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Review of Resident #1's assessment and care
plan dated 06/03/17 revealed:

~The resident required limited assistance with
bathing, dressing, and grooming.

-The resident had lower extremity edema
{swelling).

Review of an order from an urgent care provider
dated 06/07/17 for.Resident #1 revealed there
was an order for support knee high stockings with
Velcro closure. (Velcro support stockings are
compression stockings used to treat swelling in

the legs.)

Review of Resident #1's June 2017 medication
administration record (MAR) revealed the arder
for compression stocking was not included on the
MAR

Review of Resident #1's July 2017 MAR revealed:
-There was a computer printed entry for TED
hose (thromboembolic deterrent hose) use as
directed with "FY|" printed where the times
usually print. (TED hose are compression
stockings used to help with swelling and to
prevent blood clots,)

-Documentation.was blank for the entire month
with no reasons for the omissions.

-Review of Resident #1's August 2017 MAR

revealed:

-The resident was in the hospital from 08/02/17 -
08/05/17.

-There was a computer printed entry for TED
hose {thromboembalic deterrent hose) use as
directed with "FY|" printed in the time slots.
-Documentation was blank from G8/01/17 -
08/16/17 with no reasons for the omissions,

Observation of Resident #1 on 08/16/17 at 5:25
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p.m. revealad:

-The resident was sitting in a chair in the living
room watching television,

~The resident's ankles were slightly swollen.
-The resident was wearing crew socks.

-The resident was not wearing compression
stockings.

Interview with Resident #1 on 08/16/17 at 5:25
p.m. revegled:

-The urgent care provider ordered comprassion
hose because her legs and feet were swollen.
-The sweiling in her legs and feet were "a tot
better".

-She had compression stockings but she did not
want {o'wear them.

-The swelling in her legs was betler.

-She did not know if her physician was aware she
was not wearing the compression s{ockings.

Interview with the Supervisor-in-Charge (SIC) on
08/16/17 at 6:00 p.m. revealed:

-Resident #1 wore the compression stockings
about 3 times to her knowledge.

-She advised the resident to talk with her primary
care provider (PCP) about the compression
stockings and her not wearing them.

-Staff were supposed to document the resident’s
refusal to wear the compression stockings on the
MARS.

-8he did not think apout documenting the refusals
and she did not notify the resident's PCP or any
other provider about the resident's refusal tc wear
the compression stockings.

-The resident's legs were very swoilen when she
was admitted to the facility a couple of manths
ago.

-The swelling in the resident's legs was "a lot
better" now and the swelling had gone down,
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Telephone interview with the Administrator on
08/16/17 at 6:20 p.m. revealed:

-Resident #1 had an order for compression
stockings and she had a pair bit she refused to
wear them,

-The refusals should be documented on the
MARs,

-She had toid the resident to get a discontinue
order for the compression stocking since she was
not wearing them.

-The SIC should have notified the physician that
Resident #1 was refusing to wear the
compressicn stockings.

-She had told the SIC to notify the physician of
any refusal for any resident.

Telephone interview with a registered nurse {RN}
at the urgent care center on 08/22/17 at 9:56 a.m.
revealed: )

-The Nurse Practitioner (NP) who saw Resident
#1 as a patient on 06/07/17 was not avaiabie.
-According to their documentation, Resident #1
had end stage renal disease and a history of
bilateral foot edema {swelling).

-Resident #1 was seen at their office on 06/07/17
for "painfut bilateral edema of the dorsal foot".
-There was no documentation in their records
that anyone from the facility had contacted them
about the resident's order for compression
stockings or whather the resident was wearing
them.

Telephone interview with a medical assistant for
Resident #1's PCP on QB/16/17 at 4:05 p.m.
revealed the nurse and PCP were unavailable for
interview.
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10A NCAC 13G .1002 Medication Orders

(a) A family care home shall ensure contact with
the resident's physician or prescribing practitioner
for verification or clarification of orders for
medications and treatments:

(1} if orders for admission or readmission of the
resident are nct dated and signed within 24 hours
of admission or readmission to the facility;

(2) if orders are not clear or complete; or

(3) if multiple admission forms are received upon
—admission or readmission and orders on the
forms are not the same.

The facility shall ensure that this verification or
clarification is documented in the resident's
record.

, This Rule is not met as evidenced by:
' TYPE B VIOLATION

: Based on observations, interviews, and record

reviews, the facility failed to assure clarification of
medication orders for 1 of 3 residents sampled
(#1} including two medications used to control
phosphorus levels in dialysis / end stage renal
disease, two medications used to lower blood
pressure, an antipsychotic, a medication used to
treat rheumatoid arthritis, a topical medication for
pain and inflammation, two medications for
constipation, an antianxiety medication, and
lubricant eye drops for dry eyes.

The findings are:

Review of Resident #1's current FL-2 dated
06/01/17 revealed the resident's diagnoses
included end stage renal disease with dialysis 3
times a week, recurring small bowe) obstruction,
chronic constipation with overflow diarrhea, minor

reuro-cognitive deficits, anxiety, lower extremity
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and wrist edema, cluster B personality disorder,
insomnia, generalized abdominal pain, allergic
rhinitis, essential hypertension, dry eyes, chronic
pain. Sjogren's syndrome, complication of
hemodizalysis catheter pocket infected, and
alcohal abuse.

Review of Resident #1's Resident Register
revealed the resident was admitted to the facility
on 06/02/17.

A. Review of Resident #1's current FL-2 dated
0B/01/17 revealed there was an order for
Hydralazine 25mg 1 tablet every 8 hours.
(Hydralazine is used to-treat high blood pressure.}

Review of Resident #1's June 2017 medication
administration record (MAR) revealed:

-There was a handwritten entry for Hydralazine
25mg 1 tablet every 8 hours.

-Hydralazine 25mg was documented as
administerad-at 8:00 am., 3:00.p.m., and 11:00
p.m. from 06/02/17 - 06/30/17.

Review of a physician's visit summary with the
primary care provider (PCP) dated 07/14/17 for
Resident #1 revealed:

! -The form was not signed by the physician,

-The updated active medications list included
Hydralazine 50mg 3 times a day and Hydralazine
25mg every 8 hours.

-The resident’s blood pressure was 188/90.

Review of a physician's order dated 07/20/17 for
Resident #1 revealed an order to discontinue
Hydralazine 25mg every 8 hours.

Review of Resident #1's July 2017 MAR revealed:
-There was a computer printed entry for
Hydralazine 25mg 1 tablet every 8 hours and it
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-There was a handwritten entry for Hydralazine
25mg 1 tablet 3 times a day and it was
documented as administered at 8:00 a.m., 2:.00
p.m., and 8:00 p.m. from 08/11/17 - D&/46/17
(8:00 a.m.).

Telephore interview with a pharmacist at the
facility's primary pharmacy on 08/21/17 at 4:04
p.m. revealed:

-The most current FL-2 therpharmacy hadg on file
for Resident #1 was dated 06/01/17.

~The most current order they had an file for
Hydralazine was dated 08/11/17 for 25mg 3 times
a day.

-They never received an order dated 07/14/17 for
Hydralazine 50mg.

interview with Resident #1.on 08/16/17 at 5:25
p.m. revealed:

-She had high blood pressure and felt agitated.
-She was getting 50mg of Hydralazine at one time
but then it changed to 25mg 3 times a day.

-She did not know why the Hydralazine order ~
changed because her blood pressure had besn
running high.

-The facility did not check her blood pressure but
it was checkad during physician visits and
sometimes at dialysis.

Observation of medications on hand for Resident
#1 revealed there was a supply of Hydralazine
25mg tablets dispensed on 08/11/17.

Refer to interview with the Supervisor-in-Charge
{SIC) on £B/16/17 at 2:02 p.m.

Refer to telephone interview with a medical
assistant for Resident #1's PCP on 08/16/17 at
4:05 p.m.
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s (J\-H:‘ Cit (4_»[ w6l S ']’U’
Refer o telephone interviews with the } L (7 Z / f
Administrator on 08/16/17 at 6:20 p.m. and . ( .y ( hed pned
08/21/17 at 12:43 p.m., Genel @ hupe -&fh’ f B
N i ‘ ; 'L\fh(/
Refer to telephone interview with a pharmacist at l_/{_5 [' fﬁ F//LLC! {1 2"§ W
the facility's primary pharmacy on 08/21/17 at 4 ,,Z
4:04 p.m. I}JE 4 (""u/\ﬁ fﬁ\.{, ({,CWZ GJ,V S
1 ;
+ B. Review of Resident #1's current FL-2 dated- "‘ i .
! , ¢ ty | G
DB/01/17-revealed there was an order for ,Fg,\ o \57161 w o ICTe
Losartan 100mg at-bedtime. {Losartan is used to ; ; : 2\ L gc/
treat high blood pressure ) }Qc.’/W‘ wWALS /{ri lav 61"/“‘ -
Review of Resident #1's. June 2017 medication fuv Copmmnum okt e [0 A
administration record (MAR) revealed: & B /
-There was a handwritten entry for Losartan R ,fﬂj 1’7 £ P Wc‘. o TE
, yor
100mg 1 tablet at bedtime. "
-Losartan was documented as administered at . ( . . & .
8:00 p.m. from 08/02/17 - 06/30/17. M &e s k- on ([c ‘CL! !/ (o b 0/
A
Review of a physician's order dated Q7/20/17 ik . . ) l) ‘é %
revealed there was an order to change Losarian /‘2. . [ JN.RTaY 6’ ,[wa La( II t
100mg at bedtime to 50mg at bedtime. L)L\ cf’ 2 L (b
- Jvr g oy
Review of Resident #1's July 2017 MAR revealed: " (.ﬁ’/ f La. !\"M j ( / .
-There was a computer printed entry for Losartan ' LU . A R
100mg 1 tablet at bedtime and it was Aty 7 el o |
documented as administered at 8:00 p.m. from T LTy oS Adeone
07/01/17 - 07/19/17 then handwritter: 4 (i lia b Uf KI5
documentation the erder changed to 50mg on ﬁ;‘/w [_/.;, Ct }"\J! P
07120017, jn G / a
-There was a handwritten entry for Losartan i L\— P (/r/) e 0@(
50mg 1 tablet at bedtime and it was documented % L@ e | ¢
as administered at 8:00 p.m. from 07/20/17 - ‘ 1/ f'\’) ¢ lo fc G ey
07/31/17. C 4 S .
Review of a visit summary with the primary care ?{’(t [E 41« W | ‘ ¢ ng -t g
provider (PCP) dated 08/11/17 for Resident #1 Lt [ /i A
; - L
revealed: o ]/ cll A gl
-The visit summary was not signed by the PCP. ; ’
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-There was a note on page 4 1o take Losartan
100mg nightly.

