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The Adult.Care Licensure Section and the
Mecklenburg County Department of Social
Services conducted an annuzl survey on i
February 15; 2017 and February 16, 2017,

D 358) 10A NCAC 13F .1004(a) Medication D 358
Administration

10ANCAC 13F .1004 Medication Administration
(8) An adult care home shall assure that the
preparation and administration of medications,
prescription and non-prescription, and tréatments
by staff are in-accordance with:

(1) orders by a licensed prescribing practitioner
whichare maintained in the resident's record; and
{2) rulesiin this Seclion and the facility's policies
and procedures;

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to ensure medications
were-administered as ordered by a ficensed
presciibing practitioner for 2 of 5 sampled
residents with physician's orders for vitamin 03
(Resident #1}, and aspirin, hydralazine; senna,
Tylenal, and saline nasal spray (Resident #3).

The ﬁl‘ldin_gs are;

A. Review of Resident #1's currerit FL 2 dafed
12128116 revealaq’

-Diagnoses included stage 3 chranic kidney
disease, carofid artery stenosis, cardiac ischemia,
hypeitension, and hisltory of gastro-esophageal
ulger blaed, -

-A physician's order for vitamin D3 (a supplement
i used for Vitamin' D deficiency) 50,000 units avery
3 weeks:
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Review of Resident #1's Resident Register
revea!ed an admijssion date of. 8!08!1 6.

Review of a physman s orderdated 1/9/17 for
Resident #1 revealed:

-A physician's order to "discontinue the current
vitamin D order”.

-A physician's order for "vitamin 2 50,000 units
every mionth after dinner for 12 months, then
stop”.

Review of Resident #1's record revesiad o
Vitamin D'[ab results,

Review of Resident' #1's December 2015

‘elecironic Medication. Administration Record
{eMAR) revealed:

-An entry for Vitamin. D2 50,000 units every week
for 3 months-and scheduled at 8:00.am weekly
with a.discontirued date of 12/27/16.

-Vitamin D2 50,000 unitsvras documented as
administered weekly-at 8:00 am on 12/01, 12/08,

and 12/15/16, with a notation on 12/22/16 the

rmedication was not administered as "Resident
(#1) was sent out to Emergency Room (ER)".

Review of Resident #1's January 2017 eMAR
revealed:

-An entry for Vitamin D2 50 ,000 units every
month after dinner for 12 months and scheduled

-at 5:30 pm., but there was no date specified for

the medicatmn to be ‘administered.

~There was no documentation Vitamin 250,000

units was administered- from 1/01/17 to 1137,

Review of Resident #1' s February 2017 eMAR on
2115117 revealed:

-An‘entry for Vitamin D2.50,000 units every
month after dinner for 12 months and scheduled

i
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at 5:30 pm, but there was no-date specified for

‘the medication to be administered,

~There was no documentation that Vitamin D
50,000 units was-administered from 2/1/17 fo

2MENT.

Interviews on 2/15/17 at 3:15 pm and 2/16/17 at
12:00 pm with the Resident Services Director
{RSD) revealed:

-"We see only the franscribed order, not the dates
to be administered” when pending orders were
reviewed in'the eMAR, _
-She was not aware she could see the input data,
and was not aware & date of administration was
not selected,

-The Vitaimin D2 50,000 units was in the eMAR

‘system, and it appeared the text eritry-was

carreet for monthly, but the order was "inputted
for every 2 months®, and no date was specified.

for thé medication to be administered.

-She was not-aware Resident #1's Vitamin D2
was riot administered monthly as ordered.

Review of Résident #1's:eMAR ardér in the
eMAR system for Vitamin D2 with-the RSD and a
Medication Aide (MA) on 2/15/17 at 3:15 pm
revealed an entry dated 1/10/17 for Vitamin.D2.
50,000 units was to be administered monthiy per
the text entry area, but the input area specified it
was to be administered every 2 mionths per the
drop down box selections. Theré was na start
date specified. There was no prompt for'the
facility to enter a date or contact the pharmacy to
enter a date for the medication {c be.
administered on. The medication was not
administered-as the data was inputted for every 2
months.

Review of medications on hand on 211517 at
4:30 pm for Resident #1 revealed a Vitamin D2
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bingo-card with ane tablet and labeled to be
administered every month after dinner with a
dispensed date-of 2/06/17.

Interviews on 2/15/17 at 3:25 pm and 4:30 pm
with a MA revealed:

-When a medicatioh was due for administration,
the medication order appeared in a-box, but did
not appear in'a monthly eMAR format, so-she
would not be aware that a medication-was X'd out
for. the-entire month:as it was on the printed
eMAR copy.

-She was not aware Resident #1's Vitamin D was
not administered monthly as ordered:

-Bhe was aware the Vitamin D was.on the
medication cari, but thibught it was administered
on a day when she.did not work.

Telephone interview on 2/15/17 at 3:50 pm with
the facility's confracted: pharmacy revealed:

~The active order for Resident #1's Vitamin D2
50,000 units was.evety month after dinner for 12
months and was dated 1/09/17. The
administration time was scheduled for 5:30 pm.
No start date was specified as.the. pharmacy did
‘not know when the facility wanted to administer
the medication.

-The representative did not understand that the
input data in the facility's. eMAR system showed it
was entered as every 2 months although the text
data was.correct. She. dld not understand what
was being asked, and there was ne.ong else
available to come to the telephone.

