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{D 000} Initial Comments {D 000} : )
Responses to the cited deficiencies do not
. constifute an agreeement of truth of the facts
The Adult Care Licensure Sectfon and the alleged or concluslons set forth in the statement
Mecklenburg County Department of Saclal of deficiencies ar corrective action report, the
Setvices conducted a follow-up survey Plan of Correction prepared solely as a matter of
08/11/18-06/13/19 compliance with state faws.
D362 10ANCAG 13F .1003(a) Medication Labels D 362 RCC or designee will complete weekly medication | 8/28/2019
cart audit In which medication labels will be revieweg
10ANCAC 13F ,1003 Madication Labels for aceurracy and completeness
- ~ |{a) Prescription legend niedigationsshall Ravea — 1 — T - s s 0 o B
legible label with the following Information: LLHPS provided in-service on 7/24/18 including 712412019
(1) the name of the rasident for whotn the medication administration, personal care and
medication is prescribed; supervisiqn, hgalthcare referral and follow up, and
(2) the most recent date of issuance; resident rights.
{3} the name of the prescriber;
{4) the name and eoncentration of the Medication of concern were discarded, with 71292018
medication, quantity dispensed, and prescription ;ﬁﬂfﬂﬁ‘;@fm medications abtained from the
gerlal number; .
{5) directions for use stated and not abbreviated;
{8) a statemaent of generic equivalency shall be ED to assist with monitoring of medication labels 7/29/2019
indicated if & brand other than the brand by addressing any concerns in stand up meetings
prescribed s disperised; to assure prompt corrections are made.
(7) the expiration date, unless dispensed in a
single unit or unit dose package that already has
an explration date;
{8) auxiliary statements as required of the
madication;
(9) the name, address, telephone number of the
dispensing pharmacy; and
{10} the name or Initlals of the dispensing
pharmaglgt.
This Rule 8 notmet as evidenced by:
Based on observations, Inferviews, and record
reviews, the facility failed to ensure 2 madication
bottles wers properly labeted for 1 of 6 residents
(Resident #2) observed during the morning
medication pass on 068/11/19 and 06/12/19,
The findings are: .
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Review of Rasldent #2's FL2 dated 06/23/1¢
revealed diagnoses Included Alzheimer's diseass,
vascular dementia, abnormal gait, restlessness
and agitation.

a. Review of Resident #2's current FL2 dated
06/23/19 revealsd:

There was an order for quetlapine 100mg, {used
-to breat rientalimdod cotditiong), one tablatBvery ~
evehing.

<There was an arder for quatiapine 50 mg, one
tablet In the morning and afternoon.

Review of a subsequent order dated 06/29/19
tevealad an order for guetlaplne 50mg ene tablet
twice daily.

Observation of Resident #2's medications
avallable for administration on 06/11/18 at
£:30am revealed:

~The medlcation aide (MA) prepared &
medlcations for administration to Resident #2.
-There was & medlcation bottle from a third-parly
pharmacy with a computer generated label
affixed to the bottle.

Resldent #1's name was on the labal with
“quetiapine 100mg".

~Theia was additional information on the
medication bottle in Spanish.

~The MA tamoved one quetiapine 100mg tablet
from the resident's medication hottle.

“The MA halved the qustiapine tablet with the pill
splitter.

“The MA dld net verify the diractions on the
madication labe! with the directions on the eMAR
entry before administering the quetiaplhe.

Review of Resident #2's May 2019 electronlc
madication adrministration record (eMAR) from

Divislon of Health Service Regulation
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05/24119 through 05/31/19 revealed:

~There was an entry for quetlapine 50mg ong
tablet to be administered at 8:00arm,
~Quetiapine §0mg was documented as
administered at 8:00am from 06/24/19 through
05/31/18,

Revlew of Resident #2's June 2019 eMAR from
08/01/19-06/12/19 revealed:

tablet in the morning to be administered at
8:00am.

