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D000 initial Comments 0 000 10A NCAC 13F .0311 (d) Other
Requirements
The Adult Care Licensure Section conduclad an .
annyal survey and a follow up survey on February Measurgs to Correct the Deficient Area
4-5. 2025. of Practice:
. Immediate Action: All water fixtures used
D 113 10A NCAC 13F .0311((’} Other Requirements C 113 by residents will be tested immedlat@ly 3f7/25
. to identify current water temperatures.
I:)A#u?rﬁ: 3:{:’351‘ IO"“"hR;’g”"efme":‘s e Any fixtures exceeding the maximum
( rovide an ade: urat:ss: mls :l h; :r;:::loslllf: : P e [E egress fywit be
P! a pply i adjusted to ensure compliance.
kitchen, bathrooms, laundry, housekeeping
closels and soil unllny room, The hot v_valer Measures to Prevent the Problem from
temperature al all lixiures used by residenls shall Occuring Again: The Facilities Director  On-goin
be mainlained al a minimum of 100 degrees F g Again: going
or Desginee will implement a monthly
{38 degrees C) and shall nol exceed 116 degrees ;
. . schedule for all plumbing fixtures to
F (46.7 degrees C). This rule applies to new and
existing facilties. ensure they are functioning properly and
maintaining safe water temperarures,
The Facilities Director will conduct a
documented staff training on the
This Rule is nol met as evidenced by: importance of monitoting hot water
Based on observations, inlerviews, and record tempe_ratures a.nd the p“.’cadures for
reviews, the facilily failed lo ensure waler reporting any discrepencies.
temperatures wera maintained belween 100 to 4 e
116 degrees Fahrenheit {F) in residents’ Monitoring the Situation: The Facilities )
bathrooms as evidenced by 6 of 7 fixlures with D:rec!orlmll be responsible for On-going
water temperalures ranging from 117,23 to 120.2 overgaqmg water temperalure
degrees Fahrenheit (F). monitoting and ensuring adherence to
the established protoacols.The Facilities
The findings are: Director will conduct quareterly audits of
all water fixtures {o ensure compliance
Review of the facilily's census on 02/04/25 with temperature rules.
reveated there were 36 residents in the facility. )
Frequency of Monitoring: Monthiy
Cbservation of the waler temperatures in the checks will be conducted on all water
facility on 02/04/25 from 8:40am lo 10:30am fixtures, with a report documented for  On-going
ravealed: each audit detailing compliance status
-The hot water lemperature in the balhroom sink and any corrective actions taken.
in room 403 was 118.2 degrees Fahrenheit (F).
-The hot water temperature in the bathroom sink ”
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in room 411 was 118.2 degrees F

<The hol water temperature in the lefl master
balbroom sink in room 508 was 118.0 degrees F.
-The hot water lemperature in the hallway bath in
room 508 was 118.0 degrees F.

-The hot water temperature in Ihe lefl bathroom
sink in room 515 was 118.6 degrees F.

-The hol water temperature in the right bathroom
sink in room 515 was 118.6 degrees F.

Second observalion of lhe waler lemperalures in
the facilily on 02/05/25 from 8:05am o 8 27am
revealed:

-The hot water temperature in Lhe bathroom sink
in room 403 was 117.3 degrees F.

-The hot water temperature in the balhroom sink
inroom 411 was 117.7 dagrees F,

-The hot water lemperature in (he left master
bathroom sink in room 508 was 117.1 degrees F
-The hot water temperalure in the haliway bath in
room 508 was 117.1 degrees F,

-The hot water lemperature in the lefl balhroom
sink in room 515 was 120.2 degrees F

-The hot water temperalure in the right bathroom
sink in room 515 was 120 degrees F.

Third observation of the water lemperalure in the
left bathroom sink in room 515 from 10 51am lo
10:55am revealed

-The taucet in the left bathroom sink ran from
10:52am to 10.54am, and when checking the hot
water lemperature the surveyor's thermometer
read 117.7 degrees F at 10.54am.

-When checking the hol water lemperature, the
facility's thermometer read 117.1 degrees F at
10:5dam.

Interview with the resident in room 411 on
02104125 at 10:05am revealed:
-She was independent with bathing
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-She had not noliced the water in the facility being
too hot.

-She was able (o adjust the watar temperature if
she felt the water was (oo hol.