~The facility should have contacted the pharmacy
and selected a date for the Vitamin D2 to.be
administerad;

-One tablet of Vitamin & 50,000 units was last
dispensed-on 2/06/17 for Resident#1.

[ Interview on 2/16/17 at 8:30 am with Resident #1 _ |
Division of Health Service Regulation
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revealed he was not.aware how often he was

ordered Vitamin. D, when he last received it, or if
he had missed any doses.

Interview on2/16/17 at 10:35 am with the
Weliness Nurse (\WN) revealed;

-Resident #1's Vitamin D2 order woukd first show
as.a pending orderwith the text only and a start.

and end date. "We did not see boxes, or a date to-

starf a medication".

-She had not noficed Vitamin D2 was not
administered to Resident #1 since the arder
changed at the end of December 2018,

Review of Residerit #1's eMAR order on 2/16/17
at 11:30 am with two first.shift MAs revealed
Resident #1's Vitamin D2 was still in the eMAR
systern as. marithly for the textinformation, but
“every 2 months” for the input data frequency:

'Aﬂemp_ted telephione-interview on 2/1647 at
11:50 am with Resident #1's physician.was not
successfill,

Interview on 2/16/17.at-12:00 pm with the
Administrator revealed: o

-She was not aware Resident #1 hiad not received
Vitamin D2 monthly as ordered.

Refer to interviews on.2/15/17 at 3:15 pm and
2/16/17 at 12:00 pm with the RSD.

Refer to interviews.on 2/15/17 &t 3:25 pm and-
4:30 pm with a MA.

Refer to:interview on 2/16/17 at 10:35 am with the

WN.

Refer to interview on 2/16/17 at 11:3G am with,
two first shift Mas.
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Refer to inferview on 2/16/17 at 12:00 pm with the
Administrator,

B. Review of Resident #3's currént FL 2 dated
1725117 revealed:

-Diagnoses included congestive heatt failire
(CHF}) and diabetes type 2.

-Documentaticn the resident had intermittent
confusion.

-A physician‘s arder for Aspirin (a blood thinner
and nonsteroidat anti-inflammatory drug that can
be used fo reduce the risk of heart disease) 81
myg daily.

-A physician's order for hydralazine (used to treat
high blood pressure) 25 fng every 8 hours and
‘hold-for systolic biood pressure (BP)Jess than 85,
-A physician's order for saline nasal spray {(used
to scothe dry nasal passages) 1 spray in both
nostrils. dally _ _

-A physiclan's order for "senna {a laxative usedtc
‘treat constipation) 8:6 mg x2 tablets wice a day”.
-A physician's order for "Tylenc! (used to treat:
minor aches and pain) 500 mg x2 tablets daily”.

Review of Resident #3's Resident Ragister
revealed an admission date of 2/10/17.

Review of Resident #3's record revealed:

-A physician's order dated 2/08/17 for aspirin 81
mg twice a day.

-A physician’s order dated 2/08/17 for hydralazine.
25 my daily. No BP parameaters to. hold the
medication were specified.

-A physiclan's order dated 2/08/17 for nasal ‘spray
0.65 %, 1 spray in both nostrils at bedtime.

-A physician's order dated 2/08/17 for senna-s
8.6-50 mg 1 tabigt, twice 2 day.

-A physician's ordér dated 2/08/17 for Tylenol 500
my fwice a day, ' ]
Division of Health Service Regulation- :

STATE FORM s833 JZXEH If continuation sheet 6 of 26




PRINTED; G3/03/2017

FORM APPROVED
Division of Heaith Service Regulation _
STATEMENT OF DEFICIENGIES {x1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION {%%) DATE SURVEY-
AND PLAN OF GORREGTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
HAL 060082 B. WING 021612017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
ELMCROFT OF LITTLE AVENUE 7745 LITTLE AVENUE
- : : _ CHARLOTTE, NC 28226
(X4) ID- SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION o)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX . {EACH GORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFIGIENGY)

D358 Continued From page 6 D 358

Review of Resident #3's February 2017 electronic
Medication Administration Record (eMAR)
revealed:

-An entry dated for-aspirini 81 mg daily and
-dogumented as administéred daily at 9:00 am
from.2/12/17 ta 2{15/17, The curreni order dated
2/08/17 was for aspifin 81 mg twice a day.)

-An entry dated for hydralazine 25 mg évery 8
“hours, hold if systolic. BP. was-less than 95 and
-schediled to be administered at ©:00 am, 3;00:
pm and 9:00 pm. Hydralazine was dotuimented
as administered every 8 hours from 2/11/17 to
215/17. BP results were posted and rahged from
113/61 to 131/88. The current order dated
2/08/17 was for hydrazine 25 g daily.

-An entry dated for nasal spray 1 spray in-both
nostrits daily, scheduled for 9:00 am, and.
‘documented as administered daily at 9:00 amn
from 2/12/17 to 2/15/17. The order was for nasal
spray to be administered at bedtime.

-An entry dated for senna 2 tablets fwice a day
and documented as administered at 9:00 am and
'8:00 pm from 2/1117 to 2/15/17. The current
order dated 2/08/17 was for senna 8.6-50 mg 1
tablet twice a day.

