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!
D000 Initial Comments D 0G0 !
The Adult Care Licensure Section and the APPROVED POC DISCLAIMER
Mecklenburg County Departmant of Social
Services conducted an annuai survey and “This plan of correction is submitted as
complaint investigation on May 3-4, 2017. The required under State and Federal law.
complaint investigation was'inmaLec’l by ahe The submission of this Plan of
Mecklenburg County Depariment of Sociat . :
. ) - Correction _does  not  constitute  an
Services on March 10, 2017. .
adpnssion on the part of (Name of
_ Community) as to the accuracy of the
D137 10A NCAC 13F .0407(a)(5) Other Staff D137

CQualifications

10A NCAC 13F .0407 Other Staff Qualifications
(8) Each staff person &t an adult care home
shali;

(5) havs no substaniiated findings listed on the
Norih Carolina Heaith Care Personnsl Registry
accoerding o &.38. 131E-256;

This Rule is not met as evidenced by:

Based on observations, record revisw and
interviews, the facility failad tc assure 2 of 6
non-nursing facility staif (Staff B and M) sampled
had no substantiated findings listed on the Norih
Carolina Health Care Personnal Regisiry (HCPR)
prior to working in the faciiity.

The findings are:

1. Review of Staff B's personnel file revealed:
-Staff B was hired 4/30/14 as a Housekesper.
-There was no documentation the HCPR had
baen chacked prior to hire in Staff B's personngl
file.

Obsarvations on 5/03 and 5/04/17 were that Staif
B was ong of 2 Houseksapers cleaning the facility
including the residents' rooms and the common
rooms.

survevors® findinegs or the conclusions
drawn therefrom. Subrnission .of this
Plan _of Correction also does not
constityte an admission that the findines
constitute a deficiency or that the scope
and severity regarding the deficiency
cited are correctlv applied. Anv chances
to  the Community’s policies and
procedures  should be  considered
subsequent remedial measures as that
concept is emploved in Rule 407 of the
Federal Rules of Evidence and anv
corresponding  state  rules  of  civil
procedure and should be inadmissible in
any proceeding on that basis.  The
Community submits this  plan of
correction with the intention that it be
inadmissible by any third partv in anv
civil or criminal action acainst the
Community or anvy employee. asent.
officer. director. attornev. or shareholder
of the Community or affiliated
companies.”
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D137 Continued From page 1 D 137

Interview an 5/04/17 at 12:20 pm with the
Business Office Manager {BOM) revealed:

-She was not aware Staff B did not have a HCPR
completed, so ™ ran one today, with negative
findings.  was on vacation when she was hired."
-"The Housekeeping Director should have run her
HCPR checl.”

Telephone interview on $/04/17 at 3:00 pm with
Staff B revealed she was not aware a HCPR was
o be completed, and was not awars what it was,

Attempted interview on 5/04/17 with the
Housekeeping Manager was unsuccessful.

Review of a HCPR check for Staff B received
from the BOM on 5/04/17, dated 5/04/17 revealed
ne substaniiated findings on the ragistry.

Refer to interview on 5/04M17 at 12:20 pm with the
BOM,

Refer to interview on 5/04/17 at 3:30 pm with the
Administrator.

2. Review of Staff H's personnel file revealed:
-Stail H was hired 2/13/17 as a Dietary Aide.
-There was no documseniation the HCPR had
been chacked prior to hire in Staff B's personnet

fila.

Intsrview on 50417 at 12:20 pm with the
Business Cilice Manager (BOM) revealed:

-3he was not aware Staff B did not have a HCPR
compieted, so "l ran one today, with negative
findings."

-"The Kiichen Manager should have run her
HCPR check."

