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D000 Initial Comments

The Adult Care Licensure Section conducted an
annual survey on January 25, 28, 27 and 30,
2017,

10A NCAC 13F 031 Other Requirements
(i} Except where otherwise specified, existing
facilittes housing persons unable to evacuate
without staff assistance shall provide those
residents with hand belis or other signaling
devicss. This rule appliss to new and axisting
faciites,

This Rule is not met as svidenced by

Based on ohservations, interviews, and record
reviaws, tha facility failed to asayure 2of5
resldents had access to a call bell or signaling
davice within raach for 2 of 5 sampled residents
who were hedridden (#2) or had demantia #3),
The findings are:

A. Review of Resident #2's current FL2 dated
12/16/16 revealed diagnoses included altered
mental status, depresslon, and anxiaty;

semi-ambulatory,

Review of Resident #2's Care Plan dated
03/14/2016 revealed resident required axtensive
assistance with transfers.

Interview with a Medication Afde {MA) on
01/30/17 at 11:25 am revealed:

-Each resident should have a cali ball in their
room or a pendant aroundg thelr neck,

MA was not aware Resident #2 did not currently
have a call pendant.

Observations at various times on C1/27/12017

D

D 119 0ANCAC 13F -0311(j) Other Requirements b
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Responses 1o the citied deficiencias do not

constitude an admission or aggreement by the
facility of truth of the facts alleged or defiencies
or corrective action report the Plan of Correctid
prepared solely as a matter of compliance with

State Law
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revealed the resident was laylng flat on his back
with no attempt to move around in the bed.

Obsarvation of Resident #2's room on 01430717 at
11:25 am revesled:

-A call bell system was on the wall and accassibla
by a pull cord in Resident #2's bathroom.

-There was no call beli system in Resident #2's
room,

-Resident #2's call pendant was not founa.

Interview with Resldent #2's Responsible Person
{RP} on 01/30/27 at 11:30 am ravealed:

-The RP had never saen a cal| belt In the
resident's room.

-Resident #2 depended on staff for rapositioning.
~There was a call beli with & pull cord in the
resident's bathroom.

Observation of Resident #2 on 01/30717 at 11:40
am revealed:

~The resident was in a wheelchair In the activity
room. !
-Resident #2 was unable lo propel seif due to
right sided paralysis.

-A call bsli pendant was not gn the resident.

Based on obsarvation and recard reviaw, it was
determined Resldent #2 was not interviewable.

Refer to interview with Fxecutive Director on
01/30/17 at 11:55 am.

B. Review of Resident #5's current FL2 datsg
08/11/16 revealed diagnoses includad dementia;
ambulatory,

interview with a Medication Aide {MA) on
01/30/17 at 11:35 am revealsd:

-Each rasident In the faclitty should have a call
Divigion of Mealth Service Regulafion
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bell In their room ar a pendarit to keep around
their neck ¢r in their pocket.
-3ome residents keep the pendant in thelr

i wheelchair basket.

~Residents take their pendants off and lose them,
-Resident #5 was mainly in the activity room or
walksd the halls.

-MA was not awars Resident #5 did not currently
have a cail pendant.

Observatlon of Resident #5's room on 01/30/17 at
11:35 am revaalad:

-A cail bell/pendant was not found in Residant
#5's room.

~A call bell system was on the wall with & pull cord
In Resident #5's bathroom.

Observation of Resident #5 on 01/30/17 at 1:45
am revealad the resident was sitting in the activity
reom with ne call bellfpendant faund on the
resident,

Based on ahservation and record review
Resident #5 was determined to be not
interviewable.

Attempted Interview with Resident #5's
Responsible Party was unsucsessiul,

Refer to interviaw with Executive Director on
01/30A17 &t 11:55 am

Interview with Exacutive Directive on 01/30/17 at
1165 am ravealed;

-All residents had a call bell/pendants but some
lost them.

-If a call bell was lost the facility would replace the
device.

~The rooms were not checkad regularly for call
bells/pendants,

Each resident will be given call bal upon
admission to faciity by executive director
Resident Care Manager will monitor that

call beils are in working order and have not

heen misplaced by resident Med Techs will cheek
call bells are with resident and in working order
every shift ED will develop and implement
tracking log RCC will monitor weekly that

checks are being completed. ED/RCEC will inital
fracking log for checks
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-No cal! bell poiicy was avaliabie.

-ED was not aware that Resident #2 or Resident

#5 did not have a call pendant,

D 273 10A NCAC 13F .0902(b) Haalth Care D273
10A NGAG 13F .0802 Heallh Care
(b) The faciiity shall assure referral and follow-up

to meet the routine and acute health ¢care ngeds
of residonts,

This Rule Is not met as avidenced by:

Based on observation, interview, and record
reviaw, the facllity falled to notify the physician of
1 of 8 sBampled resident's (Resldent #5) refusal of
medications.

The findings are:

Review of Resident #5's current FL2Z dated
08/11/16 revealed:

-Diagnoses included dementla, hypertension, and
pure cholesterolemia,

-Medications included Amiodipine/Banazepril 5-20
mg daily (used for high blood pressure), Aspirin
81 mg EC daily {usad for bload thinner}, Cerovite
Senior daily (used for supplement), Fish Oil 1000
mg daily (used for supplement), lbandronate150
mg (used for osteoporosis), Namsnda XR 28 mg
daily {used for Alzheimer's Disease), and
Simvastatin 20 mg at bedtime {used for high
cholesterol),

Review of Residant #5's November 2018
Elactronic Medication Administration Recarg
(eMAR) revealed:

-An entry for Amlodipinelsanazeprit 5-20 mg daity

RCC to inservice all med techs on resigent
refusals of medication and netiification of PCP
RCCta menitir refusals per MAR weekly and
followup notification of PCP

EDto monitor refusal per MAR monthly and
ensure PCP follow up
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at 8:00 am and documented as administered for
18 of 30 days. There was documentstion
Amlodipine/Benazepri was refuged 12 of 20
days,

-An entry for Aspirin 81 mg EC dally at 8:00 am
and documented as administared for 18 of 30
days. There was documentation Aspirin was
refused 12 of 30 days.

-An entry for Carovite Senior daliy at 8:00 am and
documented as administerad for 10 of 30 days,
Thers was documentation Cerovite Senior was
refused 20 of 30 days,

-An entry for Fish Oit 1000 mg dally at 8:00 am
and documented as administered for 10 of 30
days. Thera was documentation Fish Ol was
refused 20 of 30 days.

-An entry for Namenda XR 28 mg daily at 8:00
am and documented as administerad for 18 of 30
days. There was documentation Namenda was
efused 12 of 30 days,

-An entry for Slmvastatin 20 mQ daily at 8:00 pm
and documented as administerad for 27 of 30
days. There was documentstion Simvastatin was
refused 13 of 30 days.