Review of physician's orders for Resident #1
revealed:

-There was no signed order for Losartan 100mg
on 0B/M11/17.

-There was no documentation the PCP was
contacted to verify or obtain-a signed order.

Review of a list-of medications for Resident #1
faxed by the dialysis center on 08/16/17 revealed:
-Losartan was not included on the list of active
medications.

-Losartan 50mg once daily was stopped on
DB/OT/7.

Review of physician's orders for Resident #1
revealed there was no.documentation the facility
clarfied with the dialysis center or the PCP
regarding the Losartan.

Review of Resident #1's August 2017 MAR
revealed:

-The resident was in the hospital from 08/02/17 -
08/05/17.

-There was a computer printed entry for Losartan
50mg 1 tablet at bedtime and it was documented
as administersd at 8:00 p.m. from 08/05/17 -
08/15/17.

Observation of medications on hand for Resident
#1 revealed there was a supply of Losartan 50mg
tablets 1 tablet at bedtime dispensed cn
Q7720017

Interview with the Supervisor-in-Charge (SIC) on
08/16/17 at 3:10 p.m. revealed:

-She had not noticed the visit form dated 08/11/17
had Losartan 100mg instead of 50mg.
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-She continued to administer the 50mg tablets.
-She had. not contacted the PCP about the
l.osaran because she did not notice it.

Interview with Resident #1 on 08/16/17 at 5:25
p.m. revealed:

-She had high blood pressure and felt agitated.
-The facility did not check her blood pressure but
it was checked during physician visits and
semetimes at dialysis:

-The Losartan was decreased from 100mg-to.
50mg but she was not sure why it was decreased
because her blood pressure was running high.

Refer to interview with the SIC on 08/16/17 at
2:02 p.m.

Refer o telephone interview with a medical
assistant for Resident #1's PCP on 08/16/17 at
4.05p.m.

Refer to telephone.interviews with the
Administrator on 08/16/17 at 6:20 p.m. and
G8/21117 at 12:43 p.m.

' Refer to telephone interview with a pharmacist at

the facility!s_primary.pharmacy on 08/21/17 at
4:04 p.m.

C. Review of Resident #1's. current FL-2 dated
06/01/17 revealed there was an order for Renvela
2.4gm packet 1 packet 3 fimes a day with meals.
{Renvela lowers phosphate levels in kidney
disease requiring dialysis. Renvela should be
taken with meals so it can bind to phosphorus in
the foods.)

Review of a hospital discharge report dated
0B/056/17 for Resident #1 revealed there was an
order for Renvala 2.4gm packet 3 times a day
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with meals.

Review of a visit summary with the primary care
provider (PCP} dated 08/11/17 for Resident #1
revealed:

-The visit summary was not signed by the PGP,
-There was a note on page 4 to stop taking
Renvela.

Review of physician's orders for Resident #1
revealed:

-There was no sighed orderto discontinue the
Renvela.

-There was no documentation the PCP was
contacted to verify or obtain a discontinue order,

Telephone interview with a nurse at Resident #1's
dialysis center on 0B/16/17 at 4:15 p.m. revealed:
-Resident #1 refused to go to dialysis yesterday
on 08/15/17.

-The facility made them aware of the refusal.
-They had a medication list from a hospital
discharge summary dated 08/05/17 that Resident
#1 should be receiving.

-She would fax the medication jist.

-The resident's most recent lab work at dialysis
was done-on 08/10/17.

-The resident's phosphorus level was high at 5.7
(reference range 2.5 - 4.5) on 08/10/17.

Review of a list of medications for Resident #1
faxed by the dialysis canter on D8/16/17 revealed:
-Renvela 2.4gm packet 3 times a day with meals
was included as an active medication.

-Renvela 2.4grm packet dissolved in water 3 times
a day with meals was stopped on D7/06M17.

Review of physician's orders for Resident #1
revealed there was no documentation the facility
clarified with the dialysis center or the PCP
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regarding whether the Renvela should be
discontinued.

Review of Resident #1's June 2017 - August

; 2017 medication administration records (MARs)
revealed:

-There was a handwritten entry for Renvela
2.4gm mix 1 packet as directed and take by
molth 3 times a day with meal and it was
documented as administered at-8:00 a.m,, 2:00
p.m., and 8:00 p.m. from 06/02/17 - 06/3G/17.
-There was-a computer printed entry for Renvela
2.4gm powder mix 1 packet as directed and take
by mouth 3 timas daily with meals and it was
documented as administered at 8:00 a.m., 2:00
p.m., and 8:00 p.m. from O7/QG1/17 - 07/31/17.
-The resident was in the hospital from 08/02/17 -
C8/05/17.

-There was a computer printed entry for Renvela
2.4gm powder mix 1 packet as directed and take
by mouth 3 times daily with meals and it was

I documerited as administered. at 8:00 a.m., 2:00
p.m., angd 8:00 p.m. from G8/05/17 - 08/11/17 and
then noted to be discontinued on 08/11/17.

Telephone interview with a pharmacist at the
facility's primary_phamacy .on 08/21/17 at 4:04
p.m. revealed:

-The most cument FL-2 the pharmacy had on file
for Resident #1 was dated 06/01/17.

-The pharmacy had been having trouble receiving
discontinue orders from the facility.

-She did not have a discontinue order on file for
Renvela,

Observation of medications on hand for Resident
#1 revealed there was a supply of Renvela
dispensed on 07/03/17.

Interview with the Supervisor-in-Charge (SIC) on

£35S

STATEMENT OF DEFICIENCIES (1) PROVIBER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
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08/16/17 at 3:10 p.m. revealed:

-The Renvela had been discontinued and it
neeced to be sent back.

-She did not have a signed physician's order to
discontinue it but she went by the instructions
from the PCP visit form dated 08/11/17.

-She had not contacted the PCP io get an order
or to verify if the Renvela should be discantinued.

Interview with Resident-#1.on 08/16/17 at 5:25
p.m. reveaied:

-When she went to physician's appointments or to
the hospital, she gave copies of paparwork to the
facility staff.

-She went to dialysis 3 times a week.

-The Renvela was switched to Velphoro because
the nutritionist at dialysis-thought it wouid be
better for her phasphorus levels,

-She could not recall when it was switched.

Refer to inlerview with the SIC on C8/16/17 at
2:02 p.m.

Refer to telephone interview with a medical
assistant for Resident #1's PCP on 08/15/17 at
4:05 p.m.

Refer o telephone interviews with the
Administrator on 6G8/16/17 at 6:20 p.m. and
08/29/17 at 1243 p.m,

Refer to telephone interview with a pharmacist at
the facility’s primary pharmacy on 0B/21/17 at
: 404 p.m.

D. Review of a physician's orders for Resident #1
revealed there was an order dated 07/08/17 for
Velphoro 500mg take 2 tablets 3 times daily with
meals. (Velphoro lowers phosphate levels in
kidney disease requiring dialysis Velphoro

Division of Health Service Regulation
STATE FORM
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should be taken with meals so it can bind to
phosphorus in the foods.)

Review of Resident #1's July 2017 medication
administration reccrd (MAR) revealed:

-There was a handwritten entry for Velphore
500mg chew 2 tablets 3 times daily with meats.
-Velphoro was documented as administered at
8:00 am., 2:00 p.m., and 8,00 p.m. from 07/07/17
- 0743117,

Review of a.hospital discharge summary dated
0B/05/17 revealed Velphoro was not included in
the list of medications.

Review of Resident #1's physician's orders
revealed no documentation the facility tried to
obtain clarification of the Velphoro order.

Telephone interviewwith a nurse at Resident #1's
dialysis center on 08/16/17 at 415 p.m. revealed:
‘Resident #1 refused to go to dialysis yesterday
on 08/15/17.

~The facility made them aware of the refusal.
-They had a medication list from a hospital
discharge summary dated 08/05/17 that Resident
#1 should be receiving.

-She would fax the medication list

-The resident's most recent iab work at dialysis
was done on 08/10/17.

-The resident's phosphorus levet was high at 5.7
(refererce range 2.5 - 4.5) on 08/10/17.

Review of a list of medications for Resident #1
faxed by the dialysis center on 08/16/17 revealed:
-Velphoro 500mg was not included on the list of
active medications.

-Velphoro 500mg 2 tablets 3 times a day with
meals for phosphorus was stopped on 08/07/17.
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Review of Resident #1's August 2017 MAR
reveaied;
-The resident was in the hospital from 08/02/17 -
08/05/17,

-There was a computer printed entry for Veiphoro
500mg chew 2 tablets 3 times daily with meals for
phosphorus and it was documented as
administered at 8:00 a.m., 2:00 p.m.. and 800
p.m. from D8/05/17 - 08/18/17.