-She had not baen burned by the water in the
facility.

Interview with a medication aide (MA) on
02/05/25 at 8:16am revealed

-She assisted residents with bathing

-There were several residents in the facility who
required assistance with bathing.

-She had not noticed the waler in the facilily being
too hot.

-She had not heard any res‘dents complaining
about the water temperatures being too hot,
-When she assisted a resident with a shower, she
let the water run while gathering the supplies lor
the shower, then tested the water wilh her hand
or arm to make sure the water was nol too hot or
cold for Ihe resident.

-She checked with the resident to make sure the
waler was comfortable during their shower.

Interview with a maintenance technician on
02/04/25 al 11:17am ravealed:

-He was one of three ma nienance techn.clans at
the facility.

-The maintenance techn:clans were respons ble
for checking water lemperalures every day.

-The maintenance technicians usually checked
one water temperature daily and recorded the
temperature on a waler temperature log

-The water temperatures should be between 112
degreas F and 116 degrees F.

-He noliced the hol water temperaltures in the
lacility seemed 1o vary throughout the day

-He had no hot water lemperature readings
greater than 116 degrees F.

-A plumber was al (he facility in the last couple of
Division of Health Service Regulation
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weeks and adjusled the mixing valve on the water
heater, but he was unsure of the date.

-He nolified the Facilities Management Director
(FMD) if there were any i1ssues with the facility's
water lemperaltures.

Review of the facilily’s December 2024 water
temperature logs revealed:

-There wera 29 water temperatures recorded wilh
no dales provided.

-The water temperatures ranged from 103-115
degrees F,

Review of the facility's January 2025 water
temperalures logs revealed

-There was 1 water temperature recorded daily
from 01/01/25 10 01/31/25.

-The waler iemperalures ranged from 111-118
degrees F.

Rewview ol the lacility's February 2025 water
temperature logs revealed:

-There was 1 water temperature recorded daly
fram 02/01/25 to 02/03/25.

-The water temperatures ranged from 113-115
degrees F.

Interview with the FMD on 02/04/25 at 11.55am
revealed

-The maintenancs lechnicians checked waler
temperalures in the facility daily and recorded the
waler temperatures on a temperature log

-A plumber was at the facilily the previous week
and performed prevenltative maintenance on the
facility's boilers

-The water lamperalure in residents’ rooms
should be 110-116 degrees F.

-He had not received any reports from the
mainterance technicians of water tempearatures
aut of range.

(X410 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORREC TION 1%5)
PREFIX {EACH DEFICIENGCY MUST BE PRECEDED BY FULL PREF X (EACH CORRECTIVE ACTION SHOUILO BE COMPLETE
TAG REGULATORY OR LSC IBENTIFYING INFORMATION) TAG CROSS REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
0 113 Continued From page 3 D113
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+He would adjust the tlemperature on the water
heaters today, 02/04/25,

Second interview with the FMD on 02/05/25 at
10.:54am revealed:

-The lemperatures on the waler heaters were
adjusied on 02/04/25.

-He would adjust the temperatures on the watsr
heatlers again loday, 02/05/25.

Interview with the Adminisirator on 02/04/25 at
2.26pm revealed:

-The maintenance lechnicians were responsible
for checking waler temperatures daily.

-She was unsure of the waler temperature range
for residents’ rooms.

-She was unsure the last time a plumber was al
the facility for water heater maintenance or
issues.

-When the maintenance technicians had water
temperatures in residents’ rooms that were too
hot or cold, they should notify the FMD.

-The FMD nolified her of any mainlenance issues
ot concarns that were considered significant
tepairs,

-She had not received any reporis of water
temperatures exceeding 116 degrees F.

-She was concerned aboul! the water
temperatures being elevaied because a residenl
could be burned if the water was too hot.

Second interview with the Administralor on
02/05/25 al 10:30am revealed:

-The FMD and maintenance lechnicians adjusted
the tampearatures on the waler heater on
02/04/25.

-The maintenance technicians checked waler
temperatures on 02/04/25 and reported to her
that the waler temperatures were in range.

-She would have the maintenance lechnicians
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Based on observations. record reviews, and
interviews, the facilily falled to ensure
documentation for 1 of 3 sampted medication
aides (Staff B) who administered madicalions to
residenls completed the state approved 5-hour
and 10-hour or 15-hour medication aide training

The findings are-

Review of Staff B's personnel record revealed:
-Stalf B was hired on 11/18/24 as a medication
aide {MA).

