Adult Care Home Corrective Action Report (CAR)

I Facility Name: The Gardens of Trent . County: Craven
Address: 2915 Brunswick Avenue, New Bern NC 28562 . License Number: HAL—025—035

. IX. Date(s) of Visit(s): 02/17/2025, 02/21/2025, 02/26/2025, ~  Purpose of Visit(s): Corplaint Invastigat{on

03/04/2025, 03/05/2025, 03/18/2025, 03/19/2025, 03/20/2025,
04/04/2025, 04/07/2025, 04/11/2025, 04/15/2025. .
Instructions to the Provider (please read carefully): Exit/Report Date: 04/15/2025

Tn column YII (b) please provide & plan of correction fo address egch of the rules which were violated and clted ln commn m (n)
The plan must describo the steps the facility will take to achleve and mamtain comphanca In colinn III (c),
mpletion date for the plan of correction.

¥If this CAR includes 2 Type B violatlon, fmlure fo meot compliance aftér the date. of coreotion provided by the facihty could .
sesult in & civil penaity in an amoont up to $400.00 for each day that the fucility remains ofit of. compliance.

*If this CAR includes a Type Al or an Unabated B violation, this agensy will plan to submit an Admlnistrative Penalt.y

" Recommendation for the violatfon(s). Ifthis CAR ineludbs & Tyge AZ violation, this agenoy may submit an Administrafive e
Penalty Recorimendution for the violation(s). The facility bas an’apportunity to schedula an Taformal Dispate Resolutian (IDR)
mweeting within 15 working days from the mailing or delivery of this CAR. Ifon’ follow-up survey the Type Al-or Type A2
violations aro ot corrected, 3 civil penalty of up to $1000.00 for each dny thet the facility remains out of compliance may be
assessed. Ifon ibllow-up survey the Unabated I violations are ot cormcted, a oiv11 penalty oﬁ,p to $400.00 for each day that
the faeility remains out of compliance may alse be a&sessed.

I (). Non-Complinnce Identified 11} (b) Facihty plansto 100 (c).

v Rule/Statute violated (rule/statute number vited) (Bach Corractive Actionshouldbe | to be

. dee/Stmutory Weﬂce (m‘ Qf the m’e/sfmfe m’t‘ed) . crogs.’glferg’med to the app)‘opﬁate Oﬂmpleted

»  Level of Non-compliance (Type A1, Type A2, Typa B, Cltation, citation/violation}
Unabated Type A1, Unabated Type A2, Unabated Type )

. Fmdmgs of non-compliance

“For each citation/violatian cited, document’ :hefallawb:gfour campomzw correct/prevent: . Date plan . |’

Rule/Statute Nurnber:- : ‘ + |4 POC Accepted

. 10A NCAE 13F .1004 (3) ~ & e -
. e DSS Ruttials :

Rule/ Statutory Referonse: : .

(2) An adult care home shall:aisure thit the preparation and ,‘?3{’ 23,'3:5;}: aa‘!,l gﬁ:ﬁ,‘fﬁfgg}f 2:’°—

administration of medications, prescrlptlon and non~ . - | ‘agresment b 3' the facllity to the

prescription, and treatments by staff are in accordance. with: ggﬂﬁ:ﬂ?ﬁ‘t’h:&g‘t’gggﬁ{ﬂs

(1) orders by a licensed prescribing practitioner which are ' deficiency or correction is soley

maintained in the resident's record; and . as & mater of compliance with

(2) rules in this Section and the facility's policies and State law.

procedures.

Level of Non-Complmnce' ‘

Type Al Violation

Findings:

This Rule is not met as evidenced by:

Based on observatmns, interviews, and record reviews, the
facility failed to ensure medications wete administered as
ordered by a licensed preseribing practitioner for 1 of 5
sampled residents (#1) for a medication used to treat seizures,

DHSR/AC 4607_4 {Rev. 02/2023) NCDHHS




Fasitity Name; The Gardens of Trent

The finding(s) ate:

Review of Resident #1's FL2 dated 08/ 13/2024, revealed:
-Diagroses of Alzheimer's Dementia, Subatachnoid
Hemeorrhage, Acute-Subdural Hematoma, ‘Temporal Bone
Practure, Altered Menta! Status. T
~There was no orientation status docomented,

~There was no order for Depakote 500 MG twice a day on
Regident #1's FL2, <0

Review of Resident #1's Physician Order Report dated

sprinkle; 125 MG oral, take 2 capsules once daily (may open
and sprinkle}, (Depakote is a medication used to treat seizure
disorder) S .

