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C 009 Initial Comments | C 00D
The Aduit Care Licensure Section conducted an
annual survey on July 7,°2015 and July 8, 2015
€ 330 10ANCAG 13G1004(8) Madication {C3%0 O sy to b Gedi
Administragon " ool Lo (ENIeAts (el
{ 10A'NCAC 13G 1004 Medicaticn Administration TRy Bt @ oot Curiend
{a) - A family cars home shall assure that the NG O A AACACYY
preparation and adminisiration of medications, | = Aonvorbe: % A0AS
prescription and non-prescription and treatments QLH VR NG 5 O O ;
by staff are in accordance with [ 3
i . Ly ——"c CJL %
{1) orders by-a licensed prescnbmg practitioner : ‘.-\\e M CD'\" A \{\Q - h
which ars mainiained in the resident's record; and : C‘\(\:) TOEOGEL I erels
{2) rules in this Section and:the facility’s policies " K e sed
and procedures: Conan O s Lvol & Al
S ) _ 1 Vo ROV | «(\\gﬁ’\(:.ésxﬁif&\:x
: This Rule is not met as evidenced by: i -
i Based on observations, regord Teviews, and | \—C\,C_ m\\ = L S R
interviews, the fagility failed to assure '
miedications were administered as ordered by & 3 e (i R g wite
licensed prescrbing practltmner to 2 of 3 sampled . EP A
ST P leal'gles (G
residents, (#1 and #2.) (Novolog, | < QJ\{\\(\B
HydrocodonefAPAP 101325, Diphenhydramine Lo 1y Biny X C};\i\%
25mg, and Miralax.) o ) ) _
” . SEAE. FOEenlin pf GEis
The findings. are: 1 ity C\ g’Y\\(‘\n ‘)&(Q-’t\
| A Review of Resident #2's current FL2 dated ; ‘WQ._{'\_—%;\’\L_B CUAB A O -..3'\
1 31195 révealed: e Lo : [
"~ Dlagnoses of ataxia, & history of stroke, : YSE QOO e Gk NE ﬂ\s)f‘-th‘\'j
I disbetes, and insomnia. ' De \3*’\‘\\“‘% AT Coem TRY ARy .
- date of admission ¢f 12/16/11.
o m (ARSI S NV T o
- Medication orders for Hydrosodone! APAP . Loheny aNORS > g :
325mg, " tablet twice daily. Diphenhydramine e gt POOEA S TR |
25ma, 1 tablet at bedtime, and Miralax 1 capfu, o Bk e A DIAERS oty !
‘take as directed. {Hydrocodone IAPAPIs a ] a0 A\
, j . AN UnAne ek
narcotic pain medication used fotreat moderate '“‘\(*FE\ ea G w0 . 1
to severe pair, Diphenhydramine iz a sedating < - ] }
_ antibistamine scmetimes used tathe treatment of ' g\(‘\k&;\)@ﬁ_r, > W F)R0AE
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Continued From page 1

insémnia, and Miralax is alaxative.j

i Continted review of Resident #2's fééord

fevealed:

1 - A'subsequent medication order dated 5/12/15 to.

change the Hyd rocodone/APAP 1o 1 tablet twice

I daily as needed for pain.

- Astibsequent medication érder dated 6/12/15 fo
charige the anhenhydramme 25mgto 1 tablet at

- bedfime as needed for insomnia.

- Asubsequent medication order dated 5f12/15 to
change the Miralax to 1 tablespoentul danly.

: Reviewof Resident #2's Medigation Administation

Records forJuneand Ju!y 2015 revealed:
- An typewritien- entry far HydrococfonelAPAP

- 10/325mg, 1 tablet twice. daily as needed for pam
‘with haiidwiitten administration fimes of 7am and
| 4pm: {The Hydrocadone/APARP. Had been initialed
* -as administered daily at 7am and 4pm:from

B/1/15 through 7/7/15).
--A fypewrittery entry for Miralax, 1 capful as:

| needed as directed. (Nd Miralax had been
: documenied as administered.)
1 A typéwritten entry for Diphenhydratvineg 25mig,

1 capsiile at bedtime, ‘with a handwritien
scheduled administration time of 8pm.:(Par-

- review, the: Diphienfiydraming héd béen injtidled

as administered daily from 6/1/15 throLigh 7/6/15.

' The Diphentydramina and Hydrocodone/ APAP

ordered pri (s fieedad) were administered
mutmeiy and the eraiax arderad for rofiting

dosing had been given pm.