Observation of medications on hand for Resident
#1 revealed there was a supply of Velphoro
500mg dispensed on-07/07/17 with instructions to
take 2 tablets 3 times a day.

Interview with the Supervisor-in-Charge (SIC) on
08/16/17 at6:00 p.m. revealed she had not
contacted the primary care provider (PCP) or
dialysis to clarify the order for Velphoro.

Interview with Resident #1 on 08/16/17 at 5:25
p.m. revealed the Renvela was switched to
Velphore because the nutritionist at dialysis
thought it would be better for her phosphorus
levels,

Refer to interview with the SIC on 08/16/17 at
i 2:02 p.m.

Refer to telephone interview with a medical
assistant for Resident #1's PCP on 08/16/17 at
4:05 p.m.

Refer to telephone interviews with the
Administrator on 08/16/17 at 6:20 p.m. and
08/21/17 at 12:43 p.m.

Refer to telephone intenview with a pharmacist at
the facility's primary pharmacy on 08/21/17 at .
4:04p.m. :
Division of Health Servica Regulation
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E. Review of Resident #1's current FL-2 dated
06/01/17 revealed medication orders included:
-Seroquel 25mg ¥ tablet prior to dialysis.
(Seroquel is an antipsychotic.)

-Seroquel 25mg 1 tablet at bedtime.

Review of Resident #1's June 2017 medication
administration record {MAR) revealed:

-There was a handwritten entry for Seroguel
25mg take 1 tablet at bedtime and it was
documented as administered at 8:00 p.m. from
06/02/17 - 06/30/17

-There was a handwritten entry for Seroguel
25mg take ¥z tabiel (12.5mg) 3 imes weekly on
Tuesdays, Thursdays, and Saturdays and it was
documented as administered on those days from
06/03/17 - 06/29/17. (No time was documented.)

Review of Resident #1's July 2017 MAR revealed:
-There was a computer prirted entry for Seroguel
25mg take 1 tablet at bedtime and it was
documented as administered at 800 p.m. from
0770117 - O713117.

-There was a computer printed entry for Serogquel
25mg take % tablet (12.5mg) 3 times weekly on
Tuesdays, Thursdays, and Saturdays prior to

© dialysis and it was documented as administered
on those days from 07/01/17 - 07/28/17. (No time
was documented.)

Review of a hospital discharge report dated
08/05/17 for Resident #1 revealed:

-There was an order for Seroquel 25mg at
bedtime,

-There was no order for Seroguel to be taken
prior to dialysis.

Review of a visit summary with the primary care
provider (PCP) dated 08/11/17 for Resident #1
Division of Health Service Reguiation
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revealed:

-The visit summary was not signed by the PCP.
-There was a note on page 4 to stop Seroqual
25mg.

Review of physician's orders for Resident #1
revealed:

-There was no signed order to stop Seroquel
25mg.

-There was no documentation the PCP was
contacted to verify cr obtain a signed order.

Review of a list of medications for Resident #1
faxed by the dialysis center on 08/16/17 revealed
Seroquel 26mg ¥4 tablet at bedtime and % tablet
prior to dialysis were active medications.

Review of physician's erders for Resident #1
revealed there was no documentation the facility
clarified with the dialysis center or the PCP
regarding either of the Seroquel orders.

Review of Resident #1's August 2017 MAR
revealed:

-The resident was in the hospital from 08/02/17 -
08/05/17.

-There was a computer printed eniry for Seroguel
| 25mg take 1 tablet at bedtime and it was
documented as refused at 8:00 p.m. from
08/06/17 - 08/10/17 then it was noted to be
discontinued by the PCP on 08/41/17.

-There was a computer printed entry for Seroquel
25mg take % tablet (12.5mg} 3 times weekly on
Tuesdays, Thursdays, and Saturdays prior to
dialysis and it was documented as administered
on those days from 08/08/17 - 0B/12/17. {No time
was documented.)

Observation of medications on hand for Resident
#1 revealed there was a supply of Seroquel 25mg
Division of Health Service Regulation
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dispensed on 07/27/17 to take % tablet prior to
dialysis on Tuesday, Thursday, and Saturday.

Interview with the Supenvisor-in-Charge (SIC) on
08/16/17 at 3:10 p.m. revealed:

-She did not have a signed physician's order to
discontinue Seroguel 25mg but she went by the
instructions from the PCP visit form dated
D8/11/17 to stop Seroquel 25mg,

-She thought the instructions only applied ‘o the
. dosage at bedtime and not the dosage prior to

" dialysis since it was a half tablet.

. -She had not contacted the PCP to clarify the
Seroguel orders.

Telephone interview with a pharmacist at the
facility's primary pharmacy on 08/21/17 at 4.04
p.m. revealed;

-The most current FL-2the pharmacy had on file
for Resident #1 was dated 06/01/17.

-She did not have a discontinue order on fiie for
Seroquel.

Interview with Resident #1 on 08/16/17 at 5:25
p.m. revealed she stopped taking Seroquel
because # caused her to have dry meuth.

Refer to interview with the SIC on 08/16/17 at
2:02 p.m.

Refer to telephone interview with a medical
assistant for Resident #1's PCP on 08/16/17 at
4:05 p.m.

Refer to telephone interviews with the
Administrator on 08/16/17 at 6:20 p.m. and
08/21/17 at 1243 pm.

Refer to telephone interview with a phamacist at
the facility's primary pharmacy on 08/21/17 at

Division of Health Service Regutation
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F. Review of a physician's order dated 07/12/17
from Resident #1's rheumatologist revealed there
was an order for Flaquenit 200mg once a day.
(Plaquenil is used to treat auto-immune disorders
lfke rheumatoid arthritis.)

Review of a visit summary with the primary care
provider (PCP) dated 07/14/17 for Resident #1
reveated:

-The visit summary was not signed by the PCP.
-There were instructions on page 4 to stop
Plaguenil and contact the rheumatologist.

Review of physician's orders and progress notes
revealed:

-There was no signed physician's order to
discontinue the Plaguenil.

~There was no documentsation the rheumatologist
was contacted regarding the order for Plaguenil,
-There was no documentation the PCP was
contacted regarding the Plaquenil.

Review of Resident #1's July 2017 medication
administration record (MAR) revealed:

-There was a handwritten entry for Plaguenil
200mg 1 tablet daily.

-Plaguenil was documented as administereg (no
time) daily from 07/13/17 - 07/18/17.

-There was a handwritten note dated 07/20/17 to
held Plaguenil unti) further instructions from PCP.

Review of Resident #1's August 2017 MAR
revealed:

-The resident was in the hospital from 08/02/17 -
08/95/17.

-There was ne entry for Plaguenil 200mg on the
Auguist 2017 MAR.
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Interview with Resident #1 on C8/16/17 at 5:25
p.m. revealed she did not remember receiving
Plaguenil and she was not sure what the
medication was used to freat.

Attempts to contact Resident #1's rheumatologist
on 08/16/17 and 08/21/17 were unsuccessful.

Telephone interview with a medical assistant for
Resident #1's primary care provider's (PCP) on
08/16/17 at 4:05 p.m. revealed the nurse and
PCF were unavailable for intarview.

Refer o interview with the Supervisor-in-Charge
(SIC) on 0BMB/MT7 at 2:02 p.m

Refer to telephone interview with a madicai
assistant for Resident #1's PCP on 08/16/17 at
4:05 p.m.

Refer to telephone interviews with the
Administrator on 08/16/17 at 6:20 p.m. and
082117 at 12:43 p.m.

Refer o telephone interview with a pharmacist at
the facility's primary pharmacy on 08/21/17 at
404 p.m.

G. Review of Resident #1°s current FL-2 dated
06/01/17 revealed there was an order for Voltaren
1% gel apply 2gms 4 times. a day as needed for
swollen wrists. (Voltaren get is used to treat pain
and inflammation.)

Review of a physician's order dated 07/07/17 for
Resident #1 revealed an order for Voltaren 1%
gel apply 2 grams topically once a day.

Review of a list of medications for Resident #1
faxed by the dialysis center on 08/16/17 revealed:
Division of Heslth Service Regulation
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-Voitaren 1% gel was not included on the active
list of medications.

-Voltaren 1% gel apply liberally to affected area
twice daity as needed was stopped on 08/07/17.

Review of Resident #1's physician's orders
revealed no documentation of the facility
obtaining clarification of the Voltaren orders,

Review of Resident #1's June 2017 medication
administration record {MAR) revealed Voltaren
1% gel was not included on the MAR.

Review of Resident #1's Juiy 2017 MAR revealed:
-There was a computer printed entry for Voltaren
1% gel apply 2 grams topically to swollen wrists 4
times a day as needed.

-No Voltaren gef was documented as
administered in July 2017

Review of Resident #1's August 2017 MAR
revealed:

-The resident was in the hospital from 08/02/17 -
08/05/17.

-There was a computer printed entry for Voftaren
1% gel appiy 2 grams topicaily to swollen wrisis 4
| times a-day as needed.

-No Voltaren gel was documented as
agministered in August 2017,

Observation of medications on hand for Resident
#1 revealed there was a Voitaren 1% gel box that
was emply with no tube of gel inside and the box
did not have a prescription label.

interview with the Supervisor-in-Charge {SIC) on
08/16/17 at 3:10 p.m. revealed:

-She did not know where the tube of Voltaren gel \
was located.
-She usually put the gel on the resident's hands I
Division of Health Service Regulation
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or wrists if needed.
-She had not contacted the primary care provider
{PCP) to clarify the Voltaren gel orders.

