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D 06! Initial Comments D600 Health and Wellness Director or deisgnee

will audit all resident medication administration
The Adult Care Licensure Section conducted an jrecords for accuracy by February 40, 2017.
annual survey on January 5-8, 2017, ‘

- } Al new mediktion orders will be reviewed by
© 344? TORNCREITIF +1002(a) Medication Orders D 344 two associates to assure accuracy. MD shall b

h
contacted for verification or clarification of orders

| 10ANCAC 13F 1002 Medication Orders

(a) An adult care home shall ensure contact with if needed and docurnentefd In the resident's recprd.
the resident’s physician or prescribing practitioner Medication orders will be audited weekly x1 month,
i for verification or clarification of orders for then monthiy thereafter. .
I medicalions and treatments: All reedication aides and Nurses wil be retrained

{1} if orders for admission or readmission of the
resident are not dated and signed within 24 hours
i of admission or readrnission to the facility;
| (2)If orders are not clear or complete: or J ;
» {3) if mutiple admission forms are received upan : ! '
admission or readmission and crders gn the
i forms are not the same. . .
‘ The faciiity shalt ensure that this verification or I l
| clarification is documented in the resident's
” record.
|
3

on how to process new orders by February10, 2017

This Rute is not met as evidenced by:

Based on observations, record reviews, and

interviews, the facility failed to assure medication

| orders were clarified for 1 of 3 samplad residents

| (Resident #2) with & physician's order for
Oxycodone (used ta yeat moderate to severs ' [

' pain).

The findings are:

| |
| Review of Resident #2's current FL.2 dated |
‘ 10/103/16 revealed: ‘
+ -Diagnoses included early Alzheimer's dementia,

_ Coronary artery disease, general weakness, J
! history of vertebral-compression fracture ang ‘
malignant melanoma, esseatial tremors. and ‘
! chrenic pain, ‘ | J
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' -A physician's order for Oxycodone 18 mg 3 times

daily.

Review of Resident #2's Resident Register
revealad an admission date of 10127118,

Review of Resident #2's record revealed:

-A Medication Review Report signed by Resident

| #2's physician on 11/17/18 with an entry for
Oxycodone Smg “glve 3 tablets 3 fimes a day",
-A physician's order dated 11/22/16 far
Oxycodone 15 mg 2 fimes daily,

Review of Resident #2's November, Decembear
and January 2015 efectronic Medication
Administration Records {eMARs) revealed an
eniry for "Oxycodone 5 mg give 3 tablets 3 timas
a day" and documented as administerad at 8:00
am, 3:00 pm and 8:0( Pm from 11/02/16 1o
1104118 except it was documented "ctherfsee
nurses notes” for the 8:00 am doses on 11/19/16
and 11/20/16, and the 3:00 pm dose on 1/02/17
and was not given on thesa days. :

Review of Rasident #2's "Residant Leg" for staf

documentation revealed:

-Dacumentation by a nurse dated 11/1 9/18 at
-9:46 am that the Oxycodone Supply would be out, o ) -
- and that the nurse had contacteq the pharmacy i
| supplier, the physician on call, and the Nurse

Practitioner for a refi) order but it would not be

available until 11/20/18, and “statl were to
1 adminisier Tylenoi {used to treal minor pain)

+ along with other pain meds",

J -There was documentation on 1/02/17 that

I Resident #2 was gut of the facility when the 3:00 i
I po1 dose of Oxycodone was scheduled 1o be

‘ administereg.

| Telephane nterviews on 1/05/1 7 at 2:50 prm and 1
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V0617 at 9:20 am with the facility's back-up
pharmacy representative revealed;
-Resident #2's current order for Oxycodona was
i 15 mg 3 times g day with 270 tablets dispensed
| on 11/21/16 ang written by a Nurge Practitioner
‘ with no refills available,
| -They would fax a copy of the "harg script” for
" Resident #2's Cxycodone,
l -Medications were filleg based on physician's
arders in the system, and not by what the facifity
. staff entered into the eMAR system.

Review of a faxed copy sent on 1/06/17 by the
pharmacy of Resident #2's most recent
Prescriplion revealed an order dated 11/21/15 by
the Nurse Practitioner for “Cxycodone s mg {3)
‘ablets 3 timas a day".

! Review of medications on hand for Resigdent #2
on 1/068/17 revealed:

-Two Oxycodone 5 mg bingo cards each with 80

i' tablets, dispensed on 11/21/16, and labeled 1o

; 8dminister 3 tablets, 3 timeg a day,

1 -Each bingo pockat contained 3 (ablets,

I -One card was full with 30 doses (90 tablets) and
i the other card had 14 doses (42 tablets) avaiiahle
to be administered.

with appropriate documentation. and matching
medication counts.