-An eniry dated for Tylenol 500 mg 2 tablets daily
and documented as administered daily at 9:00
am from 2/12/17 to 2/15/17. The-current order
dated 2/08/17 was for Tylenol 500 mg 1 tablet:
twice & day,

Review-of medications on hand on 2/15/17 at
4:30 pini ‘and available to be administered to
Resident #1 revealad:

-Aspirin 81 my labeled correctly to be
administered twice a day with 30 tablets
dispensed on 1/12/17.

-Hydralazine 25 mg was labeled 1o be
administered every 8 hours with 30 tablats
Division of Health Service Regutation’
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dispensed on 1/42/17.

-Nasal Spray labeled with Resident #3's name,
and with a.current expiration date that was
-approximately 75% full.

-Senna 8.6 mg was labeled to be administered 2. i
tablets twice a day. There were 4 bingo cards on
thie cart, with the most recent dispense date of
2/06/17.

-Tyienol 500 mg was labeled correctly to be.
‘administered 1 ablet twice a day with 30 tablets
dispensed on 2/07/417.

Interview on 2/15/17 at 2:16 pm with the Resident
Services Director (RSD) revealed:

-The facility had recentiy experienced server
conrection issues with their eMAR. system. When
the system was down the staff was still able to
dog_ument medications as.administéred in the
eMAR, That documeniation was fo cross aver
when the system was fe-connected to the server;
-The server issues covéred the date Resident#3
moved in on 2M0M7.

-She was nof aware that there were issues with
Resident #3's arders and eMAR riot matchirig.

Telephone interview on 2517 at 3:50 pm with
the facility’s contracted pharmacy revealed:
-Résident #3 had active orders. dated 2/09/17 but
were recejved.on 2/10/17 (when the pharmacy
opened) for Asplrm Dulcolax, hydralazine, nasal
spray, senna and Tylenol.

-The acfive order dated 2/09/17 for aspirin 81 mg
was 1 tablet twice a day, with 60 tablets
dispensed on 10/18/16, and 30 tablets dispensed %
on 1/12117.

-The active order dated 2/09/17 for hydralazine
25 mg was for daily, with 30 tablets dispensed on
1112117, No BP parameters were specified, but "if
the parameters were Ilsted previously, | usually

| leave them unless they were ordered to be

Division of Heallh Service Regulation
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stopped or changed”.

Interview on 2M116/17 at 9:20 am with Resident #3

~8he was not aware what medications.she was

| Interview on 2/16/17 at 10:00 am with the facility's

-The active order dated 2/09/17 for saline nasal
spray was 1 spray at bedtime.

-The aclive order dated 2/09/17-for senna was 1
tablet twice a day. On 9/30/16, 60 tablets were
dispensed when it was an as.needed order.

-The ‘active order dated 2/09/17 for Tylenol 500
mg was one tablet twice a day, with 30 1ablets:
dispensed on 2/G7/17.

~The facility entered termparary orders into the
syster if the order was received after hours. The
pharmacy entered the official orders during
business hours. The facility was to verify that the
entry was.correct before administering
medications.

-He was not aware why the .cu_rrent'qrders-did not
mateh: in the facility's eMAR system and said a
different deparimerit managed the eMAR server
system issues.

revealed:

ordered, or when they were to be adniinistered.
~She was awarg the staff manitored hér BF since
she was on a BP. medication, but could not name
the medication.

“I'm 101 years old, | don't remember éverything
anymore,"

Interview-on 2/16/17 at.9:30 am with Resident
#3's family member revealed; _

-He was alsp-a resident at the facility, but was not
a part ofthe physician decisions regarding
Resident #3, The- resident "does all that for
herself."

-He was not awars what medications Resident #3
was on, bt "she says her BP was stable”,

Divigion of Health Service Regulation-
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contracted eMAR cofmpany's representative
‘Tevealed: '

<The facility had “lots of communications
problemis with the server, so the system was way
backed up". It had been happening on and off 8
days ago and lasted 4 days. They are sill
transferring dafa."

' "The records get cued up to the server, and if

« there was a farge number of data records to load,
then it takes awhile to sync up.” It could be the
faciiities internet connection slowing things down,
but he was not stire.

-The staff could still docurnent on the eMAR when
the system was down; and it would still show the
exact times a medicaticn was given.

-The pharmacy entéred the orders into whatever
system the pharmacy had, and "it interfaces with
our systam and floats to the facility”,

-"The facility had entered 'temporary orders’ for
Resident #3 because of server issues the past
few days The temporary orders last for 3 days
but can be re-issued.”

-He showed temporary orders and pharmacy
entered orders all dated 2/11/17 for aspirin,
hydralazine, saline nasal spray, senna and
Tylenol, but they were not correct to the. current
orders-on Resident #3's record;

-Aspirin 81. mg daily was entered on 2/11/17 by
‘the facility and by the pharmacy.

-Hydralazine 25 mg every 8 hours was entered on
2M¥17 by the facmty and by the pharmacy,
~3aline nasal spray 1 spray-each nostrit daily and
:scheduled in the morning was entered on 2/14/17
by the facility and by the pharmacy.

-8enna 8.6 mg x2 tablets daily was entered on
2111117 by the facility and by the: pharmacy
-Tylenol 500 mg X2 tablets daily was entered on
2{11/17 by the facility and by the pharmacy.