Interview with Resident #1 on 08/16/17 at 5:25
p.m. revealed she was supposed to use the
Voltaren gel because she had knots on both
wrists but the gel did not work for her.

Refer to interview with the SIC on 08/16/17 at
2:02p.m.

Refer o telephone interview with a medical
assistant for Resident #1's PCP on 0B/16/17 at
4:05 p.m.

Refer fo telephone interviews with the.
Administrater on 0B/16/17 at 6:20 p.m. and
08121117 at 12:43 p.m.

Refer to telephone interview with a pharmacist at
the facility's primary pharmacy on 08/21/17 at
4:04 p.m.

H. Review of Resident #1's current FL-2 dated
06/01/17 revealed there was an order for
Lactulase 20gm packet 1 packet twice daily.
(Lactulose is a laxative for constipation.)

Review of a hospital discharge report dated
08/05/17 for Resident #1 revealed there was an
order for Lactulose 30ml twice a day.

Review of a visit summary with the primary care
provider (PCP) dated 08/11/17 for Resident #1
revealed:

-The visit summary was not signed by the PCP.

i ~There was a note on page 4 to stop taking

Lactulose,
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Review of physician's orders for Resident #1
revealed:

~There was no signed order to discontinue the
Lactulose.

-There was no documentation the PCP was
contacted to verify or obtain a discontinue order,

Review of a list of medications for Resident #1
faxed by the dialysis center on 08/16/17 revealed
Lactulose 10gm/15ml take 30m! twice a day was
included as an active medication,

Review of physician's orders for Resident #1
revealed there was no documentation the facility
clarifled with the dialysis center or the PCP
regarding whether the Lactulose should be
discontinued.

Review of Resident #1's June 2017 - August
2017 medication administration record (MAR)

! revealed:

-There was a handwritten entry for Lactulose
10gmy15ml take 30ml twice daily and it was
documented as administerad at 8:00 a.m. and
8.00 p.m. from 06/02/17 - 08/30/17.

-There was a computer printed entry for
Lactuiose 10gm/15mi take 30ml twice daily and it
was documented as administered at 8:00 a.m.
and 8:00 p.m. from 07/01/47 - G7/31/17.

-The resident was in the hospital from 08/02/17 -
08/05/17.

-There was a computer printed entry for

. Lactulose 10gm/15mi take 30ml twice daily and it

was documented as refused at 8:00 a.m. and
8:00 p.m. from G8/06/17 - DB/11/17 then noted to

. be discontinued on 08/11/17.

Observation of medications on hand for Resident
#1 revealed there wero 2 botties of Lactulose

| dispensed on 06/20/17, one unopaned and the
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other about half fuil.

Interview with the Supervisor-in-Charge (SIC) on
08/16/17 at 3:10 p.m. revealed:

-The Lactulose had be discontinued and it
needed to be sent back.

-She did not have a signed physician's order to
discontinue but she weni by the instruction from
the PCP visit form dated 08/11/17.

-She had not contacted the PCP to get an order
or to verify if the Lactulose should be
discontinued.

Telephone interview with a pharmacist at the
facility's primary pharmacy on 08/21/17 at 4:04
p.m. revealed:

-The most current FL-2 the pharmacy had on file
for Resident #1 was dated 06/01/17.

-They never received a copy of a hospita!
discharge report dated 08/05/17 for Resident #1.
-The pharmacy had been having trouble receiving
discontinue orders from the facility,

-She did not have a discontinue order on file for
Lactulose.

-The facility had not contacted the pharmacy
about clarifying orders for Resident #1.

interview with Resident #1 on 0B/16/17 at £:25
p.m. revealed:

-When she went to physician's appointments or to
the hospital, she gave copies cof papernwork to the
faciiity staff.

-She went to dialysis 3 times a week.

-She had been in the hospital for over 5 months
for a bowel obstruction prior to being admitted to
the facility.

-She stopped taking Lactulose because she had
loose stools.

_ Refer to interview with the SIC on 08/16/17 at
Division of Health Service Reguiation
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2:02 pm.

Refer to telephone interview with a medical
assistant for Resident #1's PCP on 08/16/17 at
4:05 p.m.

Refer to telephone interviews with the
Administrator on 08/16/17 at 6:20 p.m. and
G8/21/17 at 1243 p.m.

Refer to telephone interview with a pharmacist at
the facility's primary phamacy on 08/21/17 at
4:04 p.m,

. Review of Resident #1's current FL-2 dated
06/01/17 revealed there was an order for Psyllium
3.4gm packet1 packet once daity. (Psyllium is a
fiber laxative and may be used to treat
constipation cr diarrhea.)

Review of a hospital discharge report dated
08/05/17 for Resident #1 revealed there was an
order for Psyilium 3.4gm packet 1 packet once
daily.

Review of a visit summary with the primary care
provider {PCP) dated 08/11/17 for Resident #1

! revealed:
' -The visit summary was not signed by the PCP.
i -There was a note on page 4 to change Psyllium

to 1 packet 3 times a day.

Review of physician's orders for Resident #1
revealed:

-Thers was ne signed order to change the
Psyllium from once a day to 3 times a day.
-There was no documentation the PCP was
contacted fo verify or obtain a signed order.

Review of a list of medications for Resident #1
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faxed by the dialysis center on 08/16/17 revealed:
-Psyllium was not listed as an active medication.
-Psyllium 1 teaspoon once a day as needed was
stopped on 086/27/17,

Review of physician's oroers for Resident #1
revealed there was no documentation the facility
clarified with the dialysis center or the PCP
regarding the dosage of Psyllium to be
administered.

Review of Resident #1's June 2017 - August
2017 medication administration record {MAR)
revealed:

-There was a handwritten entry for Psyllium mix 1
packet as directer ard take once daily and it was
documented as administered at 8:00 a.m. from
06/03/17 - 06/30/17.

-There was a computer printed entry for Psyllium
mix 1 packet as directed and take ance dally and
it was documented as administered at 8:00 a.m. .
from 07/01/17 - 07/31/17.

-The resident was in the hospital from 08/02/17 -
08/05/17.

-There was a computer printed entry for Psyllium
mix 1 packet as directed and take once daily and
it was documented as refused on 08/01/17 and
as administered at 8:00 a.m. from 08/08/17 -
08/11/17 and then a handwritten note the order
was changed to 3 times a day on 08/11/17.
-There was a handwritten entry for Psyllium take
1 packet 3 times daily anc it was documented as
administered at 8:00 a.m., 2.0C p.m., and 8:00
p.m. from 0871217 - 08/16/17.

Observation of medications on hand for Resident
#1 revealed there was a supply of Psyllium
dispensed on 08/09/17 with instructions to take 1
packet once daily.
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Interview with the Supervisor-in-Charge (SiC) on
08/16/17 at 3:10 p.m. revealed:

-She did not have a signed physician's order to
change the frequency of Psyllium but she went by
the instructions from the PCP visit form dated
08/11/17. =

-3he had not contacted the PCP to get an order
to change the frequency of Psyllium.

Telephone interview with a pharmacist at tha
facility's primary pharmacy on 08/21/17 at 4:04
p.m. revealed the most current order they had on
file for Psyllium was for 1 packet once daily dated
06/31/17.

Interview with Resident #1 on 08/16/17 at 5:25
p.m. revealed she thought she stopped taking
Psylliurm because she had loose stools.

Refer {0 interview with the SIC on 08/16/17 at
2:.02p.m.

Refer to telephone interview with a medical
assistant for Resident #1's PCP on 08/16/17 at
4:05 p.m.

Refar to telephone interviews with the
Administrator on 08/16/17 at 5:20 p.m. and
08/21117 at 12:43 p.m.

Refer to telephone interview with a pharmacist at
the facility's primary pharmacy on 08/21/17 at
4.04 p.m.

J. Review of a physician's order dated 08/11/17
for Resident #1 revealad;

-There was an order for Buspar 10mg 3 times a
day as needed. (Buspar is used to treat anxiety
disorders.}

-There was no indication for the use of the of
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"prn* (as needed) medication.

Review of Resident #1's physician's orders
revealed no documentation the physician was
centacted to clarify the Buspar order.

Review of Resident #1's August 2017 medication
administration record (MAR) revealed:

-The resident was in the hospital from 08/02/17 -
08/D5/17.

-There was a handwritten entry for Buspar 10mg
1 tablet 3 times a day as needed and it was
documented as "prm” in the time slots,

~-Staff documented Buspar as administered 3
times a day from 0B/11/17 - 08/17/17 with times
of administration documenied on4 occasions
cnly.

Cbservation of medications on hand for Resident
#1 revealed there was a supply of Buspar 10mg 1
tablet 3 imes a day as needed that was
dispensed on 08/11/17.

Interview with the Supervisor-in-Charge (SIC) on
0B/M8/17 at 6:00 p.m. revealed:

-She had noticed the "prn” (as needed) order for
Buspar did not have an indication,

-She had not contacted the primary care provider
{PCP) to clarify the order.

-She looked up Buspar on the internet and found
it was used for anxiety.

Interview with Resident #1 on 08/16/17 at 5:25
p.m. revealed shea was taking Buspar for anxisty
but it did not help her symptoms.

Refer to interview with the SIC on 08/16/17 at
2:02 p.m.

Refer to telephone interview with a medical
Division of Health Sarvice Regulation
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assistant for Resident #1's PCP on 08/16/17 at
4:05 p.m.

Refer to telephone interviews with the
Administrator on 08/16/17 at 6:20 p.m. and
08/21/17 at 12:43 p.m.