Telephone interviaw on 1/05/17 at 4:30 om with

Resident #2's physician revealeq:

' -Residen! #2 was receiving Oxycodone for
chronic pain issuas.

| -Resident #2 was a recent admission on

' numerous medications, ang the physician "waulg

J’ like to adjust his medications, but it can not pe

' done all at once”,

| -He had not discussed tapering Resident #2'
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: Oxycodone dosage with Tamily or staff, but wauld
' like to eventually tager it to a Prn (as necessary)
medication if the resident tolerated It.

-He was not aware that the 11/22116 prescrigtion
ne wrote was for Oxycodone 2 times a day, as
the resident still needed the medication 3 limes
per day.

-Resident#2's back pain was currently better, so
fe would wail before adjusting pain medications.

Interview on 1/06/17 at 8:00 am with the
Administralor-fn-Training revealed;

-Physician orders and Prescriptions were faxed lo
the pharmacy, but the facility nurses entered
orders info the eMAR system,

I think the nurse thought the 11/22/16 hard
script (for Resident #2's Oxycodone) was a refif
and did nol notice it was for 2 times a day, so did
not change the order in the eMAR"

-She thought "the pharmacy filled medication
orders based on what was entered into the
(eMAR) system".

-She contacted Resident #2's physician yesterday
betzuse she cauld not remember any
discussions abouyt weaning Resident #2's

- medications, ang the Physician thought it was an
cversight that he wrote Oxycodone for 2 times
per day. T

| Further review of Resident #2's record an 1/06/17
‘ revealed:

‘ -An order clarification dated 110517 far

; "Oxycodene Smg, take 3 tablets 3 times g day”,

Interview on 1/06/17 at 8:30 am with a Medication
Aide {MA) revealed:

" -She had worked at the facility for more than 8
| years. ;

-New orders were faxed {0 the pharmacy by
| Bither a MA or the nurse, but enlered info the

D 344
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Interview on 1/06/17 at 8:35 am with another MA

revealed:

-She had worked at the faciilty for 2 years,
‘ -Only the nurses entered new orders into the
eMAR systemn, but anyone could fax the order to !
the pharmacy.
-If orders were changed, "iike from & physician
appointment”, each shift was updated to changes
by the shift report sheat Medicafion changes
would show up in the eMAR, or not be thers if the
medication wasg discontinued,

‘ Interview on 1/08/17 at B:45 am with a nurse

[ revealed:
-Sherverified physician orders and prescriptions,
faced them to the pharmacy, and entered the

" orders into the eMAR,

-MA did not enter orders into the eMAR systam at
thig tima,

. -Pharmacy did not enter orgers into the eMAR
Systern,

-if the pharmacy saw an order was entered inte
! the system different from the actual order. then
' the pharmacy "called us 1o check”. '
' -Resident #2 used one pharmacy lo fill his
medications unless it wag heeded after hours,
"then we wouid contact his wife for permission to
il from our main pharmacy®,

r Telephona interview on 1/06/17 at 9:00 am with
Resident #2's primary pharmacy's represemative
revealed:

-Oxycedone 15 mg 3 limes a day was dispensed
on 11/23/16. "and he is overdue o be refilleg”. i
L | -Resident #2's current order for Oxycodone was ‘
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|
compuler system by the nurse.
| ="l alsc contact the pharmacy to confirm they
: recelved the fax and lo confirm the medication
was ceming that night.”
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dated 11/22/16 for 15 mg 2 times a day, but it
was placed on hold "protably frem under dosing"

| since Resident #2 had been on Ozxycodone 15

Mg 3 times a day since August 2015, There was

| o decumentation In the system regarding the

hold note.

-Tha pharmacy defauits to the most recan| order
in the system.

-The pharmacy staff would contact the physician
if a new arder was differant, b

-"We talk to the (Resident #2's) physician or NP
. fraquentiy (during the day), so the orderinote

could have beep putin a pile 1o check with the
physician or NP the next time they called
Everyone that day might have baan on the same

: Page to held the new order (Oxycodone 2 times a

tiay) because of the long term use of 3 times g
day.” "If we were busy. we might have not put a

: hote in the system for why the {new) order was

held."
-He was not involved in the hold order, but it was

; "along time ago to remember since staff hangled

$0 many prescriptions every day”, No other
pharmacy staff were available at this time to ask if
they recalled the hold note.

Based on observations, fecord review, and
interviews, It was determined Resident #2 was
not interviewable. :
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