-There was no documentation Staff B completed
the stale approved 5 and 10 or 15-hour
medication aide training.

Review of the MA schedule provided on 02/04/25
revealed Staff B was scheduled as the MA for the
4th floor on the 7am-3pm shift on 02/04/25 and

A BURDKY S
R
HAL092.22 BNG 02/05/2025
NAME OF PROVIDER OR SUPPIIER STREET ADDRESS, CITY, STATE, 2IP CODE
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DEFICIENCY)
0 113 Continued From page 5 D113 10A NCAC 13F .0403 (a) Qualifications
of Medication Staff
and FMD readjusl the temperature on the waler
healers today. 02/05/25. Measures to Correct the Deficient Area
of Practice:
0125 10A NCAC 13F .0403(a) Qualifications Of D125
Medication Staff Immediate Action: The Medication aides
who did not complete the required 3r7i2s
10A NCAC 13F .0403 Qualifications Of trianing will be enrolled in the next
Medication Staff available state-approved medication
{a} Adult care home staff who administer aide training program to ensure
medications, hereafter referrad 1o as medication completion of the necessary 5-hour and
aides, and their direcl supervisors shall complele 10-hour or 15-hour training. A
training, clinical skills validation, and pass the documented review of training records
writlen examination as sel forth in G.S. for all current medication aides to ensure
131D-4.5B. Persons authorized by slate records for all current medication aides
occupational licensure laws lo administer to ensure compliance with training
medications are exempt from this requiremanit. requirements. Any discrepancies will be
Readopled Eff. July 1, 2021. addressed immeidatiey.
. . Measures 1o Prevent the Problem from
This Rule is not met as evidenced by: Occuring Again: The Administratoror ~ 3/7/25

desginee will establish an internal and
protacol that requires all medication on-going
aides to complete state-approved

training before administering

medications. The Administrator will

implement a training tracking system to

monitor the completion of medication

aide training training and ensure timely

renewals and updates.

Monitoring the Situation: The Resident
Care Managers will oversee the
medication aide training program,
ensuring all aides meet training
requirements before administering
medications. The Resdent Care
Managers will perform quarterly reviews
of training records for medication aides
to ensure compliance with training rules.

On-going
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02/05/25.

Observation of the 4th floor medicalion pass on
02/04125 belween 8:54am-9:09am revealed Staff
B administered medications to 2 residents.

Interview wilh Staff B on 02/05/25 at 2:15pm
revealed:

-She had been passing medications at the facitity.
-She had not completed \he slale approved
5-hour and 10-hour or 15-hour medication aide
training al this facility,

-She completed the stale approved medication
aide lraining al har last job as an MA but lefi
before she received a cerdificate.

Interview with the Residenl Care Coordinator
{RCC) on 02/05/25 at 3:16pm revealed:

-She did not know that a certificate was required
for the state approved §-hour and 10-hour or
15-hour medication aide training.

-She did not know who was responsible for
ensuring the MA had the state required certificate.

Intarviaw with the Administrator on 02/05/25 at
2:35pm revealed:

-She had worked al the facility for 3 months,
-She was not aware the state approved 5-hour
and 10-hour, or 15-hour medication aide training
was nol completed far Staff 8 unlil 02/05/25.
-She was not sure why the slate approved 5-hour
and 10-hour, or 15-hour medication aide training
had not been completed.

-The slate approved 5-hour and 10-hour, or
15-hour medication alde training should have
been complated before staff began working on
the floor as a MA.

-Human resources used a check list and verified
that they had all the required documents for the
staff lo starl working,