Refer to telephone interview with a pharmacist at
the facility’s primary phamacy on 08/21/17 at
4:04 p.m.

K. Review of a physician's order dated 08/07/17
for Resident #1 revealed there was an order for
Refresh Plus eye drops per over-the-counter
(OTC) directions. (Refresh Plus is a lubricant eye
drop fer dry eyes.)

Review of a physician's order dated 08/05/17
revealed an arder for Refresh eye drops or
Artificial Tears as needed for dry eyes.

Review of a list of medications for Resident #1
faxed by the dialysis center on 08/16/17 revealed
the following:

-Refresh Plus eye drops was not on the list of

. active medications.

| -Refrash Plus instill 1 drop in both eyes as
needed was stopped an DB/Q7/17.

Review of physician's orders for Resident #1
revealed there was no documentation the facility
clarified the orders for Refresh Plus eye drops.

Review of Resident #1's June 2017 - August
2017 medication administration records (MARs)
revealed:

-There was a handwritten entry for Refresh Plus
lubricant eye drops use as directed per OTC,
instilt 1 or 2 drops in the affected eye(s) as
needed and it was documented as administered
Division of Health Service Ragulation
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as a "pm® on B occasions from 06/14/17 -
06/25/17.

~There was a computer printed entry for Refresh
Plus 0.5% eye drops use as directed per OTC
directions and there was handwritten
documentation for "pr” and "self-administer’.
-Refresh Plus was documented as administered
by staif on 8 occcasions from 07/01/17 - 07/23/17.
-The resident was in the hospital from 08/02/17 -
08/05/17

-There was a computer printed-entry for Refresh
Plus 0.5% eye drops use as directed per OTC
directions and "FYi" was printed in the time slots.
-Refresh Plus was documented as administered
on 2 occasions, 08/07/17 {8:00 p.m.) and

. 0B/11/17 (4:00 p.m.)

Interview with Resident #1 on 08116/17 at 5:25
p.m. revealed:

-She kept Refrash Plus eye drops in her room
and she was supposed to use them 3 times a
day.

-She could not specify how often she used the
Refresh Plus eye drops.

Refer to interview with the Superviser-in-Charge
{SIC) on 0B/16/17 at 2:02 p.m.

Refar to telephane interview with a medical
assistant for Resident #1's primary care
provider's (PCP) on 08/16/17 at 4:05 p.m.

Refer to telephone interviews with the
Administrater on 08/16/17 at 6:20 p.m. and
08/2117 at 12:43 p.m.

Refer to telephone interview with a phammacist at
the facility’s primary pharmacy on 08/21/17 at
4:.04 p.m.
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| Telephone interview with a medical assistant for

- revealed the nurse and PCP were unavailable for
i interview.

Interview with the Supervisor-in-Charge (5IC) on
08/16/17 at 2:02 p.m. revealed:

-Resident #1 usually chose to obtain her own
transportation to physician's appointments.

-She had a difficult time getting copies of
paperwork from physician’s visits and hospital
stays from Resident #1 because the resident (ike
to keep it herself.

-She used the paperwork from physician's visits
and hospital visits to make changes to Resident
#1's orders.

-Sometimes the list of medications were not
signed by the physician and sometimes the
orders did not mateh.

-She had called Resident #1's primary care
provider {PCP) to clarify the resident's medication
orders but she could not recali when she called
and she did not document it.

Resident #1's PCP on 08/16/17 at 4:05 p.m.

Telephane intervisw with the Administrator on
08/16/17 at 6:20 p.m. revealed:

-They had been having some issues with
Resident #1's medications at the facility.
-Resident #1 went o physicians' appointments a
ot to get her medications changed and she saw
different physicians.

-They usually tried to get clarification but
sometimes the resident would not give tha facility
paperwork from appointments,

-She was trying to work with the physicians'
offices to get capies of Resident #1's orders.
-The SIC usually transcribed orders onto the
MARs when the orders were received.

-She had told the SIC she needed 1o call the
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physicians' offices or the hospital to get any
copies of orders after appointments or
hospitatizations.

-She had told the SIC not to use medication lists
if they were not signed by a physician.

~She was going to get a new FL-2 signed for
Resident #1 so her orders would be clear and
current.

Telephone interview with a pharmacisi at the
facility's primary pharmacy on 08/21/17 at4:04
p.m. revealed: '

-They usually received medication arders from
the facility

-If a resident went a physician's appointment and
came back with orders the facility would fax the
orders {o the phamacy.

-The pharmacy accasicnally received electronic
prescriptions from providers so the phamacy
would fax a copy of those orders to the facility.
-The facility sometimes sent hospital discharge
records to the pharmacy but they would have a
medication list that was not signed by a physician.
-She had spoken fo the facility's Administrator in
the past and told her the pharmacy needad
medication orders signed by the physician.

-In responsa, the Administrator would send a
sighed FL-2 form with medications listed on it.
-The pharmacy staff printed MARS for the facility
3 business days prior to the first of each month.
-The facility was supposed to transcribe any new
orders or orders changes onto the MARs once
the new monthly MARs were received.

-The pharmacy had triplicate forms for the MARs
50 the facifity could document any riew orders or
order changes on one cepy of the MARs and
send it back to the pharmacy.

-The pharmacy would in tum update any new
orders or order changes on the next month's
MARSs.

STATEMENT OF DEFIC!ENCIES (X1} PROVIDCR/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRCCTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
FCLO92153 B.WING 08i22/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1038 STORMY LANE
THE MANOR AT EDGEWATER
RALEIGH, NC 27610
(%4) 10 SUMMARY STATEMENT GF DEHCIENCIES D PROVIDER'S PLAN OF CORRECTION [6.53]
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLEYE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
C 315 Continued From page 32 C 315

Division of Health Service Regulation

STATE FORM

L0

LBE711

If continuation sheet 33 of 56



PRINTED: 09/19/2017

FORM APPROVED
Bivision of Health Service Requlation
STATEMENT OF DEFICIENCIES (A1) PROVIDER/SUPHUERICLIA {X2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF COQRREC FION IDENTHFICATION NUMBER: . COMPLETED
A BUILDING:
FCLO92153 B.WING 08/2212017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1038 STORMY LANE
THE MANOR AT EDGEWATER
RALEIGH, NC 27610
[X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION xs)
PREFIX {(EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
C 315 | Continued From page 33 C 315

-The facility had not contacted the phamacy
about clarifying orders for Resident #1.

Telephcne interview with the Administrator on
08/21/17 at 12:43 p.m. revealed:

-She received a medication fist from Resident
#1's PCP on Friday (08/18/17) but it was not
signed by the PCP.

-She called the PCP's aifice again this morning to
get signed clarification of Resident #1's
medication orders.

-She had not received the signed documentation
back fram the PCP.

No further documentation was received by the
exit of the survey on 08/22/17.

The facility failed to clarify medication orders for
Resident #1 who had multiple disgnoses
including end stage renal disease requiring
hemodialysis 3 times a week. The facility did not
clarify or verify orders from multiple groviders and
! or hospital stays including medications used to
control phosphorus levels, medications used to
lower blood pressure, an antipsychotic, a
medication used to treat rheumatoid arthritis, a
topical medication for pain and inflammation, two
mecications for constipation, an antianxiety
medication, and lubricant eye drops for dry eyes.
The failure of the facility to clarify madication
orders was detrimental to the health, safety, and
welfare of Resident #1 and constitutes a Type B
Violation.

Review of the facitity's plan of profection dated
08/22/17 revealed:

-The facllity is currently reviewing all residents'
medication orders and MARS to ensure all
Division of Health Service Regulation
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STATEMENT OF DEFICIENCIES
AND PLAN OF CORREGTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIEICATION NUMBER:

{(X2) MULTIPLE CONSTRUCTION

(X3) DATE, SURVEY

medication orders and medications are
reconcited and administered according to doctor's
orders,

~The facility is atso currently working on clarifying
orders for Resident #1 from the primary doctor,
-A new medication list reconciled by all
prescribing doctors is awaiting the primary
doctor's signature.

-The Administrator is currentiy auditing al
residents’ charts for medication clarifications that
requires notifying doctors for clarification.

-The facility plans to implement rules that would
indicate to afl staff that they should check all
traveding charts that residents take to doctor's
visits for any summary sheets or med lists that
residents will bring back from the visits for any
medication clarification frorm the doctore. .

-Staff will be ediicated on doctor's orders and
medication elarification including medication

. orders have to be signed by a doctor and not

from visit summary notes that are printed out,
-Medication orders that are not signed by the
doctor would need written signed clarification
from the doctor before implementation.

-The facility will notify all dectors’ offices to send
all medication orders with a signature and dated
to accompany the orders or call it to the
phammacy directly.

-All residents’ charts will be checked by staff
weekly for medication discrepancies and
clarification and staff will get immediate
clarification from doctors.

-The Administrator will check all charts bi-weekly
and coordinate with the pharmacy for medication
reconciliation.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED OCTOBER 6,
2017.
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Administration

10A NCAC 13G .1004 Medication Administration
(a} Afamily care home shall assure that the
preparation and administration of medications,
prescripticn and non-prescription and treatments
by staff are in accordance with:

(1} orders by a licensed prescribing practitioner
which 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

Based-on cbservations, interviews, and record
reviews, the facility failed to administer
medications as ordered for 1 of 3 residents
sampled {(#1) including a medication for
conlrolling phosphorus levels in dialysis / end
stage renal disease, a medication for prevention
of heart disease, a madication for mild to
moderate pain, an antacid / calcium supplement,
and a lubricant eye drop.

