctive pulmonary diseaso, diabetes mellitus
type 2, hypertension, hyperlipldemia, ¢chronic
kidney disease, ceronary artery disease,
depression, chronic back paln, and debility,

a, Review of Resident #2's physlician's order
sheet dated 11/18/24 revealad an order for Afiin
0.05% Nasal Spray, spray 2 sprays Into each
nostrl avery 12 hours as needed (pm) for nose
bleeds. {Afrin Nasal Spray is a nasal
decongestant that consiricts blood vessels and
may reduce or stop nose blseds.)

Review of Rasident #2's facllity progress nofes
dated 02/04/25 rovealsd;

~The resldent came lo staff with a "really bad
nose bleed" {no time noted}.

-The staff person called emergency medleal
services {(EMS) to check tha resident.

-EMS took the resident to the hespltal,

-At 5:46am, {he resident came back to the facility
and had a device In his nose to stop the bleeding
and was to follow-up with an ear, nose, and throat
{ENT) provider within 24 « 72 hours.

Review of Resldent #2's February 2025 slectronlc
medication administration record (eMAR)
ravealed:

~There was an entry for Afrin 0,05% Nasal Spray,
spray 2 sprays into each nostril every 12 haurs as
needed for nose bleeds,

-There was no documentation of any Aftin Nasal
Spray being administered to the resident,
including on 02/04/25 when the resident had a
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nose bleed and was sent to the hospltal,
-Afrin Nasal Spray was not administered as
ardered.

Observation of Resldent #2's medications on
hand on 02/05/25 at 9:49am revealed:

=Therg was a bottle of Afrin 0.05% Nasal Spray
dispensed on 10/22/24,

~The insteuctions ware to spray 2 sprays inta each
nostril every 12 hours as needed for nosa bleeds,
-~The botile was sealed and had not baen opened,

Interview with the medication alde (MA) on
02/05/25 at 10:00am ravonled:

=Aratind 3:05am that morning, he heard Resident
#2 yeliing and saying he was about {o “bleed fo
death”.

-The resident's nose was bleeding *very bad.,
«There was blood an the floor and a "blg puddle
of blood" on the residenl’s bed.

<He pinched the resident's nose and tilted the
resident's head forward and the bleeding stopped
after about 30 seconds.

-Ha cleaned {he blood that was on the resident
anrd let the resldent sit for a while.

-He was cleaning the resident's room when tha
resident's nosa starled bleeding again.

-He called EMS and EMS took the resldant 1o the
hospital.

-He was not aware the resident had a prn order
for Afiin Nasal Spray for nose bleeds.

-The prn orders did not automatically "pop up" on
the eMAR since they wers not routine
medications.

-He would have to manually pull up the resident’s
prm modleations ta see the list of prns en the
eMAR systern.

Interview with Resident #2 on 02/04/25 at 3:42pm
revealed:

{D 358}
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-Around 2:00am that morning, his nose started
bleeding and he went and got the MA.

-Ha was on a blood thinner and his nose had bled
several times in the past,

-Ha did not recelve any Afrin Nasal Spray at tha
facility that morning when his nose was bleading.
-EMS cams and took him to the hospital.

+Ho received Aftin Nasal Spray at the hospila] but
it did not stap the bleeding,

=The hospital staif had to put a foam device In his
nose to stop the bleeding.

Review of Resident #2's emergency depariment
{ED)} after vislt summary {AVS) dated 02/04/25
revealed:

~The resident was seen for and dlagnosed with a
nose bleed.

-The hospital ED provider administered Afrin
Nasal Spray !0 the resident at 4;14am.

-The hospital ED provider put a foam device into
the resident’s nostril to help stop the bleeding,
-The resident was to follow-up with an ENT
provider In 24 - 72 hours.

Interview with the Resident Care Coordinator
(RCC) on 02/05/25 at 2:10pm revealed:;

-Ho did not raalize Resldent #2 had a pm order
for Afrin Nasal Spray for nose bleeds.

-He thought the order had been discontinued.