! Interview on 2/16/17 at 10:35.am with the
Divigion of Hedlth Service Regulation
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‘Wellness Nurse (WN) revealed:
-Resident #3 was admiited on a Friday, and we.
were having server issues with the eMAR system.,
-The MA put Resident #3's orders:in as temporary
orders since it was after hours. The temporary
orders were uptit pharmacy entered the orders in
the-system, then the 1ernporary ones would be
discontinued,

~"We-da not get pending orders to approve until
the server syncs (with the main- system).”
-She discovered 2/116/17 that "the problem with
Resident #3's orders were that she had made:
copies of the Hospice physician's ordets dated.
2/08/17 with the aspirin, hydralazine, saliné nasal
spray, senna and Tylenol chahges. She placed
one copy in Resident #3's record, -and placed one
capy in the folder to check off whien the:
medications arrived. She alsc used a copyto
check off the medications that were sent with.
Resident #3. A copy of the FL 2 dated 1/25/17
was also in the nolebook, and that was what was
used by the MA when she entered the temporary
orders into the system.”
-The orders in the eMAR system were from the ;
FL.2 dated 1/25/17, not from the Hospice orders
dated 2/08/17.
-She'was not aware Resident #3 had not received
the aspirin, hydralazing, saline nasal spray, senna
and Tyleriol as ordered by her physician.

Interview ofi 2/16/17 at 12:00'with the RSD
fevealed:

-SBhe had filled out a néw FL2 upon Residernit #3's
armival on 2/1017, but it was still waiting the
physician's signature. It had the coirect
medication. orders.

-She was not aware Resident #3's orders in the
eMAR system were from the FL2 dated 1/25/17,
notfrom the orders dated 2/08/17.

<She was not aware Resident #3 had not received ‘

Division of Health Service. Reguiation
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the.aspirin, hydralazine, saiine nasal spray, senna
and Tylenol as ordered by her physician.

Interview ory 2/16/17 at 12:00 pm with the
Administrator revealed:.

-3he was not aware Resident #3's arders in the
eMAR syster were from the FL2 dated 1/25/17,
not from the orders.dated 2/08/17.

-She was not aware Resident #3 had not received
the aspirin, hydralazine; saline nasal spray, senna
and Tylenol as ordered by her physician..

Telephone interview on 2/16/17 at12:20 prn with
Resident#3's Hospice nurse revealed:

-She was aware the facility had been having
server issues with the eMAR, and that the system
was down frequently; but she was told that
usually medication arder entry and documentation
was not a problem.,

-She:was not aware Resident #3 had not received:
the new doses for aspirin, hydtalazine, saline:
nasal spray, senna and Tylenol-as ordered by hef
physician since her admission on 2/41/17.
-Bhe would check with the Hospice physician to
let him know, and to check if there were any
implications in not getting the medications as
ordered, especiafly the aspirin and the
hydralazine.

~The facility should administer medications as
written and call if orders differed.

Refer to interviews on 2/15/17 at 3:15 pm and
2M8/17 ai'12:00 pm with the RSD..

Refer to interviews on'2/15/17 at 3:25 pm and
4:30 pmwith a MA,

Refer to'interview on 2/16/17 at 10:35 am with the
WWN.
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Refer to interview on 2/16/17 at 11:30 am with
two first shift MAs.

Refer to interview on 2/16/17 at 12:00 pm with the
Administrator..

 Interviews on 2/15/17 at 3:15 pm and 2/16/17 at
i 12:00 pm with the Resident Serviges Director
(RSD) revealed: i
~-She was a.Licensed Practical Nurse (LPN} and

‘had worked at the: famllty since May 2016.
~The pharmacy entered medication orders.into
the eMAR system, then a prompt appeared on
the faciiity's computer screen for a verification
approval to be performed before the medication
could be administered. _

-The Medication Aides (MA), the Weliness Nurse
{WN) or the RSD were to review the order entry
compared to the original order.

-"We see only the transcribed order, not the dates’
to be administered" when pending orders were
reviewed in the eMAR.

-The WN or the RSD were fo. check the eMARs
monthly, but could not look at the eMARs until the
1st of the month. _

-The WN or'the RSD were to check behind the
MA entries and verify documentation was correct.

Interviews on 2/15/17 at 3:25 pm and 4:30 pm
with a MA révealed:
-+She had worked at the facility since June.2016.
=i & medication was het due for administration on
that date or time; it did not "pop up” on the screen
‘to be adininistered.

-New orders were faxed to the pharmacy who
entered the order into the eMAR systém. We
received an éMAR promipt-fo approve or decline
the pending order. We checked the eMAR prompt
‘against the actual ordef to "see’if it was correct™.
-We have a notebook system fof tracking the
Division of Health Service Regulation
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physician orders with folders numbered 1-5, We.
moved the orders from folder to folderas
appropriate. The 3rd shift was responsible for
filing the orders from folder #5 into the residents!
recards;

Interview on 2/16/17 at 10:35 am with the WN
revealed:

-She‘was a LPN &nd had worked-at the facility for
1year. i
-She "try fo chéck the eMARs and MA
documentation every marith. We've had server
issues lately that makes it harder 1o check. It was
easier with paper MARs."

-Orders were faxed to the pharmacy and placed
in an order tracking notebook. The arder moved
from folder o folder until the medication arrived,
‘then the order was filed.

-Pending orders in the eMAR could be approved
by the MA, the RSD, or the WN.