'Observanon of the fhedications-an hand on the

“pvening of 7/7/15 revealed:

= A botileof Hyd rocndonelAPAP 10/325 labeled, 1

Aablet by mouth twice daliy as heeded for pain,

; with 4 dispense date:of 610M 5

£330
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. «.A battle of Diphenhydramine 25mg labeled, 1

tablet hy mouth @t bedtime for insominia, with a

i dlspense date of 6/10/15.
- N Mirsiax available to admanlster (Interview
ittt the Supervisor-in-Charge on 7/7/15 at.

7:30pm fevealed Resident #2 hasri't had any
eralax "since | startet warking bere in Aprit

| Interview with the relief Supervisor-in-Charge

{8IC) on 7/7H135 al 5:00am revealed:

1= Tha SIC on duty when a medication order
i gomds.in'makes changes to the' MAR and faxes

the order to the pharmacy. _
- Resident #2 needed the Diphenhydramine io

< sleep, and takes his Hydrocodone/APAP routingly

for, pain.

1 Inferview with Resident #2 at 7:51pm:6n H7/15

revealed:
- Staff administer his Diphenhydramine and

* Hydrocadone/APAP foltinely without him asking:

for them.

I -He probabiy Would-gsk forithe

Hydrocodc)nefAPAP twice daily because fie hasa

; lot of pair, butwould not ask for the _
- Diphenhydraming because he doesn't fee! fike

nesded it to help him sleep.
- He doesn't remember gver taking ihe Miralax,
but was.not constipated. '

Interview with Résident #2°s physician on 7/8/15

‘&t 41:42am revealed:

-Ha Was B with the resident taklng his pain
medication roltinely ifhe resded it

~He would prefer the resident not take the

Diphenhydramine routinely S0 as nof to'build up &

' -toierance to the medication,
- Thas resident may nof riead the Miralax if he isn'{
ihav:ng any constipailcm butsincg itis an

| €330

i
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aversthescouriter drug, the resmlent could just
"titrats the dose upward unfii effective.”

B. Review 0f Resident#1's current FL2 dated
3915 ravealed:
- Diagnoses of diabietgs, hyperiensian, and
~mental retardation, _
= An order for fingérstick Blood sugars (FSBS)
" twice daily with sliding Scgle insuiin (551)
coverage. ‘
-=:An erder for Novoiog insulin, 3 Units with
Breakfast, 5 units with lunch, and # units with'
o supper,: wut_h sliding scale Fresuiftar; {quoqu is&

. ouick acting instlin used to'control slevated-blood
'| sugars around mealtimes.

-Theinsulin and FSBS orders on'the FL2 hoted.
the. residentimay check his own blood sugars and
-sdminister his insulin with skaff preparation.

- An admission date of #/31/93.

1 Further review of the resident’s récord revéaled

the. originai order dated 8/6/14 Tor SSl as Jollows:
= 450-200= 4. units..

! - 201-250= 6 Linits..

» 251-300% 8 units:
= 304-350="10 pnits.
- 3512 400= 12 units_
- >400="14 units, rechack in 1 héur and re-dose;

it still > 400, cali MB.

Review of Resident #1's May 2015 55}
documentation record revealed;
-~ Resident #1's May 2015 FSBS ranged from 59
10178, with sliding scale insulin coverags
_reguired 4 tireas.
- No Sl was documented gs given,
L Of 573115 at supper, the resident's FS8S was
- 178 with o SSI doctméniéd &5 given and 4 units
required. '
- On 5/4/15 at supper, the Tesidénts FSBS: was'
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164 with no 55| documented as giveri and 4 units

Tequired.

-:0n 5195 at supper, the resident's FSBS was

* 167 with no $81 dacumented ‘ag-given and 4-units
i required.

| - OR 5121/15 at supper, the resident's FSBE was
1171 with no 851 documented as given and 4 units
] l"E‘QqUil‘ ed,

- AII nf ReSIdent #1 's fixed dose Uf Novo!ag 4

in‘May. 2015,

' Review of Resident #1's Jurie 2015 5SS
1 documentation record revealed:

- Resident #1's June 2015 FSBS ranged from. 76
to-183, with sliding scale insulin coverage

. Tequired 5.times.

- 58l was documented as administered 36f
those.5 times.

. -On 6/13/15 at supper, the residents FSBS Wi
¢ 155 with na S5 documentsd as giveri and 4 units

required.
-0n.6114/18 at stpper, the fesident's FSBS was

174with nio $8I documented as given and 4 units

required,

| = All of Resident #1's fixed dose of Novalog 4

units at supper was.documented as. administered

in June 2075,

Review of Resident #1' July 2015 SSi
documentation record revealed:
. - Resident #1's July 2015 FSBS ranged from 80
© to 124, with no sliding scale insulia coverage
required.