The findings are:

Review of Resident #1's current FL-2 dated
06/01/17 revealed the resident's diagnoses
inctuded end stage renal disease with dialysis 3
times a week, recurring small bowel obstruction,
| chrenic constipation with overfiow diarrhea, mincr
neuro-cegnitive deficits, anxiety, lower extremity
and wrist edema, cluster B personality disorder,
insomnia, generalizad abdominal pain, allergic

i rinitis, essential hypertension, dry eyes, chronic
pain, Sjogrer's syndrome, complication of
hemodialysis catheter pocket infected, and
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Continued From page 36

alcohol abuse.

Review of Resident #1's Resident Register
revealed the resident as admitted to the facility on
0B/02/17.

A. Review of physician's orders dated 07/07/17,
07/14/17, and 08/05/17 for Resident #1 revealed
there was an order for Aspirin 81mg once daily.
(Aspirin is used in the prevention of heart
disease.)

Review of a list of medications for Resident #1
faxed by the dialysis center on 08/16/17 revealed
Aspirin 81mg EC 1 tablet once daily was included
on the active list of medications.

Review of Resident #4's July 2017 and August
2017 medication administration records (MARS)
revealed Aspirin 81mg EC was not included on
either MAR.

Observation of medications on hand for Resident
#1 revealed there was no Aspirin 81mg EC on
hand.

Interview with the Supervisor-in-Charge (SIC) on
08/16/17 at 6:00 p.m. revealed.

-She had not noticed the order for Aspirin.

-She did not know why the order for Aspirin was
net transcrbed onio the MARS.

Interview with Resident#1 on 08/16/17 at 5:25
p.m. revealed she thought she was receiving an
Aspinn every day from faciiity staff,

Refer to interview with the SIC on 08/16/17 at
2:02 p.m.

Refer to telephone interview with a medical

C 330
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assistant for Resident #1's primary care
provider's {PCP) on 08/16/17 at 4:05 p.m.

Refer to telephone interviews with the
Administrator on 0B/16/17 at 6:20 p.m. and
08/21/17 at 12:43 p.m.

Referto telephone interview with a pharmacist at
the facility’s primary pharmacy on 0B/24/17 at
4.04.p.m.

B. Review of Resident #1's current FL-2 dated
06/01/17 reveated there was an order for Renvela
2.4gm packet 1 packet 3 times a day with meals.
(Renvela lowers phosphate levels in kidney
disease requiring dialysis. Renvela should be
taken with meals so it can bind to phosphorus in
the foods.)

Teiephone interview with a nurse at Resident #1's
dialysis center on 0B/18/17 at 4:15 p.m. revealed:
-The resident's most recent lab work at dialysis
was done on G8/10/17.

-The resident's phosphorus level was high at 5.7
{reference range 2.5 - 4.5) on 08/10/17,

Review of a list of active medications for Resident
#1 faxed by the dialysis center on 08/16/17
revealed Renvela 2. 4gm packet 3 times a day
with meals was included on the list.

Review of Resident #1's June 2017 - August
2017 medication administration records {MARs)

: Tevealed:

-There was a handwritten entry for Renvela

: 2.4gm mix 1 packet as directed and take by
mouth 3 tmes a day with meals,

-Renvela was documented as administered at

| 8:00 a.m., 2:00 p.m., and 8:00 p.m. from 06/02/17
| - 08730117 instead of with meats.
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-There was a computer printed entry for Renvela
2.4gm powder mix 1 packet as directed and taks
by mouth 3 times daily with meais,

-Renvela was documented as administered at
8:00 a.m., 200 p.m,, and 8:00 p.m. from 07/01/17
- 0713117 instead of with meals.

-The resident was in the hospital from 0802117 -
08/05/17.

-There was a computer printed entry for Renvela
2.4gm powder mix 1 packet as directed and take
by mouth 3 times daily with meals.

-Renvela was documented as administered at
8:C0am., 2:00 p.m., and 8:00 p.m. from 08/05/17
- 08/MM7 instead of with meals and then it was
noled to be discontinued on 08/11/17.

Interview with the Supervisor-in-Charge (SIC) on
08/16/17 at 310 p.m. revealed:

-The facility's meal times were usually around
8:00 a.m., 12:00 noon, and 5:00 p.m. but it varied
at times.

-She had not noticed the Renvela was ordered
with meals so she gave the medication according
to the times lisled on the MARs.

-The 2:00 p.m. and 8:00 p.m. doses were not in
accerdance with the facility's meal times.

-She would adjustthe administration times for the
Renvela to be given with meals.

interview with Resident #1 on 08/16/17 at 5:25
p.m. reveaied:

-She could not recall if she received Renvela with
meals.

-The Renvela was switched to Velphoro because
the nufritionist at dialysis thought it would be
better for her phosphorus levels,

-She could not recall when it was switched.

Refer to interview with the SIC on 08/16/17 at
| 2:02 p.m.
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Reter to telephone interview with a medical
assistant for Resident #1's primary care
provider's (PCI) on 08/16/17 at 4:.05 p.m.

Refer to telephone interviews with the
Administrator on 08/16/17 at 620 p.m. and
08/21/17 at 12:43 p.m.

Refer to telephane interview with a pharmacist st
the facility's primary pharmacy on 08/24/17 at
4.04 p.m.

C. Review of physician's orders dated 07/07/1 7,
07/14/17, and 88/05/17 for Resident #1 revealed:
~There was an ordey for Tylenol 650mg every 6
hours as needed. (Tylenol is a pain reliever /
fever reducer.)

-There was no indication for the use of the of
"prn” (as neeted) medication.

Review of Resident #1's physician's orders
revealed no documentation the physician was
contacted to dlarify the Tylenal ordar.

Review of a list of medications for Resident #1
faxed by the dialysis center on 0B/16/17 revealed
Tylenal 325mg 2 tablets every 3 hours as needed
was included on the active list of medications.

Review of Resident #1's July 2017 medication
administration record (MAR) revealed Tylenol
325mg was not included on the MAR.

Review of Resident #1's August 2017 MAR
revealed:

-The resident was in the hospital from 08/02/17 -
08/05/17,

~Tylenal 325mg was not included on the MAR.

C 330

Civision of Health Servica Regudation

STATE FORM

L2

LBB711

if conlinuation sheet 40 of 56




PRINTED: 08/18/2017

FORM APPROVED
Division of Heaith Service Requlation
STATEMENT OF DEFIGIENCIES (X1) PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN GF CORRECTION IDENTIFICATION NUMBER: A — COMPLETED
. BUILDING:
FCL092153 B VWNG . 0872212017
NAME OF PROVIDER OR SUPPLICR STREET ADDRESS, CITY. STATE, ZIP CODE
1038 STORMY LANE
THE MANOR AT EDGEWATER
RALEIGH, NC 27610
(X4) (D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD 8E COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERFNCED TO THE APPROPRIATE DATE
DEFICIENCY)
C 330| Conlinued From page 40 C 330

Observation of medications on hand for Resigent
#1 revealed there was no Tyleno 650mg tablets
on hand.

Interview with the Supervisor-in-Charge (SIG) on
08/16/17 at 6:00 p.m. revealed:

-She had not noticed the erder for Tylenot.

-She did not know why the order for Tylenol was
not transeribed onto the MAR.

-The resident complamned of back pain some
days.

Interview with Resident #1 on 08/16/17 at 5:25
p.m. revealegd;

-She kept some Tylenol 500mg tablets in her
room and took some every day.

-She needed to buy some more Tylenol because
she took it 3 times a day for back pain when she
needed.-it,

Refor 1o interview with the SIC on 08/16/47 at
202 p.m.

Refer to telephone interview with a medical
assistant for Resident #1's primary care
provider's (PCF) on 08/16/17 at 4:05 p.m.

Refer to telephone interview with the
Administrator on 08/16/17 at 6:20 p.m. and
08/21/17 at 12:43 p.m.

Refer to telephone interview with a pharmacist at
the facility's primary phammacy on 08/21/17 at
4:.04 p.m.

D. Review of Resident #1's current FL-2 dated
08/01/17 revealed there was an order for Calcium
Carbonate 500mg chew 1 tablet 3 times a day
before meals. (Calcium Carbonate is an antacid,
calcium supplement, and it may be used to treat
Division of Health Service Regulation
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high phosphate levels in kidney disease.)

Review of Resident #1's June 2017 - August
2017 medication administration records (MARs)
revealed:

-There was a handwritten entry for Calcium
Carbonate Antacid chew and swallow 1 tablet 3
times daily and it was documented as
administered at 8:00 a.m., 2:00 p.m., and 8:00
p.m. from 06/02/17 - 06/30/17 instead of before
meals.

-There was a computer printed entry for Calcium
Carbonate Antacid chew and swallow 1 tablet 3
times daify and it was documented as
administered at 8:00 a.m1, 2:00 p.m., and 8:00
p.m. from 07/01/17 - 07/31/17 instead of before
meals.

-The resident was in the hospital from 08/02/17 -
08/05/17.

~There was a computer printed entry for Calcium
Antacid chew and swallow 1 tablet 3 imes daily
and it was documented as administered at 8:00
a.m., 200 p.m., and 8:00 p.m. from 08/05/17 -
08/16/17 instead of before meals.

Interview with the Supervisor-in-Charge (SIC) on
08/16/17 at 3:10 p.m. revealed:

-The facility's meal fimes were usually around
8:00 a.m_, 12:00 noon, and 5:00 p.m. but it varied
at times.

-She had not noticed the Calcivm Carbonate was
ordered before meals so she gave the medication
according to the times listed on the MARs.

-The 2:00 p.m. and 8:00 p.m. doses were
adminisiered after the meals instead of before the
meals.