Interview on 2M6/17 at 11:30 am with two first:
-shift MAs revealed:

-When a prompt appeared on thie eMAR for a.
pending order approval, the screen had the text
written out'with how often fo give. It the-order was
wrang; they would close the order and get the.
nurse to follow-up,

-The pharmacy entered orders in the eMAR
sijstem.

-"The MA or the nurses could enter temporary
orders into the eMAR system that were for 3
days, Usually by then the pharmacy had entered
the order.”

-"The approval screen is the same as what we
put temporary orders in", and that included text
and frequency or a medication or treatment.

Interview on 2/16/17 at 12:00 pm with the
| Administrator revealed the WN or the RSD were ;

Division of Haalih Service Regulation
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to verify eMAR entries by the pharmacy and staff.
‘D 364 10A NCAC 13F:1004(g) Medication D 364 gf@ G\i&(,h {d

Administration i

10A NCAC 13F .1004. Medication Administration
{9} The facility shall ensure that medications are
administergd to residents within one hour before
or one hour after the prescribed or scheduled
time unless precluded by emergency situations.

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews; the facility failed to ensure medications
were-administered within one haur before or-one
hour after the scheduled times as ordered by a
ficensed-prescribing practitiorier for 2.of 2
(Resident #6.arid #7) sampled residents.

The findings are:

A. Review of the facility census 02/1:5/17 revealed
here was &1 residents jn the facility, 35 i the
Assisted Living Unit (ALU) and 26 in the Memory
Care Unit (MCU),

Observation-on 02/15/17 between 9:00 am and
10:20 am revealed:

-There was cne Medication Aide (MA)
‘administering medications in the ALU, and one
MA in'the MCU.

~There was one medication cart on-the MCU and
two medications-carts on the ALU.

-The ALU consisted of 2 floors which housed ;
residents on both floors.

-In the ALU there were residents standing; and in
wheel chairs, waiting for their medications.

Review of Resident #6's current FL2 date 3/31/16

Division. of Health Service Regulation
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revealed diagnoses included chronic chstructive
-puimenary disease, dementia, and congestive
heatt failure.

Review of Resident #6's record revealed
subsequent signed physician orders date
12123416 for the following medications included:
! Mapap-{(used fo treat mild pain) 500.mg 2 times
daily, Carvedilel (used to freat high blood-
pressure} 3.125 myg take.1 tablef 2 times daily,
artificial tears (Used fo treat dry eyes) 2 drops
each eye four times daily.

Review of Resident #6's Febnsary 2017 electronic
Medication Administration Record (eMAR)
revelaed: '

-The following medications were included on the
eMAR:

-An entry for artificial tears instill 2 drops into
each eye 4 times-daily at 8:00 am, at 12:00 pr;
at 4:00 pm, and at'8:00-pm,. _

-An entry for Carvedilo! 3.125 mg take 1 tablet
two times daily at:8:00 am-and at 5:00 pm.

-An entry for Mapap 500 mg take 1 tablet two
times daily at 8:00 am and at 4:00 pm.

Observatiori on 02/15/17 between 8:20 am and
9:30 am of a Medication pass in'the ALU
reveafed: o

-Resident #6 was in a wheel chair waiting for her
medications fo be administered,

~The MA started the administration of medications
to Resident #6-at 9:20 am.

-The MA administered the following medications
to-Resident #6 wiiich incliided artificial tears,
Carvedilol 3.125 mg and Mapap 500 mg.
-The MA documented on the eMAR as
administered at:9:30 am.

Review of the facility order administration report
Division 6f Health Service Regulation
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i revealed:

-Resident #8's scheduled morning riedications:
included artificial tears, Carvedilol and Mapap
were documented as administered 6n 0211517 at
€30 am,

-Resident #6's scheduled afternoon medications
included artificial tears were documented as
administered on 02/15/17 at 12:51 pm.

«Resident #6's scheduled late afternoon
medications artificial tears, Carvedilol, and Mapap
were documented as admlnlstered on 02/15/17 at
4:15 pm.

-Resident #6's schedufed medication artificial
tears were documented as administered .again on
021617 .at 7:32 pm.

The administration of the medications artificial
tears, Carvedilol, and Mapap to close between
scheduled times could result in possibie
complications of the effects of the medications.
administered to Resident #6.

Refer to interview on 02/15/17 at 9:15 am and at
11:40 am with the MA in the ALU,

Refer to interview on 02/15/17 at 11:40 am with
the Resident Service Direcior (RSDY).

Refer to observation on 0216717 between 8:00
am and 10:00 pm.

Referto interview on 02/16/17 &t 10:55 am with
the Wellness Nurse:

Refero attempted telephone interview on
02/16/17 at 12;00 pm with the facility physician.

Refer to review of the faciliy medication
‘administration policy.
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Refer to interview on 02/16/17 at 1:30 pm with the'
Administrator. .

B. Review of Resident #7's current FL2 date
3122116 revealed diagnoses included Parkirison
dlsease hypertension, and glaucoma.