Care Managers will conduct quarterly
audits of medicaiton aide training
records, with reports submitted to the
Adminstrator detailing compliance status
and any necessary corrective actions.
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OEFICIENCY)
D125 Conlinued From page 7 0125 10A NCAC 13F .0504 (a & b)
Compstency Eval & Validation For
-The RCC should have verfied thal ail staff LHPS Tasks
documents were completed.
-She was responsible for ensuring all stalf that Measures to Correct the Deficient Area
needed lhe slate approved 5-hour and 10-hour, of Practice:
or 15-hour medication aide lraining had one
completed. Immediate Action: The Administrator or
Designee will conduct a competency 7125
D 151 10ANCAC 13F .0504(a & b) Competency Eval & 0 161 evaluation for any licensed health
Validation For LHPS Tasks professional who did not have the
required evaluation and valldation for
10A NCAC 13F .0504 Compatency Evaluation support tasks. This evaluation will be
and Validation For Licensed Health Professional carried out for a qualified supervisor or
Support Tasks designated evaluator. The Administrator
(a) When a resident requires one or more of the or Desingee will assess the competency
personal care lasks listed in Subparagraphs (a) evaluation records for all licensed health
(1) through (a)(28) of Rule .0803 of this processionals to identify any additional
Subchapter, the lask may be delegated to staff requiring evaluation and validation.
non-licensed staff or licensed staff not practicing
in their licensed capacily after a licensed healih Measures to Prevent the Problem frem
professional has validated the staff person is Occuring Again: The Administrator or On-going
cOmPERN! fo pariorm e 18sk. Designee will implement a standarized
{b) The licensed heallh professional shalt protocol for completency evaluations of
evaluate the staff person’s knowledge, skilis, and all licensed helath professionals
abililies that relate 1o the performance of each performing support tasks. The
pereghal cdnajask ihe aconsed hoatth Administrator or designee will establish
professional shalt vahd-ate that :hg’gtaff person a schedule for regular competency
has the knowledge, r:'\kllls, and abilities and car:l avaluations bto be at least annually for
:’:;::’::::(‘:)'E;? zmr;‘;%‘;’;:erg‘::f:‘p"°' all licensed health professicnals to
9p ] ansure ongoing compliance and skills
validation.
Monitoring the Situation; The
Administrator or Designee will be On-going

This Rule 13 nol met as evidenced by:

Based on interviews and record reviews, the
facility failed to ensure 1 of 3 sampled staff (Staff
B) had a licensed health professional evaluate

rasponsible for monitoing compliance
with the competency evalution process
and addressing any deficiencies.
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and valldate for Licensed Health Professional
Support tasks.

The findings are

Review of Staff B's, medicalion alde (MA),
personnel record revealed:

-There was a hire date of 11/19/24,

-There was no documentation that a licensed

Professional Support tasks {LHPS) evaluation.

Interview with the Resident Care Coordinalor
(RCC) on 02/05/25 at 3-15pm revealed.

-She had not reviewed slaff documents,

+She thought that once the stal arrived on lhe
floor alt documents had heen completed.
-She did not know who was responsible for
verifying that staff records were complete.

Intarview with the Administrator on 02/05/25 at
2:35pm revealed
-She had worked al the facility for 3 monihs.

for Staff B untd 02/05/25.
-She was not sure why the LHPS had not been
completed,

stalf beg n working on the floor,

staff lo start working

-The RCC should have verilied that all staff
documents were compleled.

-She was responsible for ensuning all staff that
needed an LHPS had one compleled,

health professional performed a Licensed Health

Observation of the 4th floor medication pass on
02/04/25 beiween 8:54am-9:09am revealed Staff
B performed a fingerslick blood sugar at 9:09am.

-She was not aware the LHPS was not completed

-Yhe LHPS should have been completed before

<Human resocurces used a check list and verified
that they had all the required documents for the
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D161 Continued From page B D 161 Frequency of Monitoring: The On-going