Review of Resident #1's hospitalizations dus fo seizure activity
fevealed: - . S ’

-Resident #1 was hospitalized from 01/28/2025-02/07/2025,
Resident #1 was hospitaltized again from 02/18/2025-
02/21/2025." ' o

-Resident #1 was hospitalized again from 02/27/2025-
03/05/2025, then transferred to a hospital with a Neuro Critical

1 Care Unit where Resident #1 remained until 04/03/2025,

| Review of Resident #1's hospital records from 01/28/2025- ’

' 02/07/2025 fevedled: . o : o

.~ Resident #1 wey diagnosed with Sepsis, Acute Cystitis with.
| Hematuria, Acute Metabolic Encephalopathy, Acute Kidney

Injury, Teaumatic Brain Injury, Cerebrovascular Disease,
Hyperiension, Seizures, and Dysphagia, . B
-Resident #1's hospital course inclided treatment for Sepsis,

Seizure Disorder, and Acute Kidney Injuty, .

| *Resident #1 had fow home valproic acid levels at 16.7 on

1/31/2023. (Valproic dcid levels show the amount of Depakote
in the blood. Therapeutic range is 50-100 fo a person
prescribed Depakate.) - S

~Valproic acid level on 2/7/2025 continued to remain low at
38.3, o ) '
“The Attending hospitalist recommended continuing current
dose of 500mg of Depakote twice daily and close outpatient
follow-up with neurology in 1-2 weeks. :
-The Attending hospitalist sent orders to the pharmacy for -
Depalate 500 MG EC, take 1 tablet in the morning and 1 tablet
before bedtime,

08/13/2024 revealed an order for Depalote capsule delayed rel.

Acute Encephalopathy, Acute Stroke, Carotid Artery Stenosis,

The ED, SCC, or designee will mmﬁ}s
a MAR o cart audi weekly X 4 waaks,
then monthly to ensure medications on
grgxg have directlons as written per the

| W there are'any discrepancies, the EE or

designes will the SCC, who will -
clarify the order with the PCP. -

Clinioal Nurse Consultant ré-educaled

Mad Aldes and SCGC on the 6 rights of
medicatfon administration with,
medication policies and proceduras, 3
time checks and procedures for .
reéldents retuming from-the hospial, -

477125 and

ongoing

s/o1s ~ |
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Facility Name: The Gardens of Treut -

Review of Resident #1's kospital discharge summary dated

2712025 revealed: - .

-Resident #1 had a dlscharge order for Depa.kote 500 MG EC,

take 1 tablet in the morning and 1 tablet before bedtime.

~Next to the order for Depakote 500 MG EC, an undated, .

bandwritten entry to discontinue and change to previous order,

-It was also written to continue Depakate 125 MG DR

Sprinkles- take 2 capsules every day.

-The discharge summary was electronicaily signed by the

hospital provider.

-The discharge summary wes not szgned by Rasldent #1‘
prxmary care provider.

Review of a médication otder clarification form for Resident
_{ #1 dated on 02/11/2025 revealed:

-The order for Depakote 500 MG DR twice a day was marked
1o,
~~The order for Depakote 125 MG Sprinkles daily was lefc
blank, :
-The oxdet clanﬁmtlon form had & stamp at the top statmg It
-was faxed to the pharmacy on 02/07/2025.
~The order clarification form was not signed by Resideat #1's
primry care provider uniil 2/11/2025 aﬂ;er it had been sent o
the pharmacy. -

-Review of Resident #1's Febmary 2025 medlcatzon IR
administration: record revealed:

| “Thete was an entxy for Depakote 300 MG take 1 tablet twice
 daily. -

“-Depakote 500 MG was not documentcd as administered fzom
02/07;’2025-02/ 1872025, )

Review of Resident #1's hospital records from 02/18/2025-
02/21/2025 revealed: _

-Resident #1 was brought into the hospital for
upresponsiveness. »
-Resident #1 was diagnosed with Alteted Mental Status, Acute
Metabolic Encephalopathy, -Acute Renal Failure,
Hypernatremia, and Breakthrough Seizures.