Review of Resident #7's record revealed
subsequent.signed physician orders date
12/2316 for the following medications:

- Alphagan (used to treat glaucoma) 0.1 eye drops
place 1 drop iy both eyes 2 times daily, Docusate
{used ta reduce constipation) 100 mg 2 times,
daily, Magnesium oxide { a supplement) 400 mg
2 times daily, carbldopafleuodopa (used treat
Parkinson disease) 25/100 mg two times daily,
cosopt (used to treat glaucoma} eye drops place
12 drop each eye 2 times dafly

Review of Resident #7's February 2617 electronic
Medication Administration Recard (eMAR)
revelaed;

-Thefollowing medications were included on the
eMAR: '

-An entry for Alphagan 0.1 eye drops place 1 drop
in both eyes2 times daily at 7:30 am and.at 7.00
pm.

-An entry for cartbldOpaflevadopa 25/100 mg two
times dafly at 7:30 am and at 7:00 prh.

-An-entry for docusate 100 ‘mg 2 times daily at
8:00 am and at 8:00 pm.

-An. entry for magnesium oxide 400 mg 2 times
dally at 8:00 am and-at 8:00 pm:

-An entry for cosopt eye drops op in both eyes 2
times daily at 7:30 am and at 7:00 pri.

Observafion on 02/15/17 between 9:30¢ am and
9:45 am of a Medication pass in the ALU

1 revealed:

Diviston of Health Service Regulaiion.
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-Resident #7 was.in line waiting for her
medications o be administered,

-The MA started the administration of medications
to Resident #7 a1 9:32 am.

~The MA administered the following medications
to Resident #8 which includad Alphagan sye
drops, caribidepa/levodopa 25/100 mg, docusate
100 mg, inagnesium oxide, and cosopt eye
drops. _

~The MA documented on the eMAR as
adiministered 9:38 am.

Review of the facility order. administration report
revealed:

-Resident #7's moring medications included
Alphagan eye drops, caribidopallevodapa,.
docusate, magnesium oxide, and cosapt eye
drops were documented as administered at 9:38
am on 02/15/17,

-Resident #7's scheduled medications included
Alphagan eye drops, caribidopa/levodopa, and
casopt eve drops were documented as
administered on 02/15/17 at 6:25 pm.

-Residerit #7's scheduled medications included
docusate and magnesium oxide were
decumented as administered at §:16 pm on
02/15/17.

The administration of the- medications Alphagan
eye drops, caribidopafievodopa, docusate,
magnesium oxide, and cosopt eye dréps to close
between scheduled titmes could resuli in possible
complications of the effects of the medications.
adiinistered to Resident #7.

Refer to interview on 02/15/17 at 9:15 ari and at
11:40 am with the MA in the' ALU.

Refer to interview on 02/15/17 at.11:40 am with
{ the Resident Service Directar (RSD),

Division of Health Service Regulation
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- Refer to.observation ori 02/16/17 between 8:00
¢ am and 10:00-pm.

Refer to interview on 02/16/17 at 10:55.am with
the Wellness Nurse.

Refer o attempted telephone interview on
B2/16/17 at 12:00:pm with the facility physician.

Refer td review of the faciliy. medication
administration palicy,

Refer te interview on 02A16/17 at 1:30 pm with the
Administrator.

Interview on 02/15/17 at 9:15 am and at 11:40 am 5
with the MA in the ALU revealed:

-She was the only MA administefing medications
for-35 residents on the ALU.

-She-started the medication pass on 02/15/17 at
7:00 am, and residents would wait for their
morning medications to be administered.

-She was, aware of the facility policy for
administration of medication. cne hour:before arid .
one hour after the scheduled time. _
~Some of the residerts liked to sleep in, and she
had given the medications when they requested.
-Somé of the residents prefer to take their
‘medications after breakfast.

-"The morning medication pass is very heavy™.
~"l.usually finish my morning medication pass by
11:00 am". '

-The management team talked about hiring
anothet MA {o help with the morning medication
pass, but has not gotten approval-as of yet.

-l do the best | can to.accommodate the'
residents and finish my medication pass in the
momings.” '

Division of Health Servicer Regulauon
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Intefview on'02/15/17 at 11740 am with the
Resident Service Director (RSD) revealed:
-She was aware the facility had a palicy for
administration of medications to residents one
hour before and one hour after the scheduled
fimes.

~-She had tried to hire ancther MA to assist with
the morhing medicalion pass on the ALU.
-She assisted the MAs sometimes with ihe
morning medication pass on the ALU.

Observation on 02/16/17 between 8:00 am and:
10:00 pmrevealéd 2 MA were admiinisiering.
medications to the residents in the ALU.

Interview on 02/16/17 at 10:55 am with the
Weliness Nurse revesled:

-She was aware the ALU had a heavy medication
pass in the mornings.

-Sometimes she'was able to assist the MAs on
the ALL.

“"We always use 1 MA on the AL side and 1 i the

MCuU”.

-l tatked with management about a second MA
for the AL side, but we had not gotten.approval to.
hire as of yet".

-~There was a palicy for administration of

medications cne hour before and one hour.after
the scheduled times,

Attempted tefephone interview on 02/16/17 at

12:00"pm with the facility physician was
‘unsuccessful,

Review of the facilly Medication Administration
policy revealed administration of medications
were to be adniinistered one hour before and one
hour after the scheduled times.