Administrator or Designee will conduct
monthly audits of competency evaluation
records for all licensed health
professionals and detall compliance
status and any corrrective actions taken.
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%4 10 SUMMARY STATEMENT OF DEFICIENCIES o PROV DER'S PLAM OF CORRECTION s
PREFIX {EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULO BE COMPLETE
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10A NCAC 13F .0703 (a) Tuberculosis
D 234 10A NCAC 13F 0703(a) Tuberculosis Test, D234  Test, Medical Exam & immunizations
Medical Exam & Immunizatio
Measures to Correct the Deficient Area
10A NCAC 13F .0703 Tuberculosis Test, Medical of Practice:
Examination & Immunizations
{a} Upon admission 1o an adull care home each Immediate Action: The residents who did
resident shall be tested for tuberculosis disease not receive TB testing upon admission  3/7/25
in compliance w.th the control measures adopted will be tested. Documentation of this test
by the Commission for Public Health as specified will be added to the residen's medical
in 10A NCAC 41A .0205 including subsequant file. The Administrator will conduct a
amendments and editions. review of the facility's admission
procedures to identify gaps that led to
the oversight and ensure all staff
understands the requirements for TB
testing.
Measusures to Prevent the Problem
from Occuring Again: The Administrator
will implement a standardized admission
This Rule is not met as evidenced by: protocol, that includes a checklist 317125
Based an interviews and record reviews, the ensuring TB testing is completed for all  and
facility failed to ensure 1 of 5 residents (#1) were new residents prior to admission On-going
tested upon admission for tuberculosis (TB) approval, The Administrator will provide
disease in compliance wilh the control measures a training session for all staff involved in
by the Commission for Public Health, the admissions process fo reinforce the
importatnce of TB testing and the
The findings are: updated procedures.
Review of Resident #1's currenl FL2 dated Monitoring the Situation: The
02/26/24 revealed diagnoses included type 2 Administrator or Designee will conduct  On-going
diabetes mellitus, pulmonary hypertension, monthly audits of new admissions to
obstructive sleep apnea, hypercarbia, acule ensure that all residents have completed
respiratory failure with hypercapnia, bipolar TB testing as requried.
disorders, thrombocytopenia, and aortic valve
stenosis.
Review of Resident #1's Resident Register
revealed:
-Resident #1's admission date 1o the facility was
03/01/24.

Civision ol Health Service Regulation
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D234 Continued From page 10 0 234 Freqpe_ncy of Monitoring: The On-going
Administrator of Designee will be
-Resident #1 was admifted from home. repsonsible for monthly auditing of T8
testing for new admissions, with
Review of Residen! #1's record revealed: corrective actions if any detailed in the

-There was documentation of a tuberculosis (TB) audit.
test administered 12/30/23.

-There was no documentation of the date the lest
was read, and the resull documented was
negative.

-There was documentation of a TB test
administered in Resident #1's right arm 02/24/24
-There was no documentation of the result of the
TB test administered on (2/24/24

-There was documentalion of a T8 test
administared in Resident #1's left arm on
02127/24.

-There was no documentation of the result of the
TB lesl agdministered on 02/27/24.

Interview with Resident #1 on 02/05/25 at
11:40am revealed

-He was admitted o the facility a few months ago
-He was in the hospital before he came to the
facility.

-He had a TB test before, but he was unsure how
many TB tesls he had or when the TB tests were
compleled.

Interview with the Resident Care Coordinalor
(RCC) on 02/05/25 at +:20pm revealed:
-Residents were required to have two TB lests
before admission,

-It was her responsibitily o ensure residents had
two TB tesls.

-She requested Resident #1's TB test records
from a local hospital when he was admilted to the
facility.

-She thought the TB tests were read, but she was
unsure where the documentation of the resulls
was located.
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(4310 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION *s)
PREFIX (EACH DEFICIENCY MUST BE PRECEOED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
WG REGULATORY OR LSC IDENTIFYING INFORMATION) 146G CROSS-REFERENCEO TO THE APPROPRIATE DATE
DEFICIENCY)
0234 Conlinued From page 11 D 234 10A NCAC 13F .0704 (b) Resident
Contract, Information On Facility, And
interview with the Administrator on 02/05/25 at Resident Register
2:16pm revealed:
-Residents should have both T8 tests prior lo Measures to Correct the Deficient Area
admission to the facility, of Practice:
-The RCC was responsible for ensuring the
p gelis Ngo wo L IRRle, , Immediate Action: The initial
O B e eplation fog assessment for the resident who was  3/7/25
Resident #1's TB lests was not complete, not assessed within the required
-The TB test documentation should be complete timeframe will be completed and signed
wilh the date the TB test was admil‘listared. the immed}ate'y Documan'ation wl“ be
date the TB test was read, and the resuilt of the updated fo réﬂect this completion. The
test. :
-It was important for residents lo have complete ?ei?;i:s;a;ﬁ"rg;;etﬁg‘rﬁ:sm:gg :':‘:tu?a
documentation of their TB tests lo ensure there e
3 that the initial assessments have bean
wRen> evidenge of TQ. completed and signed within the
required timeframe ofr all residents.
D 248 10A NCAC 13F 0704 (b) Resident Conlract, D 248
ioimation On Racilyl Measures to Prevent the Problem from
_ Occuring again: The Administrator or
10ANCAC 13F .0704 Resident Contract, Designee will implement a protacol for  3/7/25 &
Informaltion On Facilily, And Resident Regisler conducting and documenting initial on-going
{b) The administrator or their management resident registers that includes specific
designee and the resident or {he resident's timelines for completion (72 hrs of
representative shall complete and sign the admission).
Resident Regisler inilial assessment within 72
hours of the resident's admission to the facility in
accordance with G.$. 131D-2.15. The facility Frequency of Monitoring: The
shall involve (he resident in the completion of the Administrator or Designée will conduct  3/7/25 &
Resident Regisler unless the resident Is weekly assessments to raview registers  on-going
cognitively unable to participate. The Resident are being compleled limely
Registar shall consist of tha (olfowing: ’
(1) resldent's identification information including
the resident's name, date of birth, sex, admission
date, medical insurance, tamily and
emergency contacts, advanced direclives, and
physician’s name and address;
[2) resident's current care needs including
activities of daily living and services, use of
assistive aids, orientation stalus;
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(3) resident’s preferences including personal
habits. food preferences and allergies,