-She would adjust the administration times for the
Calcium Carbonate to be given before meals.

interview with Resident #1 on D8/16/17 at 5:25
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p.m. revealed:

- She typically received Calcium Carbonate tablets
after her meals

-She preferred to get them before her meals.

Refer 1o interview with the SIC on 08/16/17 at
2:02p.m.

Refer to telephone interview with a medical
assistant for Resident #1's primary care
provider's (PCP) on 0&/16/17 at 4:05 p.m.

Refer to telephone interviews with the
Administrater on 08/16M17 at 8:20 p.m. and
0821/17 at 1243 pm.

Refer to telephone inteyview with a phammacist at
the facility's primary pharmacy on 08/21/17 at
4:.04p.m.

E. Review of Resident #1's-current FL-2 dated
08/01/17 revealed there was an order for Thera
Tears 0.25% 1 drop in each eye twice daily.
(Thera Tears are lubricant eye drops for dry
eyes.)

Review of Resident #1°s June 2017 medication
administration record (MAR) revealed Thera
Tears was not included on the handwritten MAR.

Review of a list of active medications for Resident
#1 faxed by the dialysis center on 08/16/17
revealed Thera Tears was not inciuded on the list.

Review of Resident #1's physician's orders
revealed there was no order to discontinue Thera
Tears.

Review of Resident #1's July 2017 MAR revealed;
-There was a computer printed entry for Thera
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Tears 0.25% eye drops place 1 drop in each eye
twice daily and it was scheduled for 8:00 a.m. and
8:00 p.m.

-No doses were documented as administered
with ne reasons for the omissions.

Review of Resident #1's August 2017 MAR
revealed:

-The resident was in the hospital from 08/Q2/17 -
0B/05/17.

-There was a computer printed entry for Thera
Tears 0.25% eye drops place 1 drop in each eye
twice daily and-it was scheduled for 8:00 a.m. and
8:00 p.m.

-No doses were documented as administered
with no reasons for the omissions.

Telephene interview with a pharmacist at the
facility's primary pharmacy on 08/21/17 at 4:04
p.m. revealed: :

-The pharmacy had been having trouble receiving
discontinue orders from the facility.

-She did not have a discontinue order on file for
Thera Tears.

Observation of medications on hand for Resident
#1 revealed there was no Thera Tears on hand.

Interview with the Supervisor-in-Charge (SIC) on
08/16/17 at 3:10 p.m_ revealed:

-Resident #1 did not have any Thera Tears.
-Resident #1 had Refresh Plus eye drops the
resident used in her room.

-She could not explain the omissions on the
MARs,

-She did not know why the resident was not
receiving Thera Tears.

Irterview with Resident #1 on 08/16/17 at 5.25
p.m. revealed she was nol aware of an order for
Division of Health Service Regulation
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Thera Tears and she did not receive any Thera
Tears eye drops.

Refer to interview with the SIC on 08/16/17 at
2:02p.m.

Refer to telephone inferview with a medical
assistant for Resident #1's primary care
praviders (PCP) on 08/16/77 at 4:05 p.m.

Refer to telephone interviews with the
Acministrator on 08/16/17 at 6:20 p.m. and
08/24/17 at 12:43 p.m.

Refer 1o teiephone interview with a phamacist at
the fagiity's primary pharmacy on 08/21/17 at
4:04 p.m.

Interview with the Supervisor-in-Charge (SIC) on
08MB/M17 at 2:02 p.m. revealed:

-Resident #1 usually chose to obtain her own
transportation to physician's appointments.

-She had a difficult time getting copies of
paperwork from physician's visits and hospital
stays from Resident #1 because the resident like
10 keep it herself.

-She used the papenwork from physician's visits
and hespital visits to make changes to Resident
#1's orders.

-Sometimes the list of medications were not
signed by the physician and sometimes the
orders did not match.

-She had calied Resident #1's primary care
provider (PCP} to clarify the resident's medication
orders but she could not recall when she called
and she did not document it.

-She had copies of page 4 and 5 of hospital
discharge papers that had a list of medications to
stop.
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Telephone interview with a medical assistant for
Resident #1's PCP on 08/16/17 at 4.05 p.m.
revealed the nurse and PCP were unavailable for
interview.

Telephone interview with the Administrator on
08/16/17 at 6:20 p.m. revealed:

-They had been having some issues with
Resident #1's medications at the facility.
-Resident #1 went to physicians’ appointments a
lot to get her medications changed and she saw
different physicians.

-She was trying to work with the physicians'
offices to get copies of Resident #1's orders.
-The SiC usually transcribed orders onto the
MARs when the orders were received.

-The SIC was supposed to transcribe all new
orders and order changes onto the MARs.

-She had told the SIC she needed to call the
physicians' offices or the-hospital to get any
copies of orders after appointments or
hospitalizations.

-She had told the SIC not to use medication fists
if they were not signed by a physician.

-She was geing 1o get a new FL-2 signed for

-Resident #1 so her orders would be current.

Telephone interview with a phammacist at the
facility's primary phanmacy on 08/21/17 at 4:04
p.m. revealed:

-They usually received medication orders from
the facility.

- a resident went to a physician's appointment
and came back with orders the facility would fax
the orders to the pharmacy.

-The pharmacy occasionally received electronic
prescriptions from providers so the pharmacy
would fax a copy of those orders to the facility.
-The facility sometimes sent hospital discharge
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records to the pharmacy but they would have a
medication list that was not signed by a physician.
-She had spoken to the facility's Administrator in
the past and toid her the pharmacy needed
medication orders signed by the physician.

-In response, the Administrator would send a
signed FL-2 form with medications listed on it.
-The pharmacy staff printed MARSs for the facility
3 business days prior to the first of each month.
-The facility was supposed to transcribe any new
orders or orders changes onto theMARS once
the new monthly MARs were received.

-The pharmacy-had triplicate forms for the MARs
so the facility could document any new orders or
order changes on ane copy of the MARs and
send-it back to the pharmacy.

-The phanmacy would in turn update any new
orders or order changes on the next month's
MARs.

-The most current FL-2 the pharmacy had on file
for Resident #1 was dated 06/01/17.

Telephone interview with the Administrator on
08/21/17 at 12:43 p m. revealed:

-She received a medication list from Resident
#1's PCP on Friday {08/18/47) but it was not
signed by the PCP.

-She called the PCP's office again this moming to
get signed clarifieation of Resident #1's
medication orders.

-She had not received the signed documentation
back from the PCP,

No further documentation was received by the
exit of the survey on 08/22/17.

The facility failed to assure that Resident #1 wha
had a diagnosis of end stage renal disease with
hemodialysis 3 times a week received a
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phosphate binding medication as ordered and the
resident had high phosphorus levels on 08/10/17.
The facility failed to administer Tylencl for back
pain and Aspirin to prevent heart disease for
Resident #1 who had diagnoses of chronic pain
and essential hypertension. The failure of the
facility to administer medications as ordered was
defrimental to the health and safety of Resident
—#1 and censtitutes a Type B Vialation.

Review of the facility's plan of protection dated
0B/22/17 revealed:

-The facility will make sure that all medications
are administered carrectty as ordered.by currently
reviewing all medications and MARs for all
residents.

-The faciiily will coordinate with the pharmacy to
make sure alf time frames indicated on the
medication orders match what is writien on
MARSs.

-The facility will educate staff on time frames to
give medications as ordered by the doctors,

-All medication time frames on the MARs have
been corrected by the Administrator and staff with
direct correspandence with the pharmacy.

-The Administrator conducted an audit of the.
MARSs for all current residents and educated staff
on time frames for all current medications on the
MARS.

~The Administrator will check MARs monthly
when new MARs are printed by the phamacy
prior to the beginning of a new month.

-The Administrator will check the MARs monthly
to make sure all time frames indicated on the
MARs matches doctor's orders and to make sura
staff follows orders and administers medications
according to the time frame indicated,

-Fadaility staff will notify the Administrator of all
new medication orders pricr to transcribing them
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on the MARs to ensure the time frames of _1
administration are understood by staff.
-The Administrator will chserve staff monthly on
medication administration to monitor staff's
pattern on administering medications and time
frames.
CORRECTICN DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED OCTCBER 8,
2017,
C 350 10A NCAC 13G .1005 (a) Sell-Administration Of C 350 -~ [ i
Medications ?QCL‘I f/ Ws Cy L‘/Z(._.( 5
. . /1
10A NCAC 13G 1005 Saif-AdministrationOf ( (7}‘}(% (45 - U'/Z{ £’ f”}/‘-’ M
Medications ] r o
{a} The facility shall permit residents whe are ,L).(/ / rv f i {gs :u:’{t’, n /'
competent and physically able 1o seli-adminisier f e ' ' 3 % ‘/F

to seif-administer their medisations if the
following requirements are met:

(1) the self-administration is ortered by a
physician or other person legally authorized to
prescribe medications in North Carolina and
documented in the resident's recard; and

(2) specific instructions for administration of
prescription medications are printed on the
medication fabel.

{b) When there is a change in the resident's
mental or physical abiiity to self-administer or
resident non-compiiance with the physician's
orders or the facility's medication policies and
procedures, the facility shalk notify the physician.
A resident's right to refuse medications does not
imply the inability of the resident to
self-administer medications.
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This Rule is not met as evidenced by:

Based on cbservation, interview, and record
review, the facility failed to assure 1 of 2 residents
sampled (#1} who seif-adminisiered medications
had orders to self-administer a prescripton
medication and 3 over-the-counter medications
that were kept in the resident's room.