Interview wilh the Adminlstrator on 02/05/25 at
2:35pm revealed:

«Resldent #2 was recelving a blood lhinner and
he had a history of noss bleeds,

-She was not aware Resldent #2 had a prn order
for Afrin Nasal Spray for nose bleads.

-Tha prm Afrin should have been adminlstared on
02/04/25 when he had a nose bleed at the facility,

Telephone Interview with Resident #2's primary
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care provider (PCP) on 02/05/25 at 1:24pm
revealed:

-Residant #2 took a blood thinner and was at risk
Tor bleeding,

-If Resldent #2 had been administered prn Aftin
Nasal Spray when his nose was bleeding on
02/04/25, it may have prevented the resident from
having to go to the ED.

-Prolunged or frequent bleading could cause a
drop In the resldent’s bload count.

b. Review of Resldent #2's current FL-2 dated
11/18/24 revealed an arder for Lorazepam 1mg {
tablet 3 imes a8 day. (Lorazepam Is a controlled
substance used to treat anxiely.)

Review of Resldent #2's January 2025 electronic
medigation administration record (eMAR)
ravealed:

-There was an entry for Lorazepam 1mg 1 tablat
3 times a day at 8:00am, 2:00pm, and 8:00pm for
anxiety.

-Lorazepam was documented as administered 3
times a day at 8:00am, 2:00pm, and 8:00pm from
01/01/25 - 01/31/25, for a {otal of 93 doses.

Review of Resident #2's January 2025 controlled
substance (CS} logs for Lorazepaim revealed:
-There was no Lorazepam documented as
administered or deducted from the C5 log count
on 01/07/25 at 8:00pm and 01/09/25 at 8:00pm.
~There wave 81 doses of Lorazepam 1y tablets
documentad as adminlstered from 01/01/25 -
01431725, Instead of B3 doses.,

-Lorazepam 1mg was not administered as
ordered on 01/07/25 at 8:00pm and 01/09/25 at
8:00pm.

Review of Resident #2's February 2025 CS logs
for Lorezepam revealad there was a total of 93
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Lorazepam 1mg tablets remalning.

Observation of Resldent #2's medications an
hand on 02/05/25 at 8:57am revealed:

-There was a supply of Larazepam 1mg tablets
dispensed on 01/06/25 with instructions to take 1
tablet 3 times a day at 8:00arn, 2:00pm, and
8:00pen for anxiety,

~-There were 9 of 93 tablets remaining.

-There was a secand supply of Lorazepam Tmg
tablets dispensed on 02/06/25 with instructions to
take 1 tablet 3 times a day at 8:00am, 2:00pm,
and 8:00pm for anxlety.

~There ware 84 of B4 tablets remalning.

-There was a total of 93 Lorazepam 1mg tablets
on hand for Resident #2,

Interview with Resldent #2 on 02/05/25 at 1:53pm
revealed:

-He took Larazepam for his anxlaty.

-He was not sure if he had missed any doses.
-Hea was more anxlous If he did not receive
Lerazepam.

interview with the medication alde {MA) on
02/05/25 at 11:31am revealed:

~The MAs wera supposed {o document the
adminislration of confrolled substances on the
eMAR and the CS log.

-He was waorking on 01/09/25 and initfaled
Lorazepam as administered at 8:00pm on the
eMAR sysiem.

-If he had administered the medication, it would
have been documentad and declined from the
count on tha CS log.

-He must have documanted it 28 administarad In
arror,

-He did not recall why Lorazepam was not
administered at 8:00pm on 01/09/25,
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Intervlaw with the Resident Care Coordinator
(RCC) on 02/05/25 at 2:10pm revealed:

-The MAs were supposed ta document the
adminlstration of controlled substances on the
eMAR and the CS logs.

-He checked the CS logs and the eMARS about 3
or 4 days per week.

-He had not notliced Resident #2's eMARs and
CS legs for January 2025 for Lorazepam did not
match.

-If a medication was not administeraed, there
should be a reason documentad on the eMAR.

interview with the Adminlistrator on 02/05/25 at
2:35pm revealed:

=Tha MAs shou!d document the adminlstration of
confrollad substancas on the eMAR and the CS
logs.