community invalvement, and activity interests;
{4) resident’s consent and requast for assistance
including the release of information, personal
funds managemenit, personal lockable space,
discharge information, and assistance with
personal mail;

{5} name of the individual identified by the
resident who is to receive a copy of the nolice of
discharge per G.S. 1310-4.8; and

(6) resident's consent including a signature
confirming the review and receipt of informalion
contained in the form.

The Resident Register is available on the internet
website,
https:ffinfo.ncdhhs.govidhst/acls/pdffresregisier.p
df al no charge, The facility may use a resident
information form other than the Resident Regisler
as long as it contains the same infarmation as
lhe Resident Register, Information on the
Resdent Register shall be kept updated and
maintained in the resident’s record.

This Rule is nol met as evidenced by:

Based on interviews and record reviews, the
facility faited to ensure a Resident Register was
completed within 72 hours of admission to the
lacilily for 2 of 5 sampled residents {(#2 and #5).

The findings are:

1. Review of Resident #2's current FL-2 dated
07/02/24 revealed diagnoses included alrial
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fibrillation, hyperlipidemia, heart failure, urine
retention, prostatic hyperplasia, transient
ischemic attacks, urinary tract infections, long
term use of anticoagulants, falls, vitamin D
deficiency. gasiroesophageal reflux disease, lung
cancer, hypertension, and small cell carcinoma of
the neck.

Review of Resldent #2's Resident Register
revealed:

-He did not have an admission date.

-His power of attorney signed his Resident
Regisler on 06/27/23.

Interview with the adminisiralor on 02/05/25 al
2'35pm revealed she did not know that the
Resident Register did not have an admission
dale,

Refer lo interview with the Administrator on
02/05/25 a1 2:35pm.

2. Review of Resident #5's current FL-2 daled
07/31/24 revealed diagnoses included
compression fraciure of spine, elevated thyroid
stimulating hormone, osteoporosis
post-menopausal, localized rash, macular
degeneration, hypertension, and trigeminal
neuralgia.

Review of Rasident #5's Resident Register
revealed:

-She was admitted on 09/18/23.

-She signed the Resident Ragister on 11/16/23.
-Resident #2's Resident Regisler had not been
signed by the Administrator or designee.