Review of Resident #5's December 2018 eMAR
ravealed:

-An entry for Amiodipine/Benazepril 5-20 mg daily
at 8:00 am and documented as administered for
8 of 31 days. Thers was documentation
Amiodipine/Benazepril was refusad 23 of 31
days.

-An entry for Aspirin 81 mg £C dally at 8:00 am
and documented as administered for 7 of 31
days. Thers was documantation Aspirin was
refused 24 of 31 days.

-An entry for Cerovite Senior daily at 8:00 am and
documented as administered for 2 of 31 days.
There was documentation Cerovite Senlor was
refused 29 of 31 days.
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-An entry for Fish Ol 1000 mg daily at 8:00 am
and documented as administersd for 2 of 31
days. There was documentation Fish Ol was
refused 29 of 31 days, E
-An entry for Ibandronate 150 mg monthkly at 8:00
am and docurmented as not administersd for 1 of
31 days. There was documentation Ibandronate
was refused.

-An enfry for Namenda XR 28 mg daily at 8:00
am and documented as administered for 8 of 31
days. There was documentation Namsnda was
refused 23 of 31 days,

-An entry for Simvastatin 20 mg daily at 8:00 pm
and documented as administarad for 28 of 31
days. There was documentation Simvastatin was
refused 3 of 31 days.

Raview of Resident #5's January 2017 eMAR
revealed:

-An entry for Amlodipine/Benazapri 5-20 my daily
at 8:00 am and dosumented as administered for
7 of 25 days. Thera was decumentation as to why
Amlodipine/Benazepril was refused 18 of 25
days.

~An entry for Aspirin 81 mg EC dally at 8:00 am
and documented as administered for 6 of 25
days. There was documentation Aspirin was
refused 18 ol 25 days,

-An entry for Centrum daily at B:00 am and
documented as administered for 3 of 25 days.
There was documentation Centrum was refused
22 of 25 days,

-An entry for Fish Gil 1000 mg daily at 8:00 am
and documented as administered for 3 of 25
days. There was documentation Fish Oil was
refused 22 of 25 days.

~An entry for Namsnda XR 28 mg daily at 8:00
am and documsnted as administered for § of 25
days, There was documentation Namenda was
refused 17 of 25 days.
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-An enlry for Simvastatin 20 mg dally at 8:00 pm

and documented as administered for 4 of 25
days. There was documentation Simvastatin was
refused 21 of 25 days,

Obsesvation of medications on hand on 04/26/17
at 10:00 am revealed all of the above medications
wera available for administration.

Interview with a representative at the Physician's
Office on 01/30/17 at 10:25 am revealed the

physician was not made aware by the facility that
Resident #5 was refusing medications frequently.

Interview with Resident #5's Responsible Party on
01/30G/17 at 1G:50 a&m revealed:

-The facliity had not made the Rasponsible Party
aware the resident was refusing medication.

-The Responsible Party had ssen the resident
refuse madication on accasion in the past,

Interview with a Medication Aide on 01/30/17 at
10:55 am revealed:

-Once a resident has refused their medication
three times staff must document on the siivation
and notlfy the physician that the resident has
refused the madication.

Intarview with the Executive Director on 01/30/7
at 1:50 pm reveatad:

-The physician should be notified if a resident
refused medications.

-The faciiity did not have a Refusal of Madications
Paolicy.

D 287 10A NCAG 13F .0904(b)(2) Nutrition And Food D 287
Service

10A NCAC 13F ,0804 Nutrition And Food Service

Division of Health Service Regulation
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Homes:

resident.

The findings are:

and spoons.

room revealed:

Spogns.

D 287| Continued From page 7
(b} Food Preparation and Service in Aduilt Care

(2) Table service shall include & napkin and
non-disposable place setting cansisting of at least
& knife, fork, spoon, plate and beverage
containers. Exceptions may be made on an
indlvidual basis and shall be based an
documented neads or preferences of the

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews the facility failed to assure that residents
wha recelved meals in their rooms were served
on non-disposable table ware.

Observation during facility tour an 01/25/17 at
9:45 am revealed two residents were served
breakfast In thelr rooms and servad on
disposable table ware plates, cups, forks, knives,

Interview during the initial tour on 01/25/17 at
8:10 am with a resident who was served in har

-She preferred ta eat meals in her room.

-The staff would bring her meals to her room.
-Her meals were "always” served on disposable
piates and bowis with plastic forks, knives and

Observation during lunch service on 01/25/17 at
12:30 pm revesled:

-Two residenis were served in their rooms.

-Both resldents’ meals were served on
disposable table ware, including styrofoam plates,
cups and plastic forks, knives and spoons.

D287

ED will immediately inservice dietary manager
and dietary staff on regutation concerning
meal service Any residents requesting
disposable dinnerware will be Bsted In dietar{
and RCCwill care plan this requaest
Dietary manger wil monitir meal service
for two weeks and then ongoing

ED to moniter randomly ongoing
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Observation of facility pantry on 01/25/17 at 3,25
pm revealed:

~There was 3000 disposable cups, 500
disposable piates, 144 disposable bowis, 144
small plates, and an open case of disposable
forks/spoonstnives.

Observation of Kitchen area on 01/25/17 at 3:30
pm revealed:

-There was an ample supply of non-disposable
table ware available for residants including large
plates, dessert plates, salad plates, bowls, cups,
glasses, forks, knifes, and spoons.

Interview with the facility Executive Director (EDY
on 01/28/17 at 3:26 pm revealed:

-All residents belng served In their room are
served on nan-disposabla table ware unless
requestad otherwise,

-Resident #5 had on oceasion requested to
receive disposable table ware so they can
dispose of them after the meal.

-The ED had not maintained a list of residents
that had requested dlsposable tableware.

Interview with Medication Aide (MA} on 01730417
at 10:55 am revealed:

“When residants ware ssrved In their rooms they
were sarved on regular plates and food was
taken into the rasidants rooms on a tray.

-The MA was unsure if some residents requested
thelr maals be served on styrofoam dinner ware,

Interview with the Dietary Services Supervisor on
01/30/47 at 11:50 am revealed:

-Some resldents have requested to have their
meals delivered on Styrofoam dinner ware,

-If they do not request styrofoam dinner ware
then the meal would be delivered on
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10A NCAC 13F .0804 Nutrition And Food Service
(¢!} Food Requirements in Aduit Care Homes:

{3) Daily manus for regular diets shail include tha
following:

{A) Homogenized whole mik, low fat mitk, skim
mifk or buttermlik: One cup (8 ounces} of
pastaurized mifk at least twice a day.
Reconstituted dry milk or diluted evaporated milk
may be used in saoking only and nat for drinking
Purposes due to risk of bacterial contamination
during mixing and the lowar nutritional value of
the product i toc much water is usad.