-The RCC was responsible for checking the
eMARs and CS logs dally.

=The RCC had net reported any discrepancles.
-She checked the eMARs and CS logs weekly,
-She had not noficed any discrepancies with
Resident #2's Lorazepam.

-Resldent #2's Lorazepam should hava been
administered as ordered.

Telephone interview wilh Resident #2's primary
care provider (PCP) on 02{05/25 at 1:24pm
revealed:

-Resident #2 look Lorazepam for anxiety.
-MIssing doses of the Lorazepam could cause the
resident’s anxlsty {o ba uncontrofled or unstable.

¢. Review of Resident #2's current FL-2 dated
11/18/24 revealed an arder for Pregabalin 100mg
1 capsule 3 times a day. {Pregabalinis a
controlled substance that may be used to treat
nerve paimn.}

{0 358}
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Review af Resldent #2's January 2025 electronic
medication administration record (eMAR)
revealed:

-There was an entry for Pregabalin 100mg 1
capsule 3 times a day for neuropathy (narva
pain},

-Pregabalin was scheduled for adminlstration at
8:00arn, 2:00pm, and 8:00pm,

-Pregabalin was documented as administerad 3
limes a day at 8:00am, 2:00pm, and 8:00pm from
01/01/25 - 01/31/25, for a total of 93 doses.

Review of Resldent #2's January 2025 controllad
substance {CS} logs for Pregabalin revealed:
-There was no Pregabalin documented as
administered or deducted from the CS log count
on 01/0%/25 at 8:00am and 01/03/25 at 8:00pm.
~There were 91 doses of Pregabalin 100mg
capslles documented as adminislered from
01/01/25 - 01/31/25. Instead of 93 doses,
-Pregabalin 100mg was not administered as
ordered on 01/09/25 at 8:00am and D1/09/25 at
8:00pm.

Review of Resldent #2's February 2025 CS logs
for Pregabalin revealed there was a total of 65

Pregabalin 100mg capsules ramaining,

Obsetvation of Resident #2's medications on
hand on 02/05/25 at %:58am revealed:

~-There was a supply of Pregabalin 100mg
capsules dispansed on 01/23/25 with instructions
to take 1 capsule 3 times a day for neuropathy
{nerve pain).

~There were 65 of 90 capsules ramalning.

Interview with Resident #2 on 02/05/25 at 1:53pm
ravealed:

-He took Pregabslin for nerve pain In his feal.
«He was not aware of missing any doses.

{D 358}
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Interview wilh tha medicatlon alda (MA) on
02/05/25 at 11:31am revealed:

-The MAs were supposed to document the
administration of controlled substances on the
eMAR and the GS log.

-He was working on 01/08/25 and initialed
Pregaballn as administered at 8:00am and
8:00pm on tha eMAR system,

=If he had administered the medication, it would
have been documented and declined from the
count on the CS log.

~-He must have documanted it as administerad In
amar.

-He did not recall why Pregabalin was not
administered on those two occasions in January
2025,

Interview with the Resident Care Coordinator
(RCC} on 02/05/25 at 2:10pm revealad:

-The MAs were supposed to document the
adminlstration of confraffed substances on the
aMAR and the CS logs.

-He chacked the CS8 logs and the eMARs about 3
or 4 days per weak.

-He had not noticed Resldent #2's eMARs and
C8 logs for January 2025 for Pregabalin did not
mateh.

-if a medication was not adminlstered, thera
shalld be a reason documented on the eMAR.

Intarview with the Adminisirator on 02/05/25 at
2:35pm revealed:

-Tha MAs should document the adminlstration of
controlled substances on the eMAR and the CS
lngs.

-The RCC was responsible for checking the
eMARs and CS logs dally.