~There was documentation guetiapine 50mg was
administered at 8:00am from 06/01/1€ through
08/12/19,

Ohbservation of madications available for
adminlstration for Resldent #2 on 06/11/18 at
&:40am revealsd:

-There was a medication bottle from a third-party
pharmacy with a computer generated label
affixed to the bottle,

-Rasident #1's name was on the abel with
“quetlaplhe 100mg”,

~There was additional Information on the
medication bottle In Spanish.

~There were no English direstions on the boltle. .
“Thirly tablets had heen dispensed on 06/02/19,
-Thete were 12 whole tableis remaining In the
bottle,

Refer to Interview with the MA on 08/11/19 at
8:5%am.

Refet to interview with the Director of Resident
Cato (DRC) on Q6/11/19 gt 2:48pm.

Refer to interview with the Adminlstrator on
06/1118 at 3:30pm.

o ~| “Therswag af entry for quatiaping 50mg one ~ ~

D352

Division of Health Servlce Ragulation
STATE FORM

639 K20412 If confinuation sheat 3 of 60



PRINTED: 07/19/2019

FORM APPROVED
_Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: A BOLHING: GOMPLETED
R
HALDBO126 B NG 06/13/12019
NAME OF PROVIDER OR SUPPLIER STREET ADDREES, CITY, STATE, ZIP CODE
4025 N SHARON AMITY DRIVE
‘THE PARC AT SHARON AMITY
CHARLOTTE, NG 28205
KD SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF GORREGTION (¥5)
PREF(X {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
Y REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
D 362| Continued From page 3 D 352

b, Revlew of Resident #2's FL2 dated 06/23/19
revealed thare was an order for valproic acld
240mg tablet, take twice a day before meals.

Obsetvation of Resident #2's medications
avallable for administration en 06/11/19 at
9:45am revealad:

~The MA prepared flve medications for
administration to Resldent #2.

— - —| -The MA removed one valprolc acld-tablet250mg R o T -
{uged for the treatment of manic eplsodes related
to bipolar disorders) from the resident's
medication bottle dispensed by a third-psuty
pharmacy.

~There was additional Information on the
medication botlle Ih Spanish,

-There were no English directions on the label as
to dispense the medication.

“The MA administered 4 whole fablets and one
half tablet to Resident #2,

<The MA did not verify the directiorts on the
madication [abel wilh the directions on the sMAR
entry before administering the valporlc acld,

Review of Resident #2's May 2019 eMAR fram
05/23/19 through 08/31/18 revealed:

-There was an entry for valproic acid 250mg to be
administered daily at 8:00am and 8:00pm.

-There was documentation valproic acld was
administered twice dally at 8:00am and 8,00pm
from 0623/19 through 06/31/19,

Review of Resident #2's June 2019 eMAR from
06/01/18 through 06/12/19 revealed:

~There was an entry for valprofc acid 260my to be
administerad dally at 8:00am and 8:00pm,

-There was documentation valprolc acld was
administered twice dally at 8:00am and 8:00pm
from 06/01/19 through 06/12/18,

Divislon of Mealth Service Regulation
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Obssrvation of Residant #2's medications
avallable for administration on 06/11/19 at
0:48am revesled;

~There was a medication bottle from a third-party
pharmacy with a computer generated label
affixed to the bottle.

-Resldent #1's name was on the label with
"yalproic acid 250mg",

~There was additlonal nformation on the
miadication bottlein Spanish. R
~Thera were no English diractions on the botile.
~Thirty tablets had been dispensed on 06/02/19,
~There wera 10 whols tablats remalning In the
battle.

Refar fo Intarview with the MA on 06/11/1¢ at
8:59am.

Refer to Interview with the Director of Resldent
Care (DRC) on 06/11/19 at 2:485pm,

Refer to interview with the Admlnistrator on
06/11/19 at 3:30pm.

Attempted roview of a copy of the cart audits for
May 2019 and June 2019 was not provided,

Interview with the MA on 08/11/19 at 9:59 am
revealed;

«Resident #2 was admitted to the facillly a few
weeks ago.

<There was a language barrier with Resident #2
and additionally he had advanced damentia.
-Thars was & [anguage barrier with the famlly,
-He was admitted wlth some medications from &
local pharmasy.