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facifty failed to serve 8 ounces of
pastaurized mik at least twice a day to residents.

The findings are:

Review of the weekly menu spreadshest provided
by tha Dining Services Supervisor on 01/25/17 at
10:10 am revealed mik (no quantity spacified)
was to ba served at breakfast and dinner. Mitk
was to be offered at every meal.

Observation of the lunch maal service on
01/25/17 at 12:05 pm reveslad:

-49 residents were served lunch in the dining
room and 2 residents were served in their rooms.
-Nene of the residents were servad or offered
milk.

ED to inservice dietary manager and all

Any resident who refuses milk will have
PCP notified and mitk refusal orger oblained
RCC to care plan for residents who do not
want to receive mitk and have a miik refusal
order. List for milk refusal orders will ke
located in dietary.Digtary manger to monitor
meals for mitk refusal ED 1o manitor meals
randemly and ongoing

dietary staff on requlations for milk Tequiremen
Dietary is 10 offer milk io all fesidents twice a {
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non-disposable dinner ware,
-There was no list available for resldents who
requestad styrofoam,
D299 10A NCAC 13F .0004(d)(3)(A) Nutrition And Food D 299
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-None of the residents requested milk,

-Milk was not made available to the rasidents.

Obsarvation of the kilchen area on D1/26/17 at
3:30 pm revegiad:

-1 opened gaflon of 2% pasteurized milk

-4 unopened gallons of 2% pastaurized mitk,

Interview with facllity staff on 01/25/7 at 5:05 pm
revealed:

~The facility had two residents that liked mik but
thoss two residents passed away and since then
milk was provided only at breakfast znd offersd at
other meals.

Observation of dinner service an §1/25/17 at5:15
pm revealsd:

-48 rasidents wera servad luich in the dj ning
room end 2 residents were served in thair rooms,
-None of the residents ware served or offerad
milk.

-None of the residents requested milk.

-Miik was not made available to tha residents.

Cbservation of the breakfast meal servics on
1/26/17 at 8:15 am revealed:

-No milk was served during breakfast,

-No residents requested milk.

No staff seen offerlng milk or made any milk
available to the residents.

Interview with Dining Services Supervisor on
1/126/17 at 9:40 am revealed:

-Gnly one or two pecple had asked for milk and
they had since passed away.

~Staff do not provide milk but it is avaitable for the
rasidents.

-Mitk was on the menu for every other meal,

- "We car't waste the milk",

- "I they {residents) ask for milk, it is available®.
Divislon af Health Service Regulation
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Confidentlal interviews with thres residents on
1/26/17 regarding milk being ofiered at meals
revealad:

- "Milk Is served at breakfast only”,

- "We may could have milk at other meals if we
ask permisalon from the cock or the activity
coordinator”.

- "1 did not get milk becauss | did not pst cereal”,
- "I don't get milk with any maar,

- "1 did Aot know milk was available”.

- "Milk Is offerad at breakfast but I'm aware | can
ask for it at other meals”.

Interview with facility Executive Director (ED) on
1/26/17 at 10:10 am revealsd;

-Milk was served at every meal.

~A gallon of milk was made avakable every meal
on a beverage cart.

-Residents with dementia get milk with breakfast
and family provide preferences for other meals,

{3 358 10A NCAC 13F .1004(a) Medication D 358
Administration

1CANCAC 13F .1004 Medication Administration
{8) An adult care home shall assure that the
preparation and administration of medications,
prescription and non-prescription, and treatments
by staff are in accordance with:

{1} orders by a licensed prescribing practitioner
whith are maintained in the resident's record: and
(2} rules in this Section and the facility's policies
and procedures.

This Rule is not met as evidenced by:
TYPE B VIOLATION
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Based on observations, inlerviews, and record
reviews, the facility failed to adminlster
medications as ordered by the physician for 4 of 6
sampled residents with orders for lutein 10 mg
{Reslident #4), Advair 250/50 discus, Lasix 20 mg
and 40 mg, Spiriva 18 mcg, and pravastatin 80
mg (Resident #1), carbamazepine 250 mg
{Res!dent #6), and latanoprost 0.005%
ophthalmic drops, trazadone 50 mg, and
docusate sedium 100 mg (Resident #3).

The findings are:

A. Review of Resident #3's current FL-2 dated
11/03/16 revealed dlagnoses included
hypercalcemla, cerebral infarct, cognitive
communication deficlency, sepsis, anemla, loxic
encephalopathy, and genaral muscle weakness,

Review of Reskient #3's Resident Register
revealad as admission date of 11/04/18,

1. Review of Resident #3's record revesled
physician's orders dated /2116, and 12/28/16
orderlng trazadone 50 mg (used to treat anxiety,
pain and trouble sleeping) ons tablet at bedtime
10 help with sieep.

Review of Resident #3's November 2046 and
December 2018 slectronic Medication
Administration Record {eMARs) revealed
trazodone 50 mg was listed and scheduled for
administration at 8:00 pm daily, and docurnented
as administered from 11/23/18 to 12/31/18,

Review of Resident #3's January 2017 eMAR
revealed:

-Trazodone 50 mg was listed and scheduled for
administration at 8:00 pm daily.

-Trazodone 50 mg was documenied as

facitity and contacting pharmacy for any
tieeded inorder to receive medication in

management will care plan any 1esiden|

sources besides facility pharmacy

RCC/designee to reveiw MAR for any medications
not in factlity daity fir 30 days and then weekly
ongoing. RCC to inservice all med techs on
immediately reporting any medication not in

manner. ED to inservice RCC and med tech on
natifivealion of PCP af any medicationnot in facility
and documentation of notification.F acitity

chooses to acquire medications using other
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“med(ication) ot in the facllity for administration
on G1/01117, 01/03/17, 01/04/17, 01106817,
$107/17, and from DHQY/17 to 0112317 {a total
of 19 of 24 opportunities).

Observation of madication on hand for
administration on 01/26/17 at 12:00 pm ravealed
a bubble pack for trazadone 50 my dispensed for
14 tablets on 1/23/17 with 13 tablets remaining,

Interview on 01/26/17 at 4:00 pm with a
reprasentative from the current pharmacy
provider revealed:

-The pharmacy had started praviding senvces to
the facility at the end of December 2618,
-Trazodone 50 mg was dispensad from the
phamacy on 01/22/17 for a 14 day supply (there
was no previous dispensing).

-The pharmacy did not know why the trazodone
was not dispensed prior to 01/22/17.

Intarview on 01/25/16 at 4:55 pm with the
Resident Care Manager (RCM) revealed:;
-Medication Alde staff were trained to document
any medication not administered on the eMAR for
the reasan not administered.