{nterview wilh the administrator on 02/0525 at

2:35pm revealed she did nol know that the

Residenl Regisler for Resident #5 had not been

Division of Haaith Service Regulation
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D248 Conlinued From page 14 D 248 10A N.CAC 1 3F. 1004{a) Medication
Administration
signed.
— . Measures to Correct the Deficient Area
Refer to interview with the Administ-ator on of Practice:
02/05/25 at 2:35pm,
e . Immediate Action: The Nurse Care
Interview wilh the Admnistrator on 02/05/25 at Managers will review with each staff 317125
Z3opmIses e member responsible for the medication
-The Resident Register was provided to the administration and reinforce the
residents or their family by the Hospitalily Serv.ce importance of following orders.
Manager (or them to complete and then return,
e Y Mg S e Measures to Prevent the Problem from  3/7/25 &
responsible for ensuring that the Resident Oceuring Again: The Nurse Care on-going
Register was complete and signed. Managers wil réivew the existing
-She was ultimately responsible for ensuring that policies and procedures regarding
atdocumEniE heg Desn Compieted medication administration 1o ensure all
staff understand the protocols for
D358 10ANCAC 13F 1004(a) Medication D 358 verifying and following medication
Administration orders. The Nurse Care Managers will
. conduct a documented training for all
10A NCAC 13F .1004 Medication Administration staff involved in medication
(a} An adult care home shall assure thal the administration focuslng on the
preparation and administration of medications, importance of adhereing to prescribing
prescription and non-prescriplion, and trealments orders, proper documentation, and the
by staff are in accordance with: consegquences of non-complaince.
(1) orders by a licensed prescribing practitioner
which are maintained in the resident's record; and Monitoring the Situation: The Nurse
(2} rules in this Section and the facility’s policies Care Managers will conduct monthly
and pracedizos, audits of medicatoin administration On-going
records to ensure that all medications
This Rule is not mel as evidenced by: are administered according to orders
e ST ase v and that documentation is complete.
The facility failed to ensure thal medications were
administered as ordered for 1 of 5 sampled
residents (#3) including a medication used to
Ireat psychiatric condilions and a medication
used o treal shortness of breath and wheezing.
The findings are:
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Review of Resident #3's current FL2 dated
11/21/24 revealed diagnoses inciuded dementia,
coronary artery disease, gasiroesophageal reflux
disease, anxiety, low back pain, compression
fracture, and repaired abdominal aortic
aneurysm,

a. Review of Resident #3's primary care
provider's (PCP) after visit summary dated
11/21/24 revealed there was an order o starl
taking Seroquel 25mg 1 tablel at badtime
(Seroquel is a medicalion used to treal
psychiatric conditions).

Raview of Resident #3's November 2024
electronic medicalion adminislration record
(eMARY) revealed there was no entry for Seroquel
25mg 1 tablet at bedlime.

Review of Resident #3's December 2024 eMAR
revealed there was no entry for Seroquel 25mg 1
{ablet at bedtime,

Review of Resident #3's January 2025 aMAR
revealed there was no eniry for Seroquel 25mg 1
lablel at bedtime.

Review of Resident #3's February 2025 eMAR
revealed there was no entry for Seroquel 25mg 1
lablet at bedlime.

Observation of Resident #3's medications on
hand on 02/05/25 at 11:30am revealed Resident
#3 had no Seroquel 25mg.

b. Review of Resident #3's current FL2 dated
11/21/24 revealed there was an order for
Albuterol Metered Daose Inhater (MDI) 80mcg
inhale 2 puffs every 6 hours as needed for
shortness of breath and wheezing (Albulerol MDI

AND PLAN OF A E Wik CONMPLETED
R
HAL-092-22 LR 02/05/2025
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is a medication used to treat shortness of breath
and wheezing).

Review of Resident #3's November 2024
elecironic medication administralion record
(eMAR} revealed there was no entry far Albulerol
MOt 80mcg inhale 2 puffs every 6 hours as
needed for shoriness of breath and wheezing

Review of Resident #3's December 2024 aMAR
revealed there was no entry for Albuterol MOI
90meg inhale 2 puffs every 6 hours as needed lor
shoriness of breath and wheazing.

Review of Resident #3's January 2025 eMAR
revealed there was no entry for Albuterol MOI
90mcg inhale 2 puffs every 6 hours as needed lor
shortness of breath and whesazing.

Review of Resident #2's Fabruary 2025 eMAR
revealed there was no entry for Albuterol MDI
90meyg inhale 2 puffs avery 6 hours as needed for
shoriness of breath and wheezing

Observation ol Resident #3's medications on
hand on 02/05/25 at 11:30am revealed Resident
#3 had no Albuterol MDI| 90mcg.

Interview with a medication ade (MA) on
02/05/25 at 11.30am ravealed

-He started working at the facilty in January
2025.

-When a residenl received new medication
ofders, the order was faxed lo lhe facility's
pharmacy., liled in the resident’s record, and a
copy of the new order was left for the Resident
Care Coordinator (RCC) 10 raview

-The pharmacy entered the new medication order
on the reswenis’ electranic medication
administration record (eMAR},

ATE & A
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-If there were any issues with medications or the
eMAR, he would report the issue to the RCC.,
~He was unsure about Resident #3's orders for
Albuterol MD| and Seroquel 25mg from
November 2024 because he just started working
al the facilily in January 2025.