Resident #1's Valproic Acid level was 35.3 on 02/19/2025,
(Valproic acid levels show the amount of Depakote in the
blood. Therapeutic range is 50-100 for a person prescribed
Depakote.)

Resident #1's Depakote level was low, and he was loaded with
IV Depakote,

-The Attending Hospitalist recommended Resident #1 continue
ihe current dose of SOOMG of Depakots twice daily.

DHSR/AC 4607_4 {Rev. 02/2023) NCDHHS Page 3 of 11




Favility Neme: The Gardens of Trent

-The Attending Hospitalist recommended Resident #1 add
-| Keppra 500 MG twice dsily. (Keppra is & medication used fo
" | treat certain types of seizures.)

~The Attending Hospitalist recommended Resident #1 follow
up with outpatient neurology.

-The Attending Hospitalist signed off on oxders for Keppra 500
MG twice per day, and Depakote. SOOZMG twice per day.

) Rewcw of Resxdent #1's hogpital d;schatge sumsmary clated -
1 2/19/2025 revealed:

~ | tablet in the morning and one tablet at bedtime,

-The Attending Hosmwlxst noted that Resident#1 was given
IV Depakote and that it appeared Resident #1's dose wasnot
increased from the previous hospitalization.
| -It was documented 3 times on the note that Resident #1 was
dingnosed with seizure disorder. .
~Haudwritten next to Depakote 500 MG EC Tablet was "D/C, -

Resident #1.,
-Resident #1's primary care provider signed off on the first
page of the document on 02/25/2025 .

Review of Resident #1's F ebruary medicaﬂon admmzstmuon

tecord revealed:

~There was au eniry for Depﬂkote 500 MG take 1 tablet by

1 mouth twice daily.

| -Depakote 500-MG was not documentcd as administered from
02/21/2025-02/27/2025. ’

-There was an en(ry for Ksppra 500 MG take | tablet twu:e .

datly,

-Keppra 500 MG was documented as administered twice a day

from 02/25/2025-02/27/2025. »

Review of Resident #1's hospital records ﬁ'om 0212772025
03/05/2025 revealed:
Resident #1 was admitied for altered: mental status with
intermittent level of consciousneds,”
-Resident #1 became lethargic during his adtmssxon and
" experienced bypoxic respiratory failure resulting in the need
for mechanical ventilation and mtuhatxon.

-Resident #1's Valproic Acid level was 24,0 on 02/28/2025
(Normal therapeutic level is.50-100) -
| -Residene #1's electroencephalogmm {a-test that measures
electrical activity in the brain to help dmgnose epxlepsy)

-There was an order for Dcpalmte 500 MG EC Tablet, mke one A g

cont. Sprinkles as pnor to hospital visit 125mg take 2QD.N For :

showed generahzed onset seizures.
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Fasility Name: The Gardens of Trent

-Resident #1 experienced upward gaze, mouth movement,
body tensing, followed by chewing mavemenxs and riphtward
eye gaze.

-Resident #1 was transferred to a newre-ICU on 03/05/2025
dus to having little improvement and continued seizure
episodes.

Interview with the Special Cave Coordinator (SCC) on
3/18/2025 at 2:15 PM revealed:

-The facility continued Resident #1's orders prior to
hospitalization upon Resident #1's return from the hospital.
~-Resident #1 was not havmg behaviors so she did not
understand why they were increasing Resident #1's Depakote
-Resident #1 could not take pills by mouth and tequired
medications {o be crusbzd

~Depakote 500 MG Delayed Relsase could not be crushed 50
they could not administer it. -

-She was not BWRrE that Regsident #1 had a su'oke at the
hospital,

~She was not aware tbat Depakote 5 00 MG Delayed Release
was being preseribed to Resident #1 for seizure disorder..

Interview with the Manager on 3/18/2025 at 2:48 PM revealed;
-She wes not informed that Resident #1 had seizures.