-The facility changed pharmacy providers on
12/26/186,

-She was aware Residant #3 had not been !
recsiving trazadone 50 mg af bedfime as ordered
until 01/24/17.

-She had contactad the current pharmacy
provider on atleast 2 ocecasions trying to get
trazodone for Residant #3.

-The current phammacy provider told her the
trazadane for Resident #3 neaded clarification
before they would send the medication.

-The RCM had not tried to obtain Resident #3's
trazadone from any other source.

~-The current pharmacy provider sent trazadone

Division of Heaith Service Ragulation
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50 mg for Resident #3 with the pharmacy order
received In the facility on 01/24/17.

Review of medication dispensing information,
obtained on G1/27/16, for the previous pharmacy
provider revealed Resldent #3 was dispensed a
quantity of 30 tablets of trazadone 50 mg on
12/01/18.

Interview on 01/27/16 at 3:15 pr with Resident
#3's primary care physician revealed:

-The physician was not aware Resident #3 was
not receiving trazadona 50 mg at bedtime as
prescribed.

-The trazodene had been prescribed to help
Resident #3 with sleeping.

-The faciiity should be administering medications

as ordsred, If not then the physician should be

notified.

Interview on 01/30/17 at 9:50 am with Resident
#3 revealad:

-She was net familiar with all the madications she
ook,

-She was having troubls sleaping, but she had
been sleeping better the last couple of nights.

Refer to Inferview on 01/26/17 at 10:10 am with a
Medication Aide (MA).

Refer to interview on 01/26£17 at 11:00 am with
the Resident Care Manager (RGM).

Refer to Interview on 01/26/17 at 11;30 am with
the Executive Director {ED).

2. Review of Resident #3's record revealed
physlcian's order dated 11/21/18, and 12/28/16
ordaring Colace (docusate socdium) 100 mg 2
capsules al bedfime (used to treat constipation),
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Reviaw of Resident #3's December 2016
electrenic Medlcation Administration Record
(eMARs) revealad docusate sodium 100 mg 2
capsules at bedfime was listed, and scheduled for
administration at 8:00 pm daily and decumentad
as administered from 12/01/16 to 12/31/16,

Review of Resident #3's January 2017 eMAR
revaaled:

- Docusate sodium 100 mg 2 capstles at bedtime
was [isted ard scheduled for administration at
8:00 pm daily,

- Docusate sodium 100 mg 2 capsules at bedtime
was documented as “med(ication) not in the
facHity" for administration from Q101117 to
01/24/17 (24 of 24 opportunities),

Observation of medization on hand for
administration on 01/26/17 at 12:00 pm revealed
no docusate 100 myg was available for
administration on the medication car,

Interview on 01/25/16 at 4:55 pm with the
Resident Care Manager (RCM) rovealed:
-IMedication Aide staff were trained fo document
any madication not administered on the sMAR for
the reason not administared.

~The facllity changad pharmacy providars on
12/29/16. -

-She was not aware Resident #3 had not been
receiving docusate sodium 100 mg 2 capsulas at
bedtima as ordered.

-Medication Aide staff had not informed her
Resident #3 did not have docusate sodium 100
mg capsules.

-Resident #3 had a friend that would go shopping
for her if she needed over the ceunter tems (like
docusate 100 mg).

-Resident #3 had requested to purchase the
Division of Heslth Servica Reguinton
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items available over the counter instead of getting
them through the pharmacy because it would be
less expensive.

-The facility had a small supply of over the
counter medications, including docusate sodium
100 mg, that could be used if a resident ran out,
-The RCM obtained a bettle of thitty Colace 100
mg {Docusate Sodium) from the medication room
and put It on the medication cart for Resident #3,

Interview on 01/26/47 at 4:00 pm with a
representative from the current phammacy
provider revealed:

-The pharmacy had started providing servicas to
the faclity at the end of December 2016.

-The pharmacy computer indicated that Resident
#2 was scheduled to receive a month su pply with
the next cycle fill an 01/29/17,

-The pharmacy did not know why the docusate
100 mg was not due fo be dispensed pricr to
01729117,

Review of medication dispensing information
obtained on 01/27/186, from the previous
pharmacy provider revealed the pharmacy had
not suppliad Resldent #3's docugate 100 mg.

Interview on 01127115 at 3:15 pm with Resident
#3's primary care physiclan revealed;

-The physician was aware Resident #3 was not
raceiving docusate 100 mg 2 capsulss at badtima
as prescribed bacause the resident had
mentloned it at her last office visit.

~The facility should be adminlstering medications
&s ordered, If not then the physician should be
notified.

interview cn 01/30/17 at 9:50 am with Rusidgnt
#3 revealed:

-She was not familiar with all the medications she
Divislon of Healih Servica Ragutation
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fook.

-Bhe was having trouble with her bowals up until
the tast couple of days, but she was doing bettar
now,

-5he had informed her physician about not
recelving her constipation medication {docusate
sodium) the last ime sha saw her physlcian.

Refer to interview on 01/26/17 at 10:10 am with a
Medication Aida (MA),

Rafer to interview on 01/26/17 at 11:00 am with
the Resident Care Manager (RCM).

Refer to Interview on 01/26/17 at 11:30 am with
the Executive Director {(ED).

3. Review of Resident #3's record revaaled
physician's orders, dated 11/08/16 and 12/28/186,
ordering Xalatan (latanoprost) 0.005% drops
ingtill one crop in left eye at bedtime. {Latancprost
dreps are used 10 lower pressure In the aya.}

Interviaw during the inltial tour on 01/25/47 at
11:25 am revealed Resident #3 had an eye drop
that she was not recsiving as ordered. She had
been several days without the eye drap.

Review of Resldent #3's November 2016 and
December 2016 electronic Medication
Administration Record (eMARSs) revealed Xalatan
{latanoprost) 0.005% drops instilt one drop in left
eye at bedtime was listed and scheduled for
administration at 8:00 pm daily and documented
as administered from 11/09716 to 12/31/16.

Review of Resident #3's January 2017 eMAR
revealed:

-Latanoprast 0.005% drops instill ane drop In left
&ye at bedtime was listed and scheduled for
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administration at 8:00 pm daily.

-Latanoprost 0.005% drops instill one drop in left
eye at bedtime was documented as “med(ication)
not in the fachity” for administration from 01/1317
to 01/25/17, except on 01/14/17, 011717, and
QU23/17 (10 of 13 opportunities).

Interview or 01/26/17 at 4:00 pm with a
representative from the currant pharmacy
provider revealed:;

~The pharmacy had started providing services to
the facility at the end of Decembar 2016.