-The RCC had not reported any discrepanciss,
-She checked the aMARs and CS logs weekly.
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Adminlstration

10A NCAC 13F .1004 Medication Administration
(I} The resident's medication adminlstration
record (MAR) shall he accurate and include the
following:

(1) resident's name;

(2) name of the medicatian or treatment order;
(3) strength and dosage or quantity of medication
administered;

{4} Instructions for administering the medicaticn
or treatment;

(5) reason or justification for the administration of
medicallons or treatments as neaded (PRN) and
documenting the resulting effect en the resident;
{€) data and tima of administration;

(7) documentation of any omission of
med!cations or treatments and the reason for the

omisslon, including refusals; and,
{8) name or initlals of the persun adminlisteting

the medicatlon or treatmant. Ifinitials are used, a
slgnature equivalent to those initlals is to be
documented and maintained with the medicalion
administralion record (MAR).
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~She had not noticed any discrepancies with
Resldent #2's Pregabalin.
-Resident #2's Pragaballn should have been
administered as orderad.
Telephona Interview with Residant #2's primary
care provider (PCP) on 02/05/25 al 1:24pm
revealed:
-Residant #2 took Pregabalin for diabetic nerve
paln,
-Missing doses of the Pregabalin could cause the
rasiient’s paln control to e Inadequate.
Frevpislatty
D 367 10ANCAC 13F .1004(j) Medicalion D367 | IWANCAC ISRIOI() Medkaton Adminsustan (D367) i

STATE FORM

Bivision of Haalth Sorvice Regulation

Q16x12

If conlimration shaat 12018




Bivision of Health Service Requlation

PRINTED; D2/17/2025

FORMAPPROVED

STATEMENT OF DEFICIENCIES {1} FROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTJON

IDENTIFICATION NUMBER:

HALO51072

{%2) MULTIPLE CONSTRUCTION
A.BUILDING:

B.WING

{43) DATE SURVEY
COMPLETED

02/05/2025

NAME OF PROVIDER OR SUPPLIER

103 ANNIE PARKER CIRCLE

AMERICARES ADULT HOMES # 2 SMITHFIELD, NC 27577

STREET ADDRESS, CITY, STATE, ZIP CODE

(U 10
PREFIX

TAG

SUMMARY ETATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

1=}
PREFIX
TAQ

PROVIDRITT PLAN OF CORRCETICN
{EACH CORREGTIVE ACTION SHOULD BE
CROSS-REFERENCED TD THEAPPROPRIATE
DEFICIENCY)

3}
DATE

D 367

Conlinued From page 12

This Rule is not met as evidensced by:

Based on observations, Interviews, and record
reviews, the facility failed to ensure the
medication administration records were accurale
for 1 of 3 sampled resldents {#2) including
Inaccurate documentation for a eontrolled
substances used to treat anxlely and a controlled
subslance used to treat nerve pain.

The findings are:

Review of Resldent #2's current FL-2 dated
11/18/24 revealed:

-Diagnoses Included chronic obstructive
pulmonary disease, diabetes mellitus type 2,
hypertansion, hyperipldemia, chronic kidney
disease, coronary artery disease, deprassion,
chronle back paln, and dabliity.

a. Review of Resident #2's current FL-2 dated
11/18/24 revealed an order for Lorazepam 1mg 1
tablet 3 times a day, (Lorazepam [s a controlled
substance used to treat anxlety.)

Revlew of Resident #2's January 2025 electronic
medication administration tecord {eMAR)
revealed:

~There was an entry for Lorazepatn 1mg 1 tablet
3 times a day at 8:00am, 2:00pm, and 8:60pm for
anxlety.

-Lorazepam was documented as administered 3
times a day at 8:00am, 2:00pm, and 8:00pm from
01/01/25 - 01/31/25, for a tota! of 93 doses,

Review of Resident #2's January 2025 contrelled
substance (CS) logs for Lorazepam revealed:
-There was no Lorazepam documented as

D 387
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Continued From page 13

administered or deducted from the CS log count
on 81/07/25 at 8:00pm and 01/09/25 at 8:00pm.
-There were 81 dases of Lorazepam 1mg tablets
documented as administered from 01/01/25 -
01/31/25, Instead of 93 doses.