-The directions wers in Spanish.

-She did not speak Spanish and there was nota
{ranslator on staff,

-She administerad medlcations as they were
Divislon of Health Servica Reguiation
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writtan on the eMAR,

-She had not verified the orders on the aMAR
with the physiclan orders.

-8he knew best practice was to verify the
dlrastion o the medieation labe! with the
diractions on the eMAR entry,

Interview with the Director of Resldent Care
{DRC} on 06/11/19 at 2:45pm revealed:

-She had been randomly auditing the charts for -
acouracy of orders dus to problems with the
facllity's eMAR sofiware and the pharmacy.

«The MAs were tasked with performing cart audits
oh 6 resldents per shift Monday through
Wadnesday.

<They were to submit the completed cart audit
forms to the DRG for review by Thursday.

-The cart audit Included verifying the medication
labels, the order entrles on the eMAR and the
physiclan orders werg identlcal.

~Resident #2's cart audit should have been
completed by the MAs,

~She did not know the medications from a third
party pharmacy did not have directions in English.
“'he MAs should have brought this fo her
attentlon,

~The MAs wera supposed fo read the Information

on the eMAR and compare the medication name,
strength and directions from the medication lziel
for each medication prior to administering the
medicaticn, '

-Bhe was respanslble for reviewlng the
medication orders,

~The MAs should clarify any questians or
discrepancles between the order entry and the
madication label prior to administering
medications.

-There ware no Spanish translators on staff.

Interview with the Administrator on 06/11/18 at

THE PARG AT SHARON A
PARCA MY CHARLOTTE, NG 28205
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3:30pm revealed;

-t was the responsibliity of the DRC to oversee

the clinfcal aspects of the facllily.

-She did not know who checked Resident #2's

medications when he was admitted to the faclilty.

~The medication bottles should have the

appropriate instructions for administration on the

label,

-The MAs should be comparing the order enttles _

~{ on the eMAR witlT the diregtions anthe = = ~ .

rmedication packaging as best practice before

administering all mediceations.

-The MAs should have informed the DRC the

label on the medication botlle was in Spanish.

~There were no Spanish speaking staff members

at the facility.

{D368) 10A NGAG 13F .1004(a) Medication {D 358}

Adminlstration

10A NCAC 13F .1004 Medlcation Administration
{a} An adult care home shall assure that the
preparation and administration of madications,
prescription and non-prascription, and treatments
by staff are In accordance with:

(1) orders by a licensed prescribing practitioner
whilch are malntained In the resident's record; and
{2} rules In this Sectian ang the facllity's palicies
and procedures,

STATE FORM
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This Rule is nof met as svidenced by: Medication cart audit to occur weekly. Any concerns | 7/29/2019
TYPE B VIGLATION found will be addressed with resident provider.
Based on observations, interviews, and record Commurity management to complete Medication 7/29/2019
reviews, the Facliity failed to assure madications %JnTePg??cle review and address any concerns
were admlnistered as ordered for 2 of 7 tesidents ey
{Residents #5 and #6) cbserved during the ;
\ g Concerns noted will be discussed in stand up 7/29/2019
8:00am medlication pass on 08/11/18 and . meetings with corrective actions to oceur,
068/12/19 ragarding & medication to treat high
-~ | biood pressurs (Resident#5), and a transdermal - ) Medication Administration training provided by 7124119
patch Used fo traat dementia (Resldent #8), and 4 LHPS nurse on 7/24/2019 including medication
of 5 residents sampled including errors in administration, personal care and supervision,
medleations used te confrol elavated blood sugar ggﬁ[ttshcare refiereliend Tollow tps an reskdent
after meals, leg pain and symptoms of
gastroesophageal reflux disease (GERD) All orders are now received by RCC or desighee 7/29/2019

{Rasident #1), a medications to treat
Inflammation, GERD, mood conditions and
agitation (Resldsnt #2), a medication for
depression (Resldent #5) and a medication for
heartbum (Resldent #3).