- All of Resident #1's fixad dose of Novolog 4

: units at sipper was documented as administeréd
¢ in-July 2015,

| Interview with Resident #1 on 7(7M5 at 3:45pm

revealed;
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.- Herchecks his awn FSBS twice daily.
- Staff administer his insulin.

- He believed he received: his medisations as

‘prdered by hiis physician.

Per-observation at4:35pm on 7/7/15 staff drew

up the dosa of insulin from a vial, and ths resident
_self-administered theinsulin_

| Interview with the SIC o 7/7/15 &t 5:15pm
| revealéd:

:She didn't administer Resident #1's $S1 inMay

| :or the:2 days'in June it was required.
~ 8he:was unsire abgut the dosing of the S8k
| sinte the resident alregdy had 2 fited dose of:

Novolog ordersd: _ S
= She receivaed diabetic training when she first

1 :gtarted working in the facility in March 2015

- The licehsed health professional nurse
explaingd to the-SIC; "semetime araund the
middle of June" 2015 ihe S5l was té be.giveri to

Resident #1 in-addition-to the rcut:ne dose

Interview with Residerit #1's physician on 71815

gt 11:42am revealed:
+ - Resident #1's blaoé Slgars “have beengreat™
|1 - The physician's goal fo_,r Resident#1's A1C was

7.0. fA1C is a'lab test used fo measurea
paflent's 2verage blood glugese level over the

] past 3 months.)

= "We-should probably keep Residant #1's 881,
and it should have been given in May and June
2015 as ordered, byt the resident's blood sugar”
levels were so good ftwas no big dea! far him-to
miss those few doses.”
="Staif shnu}d pmbab(y be educated “{in the uze
of §81.)

Review of-g physician's progress note dated
5112115 revealed Résident #1's mast recent A1C

C336

i
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tovel was 7.1. Vinar pocessy m;\\ C‘-;}f\c\e\o»%]

Review of the SIC staff gualificatiéng on 7/8A5 ! & Gt \\‘ Drady A

fevealed: : LG (ESYOLNANS Jﬂ) L ANIE.
- The SIE had her medlcahon clinjca! skifls . L ! A .
A ARG AL DITAGTS yroden,

validation Gompleted on 3/18/15. PARRAREAIIAHREES PR

| - The SIC passed the Medication'Aide tost on ;t\;\-(_‘rﬁhq\_ ;W\C\_'@}_) G

75512000 e A B T e,
- The 'SIC compieted diabstic tare tralnifig on T COONEDTEE RGN i TR _}
36715, Bl e kar LA Qads

€375 10A NCAC 136 .1008(a)(1) Pharmateutical Care cars | meek Lovin Pntrenaesst -

10A NCAC 13G 1008 Pharmaceutical Care z o rhuiees Bonvatuie
{a) The facility shall obtain the sérvices ofa : NEB RS ond LYo eI
licensed pharmacist, preseribing praciitioner or ]
registerad. nurse for the provision of it a-—@ r \\C‘Qr\bl—vt. e fules
pharmaceutical care at least quarterly for :

- résidents of more frequently as-datermined by -I‘M ,D NGr MQO Ut G—Q"\ 'f"}j‘

| the Department, ‘based ari the dotumentation of : B N, e o
significant medication problems identified- durlng U-‘.\g o o C\_)r}{'(q\-k- o
manitoring visits or other investigations'in which | Gl pai e Sddeddve LA B

| the safety of the.residents may be at risk. _ : e S S OGE
Pharmaceutical care involves the identification,, SRS AN LTI 6 (916N LN

prevention and resalution ‘of medication related

problems which includes at feast the foliowing:

' (1Y an on-site medication review foreach resident

* which includes at Jeast ihe following:

{A) the review of information i 1hé resident's

- resord such as diagripees, history aiid physical,
discharge summary, vita signs, physician’s
orders, progress notes, taboratory valuss arid !

| medication ad‘rhi_r_ai_'sh‘a’tion recofds, including

* gurreht miadication admiriistration records, to '

1 determine that medications ‘are administered s :

prescribed and ensure that any undesired side- i

sifects, potential and actual medication Teactions '

;-Or interdctions, afd medigation-errors are.

| identified and reported to the dppropriate

-__‘_M--J-
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C 375 | Contirived From page 7 1 cars
prescnbmg practttioner and,
(B) makmg recommendations for change, if
nacessary, based on desired medication
| dutcomes and, ensunng that the appropriate
| prescribing pragtitioner is so Informed; -and,

(C) documnenriing the results-of the medication
 review:in the resident's record;