Response to D 137

Administrator and Business Office Manager

* will ensure that each staff member hired

have no substantial findings listed on

" the North Carolina Health Care Personnel

. Registry. Business Office Manager will

. provide Administrator with application at

. time of interview along with Health Care

© registry listing. Administrator will monitor
through spot checks on a monthly basis as

i

well.
May 22,2017
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SHARLOTTE SQUARE

D137 Continued From page 2 D137

Interview on 5/C4/17 at 3:40 pm with the Food’

Service Direcior revealed:

-8he completed reference checks on new hires, -
but did not complete HCPR checks. ;
-The BOM compieted the "cther required checks" i

that included the HCPR check on new hires. '

ilempied telephons interview on 5/04/17 at £:10
pin with Staff H was unsuccessful,

Review of a HCPR check for Staff H recsivad
frorn the BOM on 5/04/17, dated 5/04/17 revealed
no substantiaied findings on the registry.

Refer to interview on 5/04/17 at 12:20 pm with the
BOM.

Refer to interview on 5/04/17 at 3.30 pm with the
Adminigirator.

Interview on 5/04/17 at 12:20 pm with the
Business COiiice Manager (BOM) revealed:

-She had worked at the facility for 11 years and
was in charge of making sure the HCPR chacks
were compisied.

-"The department heads (Kitchen and
Housekeaping) should run their own HCPR check
on stafi before they are hired. | am a second set
of ayes 10 make sure the (HCPR) check was
complated.”

Interview on 5/04/M17 at 3:30 pr with the
Administrator revealed;

-The BOM was responsibie for making sure the
HCPR check was compleisd on new hires.
-"“When an applicant comas in, | wani to see that
ihe HCOPR was done to make sure of their
cradentials, and to verily thare were no findings
reported.”

ision of Health Service Regulation
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D 358 Continued From page 3 D 358
i
|
D358 10A NCAC 13F .1004(a) Medication D258 i

Administration

10A NCAC 13F 1004 Medication Administration
{a) An aduit care home shafl assure thai the
preparation and administration of medications,
prescription and non-prescription, and treaimenis
by staff are in accordance with:

{1) orders by a ficensed prescribing praciiiioner
which are maintained in ihe resident's record; and
{2) rules in this Section and the facility's policies
and procedures.

This Rule is not met as evidenced by:

Basad on observations, record reviews, and
interviews, the facility failed to assure
madications (metformin and clonazspam) were
administered as ordered by a licensed prescribing
practitioner for 1 of 3 residents (#1) observed
dguring a medication pass.

The findings ars:

The medication pass error rate was 7% as
svidenced by 2 medication errors chserved out of
27 observations.

Review of Resident #1's current FL-2, daied
03/24/17, revealed diagnoses included diabetes
meilitus li, depression, and anxisty.

1. Review of Resident #1's FL-2 datad 03/24/17,
revealed a physician's crder for metformin 500
mg two times a day. (Metformin is used io lower
blood sugar.)

Revisw of Resident #1's record revealed:
-A laboratory tesis resuli sheet dated 12/08/16

vision of Health Service Regulation
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STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERIGLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
\ND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
A, BUILDING:
HALDGCOS7 B. WING 05/104/2017
IAME OF PROVIDER OR SUPPLIER STREETADDRESS, GITY, STATE, ZIP CODE
5820 CAMEL ROAD
SHARLOTTE SQUARE '
CHARLOTTE, NG 28226
{¥4) 1D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAM OF CORRECTION {35y
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TaG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSSREFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
D 358 Continued From page 4 June 7, 2017

with a recorded hemoglobin A1C (HgA1C) value
of 7.7. (HgA1C is a laboratory test for measuring
the blood sugar over an exiended length of time.
The American Diabetes Association 2016
guideiines recommend HgA1C less than 8 for
long term diabetics.)

-A laberatory tests results sheet dated 03/31/17
with & HgA1C value of 0.0.

-A subssquent physician's order from Resident
#1's primary care Physician's Assistant (PA},
dated 03/31/17, for metiormin 500 mg take 2
tablets (1000 mg) twice a day.

Observation of the morning medication pass on
05/04/17 &t 7:45 am ravealed:

-Resident #1 was observed &t the medication cart
ouiside the dining room waiting for her
nmedications

-The medication aide (MA) prepared 10 oral
medications for Resident #1.

-The medications included metformin 500 mg.
-Just afier the matiormin was administered, the
rasident movad into dining room and began
eating breakiast.