-The documentation on the eMAR did not match
the CS log for January 2025.

Revlew of Residant #2's February 2025 CS logs
for Lorazepam revealed there was a total of 93

Lorazepam fmg tablets remaining.

Observation of Resldent #2's medicalions on
hand on 02/05/25 at 8:57am revealed there was &
total of 83 Lorazepam 1mg tablets on hand for
Resldent #2,

Interview with the medication aide (MA) on
D2/05/25 at 11:31am revezled:

-The MAs were supposed o document the
admInistration of controlled substances on the
eMAR and the CS Iog,

-He was working on 01/09/25 and inltialed
Lorazepam as adminlistered at 8:00pm on the
eMAR system.

-If he had administered the medication, 1t would
have been documonted and deducted from the
count on the CS log.

-He must have documented it as administered in
erTor.

Refer o Inlerview with the Resldent Care
Coordinator (RCC) on 02/05/25 at 2:10pm.

Reafer to Interview with the Adminlslrator on
02/05/25 at 2:35pm.

b. Revlew of Resldent #2's current FL-2 dated
11/18/24 revealed an order for Pregabalin 100mg

1 capsule 3 times a day. {Pregabalinis a

Das7
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controlled substance that may be used to treat
nerve pain,)

Raview of Residant #2's fanuary 2025 electronic
medication administration record (eMAR)
revealed:

-There was an entry for Pregabalin 100mg 1
capsule 3 fimes a day for neuropathy (nerve
pain).

-Pregabalin was scheduled for administration at
8:00am, 2:00pm, and 8:00pm.

-Pragabalin was documented as administered 3
times a day at 8:00am, 2:00pm, and 8:00pm from
01/01/25 - 01/31/25, for a total of 93 doses,

Review of Resldent #2's January 2025 controlled
substance {CS) logs for Pregabalin revesled:
~There was no Pregabalin documented as
administered or deducted from the CS log count
oh 01/09/25 at 8:00am and 01/09/25 at 8:00pm,
-There wara 91 doses of Pregabalin 100mg
capsules documented as administered from
01/01/25 - 01/31/25, Instead of 93 doses,

~Tha decumentation on the aMAR did not match
the CS log for lanuary 2025,

Review of Resident #2's February 2025 CS logs
for Pregabalin revealsd there was a total of 65
Pregabalin 100mg capsules remaining.

Observation of Resldent #2's medications on
hand an 02/05/25 at 9:5%am ravealed there were
85 of 80 capsules remaining.

Interview with the medication alde {MA) on
02/05/26 at 11:31am revealed:

-The MAs were supposed to document the
administration of controlled substances on the
eMAR and the CS [og.

-He was working on 01/09/25 and initialed

D 367
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Preqabalin as administered at 8:00am and
8:00pm on the eMAR system.

-If he had adminlstered the madication, It would
have been documented and deducted from the
count on the CS log.

-He must have documented it as administered In
emar on the eMAR,

-He dld not recall why Pregabalin was not
administarad on those two accasians In January
2025,

-He should have documented a reason for the
missed doses on the eMAR.

Refar to Interview with the Resident Cara
Coordinator (RCC) on 02/05/25 at 2:10pm.

Refer to Interview with the Administrator on
02/05/25 at 2:35pm.

Interview with the RCC on 02/05/25 at 2:10pm
ravaaled;

-The MAs were supposed to document the
administration of contralled substances on the
eMAR and the CS logs.

+He checked lhe eMARs about 3 or 4 days per
wesk.

-He had not noticed Resldent #2's eMARs and
CS [ogs for January 2025 did not match,

-If a medication was not administered, there
should be a reason documented on the eMAR.

Interview with the Admintstrator on 02/05/25 at
2:35pm revealed:
-The MAs should document the administration of

controlled substances on the eMAR and the CS
logs.

=The RCC was responsible for checking the
aMARs for accuracy daily.