The findings are:

The medication error rate was 13,8% (percent) as
evidencad by the cbservation of 4 errors out of 29
oppottunities during the 9:20am medication pass
on 06/11/1¢ and the 8:15am medication pass on
as/12/1e.

1. Review of Resident #8's FL2 dated 10/23/18
revealed:

-Dlagnoses Included Alzheimer dementia.
-There was an ordar for an exelan transdermal
patch 8.6mg every 24 hours(hr},

Cbservation of the morning medication
administration pass on 06/11/19 at 9:45am
revealed:

-The medleation alde (MA) preparad sight
medlcation tablets and one transdermal patch for

and are uploaded once orders have been entered
into processing system.
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CGontinued From page 8

adminlstration to Resident #8.

-The MA administered the elght tablets with four
ounces of water, spplled gloves and dated the
exelon 8.5mg/24hr transdermal patch,

~The MA remaved the previous patch from the
resident's mld back to the right of the spine and
applied the new exslon patch to the mid back to
the left of the spine.

-The previous patch was disposed In the trash
with the MAs gloves and water sup.

Qbaervation of Resldent #8's medications
available for administration on 068/11/19 at
10:10am revealed a box of exelon 9.6mg/24 hr
transdarmel patches to be adniinistered daily,
thirty patches dispensed on 04/23/19 with fiffeen
patches remaining ih the box.

Review of Resident #6's May 2019 eMAR from
05/01/19 through 05/31/19 revealed:

-There was an enliy for an exslon 9.6mg/24hr
transdermal patch, remove the old patch and
rotate sites, to ba administered daily at 1:00am.
-The exelon patch was documented ag not
administered 26 of 31 opportunities, from
0501719 through 06/31/19.

~The reason documented was the exelon patch
was administerad on first shift,

~Thera was ho documentation on the eMAR the
exelon patch was administerad on first shift,

Review of Resldent #6's record revealsd there
was no documentation the exelen patch was
administered at another time from 06/01/19
through 05/31/1%.

Review of Resldent #6's June 2019 eMAR from
06/01/19 through 06/11/18 revealed:

-There was an entry for ah exelon 9.5mg/24hr
transdermal patch, remove the old patch and

{D 368}
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rotate sites, scheduled for administration at
1:00am.

~The exalon transtermal patch was documented
as not administered at 1:00am from 06/01/18
through 06/05/19,

-The documented reason for not administering
the exalon patch at 1:00am was " dus to incorrect
order timeg",

~The exelon patch was dosumented as
administered dally at 8:00am from 06/06/19° ~
through 06/11/19.

Interview with the medication alds (MA) on
06111119 at 10:25am revealad:

-She did not know why there were 15 exelon
patches in the box dispensed on 04/23/19.

-She administered the exelon paich to Resident
#6 when she worked the medication cart,

-She knew the exelon patch was to be
administersd dally, after removing the old patch.

Telephone Interview with a pharmacist at the
facllity's contracted phatmacy onh 06/12/19 at
11:05am revealed:

<Exalon 9.8mgrhrwas an actlve order for
Resident #8.

-The original signed physlclan's order for the
exelon paich was dated 07/27/18 with 11 refills.
-The most recent fill hlstory for the exalon
patches, In quantities of 30, wers 4/23/18,
03111119, 01/21/19 and 11/26/18.

-The most racent signad physician's arder with 11
refills was dated 056/28/19.

«No further reflils for the exelon patch had besn
requested by the facllity since 04/23/19.

~The exslon patches were not dispensed with the
cycle fill medications every 28 days.

<The faclllty staff were responsible for ordering
the exalon patches when needed,

-Tha default time entered by the order entry staff

Divisien of Health Servica Roegulatlon
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at the pharmacy was 1:00am unless otherwise
Indicated on the physician's order,

~The facllity staff was responsible for changlng
the administration time basaed on thelr medication
administration schedule.

-Tha pharmacy medication profile for reskdents
did not interface with the facilities eMAR,

-The pharmagcy could not view the adminiatration
documentation by the facllity staff, _

Interview with the Director of Residant Care
{DRC) and the Administrator on 06/12/19 at
12:30pm revealed:

-She was responsible for revlewlng the eMARs
far correct times and medication ordera.