Inlerview with the RCC on 02/05/25 at 1:20pm
revealed;

-When a resident’s family transported the
resident to an appointment with the resident's

family was supposed to return the paperwork to
the facility staff,
-Sometimes residents' family members did not

1o the facility stafl,
-The MAs or RCC were responsible for faxing

$0 the orders could be added to the residents’
eMAR,

-She was responsible for checking the residents’
eMARs monthly for accuracy.

-Resident #3's family transported Resident #3 to
his PCP appointments.

-She was unsure if Resident #3's family returned
his paparwork after his PCP appointment on
11/21124.

-She thought Resident #3's order for Seroque!
25mg and Albuterol MDI 90mcg were
discontinued because the medications were not
covered by his insurance.

-She thought Resident #3's family did not want
him to take Seroquel 25mg and Albutero! MDI so

-She was unsure why Resident #3's orders for
Seroquel 25mg and Albuterol MOD| 90 mcg were
not started or added (o Resident #3's eMAR.
-Sha sent residents’ FL2s to the pharmacy on
admission only, and did nol send FL2s 1o the

primary care provider (PCP) or other provider, the

relurn the paperwork from the PCP appointments

residenls' new medication orders 1o the pharmacy

Resident #3's PCP discontinued the medicalions.

al HIOLA LY
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pharmacy when the FL2s were updated.

-She sent the medication order sheets lo the
residents’ PCPs for signature and then senl lhe
signed copy 1o the pharmacy when received from
the residenls’ PCPs,

Interview with the Administrator on 02/05/25 at
2:16pm revealed:

~When residents had an appointment with their
PCP, any new orders were sent to the pharmacy
by the MAs or RCC,

-The pharmacy added new orders to the
residents’ eMARs,

-The facilily informed lamilies thal all paperwork
from PCP visits should be given to facilily staH.
-The RCC checked residents’ orders and eMARs
daity.

-All medication orders should be sent lo the
pharmacy so lhe pharmacy could add the orders
to the eMAR for adminisiration,

-She was unsure why Resident #3's Seroquel
25mg and Albuterol MDI 90mcg were not added
to the eMAR so Resident #3 could start taking the
medications.

-If the facility received an order for medications,
the medication should be administered as the
PCP ordered.

-Residents’ FL2s should be sent to the pharmacy
at admission and when updated by the residents’
PCP.

Telephone interview with a Licensed Practical
Nurse (LPN) al Residen! #3's PCP office on
02105425 at 10:09am revealed:

-Resident #3 was last seen by his PCP on
11721124,

-The PCP added the order for Albuterol Melered
Dase Inhater (MDI1) 90mcg inhale 2 pulfs every 6
hours as needed for shortness of
brealh/wheezing to the FL2 dated 11/21/24.
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-Resident #3's PCP ordered Saroquel 25mg 1
tablet at bedtime on 11/21/24.

-Resident #3's insurance required a prior
authorization for Seroquel 25mg, but the prior
authorization was approved and Resident #3's
insurance would pay for the medication.
-Resident #3's PCP had not discontinued
Seroquel 25mg or Albulerol MDI 80mcg, so bath
medications should be on his current eMAR,

Telephone interview with a pharmacist at the
facility’s contracted pharmacy an 02/05/25 at
9:42am revealed.

-The pharmacy did nol have Resident #3's FL2
dated 11/21/24 with the Albuterg) MDI 90mcg
order.

-The pharmacy did not have Residenl #3's
medication order for Seroquel 25mg dated
11121124,

-All the residents’ medication orders should be
faxed ta the pharmacy so the orders could be
added to the residents’ eMARS.

-The facilily should send all updated FL2 forms to
the pharmacy when received.

-If a resident did not take medicalions as ordered
by lheir PCP, the condilion for which the
medication was prescribed could become waorse.

Based on observations, interviews, and record
reviews, il was delermined thal Resident #3 was
nol interviewable,

Allempted telephone interview with Resident #3's
family member on 02/05/25 at 9:58am was
unsuccessful.

Attempied lelephone interview with Resident #3's
PCP on 02/05/25 at 10:04am was unsuccessiul,
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