Review of Resident #1's electronic medication
administration record {eMARs) for April 2017 and
May 2017 reveaied:

-An eniry for Metformin 500 mg give one tablat
two times a day, scheduled at 8:00 am and 5:00
pra daily,

-Administration was documenisd &t 8:00 am and
5:00 pm daity from 04/01/17 at 8:.00 am to
05/04/17 at 8:00 am.

Ohservation of Rasident #1's medication on
hand for administration on 05/04/17 revealed;

-A bingo card packaged for moiming
administration, labeled for metformin 500 myg one
iablet iwice a day, dispensad on 4/13/17 for 30

Response to D 358

The facility RN — Personal Care Director

and Assistant Personal Care Director will
ensure that all medications are administered
as ordered by a physician. Personal Care
Director will in-service all Med Techs on

the proper procedures for administration

of medications.

When orders are changed by a physician
the bingo card is sent back to the

pharmacy for a new card with the correct
dosing. If there is an issue with insurance
covering the new medication dosing, the
pharmacy will notify the RN — Personal Care
Director or Assistant Personal Care Director
directly so that a sticker is placed on the
medicationto alert the Medication Aide to
refer to the e-MAR for new directions.

Med Techs will communicate all new orders

and/or changes at shift change and via shift
communication notehook. The shift Med Techs will
review changes and verify that all orders have

been processed and verified via checking the
e-MAR system.

tn addition, the Personal Care Director and Assistant
Personal Care Director will check daily to see if orders
are processed, medications are received as ordered,
and medications are returned to the pharmacy that
cannot be used.
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D 358 Continued From page 5

tablets and 8 tablsts remaining.
-A bingo card packaged for evening

administration, labeled for metformin 500 mg one
tablet twice & day, dispensed on 4/13/17 for 30

tableis and 9 {ablets remaining.

Interview on 05/04/17 at 7:45 am wiih Resident

#1 reveaied:

D 358

-Staff administered har madications as orderad.

-As far as she knaw, she was recsiving her
medications as ordered at the present time.

Interview on 05/04/17 at 11:30 am with the

medication aide (MA)

-She was not aware Resident #1 had any recent
orders from her primary care PA for changss to

her medications.

revealed:

-Resident#1 did not have an ordar for Metormin
1000 mg twice a day on the eMAR.

Telephone interview on 05/04/17 at 10:20 am with
Resident #1's prirnary care PA revealed:

-He had increassed Rasident #1's metformin from
500 mg to 1000 my twice a day orr 03/31/17 as &

resuli of ihe increase in the resideni's HgA1C
from the laboratory results on 03/31/17.
-The new order was electronicaily sent to ths

facility for processing.

-He was not aware Resident #1 was not recsiving
metiormin 1000 mg iwice a day as orderad.

-He expactzd the facility to adminisier
medications as orderad, "that is why | order the

medication.”

Interview on 05/0417 at 11:50 am with the
Assistant Resident Care Diracior (ARCD)

revealed:

-She was not awars of the order for Rasideni #1's
metiormin 1000 mg twice & day dated 03/31/17.

-All orders, whether writien, faxed or received

Ivision of Hezlth Sandecz Regulanor
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electronically, were supposed to be faxed to the

coniract pharmacy beiore placing in the residents’

records {a copy of the fax conformation was

supposed {0 be attached o the order).

-The order must have been received by the

acility and filed in Resident #1's record without

being faxed to the pharmacy or left for the FN or

ARCD 1o process because there was no fax

confirmation attached to the order fited in the

record.

-The medication aides did not administer

metformin as ordered because the current order
was not on the eMAR. i
-She would correct the order immediately and :

notify the primary care PA.

~The pharmacy entered the arders on the eMAR.

-The ARCD and the Facility Nursz checkead the

el ARs for accuracy when enierad by the

pharmacy.

Telephone interview on 05/04/17 at 12:18 pm with
a representative of the contract pharmacy
revealed:

-The Tacility was responsibie tc fax all medicaiion
orders {o the pharmacy for review and processing
o the eMARSs.