-She refied on the MAs to bring sMAR errors to
her attantion,

-She entered orders onto the eMAR after the MA
faxed a copy fo the pharmacy.

| ~Tha pharmacy default time for an order was

1:00am.

-8he did not know the exelen patch orders were
keyed in at 1:00am daily.

«&he did not know the MAs were not
administering the exelon patch to Resident £6.
-She did not know why this was not discovered
when the MAa did the cart audit,

Based on observatlons and interviews it was
determined Resident #8 was not interviewabls,

Attempted telephone Interview with a third shift
MA on 08/13/19 at 1:18pm was unsuccessful.

2. Revlew of Resident #5's current FL2 dated
10/19/18 revealad diagnoses included Alzhelmer
dementia, myocardlal infarction and dlaketes.

a. Review of Resident #5's FL2 dated 10/19/18
revealed there was an order for lisinoprll 10mg
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every day.

Obsarvation of the medication pass on 06/12/19
at 8:20am revealed.

-There were seven medications enclosad In &
multidose package.

~The madication alde (MA) placed the
medications Infe a medicine cup to administer {o
Resldent #5, i}

-The lisinopril tablet fell to the floor.

«The MA disposed of the llsinopril tablet.

«8he recorded the medloation as "Wasted" due to
falling on the floor.

-The remaining 8 medications were administerad
to Resldent #6.

~The MA did nat remove a second lisinopril tablst
from a new multidosing package to administar to
Resident #8,

Review of Resldent #8's June 2018 electronic
medication administration record (eMAR) from
08/01/19 through 06/12/19 revealed:

~There was an entry for lisinopril 10mg tablet to
be administered daily at 8:00am, from 06/01/18
through 08/12/18.

~There was documentation the lisinapril tablet
was administered daily at 8:00am from 06/01/19
through 06/12/19.

Observation of Resident #5'¢ madications
available for administration on 08/12/19 at
&:15arn revealed:

“There wara three additional multidose packages
of medications containing lisinopril 10mg.

“There ware no Individual blister packs of lslnoprll
10mg on the medication cart,

Interview with the MA on 06/12/19 at 8:30am
revealed:
-The correct procadure when a medication was
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dropped from a mutidosed package was to
dispose of the medlcation and document It as
I|Wastedll'

~3he did not remember who instructed her of this
process,

-She did not have any additlonal single bllster
pack lisinopril tablets to administer.

-She could not waste the other six medications
for one lisinopril tablet. ‘

-8he did not report this to her supervisor,

[nterview with the Director of Res!dent Care
(DRC} on 06/12/19 at 2:16pm revealed:

-The MAS should open the multidose package of
madicatlion to retrleve a dropped medication,
-They should call the pharmacy in the event they
have opened an additional multidose package of
medicafion and request the pharmacy staff send
& new multidose package.

~She had instructed the MAs fo follow this
process,

-"lt wais not acceptable to record & medication as
not administered because It had dropped to the
floor,"

Telephone Interview with a phamagist at the
facility's contracted pharmacy on on 06/12/19 at
14:05am revealed:

~Madications were sent to the facllity on a 28 day
cycle flil h multidose packaging,

-Insurance covered the cost for these
madications for the 28 days.

-Ifthe facility had need of additional medication
before the fil} date, & "Non Covered Form" must

. be submitted to the pharmacy billing department.

-A blister pack with the humber of tablets of
medlcation required until the next cycle fill date
would be sent to the facllity staff,

~The cost of the addltional pills would be
submltted to the Buslness Office Manager at the
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facility.

Interview with the Administrator on 06/13/18 at
2:30pm revealed:

~The DRC was the supetvisor of the MAs.

~The DRC provided the direction to the MAs
regarding policies and procedurss of medication
administration,

~The DRC coordinated with the pharmacy staff as
to thé process for refliling médications that have
beon wasted,

«She did not know the MA had not administered a
klood prassure medication because It had fallen
to the floor,

3. Review of Resident #1's FL2 dated 08/07/18
revealed diaghoses Included Alzhsimer dementia
and pancreatitls,

a. Review of Resident #1's FL2 dated 08/07/18
revaaled there was an order for omeprazols 20
tng dally in the moming.

