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€ 000 Initial Comments

- The Adult Care Licensure Section conducted an
' annual survey on May 3, 2019.

C 147 10ANCAC 13G .0406(3)(7) Other Staff
| Qualifications

| T0ANCAC 13G .0406 Other Staff Qualifications
; (a) Each staff person of a family care home

| shall:

'7) have a criminal background check in

| accordance with G.S, 114-18.10 and G.S.

' 131D-40;

| This Rule is not met as evidenced by:

' Based on observations, record reviews and

| interviews, the facility failed to assure 1 of 3

+ sampled staff (Staff C) completed a criminal
background check upon hire,
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{4) instructions for administering the medication
or treatment;
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' did laundry or whatever the Administrator asked | b " Yo fTe x ::chﬁ ¢ Thal e o
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| Interview with the Administrator on 05/03/19 at D e
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| (8) reason or justification for the administration of
medications or treatments as needed (PRN) and
. documenting the resulting effect on the resident:
{6) date and time of administration;

' (7) documentation of any omission of
medications or treatments and the reason for the
omission, including refusals: and

(8) name or initials of the person administering
the medication or treatment. If initials are used, a
signature equivalent to thase initials is to be
documented and maintained with the medication
administration record {MAR),

This Rule is not met as evidenced by:

Based on observations, recard reviews, and
interviews, the facility failed to assure the
medication administration records {(MARS)
were accurate and complete for 1 of 3 sampled
residents (#1) with orders for an anti-diabetic
medication.

The findings are:

11/28/18 revealed: C)""')LR“L
-Diagnoses included type Il diabetes mallitus, G
acute kidney injury, and hypertension.
-There was a medication order for metformin 850

- mg (used to treat diabetes) twice daily.

Review of Resident #1's current FL.2 dated @)‘t\ 3 ;t-\ém @'

|
| Review of Resident #1's January 2019 !
handwritten medication administration records ‘

' (MARs) revealed: \
f

|

!

-There was an entry for metformin 850 mg twice
' daily, scheduled at 8:00 am and 5:00 pm.

' -There was documentation of administration

| indicated by the Administrators initiafs from

| 01/61/19 to 01/31/19 at 8:00 am and 5:00 pm,
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2019, April 2018, and May 2019 MARs revealed
there were no entries for metformin 850 mg twice
daily.

Observation of Resldent #1's medication on hand
on 05/03/19 at 2:00 pm revealed there was one
large bottle of metformin 850 mg and there were
over 35 tablets available for administration.

Interview with Resident #1 on 05/03/19 at 1:59

pm revealed;

-He was still taking medication to treat his

diabetes and his A1C (a hemoglobin A1C tests

the level of glucose in the blood over two to three
| months) was good.

-He last took the metformin this moming and it

was a big white pill.

Attempted telephone interview with Resident #1's
physician's office on 05/03/19 at 1:03 pm was
unsuccessful.

Telephone interview with the contracted
pharmacy on 05/03/19 at 12:50 pm revealed:
-Metformin 850 mg was last dispensed on
02/25/18 for an amount of 180 tablets, a 90 day

| suppiy.

| -Medication refills for the facility were done when

! the Administrator called and requested refiils for
residents.
-The pharmacy did not use FL-2s for orders; only
prescriptions were used.
-The pharmacy did not prepare the MARSs for the
facility.

Interview with the Administrator on 05/03/19 at
1:46 pm revealed:

-She was responsible for medication orders and
preparing the residents' MARSs.

-She took residents and attended the residents’
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