-The pharmacy dispensed metformin 500 mg
twice a day from a signad physician's order dated
02122147 and the curreni FL-2 dated 03/24/17.
-The pharmacy dispensed 62 metformin 500 rg,
tabeled on tablet twice a day on 3/13/17.

-The pharmacy dispensed 80 metfommin 500 my,
lapeled on tabist twice a day on 4/13/17.

-The pharmacy did not recsive tha order for
metformin 500 mg 2 tablets {1000 mg) twice &
day dated 03/3117.

Interview on 05/04/17 at 3:28 pm with the Facility
Nurse (FN) revealed:
-She was not aware of the order for Resident #1's

isicn of Health Service Regulation

8P3H 11

If continuation shest 7 of 14




LW I W ] PG G VLS IV ICIL

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A, BUILDING:
HALO80087 B. WING 051042017
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CiTY, STATE, ZIP CODE
5820 CAMEL ROAD
CHARLOTTE SQUARE
CHARLOTTE, NC 28226
{4 1D SUMMARY STATEMENT OF DEFICIENCIES [n) PROVIDER'S PLAN OF CORRECTION [t]
PREFIX {(EACH DEFICIEMCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR L8T IDENTIFYING iINFORMATIONM) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

D 358 Continued From page 7

meiformin change from 500 mg to 1000 mg twice
a day.

-Routinely, the primary care PA would sent a visit
summary for any changes made to a resident's
medication if the PA saw the resident on his visii.
-The PA must have reviewed the lahoratory tesis
information dated G3/31/17 and sent the order for
1000 mg metformin twice daily to the facility
without seeing the resident.

-The order just have been fiied in Resident #1's
record without faxing to the pharmacy or placing
in the box designated for review by the FiN or
ARCD.

Refer tc interviews on 05/04/17 &t §:00 am and
11:30 am with the medication aide (MA).

Refer to intervigw on 05/04/17 at 3:30 pm with the
Facility Nurse (FiN).

Refer to interview on 05/04/17 at 4:00 prm with the
Administraior.

2. Review of Resideni #1's record revealed:

-A physiciar's order from Resident #1's primary
cara Physician's Assistant (PA), dated 04/21/17,
orclering clonazepam 0.5 mg one-hali {ablet twice
a day, as nzeded. (Clonazepam is use for
nernvousness/anxiety.)

-A physician’s order from Resident #1 primary
care PA, dated C4/28/17, for clonazepam 0.5 mg
one tablet three fimes a day, as nsaded.

QObservation of the morning medication pass on
05/04M17 at 7:45 am reveaied:

-Resident #1 was observed at the medication cart
outside the dining room waiting for her
medications.

-Resident #1 requested her "nerve” medication.
-The MA ratrisved a bubble package labeled "orm"

D 358 !
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D358 Continued From page 8 D358

{as needead) from the locked controlled substance
drawer of the medication cart and punched
one-half tablet (pre-packed) from the bubbie
package.

-The bubble package was labeled clonazepam
0.5 myg, pre-packaged with one-half {ablet in each
bubble, and dispensed on 04/21/17 for a quantity
of 80 of the ¥ tablets {equaling 30 tablets).

-The MA documented one-half tablst
administered on Resident #1's clonazepam 0.5
mg controlied drug count sheet for the tablets
dispensed on 04/21/17 (laheled one-half tablet
twice a day) leaving 47 tablets in the bingo
package.

-The medication aide (MA) prepared 10 oral
medicatiions for Resident #1.

~The medications included ons-hali tablet of
clonazepam 0.5 mg (ordersd one tablet on :
04428/17).

Observation of Resident #1's medication on hand
for administration on 05/04/17 at 11:45 am
ravealed:

-A bubble package labsled "prn" {(as nesdad)
from the locked controlled substance drawer of
the medication cart and punched onea-hali izblet
(pre-paciked} from the bubble package.

-The kubble package was labeled clenazepam
0.5 mg, pre-packaged with ong-half tablst in seach
oubbls, and dispensed on 04/21/17 for a gquaniity
of 60 doses of the %4 tablsts (squaling 30 iablets).
-Forty seven tabiets remained in the bubble
packags.