-The pharmacy computer Indicated that Resident
#3 was sent a refill of the latanoprost 0.005% on
otiine.

-Resident #3 sheuld have the eye drops for
administration.

Chservation of medication administration on
01/26/17 at B:10 am rovealed there was no
latanoprest 0.005% on hand for administration.

Interview on 01/26/17 at 4:45 pm with an evening
shift madication zide revealed:

-She had not been adminisiering Resident #3's
latanoprost 0.005% drops because there was no
medication on the medication cart.

~The eye drops had baen reordered from the
pharmacy, but the facility was waiting on the
pharmacy to deliver.

Interview on 01/26/16 at 4,55 pm with the
Resident Care Manager (RCM) revealed:
-Medication Alde staff were trained to document
any medication not administared on the eMAR for
the reason not adiministered.

-The facllity ¢changed pharmacy providers on
12/20/186.

-She was aware Resident #3 had not besn
recaiving latanoprost 0.005% drops instill oneg

D 358
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drop In left eye at bedtime as ordered because
staif informed her on 04/13M17,

-Latanoprost 0.005% drops had been reordered
for Rasident #3 before she ran out of drops (on
01/11/17}, but the drops wers not on the
medication cart for administration.

-The RCM had contacted the current pharmacy
provider on 01/13/17 and was told the pharmacy
sent the latanoprost 0.005% drops on §1/11/17
ant could not send more because of iInsurance
paymant.

-The RCM found the pharmacy packing ilst dated
01/1117 indicating the eye drops were received
by the facility on 01711417,

-The RGM looksd In the refrigerator and retrieved
a bottle of latanoprost 0,005% drops dispensed
for Resident #3 on 01/11/17.

~The RCM stated she had not checked the
refrigerator prior {o today (01/28/17 at 5:00 pm).

Interview on 01/27/16 at 3:30 pm with a
representiative at Resident #3's ophthalmic
physician’s office revealed:

-There was no documentation at the office
regarding Resident #3 not receiving latanoprost
0.005% drops as orderad.,

-The physician's office expectad the facility
shovld be administering medications as ordered,
if not then the physician sheuld be notified in case
the resident neaded to ba seen.

Interview on 01/30/17 at 8:50 am with Resident
#3 revealed she was roceiving her eye drops at
bedtime now, and her eyss falt betier,

Refer to Interview on 01/26/17 at 10:10 am with 2
Medication Alds (MA).

Refer to interview on 01/26/17 at 11;00 am with
the Resident Care Manager (RCM).
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Refsr to interview on 01/26/17 at 11:30 am with
the Exscutive Diractor (ED).

B, Review of Resident #6's current hosplta) FL-2
dated 01/03/17 revealed diagneses included
urinary tract Infection, anxisty, bipolar disarder,
and hypeartension.

Review of Resident #6's "Pafient Medlcation
Discharge Instructions” from the currant hospital
discharge dated 01/06/17 revealad physician's
orders for carbamazepine 200 mg one-half tablat
(100 mg) every morning and cne and one-half
tablets (300 mg) every day al bedtime.
{Carbamazepine used to treat seizures, certaln
types of pain and bipolar disardars.)

Observation of madication administration on
01/26/17 at 8:10 am revealed:

~The dayshift Medication Aide (MA) checked
Resldent #6's alectronic Medication
Administration Record {aMAR) and prepared oral
madications including cne-haif carbamazepins
200 mg (100 mg) and ona tablet (200 mq) for a
total of 300 mg of carbamazepine.

-The computer screen displaying Resident #5's
eMAR and medications scheduled for
adminlstration at 8:00 am revealed 2 orders for
carbamazepine 200 mg; one order for
carbamazepine 200 mg one-half tablet (100 mg)
every morming and one order for carbamazepire
2GC mg one and ons-half tablats (300 mg) every
day at badtime.

interview on 01/26/17 at 8:10 am the dayshift MA
revealed sha was giving ane-half tablat of
carbamazepine 200 my from the bubble pack
labeled and pre-spllt by the pharmacy, and one
tablet of carbamazepine 200 mgy from the bubble
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pack dispensed from the phermacy containing
one whole tablet (labaled for one and one-half
tablets (300 mg) every day & bedtime) to
Resident #6.

Revlew of Resident #5's printed copy of the
January 2017 eMAR revealed:

-Carbatmazepine 200 mg take one-half tablst
(100 mg} every moming was listed and scheduled
for administration at 8:00 am.

~Carbamazepine 200 my ane and one-half tablais
(300 mg) every day at bedtime was Jisted and
scheduled for administration at 8:00 am {instead
of In the evenlng).

-Carbamazepine 200 mg take one-haif tablet
(100 ma) every morming was documerntad for
administration at 8:00 am daily from 01/07/17 to
01/26/17.

-Carbamazepine 200 mg one and che-half tablets
{300 mg;} every day at bedtime was documentad
for administration at 8:00 am (morning) daity from
Q177 to 0172817,

-There was no order on the aMAR for
tarbamazepine 200 mg one and one-half tablets

' (300 myg) every day at bedtime schedylsd for the
avening or documenlad for administration in the
evening from 04/07{17 to 01/26/17.

Telephone intarview on 01/26/17 at 10:00 am with
a representative from the pharimacy provider
revaaled:

-The facility was convertad over to the current
pharmacy provider in late Dacember 2016 and
orders wase entered and scheduled by the
current pharmacy provider during the transition,
~The medications ordars for the facility were
entered by the pharmacy In one area of tho
pharmacy and reviewed in another area of the
pharmacy.

-The medication orders for Resident #8's
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carbamazepina 200 mg cne and one-half tablets
(300 mg) every day at bedtime was incorractly
scheduled for 8:00 am (morning) daily.

-The faclilty was responsibie for reviewing orders
enterad by the pharmacy for accuracy in eddition
to the pharmacy checking the order entry.

-The facility should report any incorrect orders 10
the pharmacy for corrections.

Raview on 01/26717 at 12:10 pm with the dayshift
MA of Resident #6's garbamazepine 200 mg one
and ane-half tablels (300 mg) every day at
bedtime order entry history in the eMAR system
and for the carbamazepine 200 mg one and
one-half tablets {300 mgq) every day at bedtime
revealed the order was entered by pharmacy staff
and was released by the pharmacy staff without a
facility staff member sign off.

Second interview on 01/26/17 at 12:10 pm with
the dayshift MA revealed:

-She was a Lead Madication Aide for the dayshift
medicaticn aides.

-She worked the dayshilt routinaty and
administered medications to Resident #6 when
she worked.

-Sne did not enter orders in the computer eMAR
system.

-She overlooked tha directions on the
carbamazeping 200 mg one and one-half tablets
(300 mg) evary day at badtime bubble pack when
she prepared Resident #6's medications.