-The RCC had not reported any discrepancles,
-She chacked the eMARs weakly.
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~She had not notlced any discrepancles with
Resident #2's eMARSs.
{D 451} 10ANCAC 13F .1212(a) Reporting of Accidents {D 451} | 10ANCAC 1361212003 Repartiog of Accidents and incdents  (DASE: rmmronss |
and Incidents
On 02/1212025 o refreshed Dalning was grang o aT Stk on Inciklents
and Accolenis report and what needs (o be regon and when it need to
10A NCAC 13F 1212 Reporting of Accldants and ik e
Incidents I
Goiny forvaird the med tech will immediaiety do e repon papenvord and

(a) An adult care home shall notify the county
department of soclal services of any accident or

incldent resulting in resident death or any
accident or incident resulting in Infury to a
resldent requlring referral for emergency medical
evaluation, hospitalization, or medical treatment
other than first aid,

‘This Rule’ Is not met as evidenced by:

Based on interviews and record revlews, the
facllity failed to notify the county depariment of
social servicas (DSS) of incidents/accidents for 4
of 3 sampled residents (#3) who required
emergency medIlcal treatment ard hospital
evaluation for a fall.

Tho findings are;

Review of Resident #3's current FL-2 dated
10/09/24 revealed diagnoses included
schizophrenla, essential hypertension, verligo,
and chronic abstructive pulmonary diseasa.

Review of Resldent #3's Resldent Registar
revealed ha was admitted Into the facility on
o7i2zin2.

Review of Resldent #3's facility progress note

naotify the RCE of tesldent sduation and RCE wil nolity the physeian with
a phona cnk or email of any b Lk Jicol of rne:
evalization that nead mmediaie altentton of the resklent nnd cisute
documentation dane =t resident chart along vath the Inadent repoin,
The agmindstzalor wall foliaw up o the report within 48 hotars aud 1

or emall report fa D55 and folow up with 8 phone call wih PGAMTuAne
10 enswe ey are mvare of the ttadents,
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dated 01/04/25 at 1:39pm revealed:

-The resident was walking down the hallway and
fell,

-Thae resident reported his knees and the slde of
his face hudt.

-Emergency Medical Sarvices (EMS) was called
and the resident was laken to the hospital
amaigency room {ER).

Review of Resident #3's hospital after visit
summary dated 01/04/25 revealed:;

~The rasldent was seen for a fall.

-A head, neck, and face scan were completed.

-A X-ray was dons on both knees and right elbow.

Raview of Resldent #3's accldentincident rapart
dated 01/04/25 revealed there was no
documentation the county Deparfment of Soclal
Services (DSS) was notified of the fall requlring
EMS and/ar hospital evaluation and treatment,

Interview with the medication alde (MA) on
02/05/25 at 8:15am revealed:

-He wrate the pragress note for Resident #3's fall
on 01/04/25.

-He filled out an accidentincident report cn
01/04/25 and placed [t In the Administrator’s

office,

Interview with the Resldant Care Coordinator
(RCC} on 2/05/26 at 9:10pm revealed:

~The MA or persanal care aide (PCA) on duly at
the time of an accident was responsible for
complating an zecidenVincidant repaort.

~The MA or PCA then gave the raport to him or
the Adminlstrator.

-The Administrator was responsible for notifying
the county DSS of accldentsfincidents.

-He could not find the accldent/incident report for
Resldent #3's fall on 01/04/25.

{D 451}
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Interview with the Administrator on 02/05/25 at
10:35am revealad;

~The MA on duly at the tims of the incident was
responsible for completing the accldentIncident
report.

-She was respensible for sending the
accidentfincident raports to the county DSS.
-She found the agcldent/accident report on her
desk.

-She was behind on paperwork and had not sent
the accident/accidont report out to tho county
0ss.,

Telephone Interview with the Adult Home
Specialist (AHS) at the county DSS on 02/05/25
at 8:45am revealed:

-She had not received an incident report for
Resldent #3's fall from 01/05/25.

-She expecled the facility to send her all incldent
repors when residents were sent out of the
facility for medical attention.

Divislon of Hoalth Service Requlation

STATE FORM un Qi6X12 If conlimmbion aheet 15 0f 19