Interview on 02/16/17 at 1:30 pm with the
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Admlnlstfator revealed she relied on the RSD and
‘the Wellness nurse to oversee the clinical nursing
in the facility,
D 367 10ANCAC 13F .1004(j) Medication -D 367 Sffa Cl_H-@LhC C(

Adiministration

10A NCAGC 13F ,1004 Medicaticn Adrririistration
(¢ The resident’s medication administration
record (MAR) shall be accurate and include the

Ffoliowing:

(1) resident's name;

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

{4} instructiohs for administering the medication
or freatment;

(5) reason or justification for thie administration of
medications or treatiments as needed (PRN} and

documenting the resulting effect on the resident:
{6} date and time of administration; .

(7} documentation of any omission of
medications or treatments and the réason for the
omission, including refusals; and,

(8) name or initials of the person admlnlstenng
the medication ortreatment. If initials are used, a
signature equivatent to those initials is to be
documented and maintained with the medication
admznlstrahcn record (MAR)

This Rule is not met as.evidenced by:

Based on observations, record reviews, and
interviews, the facility failed to assure the
electronic Medzcaiion Administration Records
(eMARSs) were accurate for 1 of 5 sampled
residents (Resident # 4) regarding Novolin R(a
fasting acting insulin to reduce blood sugar)
sliding scale instlin administration.
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The firidings are:

Review of Resident #4's current 1.2 dated.
8/2118 revealed:

-Diagnoses included diabetes,

-An order for Finger Stick Blood Sugar (FSBS} 3
times daily before meals. _

<Medications ordered.included Novolin R give 6.
units with the lunch meal and use sliding scale.
-Medications ordered included Novolin R sliding
scale with parameters as follows: _

-if FSBS 0-200 give 0 units of Novalin R

-If FSBS 201-300 give 2 units of Novolin R
<If-FSBS 301-400 give 4 units of Novolin R

-If FSBS 401-500 give B units of Novolin R. {
-If FSBS below B0 or greater than 500 call
physican.

‘Review of Resident #4's elecironic Medications
Administration Record (eMAR) for January 2017
revealed:

-At entry for FSBS three times daily before
meals.

-An entry for Novolin R 6 unils with the lunch
meal, -

~An entry for Novolin R sliding scale as falfows;
-If FSBS 0-200 give O-units

-IfFFSBS 201-300 give 2 units

«|f FSBS 301-400 give 4 units

-If FSBS 401-500 give 6 unils

-If FSBS below 60-or greater than 500 cal
physican.

-Documented entry. on 01/08, 01/13, 01/20,
01/23, and on 01/31 the quantity administered of
Novalin R insulin as 1.

Review of Resident #4's FSBS an the eMAR.for
January 2017 revealed

-On 01/06/17 FSBS 129 documented 1 quantity
of Novolin R was administered
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-On 01/13/17 FSBS 178 documented 1 quantity
of Novolin R wa's administered '

-On G1/20117 FSBS 171 .documented 1 quantity
of Novolin R was administered

-On 01/2317 FSBS 232 documented 1 quantity
of Novolin R was administered

~On 01/31/17 FSBS 192.documented 1 quanfity
of Novalin R was administered

Review of Resident #4's eMAR for February 2017
revealed:

-Aneniry for FSBS three fimes daily before
meals,

-An entry for Novolin R 6 units with the.lunch
meal,

-An entry for Novolin R 6 sliding scale as follows:
-If FSBS ¢-200 give D units

-If F$BS 201-300 give 2 units

-If FSBS 301-400 give 4 units %
- FSBS 401-500 give 6 units

-If FSBS below 60 or greater than 500 call
physican. _
~Documented entry on 02/04, 02/05,-and on
02106 the quantity administered of Novolin R
nsulin as 1,

Review of Resident #4's FSBS on the eMAR for
Fébruary 2017 revealed:

-On 02/04/17 FSBS was not documented, but 1
guantity of Novolin. R was administered

-Oh 02/05/17 FSBS.was 321 documented 1
quantity of Novolin R was administered

-On 02/06/17 FSBS was 322 doclimented 1
quantity-of Novolin R was administered

Interview on 02/15/17 at 11:15.with Resident #4
revealed she was aware she was administered.
insulin shots, but unsure of the amount,

Inteview on 02/15/17 at 1:45 pm with a
Division of Health Service Reguiation
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Medication Aide (MA) revealed: _ _
-She was familiar with Resident #4's sliding scale
insulin orders..

~When she documented the insulin administered
to Resident #4 she-documented the total units
administered.

-She was. unaware why another MA would
document 1 as the quantity administered on the
eMAR.

Interview on 02/15/17 at 3:45 pm with a second
MA revealed:

-She was aware Resident #4 was on Novolin R
sliding scale insulin, and had known the amount
of insulin to administer using Resident #4's sliding
scale.

-When she docurnented on Resident #4's eMAR
she would document 1, that meant she had
administered "one shot".

-Shewas urtaware who had taught her to
document on the EMAR using 1 as the quantity of
insulin administered to Rasident #4.

-She had trained othér MAs using 1 to document
as the quantity (one shoty of insulin administered.

Interview on 02/15/17 at 11:40 am with'the i
Resident Service Director {RSD) revealed:
-Bhe was aware Resident #4. had orders for
FSBS and Novolin R sliding scale insulin.

-8he was unaware the MAs had documented 1
on the eMAR when administered insulin to-
Resident #4.

-The MAs:were to document the quantity of
insulin given as the actual uniis of insulin
administered to Resident #4,

-Bhe was unsure why some MAs had
documented 1 as the quantity of insufin
administered to Resident #4.