Review of a subsequent physiclan's order dated
04/11/19 revealed:

~There was an order to discontinus omeprazole
20mg dafly.

—There was an arder to administer omeprazole
20mg twice a day at 8:00am and 8:00pm for the
diagnosis of gastroesophageat reflux disense
{GERD}.

Raview of Reslident #6's Aptil 2019 elecironic
medication administration racord (eMAR) fram
04/01/19 through 04/30/19 revealed:

~There was an eniry for omeprazole 20mg dally,
to be administered at 8:00am,

-There was documentation omeprazele was
administered once daily from 04/01/19 through
04£30/19,
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~There was no antry for omeprazole to be
adminlstered daily at 8:00pm frot 04/11/19
throtigh 04/30/19,

-There was no entry for omeptazole 20mg fo be
administeted twice daily.

Review of Resident #6's May 2019 eMAR from
ravealed: _
~There was an entry for omeprazols 20mg daily,
to be"admirilstered at 8:00am. 00T
“There was documenitation omeprazole was
administered onee daily at 8:00am from 05/01/19
through 06/31/18.

-There was no entry for omeprazole 20mg o be
administered dally at 8:00pm from 06/01/19
through 06/31/19,

~There was no antry for omeprazole 20mg to be
-administered twice daily.

Review of Resident #8's June eMAR from
08/01/19 through 08/11/12 revealed:

~There was an entry for omeprazole 20mg dally,
{0 be administered at 8:00am,

-There was dosumentation omeprazole was
administerad otee daily from 08/01/18 through
06/11/18,

“There was no entry for omeprazole 20mg to be
adrainistered daily at 8:00pm from 06/01/18
through 06/11/18. .

~Thera was no entry for omeprazole 20mg to be
administered twice daily.

Interview with the medication aide (MA) on
06/12M9 at 10:00am revealed:

JMAs were responsible for faxing the medication
orders to the pharmacy and then they were to
give the order to the Director of Resident Care
{BRG),

-Now orders recelved were sntered on the eMAR
by the DRC,
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-She administered medications as they appsared
on the eMAR te administer.

Interview with the DRC on 06/12/19 at 2:16pm
rovealed:

-She dld not know Resident #1's emeprazole
20mg was ordared twice a day as of 04/11/19.
-She had not finlshed auditing the resident's
gharts since she began her position as DRC.

Interview with the Administrator on 06/13/19 at
2:30pm revealed:

“The DRC was the supervisor of the MAs.

~The DRC provided the dlrection to the MAs
regarding policles and pracedures of medication
administration.

“The DRC sootdinated with the pharmacy staff as
regards order antry.

-She did not know Resldent #6 had not been
administered the evening dose of omeprazele
20mg as ordered by the physician on 04/11/19,
JJt was tha responsibliity of the DRC to ensure
orders were entered on the eMAR correcily,

b. Raview of the physician's order dated 0320419
ravealed an order for a lidocaine pateh o spply to
the right foot dally for pain.

Review of Resident ##1's April 2019 electrenic
medication adminlstration record (eMAR] from
04/01/19 through 04/30/19 revealed:

“Thete was an entry for 2 lidotaine patch, apply
ohe pateh to tha right foot dally, remove the old
patch, scheduled to be administered at 8:00am.
_There was dooumsntation the lidocaine patch
was administered dally at 8:00am, from 04/04/19
through 04/30/19.

Review of Resident #1's May 2019 eMAR from
05/01/19 through 05/31/19 revealed:
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~There was an entry for a lidocaine patch, apply
one patch to the right foot dally, remove the old
pateh, schaduled to be administered at 8:00am.
-There was documentation the lidocaine patch
was administered dally at 8:00am, froim 05/01/19
through 05/31/19.