Reviaw of Resident #1's slecironic madication

administration record {elVIARSs) Tor Aol 2017

ravealad:

-An eniry for cicnazepam 0.5 img ons-half tablst

twice a day, as needed

~Adrninistration was documenisd 2 times a day
isfon of Healih Servdes Regulation
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from 04/21/17 {0 7:40 am on 04/28/17.
-Clonazepam 0.5 mg one-half tablet twice a day,
as needed was discontinued on the eMAR on
CA/28/17.

-An entry for clonazepam 0.5 mg one tablet three
times a day, as needed starting 04/28/17.
-Clonazepam 0.5 mg was documented
administered 2 times on 04/28/17, 4/29/17, and
04/30/17.

Review of Resident #1's May 2017 eMARs
revealed:

-An eniry for clonazepam 0.5 mg one tablet three
times a day, as needed.

-Clonazeparn 0.5 mg was documented for
administration 2 times a day on 05/01/17 (at 7:42
am and 1:17 pm), one time on 05/02/17 (7:35
am), 3 times on 05/03/17 (7:35 am, 1:32 pm, and
7:58 pm) and one time on 05/04/17 at 7:45 am.

Review of administration documented on
Resident #1's clonazepam 0.5 mg coniralied drug
count sheet for the 60 doses of 1/2 isblet of
clonazepam 0.5 myg dispensed on 04/21/17 and
fabeled one-hali iahlet twice a day as needed
ravealsd:

-On 04/30/17, 1 dose (1/2 table) at 2:00 pm, and
one dose &t 9:00 pm was documentad.

-On 05/01/47, 1 dose (1/2 iablef) at 8:00 am; 1
dose at 2:00 pm, and one dose at 8:00 pm was
documeniad.

-0On 05/02/17, 1 dose (1/2 tablet) at 8:00 am; 1
close at 2:00 pm, and one dose at 9:00 pm was
documented.

-On 06/03/17, 1 dose (1/2 taplet) at 8:00 am; 1
dose at 2:00 pm, and one dose at 9:00 pm was
documented.

-0n 05/04/17, 1 dese (172 tablet) at 8:00 am was
documeantad and 47 doses remained.

-Resident #1 shouwld have heen receiving 2 dossas
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of the one-half 1ableis to equal one tablet of
clonazapam 0.5 mg as ordered on 04/28/17.

Based on the number of tablets dispensed and
the number of doses documented as
adminisiered, Resident #1 was adminisiered
cionazepam 0.25 mg dose {ordered G4/21/17)
insiead of clonazepam 0.5 mg dose ordered on
04/28M7 fram 04/28M7 10 05/04/17 at 745 am
{ohserved during the medication pass).

Interview on 05/04/17 gt 7.45 am with Resident
#1 revealed:

-Staif administered her medications as ordered.
-As far as she knew, she was receiving her
medications as orcderad at the present time.

Telephone interview on 05/04/17 at 10:20 am with
Resident #1's primary care PA revealed:

-He had changed Resident #1's clonazepam 0.5
mg one tablet thres times a day, as needed.

-He was not aware Residant #1 was not receiving
clonazepam 0.5 mg as ordered.

-He expected the faciiity to administer
medications as ordered, "that is why | order the
medication.”

Interview on 05/04/17 at 11:30 am with the
madication aide (MA) revealed:

-She was aware Resident #| had any recent
orders from her primary care PA for changes io
her clonazepam.

-She was aware Resident #1's clonazepam 0.5
myg was changsd from 2 times a day a3 needed,
to 3 times a day as nesded.