-She had overlooked the medication's label being
for bedtime bacause the pharmacy aessigned the
incorrect time to the medication crder on the
eMAR and she focused on the medications in the
asslgnad time siol.

-She administerad medicaticns according to the
eMAR and the timas assighed by tha pharmacy.
-She had been administering Resident #8's
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carbamazepine 200 my one and one-half tablets
(300 mg) every day at bedtime scheduled for 8:00
am with the morning medications as displayed on
the eMAR screen.

Telephone interview on 01/27/17 at 3:00 pm with
Reasident #8's physician office representative
revealed:

-There was no documantation for Resident #6
receiving carbamazepine 200 mg one and
one-half tablets (300 mg) every day at bedtime in
the morning and not receiving the additional 100
mg of carbamazepine ordered sach day.

-The physician would expect medications to ba
administered as ordsrad.

Intarview on 01/30/17 at 10:00 am with Resldent
#6 reveated:

-Bhe received carbamazepine {Tegretal) for her
bipolar condition.

-She was not aware of the exact dosage she
sheuld be taking.

-She had not experienced any bipolar mood
changes (increased anxiety or depression) that
she was aware.

Refer to interview on 01/26717 at 10:10 am with
Medication Aide (MA).

Refer to intarview on 01/26/17 at 11:00 am with
the Resident Care Manager (RCM).

Refer to interview an 01/28/17 at 11:30 am with
tha Executive Director (ED),

C. Raview of Resident #1's current FL2 dated
C1/0517 revealed:

-Diagnoses included congestive heart failurs,
atrial fibrillation, hypertension, renal disaase,
hyperlidemia, hypothyroidism, chronic obstructive
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pulmonary disease and cerebral vascular
accident

Reviaw of Resldent #4's Resident Register
revealed an adrmission date of 11/04/16,

1. Review of Resident #1's record revealed a
physician's order dated 01/05/17 for Advair
250/50 dosa inhaler (used to improve braathing
and preven! asthma aftacks), 1 puff every 12
howrs,

Review of Resident #1's November 2016
Electronic Medication Administration (eMAR)
revaalad:

-Advair 250/50 was electronicaily transcribed for
administration, 1 puff every 12 hours, and
scheduled for 8:00 am and 8:00 pm.

-Advair 250/50 was documaented as administered
avery day since admission, for the month of
November 2016 except for 11/14/16 and 11/24/16
with documentation Resident #1 refused the
Advair.

Review of Resident #1's December 2018 eMAR
revealad:

-Advair 250/50 was electronically franscribed for
administration, 1 puff every 12 hours, and
schedulad for 8:00 am and 8:00 pm.

-Advair 250/50 was documented as administerad
every day for the month of December 20185,
except for 12/04/16, 12/05/16, 12/05/18, 12/07/16
with documentation Resident #1 was hospitalized.

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

-Advair 250750 was electronically franscribed for
administration, 1 puff every 12 hours, and
scheduled for 8:00 am and 8:00 pm.

-Advalr 250/50 was documented as administered
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0101117, 0140217, 01/03/17,

-Resident #1 was hospitalized 01/04/17,
01/05/17, and 01/06/17,

-The electronic transeription for Advair 250/50
was discontinued on 01/06/17.

-Anather electronic transcription, dated 01/06/17
for administration of Advair 250/50, 1 pufi every
12 hours, and scheduled as prn.

-Thera was no order to change the administration
to prm.

-No further administration of Advair 250/50 was
documented for the month of January 2017.
-Advair 250/50 was only administered on
01701417, 01/32/17, 01/03A17.

Obsarvatlon of medieation on hand for Resident
#1 on 01/26/17 at 10:00 am revealed Advalr
250/50 was avallable,

Interview on 01/26/17 at 2:10 pm with a
represantative from the physician's office
revealad:

-The medication had nat been discontinusd by
the physician.

-The physician was not aware the Adveir 250/50
had nol been administered as ordered for the
menth of January 2017, untll 01/25/16.
-Residert #1 had bean assessed by a nurse with
home heaith on 01/25H6.

~The facility had a new pharmacy and had to
clarify several medications with the physician this
monith,

-The physiclan wrote another order for Advair
250/50 {0 be administered twice dally and faxed it
to the pharmacy on 01/25/17.

Interview with Resident #1 on 01/30/17 at 12:00
om revealed:

-She did nat know what medications she took
avary day.
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-Sha depended on the facility to provide her
medications as ordered by her physician.
-Na difficuity was observed in her breathing.

Refer to interview on 01/26/17 at 10:10 am with a
Medication Aide (MA).

Refer to interview on 01/26/17 at 11:00 am with
tha Resident Cara Manager (RCM).

Refer to interview on 01/26/17 at 11:30 am with
the Executive Director (ED).

2. Review of Resident #1's record revealed a
physician's order dated 01/08/17 for lasix 20 mg
(usead to reduce edema), 1 tabiet on Monday,
Wednesday and Friday.

Review of Rasident #1's November 2016
Electronic Medication Administration (eMAR)
fovealed:

-L.asix 20 mp was documented for administration,
take 1 tablet threa tiimes a week, and scheduled
for 800 am.

-Lasix 20 mg was documsnited as administered
every Mongay, Wadnesday ard Friday at 8:00
am, since admission for the month of November,
excapt for 11/14/16, with documentation Resident
#1 rofused Lasix.

Reviaw of Resident #1's December 2016 eMAR
revealed:

-Lasix 20 mg was franscribed for administration,
{ake 1 tablet by mouth thres times a waek, and
scheduled for B:00 am.

-Lasix 20 mg was not docurmnented as
administered for 12/06/18 and 12/07/16 with
documentation Resident #1 was hospitalized,
~Lasix 20 mg was documented as administered
on 12/01/16, 12100186, 12/121186, 1211418,
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12H6/186, and 12/19/16.

~The slectronkc transcription for Lasix 20 mg, take
1 tablet by mouth thres times a week, was
discontinued on 12/20/16.

-Thate was no dic order in the record.

-No additional administration for Lasix 20 mg was
documented for the month of December 2016.

Review of Residant #1's January 2017 eMAR
revesiod:

~Lasix 20 mg was elactronically transcribed for
administration, ake 1 tablst every Monday,
Wednesday, and Friday and scheduied at 8:00
am.

~=Lasix 20 mg was documented &s administerad

on 01/18/17, 01720147, 04/23/17, and 01/25/17 at
8:00 am.

-Resident #1 was hospitalized 01/04/17,
C1/05/17, and 01/06/17.

Observation of medication on hand for Resident
#1.0n 01/26/17 at 10:00 am revealed Lasix 20 mg
was avaliable,

interview on 01/26/17 at 2:10 prm with a
representative from the physician's office
revaalad:

-Tha Lasix 20 mg had not been discontinued by
the physician.