Review of Resident#1's June 2019 eMAR from
06/01/19 through 06/11/19 revealed:

~There was-an entry for a lidocaine pateh, apply
one patch to the right foat dally, remove the old
patch.

~There was documentation the lidocaine paich
was administered daily at 8:00am, from 06/01/19
through 06/11/19.

Observation of Resident #1's medications
available for administration on 06712419 at
11:25am revealed there were no lidocaine
patohes on the medication cart or In the
madicaflon room for administration.

Interview with the MA on 06/12/19 at 11:30am
revealed: ’

-8he did not know Resldent #1 had foot pain.
~She did not know ha recelved lidocaine patches
for his right foot paln.

-She had hot adminlstered lidocaine patches to
Resldent #1.

-She had not seen any lidocaine patches on the
cart for Resident #1.

-She had not reporied to her supervisor there was
an order entty on the aMAR for idocaine patches
and none had been dispensed from the
pharmacy,

-She dld not call the pharmacy to clariiy the order
ar defermine why the patches were not
dispensed,

~There were a lot of etrors with the eMARS and
she thought this was an error.
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Tolephone Intarview with a pharmacist at the
faoility's contracted pharmacy on 06/12/19 at
11:05am revealed;

~The lidocaine pafch, apply ohe patch to the right
foot daily, remove the old patch, was an active
arder for Resident #8,

~The original signed physician's order for the
lidocalne pateh was 03/20/18,

-The lidocaine patches were not-sent with the- -
cycle fill medications every 28 days,

-The facility staff were responsible for ordering
the lidocaine patches whah needed.

-There had never heen g request from the facility
to dispense the lidocaine patches for Resident
#1,

-Tho lidocaine patches for Resident #1 wers
never dispensed to the faclllly,

Interview with Resldent #1 on 06/13/19 at
11:18am revealed:

-He had pain in his right leg and foot daily.

-He could not sleep at night at times due to the
pain,

-He had informed the staff and the primary care
physicltan.

~Ha had naver been administered & patch on his
right faot for paln.

Observation of Resldent #1's right foot on
06/13/19 at 11;19am revealed there was no
lidocaina patch applied to the area.

Interview with the primary care physician (PCP)

on 08/12M9 at 2:50pm revealed:
~She was not informed of recent eplsades of foat

pain.

-She did not know the Lidecaine pateh had never
been administered to Resident #1,

-Sha expacted the staff to administer the
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lidocalne patch as orclerad,

Interview with the responsible famlly member ot
06/13/19 at 8:46am revealed:

~The facility had baen responsibie for Resident
##1's medications.

~The medications were ordered through the
facility et their pharmacy. , - )
-He had not brought In any medications for | ' _ _ . - -
Resident #1.

~He did not know of any lidociane patch for foot
pain prescribed for Resldent #1.

c. Review of Rasident ##1's FL2 dated 08/07/18
revealed there was an order for sertrailne 50mg
one tablst daily.

There was & physician's order datad 01/18/19 for
sartraline 60mg, 3 taklets dally (150mg).

Review of Resident #1's subsequent physician's
order dated 04/11/19 revealed:

-There was an ordar ta discontinue all previous
sertraline orders,

~There was a physician order for sertraline 100mg
take 2 tablets (200mg) every morning,

Review of a sagond subsequent physiclan's order
for Resident#1 dated 04/23/19 for sertraline
150mg every moming at 8:00am.

Review of Resident #1's April 2013 eMAR from
04/01/18-04/30/19 revealed:

~Thore Was an entry for sertraline 50mg three
tablats to ba administered daily at 8:00am, from
04/01/19 through 04/30/19.

-Thare was documentation sertraline 150mg was
administarad dally, 27 of 30 opportunities, from
04/01/19 through 04/30/19.

«There was an entry for serfratine 100mg fwo
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{ablets to be administered dally at 8:00am from
04/10/19 through 04/30/19.

~There was documentation sertraline 200mg was
administered dally at 8:00am, 18 out of 20
opportunlties, from 04/10/19 through C4/30/19.
~There was no entry for sertraline 50 mg once
daily.