-She overicoked the change o one tablet of
clenazepam 0.3 myg instead of one-half tablst.
-Routinely, the coniract pharmacy sent a naw
bubble package when the directions or sirengih
of a medication changed.

ision of Health Service Regulstion

ATE FORM

e ePgHI1

I aonlinuation shest 11 of 14




LAT VIS L A L I L L S e ] W By | A I

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2} MULTIPLE CCONSTRUCTION {X3) DATE SURVEY
AND PLAM OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A, BUILDING:
HALDB00ST B. WING 05/04(2017
MAME OF PROVIDER QR SUPFLIER STREET ADDRESS, CITY, STATE, ZiF CODE
5820 CAMEL ROAD
CHARLOTTE SQUARE -
CHARLOTTE, NG 28228
Ry i SUMMARY STATEMENT QF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {351
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR 1.8C iIDENTIFYIMG INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D358 Continued From page 11 D 358

-She did not know why the pharmacy did not send
the clonazepam 0.5 mg packaged as a whole
tablet when the directions and strength changed.
~The faciiity had a sticker to put on the
clonazepam indicating the MA should refer to the
eMAR for new direciicns that would help aleri the
stafi of the change.

-She would place a sticker on the resident's
clonazepam.

Telephone interview on 05/04/17 at 12:18 pm with
a representative of the contract pharmacy
revealed;

-The facility was responsible to fax all medication
orders to the pharmacy for review and processing
to the eMARs.

-The pharmacy received the order to change
Resident #1's clonazenam 0.5 mg irom cne-half
2 times a day as needed to clonazepam one
iablet 3 times a day as needed on 04/28/17.

-The pharmacy discontinued the old order and
added the new order to the eMAR on 04/28/17.
-The pharmagcy did not send a new bubble
package because the resident’s insurance would
noi pay for the medicaton more than one ime in
& 30 day period.

-The pharmacy expecied the facility fo use 2 of
ihe one-half tablsts to equal one tablet as orderad
since the strength of the medication was the
same.

-There was no documeniafion that the pharmacy
had contacted the facility to inform the facility that
the medication would nead fo be administerad
using 2 of the bubble package doses.

Interview on 05/04/17 at 3:30 pm with the Facility
Murse {FN) revealed:

-She was not aware the medications aides wers
not administering Resident #'s clenazepam as
ordered.
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-She did random audits of the residenis’
medication orders compared 1o the eMAR bui did
not audit the medication carts for medication
compared to the eMAR.

-Mo medication staff had informed her there was
a guestion regarding Resident #1's clonazepam
and how they should administer the medication.

Refer to interviews on 05/04/17 at 8:00 am and
11:30 am with the medication aide (MA).

Refer to interview on 05/04/17 at 3:30 pm with the
Facility Murse (FN).

Refer {o interview on 05/C4/17 at 4:00 pm with the
Administrator.

Interviews on 05/04/17 at 8:00 am and 11:30 am
with the medication aide (MA) revesalad;

-The Facility Nurse (FN) was responsible io all
new medication orders for accuracy comparad {o
the eMAR.

-MA staff only reviewed medication orders in the
residents’ records if the MA need clarification on
the instructions for administration of & medication,
-She was not aware Resideni #1 had any recent
orders from her primary care PA for changes {o
her medications.

-The centract pharmacy routinely provides naw
bingo cards when a medicadon ordsr has
changed.

-The residents' meadications ware supposead to be
administered according o the eMAR.

inteirview on 05/04/17 at 3:30 pim with the Facility
Murse (FN) revealed:

-3he was the facility nurse and the Rasident Cars
Dirsctor (RCD).

-All medication orders, including physician visit
sumimaries, FL-2s, and hospial discharge
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summaries, were supposed to be faxed to the

. contract pharmacy provider.

-A copy of the medication orders were left for her
review before filing in the residents’ records.

* -The confract pharmacy was responsible fo enter
all medication orders into the eMAR system.
-The ARCD and FN were responsible to review
medications orders compared to the eMAR and

- approve or correct the order entries on the eMAR.
-Medication aides administered medications

' according to orders on the residents' eMARs.

Interview on 05/04/17 at 4:00 pm with the
Administrator revealed:
-The FN and ARCD, and medication aides were
responsible for assuring residents’ medications
were administered as ordered.
| -The FN and ARCD were responsible for assuring
; the eMARs were correct for the current
medication orders of the residents.
-She was hot aware Resident #1 was not
" receiving medications as ordered.
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