This Rule s not met as evidenced by:

‘Based on. observations, record reviews, ang
‘interviews, the Tadility failed to provide adequate
'pharma,ceuh_cal care bo identify medicetion related
. problems for'2.0f 3 sampled residents . #1 and #2.
{{Novolog, Hydrocodone/APAP 10/325,

1 Diphenhydraming 25mg, and Miralax.).

, The findings are: .

| £

| A Review of Resident #2's current FL2 dgtad: '

- 3HSM5 revedled:

" - Diagnoses of ataxia, a history of stroke,
digbelss, and insonnia:

- A dat of adiission of 12/16/11,

- Medication ordets for Hydrocodons/ APAP

325mg; 1 tablet twice daily, Diphenhydramine

1 25mg, 1 tablet at bedtire, and Miralax1 capful, i
fake as direcied. (Hydrocodana FAPAP isa

narcotic pain médication used to freat moderate

| to severé pain, Diphenhiydraming is a's"eda‘ting

i antihistaring. sometimes used to the tréatment of

' insomnia, and Miraitax is a laxative’)

Contiriued rsview of Residen #2's record
i reveaed:;
- A subseqiient médication order dated 512415 fo
change the Hydrocodone/ APAP to 1 fabist twice
daily as néeded for pain.,
A subsequént medication order dated 51211510
_ change the Diphenhydramine 25mg to 1 tablet’ at

Dlwsmn of Heaith Service Regulation
STATE FDRM edd ISKB1t Ifgontintiation sheet '8.0f 13°
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bedtime as needed for insomnia. _
- A subseguent redication orderdated 5/12/15 to
chanige the Miralax to 1 fablespooniut daily.

Review of Resident #2's Medication Administation
Retords for.June and July 2075 revealed:
-« An typewritten eritry for Mydrocodone/ APAP
10/325mg, 1 tablet twice daily @8 neaded for pain,
- with handwritten.administration tinés of 7am and
i 4pmn. {The HydrdcodonefAPAP had béén initialed
as administered daily at- 7am and 4pm froin : t
6/1115 through 7/75),
- Atypewriiten entry for Miralax, 1 capful as
needed as directed. (No Miralax had been
. decumernted as administered.) .
- A typewritten entry for Diphenhydramine: 25mg,
‘1 capsule"at‘bédtin'ie with a handw‘rit’ten

. as admmlstered daliy from 611115 thrt}ugh 716:‘15 }

The Diphenhydramine and Hydrocodons/ APAP
‘oidered prn {a5 figedad) wers.adminisfered
Foutinely, and fhe Miralax ordered for routine
dosing had been giver pro.

Observatibn of the fedications on hand on the
evenmg of T /15 revealed:

- ADbottle of HydrocodonsfAPAP 10/325 [abeled, 1
\ tablet by mouth twice. dal]y as-needsd for pain,
: ith dispense date of 6/10/15.

- A bottle of Diphienhydramine 25mg labeled, 1
tablet by mbuth at bedtimeé for insomria, with a
dispense date of 6/10/15.

- No Miralax available to administer; {interview
- with' thér Siipeivisorin-Charaa an 71T/ at
7:30pm revesled Resident #2 hasrit had any
eralax "sifce, I started working here i April
2015}

Division of Health Service Regulation
STATE FORM B isxB11 I confinuation shisat- 8 of 13




PRINTED: 07/09/2015

FORM APPROVED
Divisiori 'of Health Servica Redulition o o
BTATEMENT OF DEFICIENGIES 1 (X1) PROVIDER/SUPPLIER/CUIA T (42) MULTIPLE CONSTRUGTION. {%4) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: Voo "COMPLETED
A BUILDING:,
7 FCLO52010. B. WING . 07/08/2015
NAME OF PROVIDER OR SUPPLIER "STREET ADDRESS, GITY, STATE, 2P GODE'
) T R 3341 OLD HWY #10E
MOUNTAIN VIEW FAMILY CARE HOME ) . .
NEBO, NG 25761 _
Xay | 1 ‘SUMMARY STATEMENT :OF DEFIGIENGIES ’ in i " PROVIDER'S PLAN OF CORRECTION ‘ i sy
PREFIX - {EACH DEFIGIENGY MUST BE-PRECEDED BY FULL, PREFIX (EACH CORRECTIVE ACTION SHOULD BE l COMPLETE
TAG REGLILATORY QR L8C |DENTIFYING INFORMATION) TAG CROSS REFERENCED TU THE APPROPRIATE: DATE
: | DEFIGIENGY)
‘G375 | Gontinued From page'9 5 3785

i Review of the consultant pharmacist's most
1 recent medication review dated 6/26/15 for
1 Resident #2 revedled no réCommendations

(Hydmcodone!APAP ang Dlphenhydramme) With.
1'scheduled administration times, and not
administering a routine medication’ _(eralax),: and
Treating it as a pm medication.