-She called 911 on 01/28/2025 ‘hen she was made aware
Resident #1. was not at baseline. -

-She was not involved in Resment #1's February
hospitalizations. - ' ,

Intemew with SCC on 03/19/2025 a: 2:30 PM revealed:
~The facility never received Depakote 500 MG DR for
Resident #1.

~She thought 250 MG VS 1000 MG of Depakote would not
cause Resident #1's current bospitalization, and the regson
Resident #1 was hospitalized was because he aspirated. -
~The facility did not change Resident #1's orders, but the
facility primary care provider did on 02/11/2025 vw.
meilcauon, order clarification form

¥ eiephone interview with the facility contracted pharmacist for
Resident #1 on 03/20/2025 at 9:05AM revealed:
-Depakote was used primarily to treat seizures,

~The pharmacy received an order for Depakoate 500 MG twice

aday on 02/05/2025 for Resident #1.
~The pharmacy dispensed Depalcote 500 MG twice a day on
02/05/2025, 02/10/2025, 02/17/2025, and 02/26/2025.
-Depakote 500 MG twice a day was dispensed in & multidose
ack,

DHSR/AC 4507_4 (Rev. 02/2023) NCDHHS
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Pacility Name: The Gardens of Trent

-A cancel order was recoived via e-scribe on. 02/28/2025 at
10:10 AM. T

-Depakote 500 MG twice a day was not dispensed after
02/26/2025, :

-Resident #1 could have seizures if Resident #1 did not receive
Depakote.

-Not receiving medication as prescribed can exacerbate an
illness, C o

Interview with Resident #1's Primary care provider on
03/20/2025 at 8:12 AM revealed:

~Shenever contacted the hospital, but the faci lity received the

‘| discharge paperwork, - - - ) : ) i
Resident #1's FL2 never said atything about sefzures or

seizure disorder (FL2: completed by primary care provider).
~Resident #1 was on Keppra and all the studies show that ifa
patient is on Keppra it should replace other medications,

~She believed Resident #1 was on Reppra after 48 first
hospitalization when Resident #1 discharged on 2/7/2025,

~She could not see in her system when. Residént #1 started

~The aftercaze instryctions from Resident #1's 2/7/2025
hospitalization did not state to increasé Depakote and that there
was nothing listed. :

B -She did not see Residont #1 immediately upon discharge from

the hospital, : . o S ..
“Depakote 125 MG was initially started for Resident #1 for
changes with his Traumatic Brain Infury and behaviors,

. { “Resident #1 had never had an electroencephalogram, -
| Resident #1 "did not need to have a therapeutic level of
1 Depakote for changes in traumatic bmain injury or behaviors
"| because that is not how it works.",
<The discontinue order for Depakote 500 MG DR should have

been on a elarification form for Resident #1 signed on
02/11/2025, T

Telephons: intérvieul' with the Admitting Hospital Physician on
03/04/2025 at 12:54 PM revesled: - )

is the recovery period that begins after a seizure ends and lasts
unii] the patient returns to their normal state,)

-Resident #1's Depakote level was low on 01/28/2025
admission, - :

“Resident #1's Depakote was increased and the order for
Depakote 500 MG twice a day was sent to the pharmacy,
-Medication reconciliation was completed for Resident #1

upon admission on 02/18/2025 'hos;)italizaﬁon.

-Regident #1 was postictal each time he was admitted (Postictal

DHSR/AC 4607 _4 {Rev. 02/2023) NCDHHS
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Feoility Name: The Gardens of Trent

. | The facility Eailed to administer Rosident #1 thelr ordered

~Medication reconciliation revealed Resident #1's Depakote
S00MG twice a day order was not continued by the facility.
-She was not sure why Resident #1's Depakote order wag
discontinued as it was clearly stated on the summary when
Resident #1 returned to the faoility.

-Resident #1 was having seizures and needed that medication,
-If Resident #1 did not receive the ordered medication, he
would have seizures. : .

~Having seizures cause the killing of brain cells,

“Resident #1 had a traumatic brain injury and stroke history, so
having sefzures on top of that could cause a lot of damage,

Telephone interview with Resident #1's legal guatdian on
04/02/2025 at 4:09 PM revealed: o
-Resident #1 had to be transferred to a Neuro Infensive Care
Unit duc to uriconttollable seizures. _
~Resident #1 required mechanical ventilation for most of his
hospitalization, o -
Resident #1 had to have a percutaneous endoscopic
gastrostomy tube placed for nutrition, - .