The findings are:

Review of Resident #1's current FL-2 dated
-G6/01417 revealed-the resident's diagnoses
included end stage renal disease with dialysis 3
times a week, recurring small bowel obstruction,
chronic constipation with overflow diarrhea, minor
neurc-cognitive deficits, anxiety, lower extremity
and wrist edema, cluster B personaiity disorder,
insomnia, generalized abdominal pain, allergic
rhinitis, essential hypertension, dry eyes, chronic
pain, Sjogren's syndreme, complicetion of
hemodialysis catheter pocket infected, and
alcoho] abuse.

Review of Resident #1's Resident Register
revealed the resident as admitted to the facility on
06/02/17.

Interview with Resident #1 on 08/16/17 at 5:25
p.m. reveated:

-She kept the Atrovent Nasal Spray in her room.
-She used 4 sprays in each nostril 3 times a day.
-She did not want to show the surveyor the
medications in her room.

-She kept Refresh Plus eye drops in her room
and she was supposed to use them 3 times a
day.

-5he could not specify how often she used the
Refraesh Pius eye drops,

i -She did not use Biotene mouthwash but she had
. some Biotene mouth spray in her room.
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it.

needed it.

some of her medications.

Resident #1_revealed:

Refresh Pius eve drops.

revealed:

affected eye(s) as needed

06r25/17.

-She used the Biotene mouth spray as needed
but she could not remember how often she used

-She kept some Tylenol 500mg tablets in her
room and took some every day.

-She needed to buy some more Tylenol because
she fook it 3 times a day for back pain when she

-She had been having trouble with her memory.
-She-could not recaliif her primary care provider
. (PCP} was aware she was self-administering

Review ot'a physician's order dated 06/07/17 for

a lubricant eye drop for dry eyes.)
-There was.no order to self-administer the

Review of Resident #1's June 2017 - August
2017 medication administration records (MARS)

-There was a handwritten entry for Refresh Plus
lubricant eye drops use as directed per
over-the-counter (OTC) instill 1 or 2 drops in the

-Refresh Plus was documented as administered
as a "pm" on 8 occasions from 06/14/17 -

-There was a computer printed entry for Refresh
Plus 0.5% eye drops use as directed per QTC _,{/
directions and there was handwritten
documentation for "pm" and “self-administer”,
-Refresh Plus was documented as administered
by staff on 8 nceasions from 07/01/17 - 07/23/17.

| -There was a computer printefmuth Spray 1 spray into mouth 3 imes a day as

(vm‘,

fal

-

needed: (Biotene mouth spray is used to manage
the symptoms of dry mauth.}

-There was na order to self-administer either
formulation of Biotene.

Review of Resident #1's August 2017 MAR
revealed there was no entry for Biotene
Mouthwash or Biotene Mouth Spray.

Review of a physician's order dated 07/25/17 for
Resident #1 revealed:

-There was an order for Atrovent 0.03% nasal
Spray, use 2 sprays in each nostrit 3 times a day.
{Atrovent nasal spray is used to treat runny nose
caused by allergies.)

~There was no order for the resident to
ecalf-adminictar tho Atravent noacs] smees
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per over-the-counter directions. (Refresh Plus is
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/]’U Conn [/) { 1wt rules
-Refresh Plus was documented as administered - An
on 2 oceasions, 08/07/17 (8:00 p.m.) and b M{ (A ,A a,\g,{ bbn/\e nES
08/11/17 {4:00 p.m.)
, 2 b U g ﬂ
Review of a physician's orders dated 0D8/05/17 for C]g h LL’(] 5 y v\ 5 ®y
Resident #1 revealed: . . ALy fonky
3 L2 . 7 [ g
-There was an order for Biotene Mouthwash use J(jkb v’\,vi 25 f'q/\‘ f / i]
di . (Bi -
as directed as need-ed for dry mouth. (Biotene 5 ” (/L a t e ¢
‘meuthwash is used-te manage the symptoms of 5 &L/\ l/ WAL ‘
dry mouth.) {2 Lo f k’
-There was an order for Biotene Moisturizing ; I id o ke
Mo T .
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N VoGl wi el ,/(/w.l'
administered at 8:00 a.m., 4:00 p.m., and 8:00 _
p.m. from 08/05/17 - 08/16/17. }’ﬁxt’i'/&- et U7¢C n~ eds i
Review of physician's orders dgted 07/07117, _ hﬁ s (/'V(/\p e [ﬂ’bwf\ C/C(/ )
07/14/17, and 08/05/17 for Resident #1 revealed:
-There was an order for Tylenol 650mg every 6 ’ 3 . i / f 2 .
hours as needed. (Tylenol is a pain reliever / CA/U‘ ’L j/ “ ! Tee £l (‘ C’/) ‘

-There was no order for Tylenol 500mg.

fever reducer.) ['ﬂ '\/ejlf[“/{]'/'s AUOAn ,l\:.LS

-There was no-order for the Tylenol to be { _/ d
self-administered. Sé(}?/ /( Wit k/ Lo 0% L4
Review of Resident #1's July 2017 and August (/LN( % 5 v d "/Z/M

2017 MARs revealed Tylenol. 325mg was not 4 P
included on either of the MARS. U‘J)’( (an bT {chﬂ
Interview with the Supervisor-in-Charge (SIC) on }9 @/{gfé'fﬁ ﬂﬂ e 5!5
08/16/17 at 6:00 p.m. revealed: )9 |
-She was aware Resident #1 had the Atrovent '/ I/\Ot, JE g LLC, f,\
nasal spray in her room. L G AL

-She kept the box witsy the prescription label in L

the medication room. ‘fiu/ Wi ll bt C{’:}ﬂ}/ [
-She thought she had told Resident #1's PCP that O ‘
the resident was self-administering the Atrovent ( PB e« rﬂ-(, Lol i /
nasal spray but she did not get an order fram the PAEL ~ % ;

PCP. ! . ' oo n~
-She also thought Resident #1 had some Bigtene CLGC(L’ /@S 1[ £ 2
Mouth spray in her room. i f o (f/\ St (65 dA
-The resident did not have any Biotene u’(,{;b\ \(égt(’ l/ I) & 5}
Mouthwash o her knowledge. %V

-The facility's policy required a physician's order [l [ ﬂ‘fc 5 C/L( ¢ C M
for a resident to self-administer medications. { ,{N (J wa b
-Resident #1 did not have an order to ]f)ﬁflf NNE.L 5 b d
self-administer any medications, L . ( grg 0N
-She was not aware Resident #1 was ?/\QJf §mf/ UV

self-administering any cther medications or that Ot M

the resident had other medications in her room. . e g/\ “l ’3 Cr 3 2

-She couid not explair why some of the ( ( o {
medications had seif-administers written beside M /Y 0 Lol ﬁ"w
i an:the-Mikes. tJ UJAM Gl
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Telephene interview with the Administrator on
08/16/17 at 6:20 p.m. revealed:

-The SIC usually transcribed orders onto the
MARs when the orders were received.

-She talked with the SIC tast week about not
letting Resident #1 keep madications in her room
and self-administer.

-She told the SIC they would have to get
setf-administration orders from the physician for
any resident fo self-administer.

-Resident #1 had memory issues and was not
capabrle of self-administering her medications.
-She found-Tylerol and a cough syrup in Resident
#1's room about 2-weeks ago.

-She removed the medications about 2 weeks
age and told the SIC to keep a check on Resident
#1's room for medications.

Review of an office visit report dated 08/11/17
faxed from Resident #1's PCP's office on
08/22/17 revealed:

-The resident was seen by the PCP on 08/11/17
for a follow-up to a hospital visit on 08/02/17 for
altered mental status.

-The resident had a history of anxiety,
-depression, end stage renal disease, and
hypertension.

-The resident was having difficuity with loss of
independence and was having anxiety,
depression, and insomnia.

-The resident had been taking Atrovent Nasal
Spray mora than prescribed (3 sprays) because
she felt it was not working well as prescribed.
-The medication fist included Tylenol 325mg 2
tabiets every 3 hours as needed for pain.
-There was no orders for the resident to
seff-administar any medications.

Telephane interview with a madical assistant for

C350
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Resident #1's PCP on OB/18/17 at 4:.05 p.m.
revealed the nurse and PCP were unavailable for
interview.
C 913 G.S. 131D-21(2) Declaration of Residents' Rights C 912

G.8. 131D-21 Declaration of Resident's Rights
Every residert shall have the following rights:
2. To receive care and services-which are
adequate, approprate, and in compliance with
relevant federal and state laws and rules and
regulations. ‘

This Rule is not met as evidenced by;

Based on observations, record reviews, and
interviews, the facility faited to assure every
resident had the right to receive care and
services which are adequate, appropriate, and in
compliance with rules and regulations as related
to medication orders and medication -
administration.

The findings are:

1. Based on observations, interviews, and record
reviews, the facility failed to assure clarification of
medication orders for 1 of 3 residents sampled
{(#1) including two medications used to conirol
phesphorus levels in dialysis / end stage renal
disease, two medications used to lower blood
pressure, an antipsychotic, a medication used to
treat rheumatoid arthritis, a topical medication for
pain and inflammation, two medications for
constipation, an antiarxiety medication, and
lubricant eye drops for dry eyes. [Refer to Tag
315 10A NCAC 13G .1002(a) Medication
Orders {Type B Violation).]
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2. Based on observations, interviews, and record
reviews, the facility failed to administer
medications as ordered for 1 of 3 residents
sampled (#1) including 2 medication for
controlling phosphorus levels in dialysis / end -
stage renal disease, a medication for prevention
of heart disease, a medication for mild to
moderate pain, an antacid / calcium supplement,
and a lubricant eye drop. [Refer to Tag C330 10A
NCAC 123G .1004{a} Medication Administration
{Type B Violaticn).)
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