-The physician was not aware the Lasix 20 mg
had not been administered as ordered for the
manth of January 2017, untl 61/25/16.,

-The facility had a new pharmacey and the facllity
had to clarify several medlcations with the
physician this month,

~The physiclan wrote another order for Lasix 20
mg to be administered every Monday,
Wacnesday and Friday and faxed it to the
pharmacy on 01/25/17,
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Interview with Resident #1 on 01/30/17 at 12:00
pm revesled:
-She did not know what medications she took
evary day.

-8he depended on the facility to provids her
medications as ordered by her physician.

Reter to Interview on 01/26/17 at 10:10 am with a
Medication Aide (MA).

Refer to interview on 01/26/17 al 11:00 am with
tha Resldent Care Manager (RCM).

Refer to interview on 01/26/17 at 11:30 am with .
the Executive Director (ED).

3. Raview of Resident #1's record revealed a
physiclan's order dated §1/05/17 for Spiriva 18
mcg {used lo increase air flow to the lungs), 1
capsule by inhalation every day.

Review of Resident #1's. November 2016
Electronic Medication Administration {eMAR)
revaalad;

~Spiriva 18 mcg was electronically transcribed for
administration, inhale entire contents of 1 capsule
{for & total of 2 puffs} via handihaler once dally,
and was scheduled for administration af 800 am.
-Spiriva 18 meg was documented as
administered every day since admission, for the
rronth of November 2016, except for 11/14/16
and 11/24/16 with documentation Resident #1
refuzed spiriva,

Raview of Resident #1's December 2016 eMAR
revesled:

-Splriva 18 meg was electronically transcribad for
administration, inhale entlra contents of 1 capsule
(for a total of 2 puffs) via handihaler once dally,
and was scheduled for administration at 8:00 am.
Divisien of Health Service Reguiation
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-Spiriva 18 meyg was documeriad as
administered every day for the month of
December 2016, excapt for 12/04/16, 12/05/18,
12/06/16, 12/07/16 with documentation Resident
#1 was hopsitalized.

Raview of Resident #1's January 2017 sMAR
revealed:

-Spiriva 18 mcg was elecironically transcribad for
administration, inhale entire contents of 1 capsule
{for a total of 2 puffs) vla handihaler once daily,
and was scheduled for administration at 8:00 am.
-Spiriva 18 mecg was documented as
administered on 01/01/17, 01/02/17, and .
01/03717.

-Resident #1 was hospitalizad on 01/04/17,
01/05/17, and 01/06/17.

-The elactronic transcription for Spirive 18 mcy
was discontinued 01/08/16,

-There was no order to discontinue Spiriva.
-Another electronic transcription dated 01/06/17
for administration of Spirlva 18 meg, inhale the
contents of 1 orally once every day {by taking 2
separate inhalations via handihaler device), and
scheduled as prn.

-Na further administration of Splrdva 18 mog was
dacumented for the month of January 2017,

Observation of medication on hand for Resident
#1 on 01/26/17 at 10:00 am revealad Spiriva 18
mcg was avallable,

Interview on 0/26/17 al 2:10 pm with a
representative from the physician's office
ravealed:

-The Spiriva 18 meg had not been discontinuad
by the physician.

~The physiclan was not aware the Spiriva 18 meg
had net besh administered as ordered for the
month of January 2017, until 01/25H86.
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-The facility had a new pharmacy and the facility
had to clarify several medications with the
physician this month.

-Tha physician wrote anothar order far Spidva 18
meyg, to ba administered daily, and faxed it to the
pharmacy on 01/25/17.

Interview with Restdent #1 on 01/30/17 at 12:00
pm revealed:

-She did not know what medicaticns she took
every day.

-She depended on the facitity to provide her
medications as ordered by her physician.

Refer to Interview on 01/26/17 at 10:10 am with a
Medication Alde (MA).

Refer to interview on 01/26/17 at 11:00 am with
the Resident Care Manager (RCM).

Refer to interview on 01/28/17 at 11:30 am with
the Executive Diractor (ED).

4. Review of Resident #1's record revealed &
physlcian's order dated 01/08/17 for pravastatin
B0 mg (used to lower serum cholestarel), take 1
tablet by mouth every day.

Revlew of Resident #1's November 2018
Electronic Medication Adminlstration (aMAR}
revaaled:

-Pravasiatin 80 mg was electranically transcribed
for administration, 1 tablet orally every day at
hedtime, and scheduled for 8:00 pm.
Pravastatin was documented as administered
avery day, since admission, for the month of
November 2016, except for 11/11/18, 11/16/186,
1171816 and 11/23/16 when it was documented
that medication was nct in the facility,
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Revlew of Resident #1's December 2016 sMAR
revealad:
-Pravastatin 80 mg was electronically transcribed

for agministration, take 1 tablet by mouth evary

night at bedtime, and scheduled for 8:00 pm.
-Pravastatin 80 mg was documented as
administerad every day, for the month of

December 2018, except for 12/04/16, 12/05/16

and 12/06/16, when Resldent #1 was
hospltalized; and 12/10/16 and 12/20/16 when it
was documented medication was not in facillty.

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

-Pravastatin 80 mg was electronically transcribed
for administration, take 1 tablet by mouth at
bedtime, and scheduled for 8:00 pm,
-Pravastatin 80 mg was documented as
adminlsterad 01/01/17, 01/02/17, and 01/03/17.
-Resident #1 was hospitatized 04/04/17,
01/05/17, and 01/06/17.

-The electronic transcription for pravastatin 80 mg
was discontinued 01/06/16,

-Anothar electronic transcription, dated 01/06/17
for administration of pravastatin 80 myg, take 1
tabist by mouth at bedtime, and scheduled as
prn.

-No further administration of pravastatin 80 mg
was documented for the month of January 2017,
-Pravastatin 80 mg was only administered
01/04/17, 01/02/17, G1/03H7,

Observation of medication on hand for Resident
#1 on 01/26/17 at 10:00 am revealad pravastatin
80 mg was available,

Intervigw on 01/26/17 at 2:10 pm with a

representative from the physician's offica
revaated:
-The pravastin had net been discortinued by the
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-The physiclan was nat aware the pravastatin not
been administered as ordersd for the month of
January 2017, until 01/251185,

-The facility had a new pharmacy and had to
clarlfy several medications with the physician this
month.

-The physician wrote another order for
pravastatin 80 mg, to be administered dally at
bedtime, and faxed it to the pharrracy on
01/25/17.

Imerview with Resident #1 on 01/30117 at12:.00
pm revealed:

-She did not know what medications she fook
evary day.