~Resident #1's level of care has changed to skilled nursing,
~Resident #1 is no longer verbally communicating,

Review of Résident #1's hospital records from 03/052025.

03/26/2025 revenled: )

*Resident #1 was transferred to Neuro Intensive Care Unit
directly from hospitalization on 02/27/2025-03/05/2025,
~Resident #1 was not consisténtly given anti-setzure -

‘hedications at his facility evidenced by a subtherapeutic VPA

level. at the outside hospital, . » S
=Resident #1 was being treated for higher level ofcare and

further management of status epilepticus,

“Resident #1's staus epilepticus’ etiology was likely
medication non-compliance.

-Resident #1 was intubated from 03/03/2025-03/ 13/2025.
-A G-tube was placed for Resident #1 to obiain nutrition,

medication used to treat and prevent sefzures. Resident #1 was
discharged from the hospital following an acute stroke on
02/07/2025 with orders to increase the dose of Depakote, this
was ot increased. The resident was sent back to the hospital
on 02/18/2025 after-being found unresponsive and was
diagnosed with breakthrough seizsres. Residerit #1 was
discharged back to'the facility on 02/21/2025 with orders to
continue previously increased dosc of Depakote and a second -

; medication to prevent seizures was added. The Depakote was

. The discharge paparwork will be given to -

| residents relum from the

Tha SCC or dasignes will complote a
medication-darification for all medications
ordsred by tha discharging physician af «
the hospital,

The PGP will receiva the medication
clafification for review and signatura.

the PCP for roview and signafura,

ED wili monitor compllance by comple k
EHR raview of the madication clarificalion
and discharge paperworkhmklg weok of

DHSR/AC 4607 _4 (Rev. 02/2023) NCDHHS
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1 “CORRECTION DATE FOR THE TYPE A VIOLATION

| Rule/Stamte Number:

Faciity Name; The Gardens of Trent

not administered as ordered and the resident was hospitalized

again on. 02/27/2025 with an intermittent level of
consciousness ultimately resulting in the transfer to an
intensive care hospital on 03/05/2025 in respitatory failure and

| required mechanical ventilation and intubation and feeding

tube placement for nutrition prior to being discharged to a
higher level of care, This failure resulted in serious physical
harm end constitutes a TYPE A1 VIOLATION,

~The facility provided a plan of protection in aceordance with
G.8. 131D-34 0n 04/07/2025 for this violation,

SHALL NOT EXCEED 05/15/2025,

AAMIHHHHITITIL

10ANCAC 13F. 1212(g)

[iroc Accepted

Thm Rule is not met as evidenced by:

Based on observations, interviews, and record reviews, the

| fucility failed to ensure that incident reports were sent o the

county department of social services within 48 hours for 1 out
of 5 residonts that required referral for emetgency medical
evaluation, o

The finding(s) ave:

Review of incident reports on file at the facility from
12/30/2025 through 02/28/2025 revealed:

~Thete were 4 total incident reports for Resident #{,
~The facility's incident report form hes a "Notifications"
section which showeases 4 check hox options: "Spole to",
"Faxed (0", "E-mailed to”, and "N/A". .

Review of an incident report for Resident #1 dated 12/30/2024
‘_at 3:28 PM revealsd: )

Rule/Statutory Reference: - ~ g
(a) An adtﬂtrgme home shall notify the county department of | Ehs%i%'t:ggéqug ?sm?n::emﬂ‘: iggfg““d
social services of any accident or ingident resulting in residont | foeont Soaiiiog B teleral for omergency | oG
death or any accident or incident resulting in injury ¢o 8 medica) troatmont other than first ald.

| resident requiring roferral for emergency medical evaluation,

- |-hospitalization, or medicnl treatment other than first aid, . o

| Lovel of Non-Compliance: - SE on el ares TANGRG. | rsems.

" \.Standdrd Deficisncy ' 1ok 1212, .

Findings: .

DHSR/AC 4607_4 (Rev. 02/2023) NCDHHS
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Facllity Name: The Gardens of Trent

-Resident #1's incident was matked as “medica)”.