: dlspensmg pharmacy on 7/8/15 at11:13am
tevealed:

! - Duririg the drug regimen review, he cheiked the
i MARSs against the current orcers-on file.

- He relied o the actual prescription orders, not
what was written:in the physician's progress
noles,

* - He'doesn't laok at the physisiai's progress

. hotes:

| Referto interview with the facility
" ownet/administrator on 7/7/15 at 6: 28pm:

| B. Review of Resident #1's current FLZ dated
31105 revealed:

-« Diagnoses of diabetes, hypertension; and

- mental retardation.

.- An order for fingerstick, bload sugars (FSBS)
twice dailyvith siiding scate insulin (SSH)

, coverage. o .

== An prder for Novolog Insulin, 3 units with

‘breakfast, 5 units with lunch, and 4 units with
supper,. with-sliding scale. insulin. (Novoleg is a
quick: actmg insutin used to control elevated biGod
sugars-around mealtimes.

--"The.insulin and FSBS arders on the FL2 noted
the resident may check his own blood sugars and

" -adrminister-his insulin with staff preparation.

+ =#An admission date of 7/31/93.

X

L

4 regardmg admlmstermg prn iedications routme]y'

. Interview with the' consulaint pharmagist fram. the.
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Further review of the resident's record revealed
the original order dated 8/6/14 for 5351 as follows:

-~ 150-200= 4 units.

. =201-250= § uniis,

"= 251-300= 8 Unils.

“-'301:350= 10 units.,

1 =351~ 400= 12 units. _

=5400: 14 units, recheck in 1 hour and re-dose,
it stifl > 400, call MD,

4 Review of Resident #1's. May 2015 SSI

1 documentation record revealed:

‘ ~Resident #1's May 2015 FSBS ranged from 59
11 178, with sliding scale inailin toverage

| Tequired 4times.

1+ No §51 was: documerited as given.

- 0N 5/3/15 at:supper, the Tesident's FSBS was

178 with-no $SI documented as’ given and 4 uriits:

required.

- On 5415 at supper, the résident s FSBS was
164 with ho $51 documented as dgiven.and 4 iniis
required.

-0n 5/19/15 atsupper, the resident’'s FSBS was

181 with no SSI documented as given and 4-units:
1 réguirad. '

- Oh B/21/15 &t stupper, the resident's FSBS'was
171 with no’S81 documented-as given and 4 Units
requirad,

- All of Resident #1's fixed dose of Novblog 4

- units at supper was documented as administered

in'May 2015,

Review of Resident #1's June 2015 83]
gogumentation record raveaied;
- Resident #1's June 2015 FSBS ranged from 76

_10:183; with sliding scale insulin coverage
_reguired 5 fimes.

" « 851 was documented as administered 3 of

» those 5 times.

* . On 613115 at suppet, the resident's FSBS was
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-.On 6114115 &% supper, the resident's FSBS was
173-with no S8! documented as given and 4 units
required. '

~All of Resident #1's fiéed dosa of Novolog 4

{ units at supperwas doguimented as administered
inJune 2015,

Review of Resident #1's July 2015 581
documeniation reford revealed;

| - Resident #1's J uly: 2015 ESBS ranged from 80

to 124, with no sliding scate insulin.coverage.

i required.

. All of Resident #1's fixed dose of Novolog 4
_ Units at supper was documented as adminigtéred.
. I duly 2018

| Review of the consultant pharmacist's most
recent medication review dated 8726/15 for
Resident#1 revealed no recommendations
regarding S81 1ot being administered in’ May or
Jung 2015 perphysician's orders.

Interview with the constltant pharmaciat fron the
dispensing pharmacy on 7/8/15-at 11 13am’
revealed: _
-'Dufing the drug regimen review, he checked the
MARs against the curtent orders on file,

- He ralied ori thaactuat préscription ordars, not
“what was written in the physidian’s prodireds
notes.

"-'He doesn't Iogk at the physician's Progress

= notes.

E - He.doesnt use the MARS to venify whether ihe
SSI had beer given arnot.

i Refer o intéiview with te faility
| qwngtfadministrator on 7/7/15 2t 6:20pm,

C.375
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inferview with the facility ocwner/administrator on °

7/715 at 6:29pm revesled they had received no

recormendations from the 6/29/15. drug regimen
review.
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