~Shs depended on the facility to provide her
medications as orderad by her physician,

Refar to interview on 04/26/17 at 10:10 am with a
Medication Aide {MA).

Refer to Interview on 01/26/17 at 11 00 am with
the Raskient Care Manager {RCM).

Refer to interview on 01/26/17 at 11:30 am with
the Executive Director {ED),

D. Review of Residant #4's current FL2 dated
08/15/16 revealed:

-Diagnoses included cersbral vascuiar accident,
hypertension, vitamin B deficiency and back
ache.

-Medications ordered included Jutein {used to
improve luteln deficiency) 10 mg, 1 tablet by
mouth every day,

Raview of Resident #4's November 2016
Elactronic Medication Administration {eMAR)
reveaied:
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physician.
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-An entry for lutein 10 mg, take one lablet by
mouth daily,

-Lutein had been documented es administared 30
timas from November 1 through Nevember 30,

Review of Resident #4's December 2016 eMAR
ravealed:

-An entry for lutein 10 mg, take one tablet by
mauth dally.

-Lutein had besn documented as administered 30
times from December 1 through Dacember 31,

Review of Residsnt #4's January 2017 sMAR
revealad:

-An eniry for lutein 10 mg, take one tablat by
mouth every day.

-Lutein 10 mg was not documented as
administered 0H/01/17 or 01/02/17.

-"Med not in faciiity” was documanted on ths
dates of 01/01/17 and 01/02/17 as the reason the
medication was not administered.

-Lutein 10 mg was documented as administered
Q1/03/17.

-Lutein 10 mg was discontinuad 01/02/17.

-The was no additional documentation of
administration of lutein 10 mg affer 01/03/17,

interview on 01/28/17 at 2:10 pm with a
representative from the physiclan's office
revealed:

-The lutein 10 mg had not been discontinued by
the physician,

-The physician was not awara the lutein 10 mg
had not bsen administered for the month of
January 2017

-The facillty had a new pharmacy and had to
clarify several medications with the physiclan this
maonth,

~The physician wrete another order for luteln 10
mg dally and faxed it to the pharmacy on
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01/26M17.

Chbservation on 01/26/17 at 4:15 pm of the
medications on hand for Residant #4 revealed no
lutein 10 mg was available for administration.

Based on record review, observations ang
intervlews, it was determined Resident #4 was
not interviewable,

Rafer to inferview on 01/26/17 at 10:10 am with a
Madication Aide (MA).

Refer to Intarview on 01/26/17 at 11:00 am with
the Resident Care Manager (RCM).

Refer to interview on 04/26/17 at 11:30 am with
the Exscutive Diractar (ED),

Interview on 01/26/17 at 10:10 am with &
Medication Aide (MA) revealed:

-She administered medications as the
medications appeated on the eMAR.

-The facility had changed pharmacies racently,
-Tha pharmacy had entered all the transcriptions
for administration of madication.

Interview on 01/26/17 at 11:00 am with the RCM
revealad:

-The facility had changed to a different pharmacy
at the end of Decamber 2018,

-The pharmacy had transcribed all of the orders
to the January 2017 eMARS.

-Seme errors had been found by herself and the
MAs on the eMARs.

~She notified the pharmacy and corrections had
been made.

-Soma transcription errors probably still existed,
-The MAs administered medications as
transcribed on the eMARs,
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Interview on 01/26/17 at 11:30 am with the ED
revealed:
~The facllity changed to a new phamacy in
December 2018,

~The facility had notified the pharmacy “muitiple
times" to correct transcription srrors on the
eMARs,

~The facility did not have a process for comparing
the new eMARs to the existing eMARSs.

-She and the RCD performed a medication
administration audit every quarter. This consisted
of direct cbservation of medication administration.
-When the facllity raceived a new erder, the MA
on duty faxed it to the pharmacy. The pharmacy
elactronically transcribad the ordar to the sMAR,
The RCM approved the ordar. The medication
arrived during 3rd shift and was stocked on the
medicalion cart. The RCM confirmed the order
the next day and administation would begin as
ordered.

Based on observationg, interviews, and record
reviews, the facifity failed to administer
medications as ordered by the physician for4 of 6
sampled residents regarding Resident #1 not
receiving Advair 250/50 discus and § pirtva 18
meg that could result in resplratory distress, Lasix
20 mg and 40 mg that could lead to fluid overload
and pravastin 80 that could lsad fo clogged
artaries; Resident # 3 not receiving latanoprost
0.005% ophthalmic drops that could result in
increased occular pressure and aye damage,
trazadone 50 mg that could result in Increased
Insomnia, and docusate sodium that could result
in discomforts of constipation, and Resldant #6
not recelving the correct dose of carbamazepine
250 mg that could result in increased bipolar
behavlors like agitation and depression; and,
Resident #4 not recaiving lutaln 10 my that could
Division of Health Service Regalation
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improve health of the eyes. This noncompliance
was detrimental to the health and safety of the
residents which constitutes a Type B Violation,

¢clarifty for errors.

2017.

regulaficns.

The facility's Execltive Dlrector provided a Plan
of Protectian oh 01/27/18 as follows:

-Staf wiil review records with physicians’ orders
and eMARs to assure madications are
administered as ordered.

-The Resldent Care Manager (RCM) and Lead
Medlcation Aides (LMA) will review all new orders
to make sure the Pharmacy has orders that
match the eMARS,

-The RCM and LMA will contact the Pharmacy to

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXGEED March 18,

D812 6.8, 131D-21(2) Declaration of Residents' Rights 912

G.S. 131D-21 Declaration of Residents’ Rights
Every resident shail have the following rights:
2. To recaive care and services which are
adequate, approprate, and in compliange with
relovant federal and state laws and rules and

This Rule Is not met as avidenced by:

Based on observations, record raeviews, and
Interviews, the facility faifed to assure every
resident had the right to receive care and
sanvices which are adequale, approptiate, and in
compliance with rules and regulations as related
medication acdministration.

ED lo inservice all staff (all staff housekeeping
care staft distary activities) on resident rights and
have ali staff sign declaration of resident rights.
EQC to contact and scheduls regional Ombudsman
for inservice concerning resident right
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The findings are:

Based on obsservations, interviews, and record
reviews, the facility falled to administer
medicatlons as ordared by the physiclan for 4 of 6
sampled residants with crders for futein 10 mg
{Resident #4), Advair 250/50 discus, Lasix 20 mg
and 40 mg, Sphiva 18 meg, and pravastatin 80
myg (Resident #1), carbamazepine 250 mg
{Resldent #8), and latanoprost 0.005%
ophthalmic drops, trazodone 50 mg, end
docusate sodium 100 my (Resident #3). [Refer to
Tag [ 0358, 10A NCAC 13F .1004(a) Medication
Administration (Type B Violation).]
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