~Next to medical- it was typed that Resident #1 was lethargioc
with altered mental status and had a high temperature of 101.1.
-The description of what was observed stated that Resident #1.
was leaned over in his wheelchair.

~Resident #1's level of consciousness stated that he would
arguse when his name was called.

-Resident #1 was sent fo the Emergency Room on 12/30/2024

i .| at5:38 PM.,

’ -Resident #1 was transported via Emergency Medical Service
(EMS). ' .

~There was a section of the report to record the status of the
residenit after the Bmergency Room/Hospital visit. - S
-The recorded status of Resident #1 stated that he was admitted
to the hospital with Pneumonia, R
-The notification section for regulatory agency was left blank
and unroarked,

|
!
|

Review of the County Department of Sooial Services records
tevealed: ' )

-The Department of Social Services received 3 incident reports
from the facility in the month of December 2024,

't -The Department of Secial Services did not receive the
incident réport for Resident #1 dated 12/30/2024.

Xt
.« Wt -

Review of an incident report for Resident #1.dated 01/28/2025
at 9:06 AM revealed: - B :
~Resident #1's incident was murked as "medical", )
“Next to medical- it was typéed that Resident #1 was letiargic.
~The description of what was observed stated that Resident #1
“was stuggish and confused more than his baseline.
Resident #1's level of consciousness stated that he would
arouse when his name was called, E
-Resident #1 was sent to the Emergency Room on. 01/28/2025 -
at 9:25 AM.’ s : 3
. -Resident #1 was transported via EMS.

} -The re¢orded status of Resident #1 stated that he was admitted
to the hospital for a Urinary Tract Infection (UTI). h
~The notification section for regulatory agency was left blank
and unmarked, ’ )

.

TN g
4_;’31}—_:%'

Review of the County Department of Social Services records
revealed: .

~The Department of Social Services received 4 incident reports
from the facility in the month of January 2025,

~The Department of Social Services did not receive the
incident. report for Resident #1 dated 01/28/2025,

e
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Faeilly Nome: The Gardens of Trent

Review of an incident report for Resident #1 dated 02/18/2025

-1 at 6:33 PM revealed:

-Resident #1's incident was marked as "medical".

Next to medical- it was typed that Resident #1 was
anreSponsive.

-The descmptlou of what was observed stated that Resident #1
was leaned over in the chair unresponsive,

-Resident #1's level of consciousness stated that he was
unesponsive,

-Resident #1 was sent to the Emergency Room on 02/18/2025

| at Q:30 PM.

-Resident #1 was transported via EMS.

"1 -The recorded status of Resident #1 stated "N/A",

~The notification section for regu[atory agency was feft blank
and unmarked,

Review of County Department of Social Scmces records
revealed:

“The Department of Social Services 1ece1ved 6 incident repotts
from the facility in the month of February 2025,
-The Department of Social Services did not receive the
incident report for Resident #1 dated 02/18/2025,

The facility failed to notify the County Department of Social
Setvices of 3 incidents resulting in the need for emergency -
medical evaluation or hospitatization for I of 5 sampied -

‘résidents resulting in the potential detrimental risk to the safety K

| and welfare of residents

\\\\\\ IHIHHTITMITITM \\\\\\\\\\“\\\\\\\\\\\\\\\

IDsto 0/26 125"

TV, Dellvered Via: - {ﬂf,ﬂ{'}y 50[”\..,

Retuen 19 DSS Byﬂs //ml

"~

DSS Signature: (&, W .

Signaturet
Title: PR AN

V, CAR Recelved by: VAdmmwtrator/Dem@iprmt n

%W%

VY., Plan of Correction Submitted by; | Administrator (print namne); Uu A GV

Signature; Date’ 07N |
Pl '
VI Agency’s Review of Facility’s Plun of Covrection (FOC)
[T POC Not Aceepted | By Dale:
Comuments:
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Fecility Name: The Gardens of Trent

) n . -
DA POC Accepted” | By: G A m Date: %/19 [207¢5
Comments: : X T
4
YIL Agency’s Follow-Up | By: _ [ Date:
- , Paoility in Compliance: [ JYes [ |No | Date Sent o ACLS:
Comments: .

*or followauy to CAR, attach Monitoring Report showing factlity iy complance,
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