-The RSD and the Wellness: Nurse (WN). were _
responsible for clinical nursing and overseeing :’
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the MASs.

i -The RSD and the WN were responsible for
| reviewing the eMAR manthly:

Interview on 02/16/17 at 10:55 am with the
Weliness Nurse revealed:

-She was aware Resideni #4 had o#ders for
‘FSBS:and Novolin'R sliding scale insulin.

~She was unaware the MAs had documented 1
as'the quantity en the eMAR when they
admiinistered insulin to Resident #4,
-The MAs were to docuiment the quantity of
insulin administered as the actual units of insufin
administered to Resident #4;

~~The WN and the RSD were respohsible for
reviewing the eMAR monthiy:

-The WN had looked over the eMAR last:month
but did not recall reviewing the documenitation for
Resident #4's insulin,"l looked for holes on the
eMAR."

-"t prefer the MA used paper MAR in the facility.”

Attempted tefephone interview on 02/16/17 at
12:00 pm with Resident #4's Physician was not
successful.

Interview on 02/16/17-at 1:30 pm with the
Administrator revealed:

-She refied on the RSD and the WN to averses
clinical nursing in the facility.

-She would immediately conduct a mandatory
inservice for all MAS.on documentation and
administration of insulia.
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The following is the Plan of Correction for Community name Elmcroft of Little Avenue. This Plan of
Correction is in regards to the: Statement of Deficiency from the Annual Survey completed on
February 16; 2017 This Pian of Correction is not to be construed as an admission of our agreermient
-with the -ﬁndings and conclusions in the Statement of Deficiencies, or any related sanction or fine.
Rather, it is submitted as confirmation of our o.ng_'ding efforts to: comply with statutory-and regulatory
requirements.. In this document, we have outlined. specific actions in response to identified issues.
We have not provided a detailed response to each allegation-or finding, nor have we identified
mitigating factors.

10A NCAC 13F .1004 (a) Medication Administration:

2-16-17 information updated: frequency input was corrected for Resident #1 as well as ‘orders.for Resident #3
were updated and corrected.

The Med Tech/SIC will receive new medication and treatment orders to.approve in the'Accu Flo system. Upon
completion of either transcription of the order if assigned as a Temporary Order and approval of order if
Pharmacy has entered the originai order. The Wellness Nurse:/and or Designee will review and verify
accuracy Monday through Friday. New orders received on Saturday or Sunday will be reviewed by the.
Supervisor-In Charge/designee,

The Resident Services Director/and designee will conduct random New Order/Medication Administration
Record and random Medication Cart audits 3 times per week and as needed for one month to end Apri] 28t
2017, Atthe end of one month; weekly random audits will continue. The Exective Director will follow up
weekly regarding completion and results of the audits.

The Resident Service Director and: Pharmacy Represeniative will conduct retraining by March 30, 2017 for
Medication Technicians Training to irclude but not limited: to: Transcription of new orders and the process for
following up of new orders/ the review of the medication administration procedures related to time/
documentation related to the administration of Diabetic medications. Documentation of the trainings will be:
maintained-on file in the community. Retraining will be on an ongoing basis.

10A NCAC 13F .1004 (g) Medication Administration:

2-20-2017 Information updated’ The times for Medication Administration for residents were evaluated and
adjusted to suit preferences-and ability to ensure medication administration guidelines are followed..

The Executive Director /Resident Services Ditector/and designee will conduct raridom Medication
Administration Observations 3 times per week and as needed for one month to end April 28", At the end of
one month observations will be monthly. Observation focus will be to observer for timeliness in medication
administration. The Executive Director will follow up weekly regarding completion and restilts of the audits.

The Resident Service Director and Pharmacy Representative will conduct retraining by March 30, 2017 for
Medication Technicians Training to include but net limited to: Transcription of new orders and the process for
following up of new orders/ the review of the medication administration procedures related to time/
docurmentation related to the administration of Diabetic medications. Documentation of the trainings will be
‘maintained on file in the:community. Retraining will be on an ongoing basis.



10A NCAC 13F .1004 (j) Medication Administration

February 16, 2017 pharmacy separated sliding scale order and scheduled insulin orders for clarification in
Aceu Flo system. 2-23-17 retraining completed for all medication technicians with a focus on complete
documentation of insulin administration.

Medication orders have been verified with each resident’s physician receiving Finger -Stick Blood Sugars and
Insulin. Orders are entered into Accu Flo as ordered by the Provider.. Parameters have been requested
-specific for how to treat hypoglycemic and/or hyperglycemic episodes.

The Resident Service Director. and Pharmacy Representative will conduct retraining by March 30,2017 for all
Medication Technicians. Training to include but not limited to; Transcription of new orders arid the-process for
following up of new orders/ the review of the medication administration procedures related to time/
documentation refated to the administration of Diabetic medications. Documentation of the trainings will be
maintained on file-in the community. Retraining will be on an ongoing basis.

The Resident Services Director/and desigriee will conduct random New Order/Medication Administration
Record and random Medication Cart audits 3 fimes per week and as needed for one month-to end April 28th .
At the end of one month, weekly random audits will continue, The Executive. Director will foliow up weekly
regarding completion and results of the audit.

Signatiire of Executive Director/Date: 4 I) Z&Zf“ Sk 3} 3;5/ l %L
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