Review of Resident #1's May 2019 eMAR from
056/01/19-05/31/19 revealed:

~There was an shtry for sertraline 100mg two
tablets {200mg) to be administered daily at
8:00am from 06/01/19 through 05/31/19,

~There was documantation sertraline 200mg was
administered daily at 8:00am from 056/01/19
through 05/31/19,

~Thare was an entry for seriraline B0mg three
tablats (150mg) to be adiministerad dally at
8:00am, from 05/01/19 through 058/31/19,

~Thare was documentation sertrallne 150mg was
admin{stered daily at 8:00am from
05/01/18-05/31/19.

Review of Resident #1's June 2019 eMAR from
06/01719-06/11/19 revealed:

~There was an entty for seriraline 100mg two
tablots {200mg) o be administerad dally at
8:00am, from 08/01/19 through 086/11/19,

~There was documentation seriraling 200mg was
administered daily at 8:00am from 06/01/19
through 08/11/190.

-There was an entry for seriraline 50mg three
tablats (160mg) to be administerad dally at
8:00am from Q8/01/19 through 06/11/19.

<Thers was documentation sertraling 150mg was
administered daily at 8:00am from 08/01/19
threugh 06/11/19.

Obaservatlon of Resident #1's medications
avallabla for administration on 08/12/18 at

Division of Health Sarvice Regutation

§TATE FORM

gebo K20312

If continuatlon sheal 20 of 60



. PRINTED: 07/18/2018
, _ FORM APPROVED

Divislon of Health Service Regulation
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/GLIA (%2) MULTIPLE CONSTRUCGTION {X3) DATE SURVEY:
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: —— COMPLETED
B.WI R
HALGG0128 - WING 081312019
NAME OF PROVIDER OR SUPBLIER SYREET ADDRESS, GIY, STATE, ZIP CODE
4025 N SHARON AMITY DRIVE
THE PARG AT SHARON AMITY
GHARLOTTE, NG 20206
(X4} ID SUMMARY STATEMENT OF DEFIGIENCIES I PROVIDER'S PLAN OF CORREGTION 5)
PREFIX (EAGH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETE
TA® REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
{D 358} Continued From page 20 {D 358}
3:20pm revealed:

-Resident #1's medications were provided hy the
pharmacy In a multidose package.

-Sertraline 100mg two tablets (200mg) every
orning was In the multidose package.

~There were no settrallne 50mg three tablets
{180mg) on the medication cart.

Interview with the medication aide (MAyon _ . _
06/72/19 at 3:30pm revedled; N
-The sertraline tablets were included in the
multlidosing package sent with the manthly cycle
fill medications.

-8lnee the multi dose packaging had been
dispensed, she adminlstered all the medications
In the multi dose package to the residents.
~There were no additional blister packets of
sertraline tablets to administer to resident #1.

Interviaw with the DRC and Administrator on
06/12/18 at 1:40pm revealed:

-Sha expactad medicafion aides to adminlster
medications as ordered.

-Non-controllsd madications could be
discontinued from the eMAR system by the
pharmacy or faclllty management,

~Ghe did not know there were several orders far
seriraling on the eMAR for Resldent #1.

-She had been Identifying chronic errors with the
facility's eMAR system.

-She had sommunicated problems with the sMAR
system with the phatmacy and the facility's
reglonal support team,

d. Review of Resident #1's physiclan's order
dated 02/04/19 revealed there was an order for
Novolog 100units/m! inject 4 units three times a
day with meals, hold if the resident does not eat,

Review of a subsequent order from the physiclan
Divislon of Health Servica Regulation
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dated 05/098/19 discontinued the Novolog
100units/ml 4 units three mes a day with meals.

Review of Resldent #1's Aprll 20192 sMAR from
04/01/19 through 04/30/19 ravealed:

~Thers was an entry for Navolog 100units/m|
Inject 4 units with meals three times g day, hold if
the resident dees not eat, scheduled to be
administered at 8:00am, 12:00pm and 5§:00pm.
~There wag documentation Resldent #1 was
adminlsterad 4 units of Novolog with meals three
times a day administered at 8:00am, 12:60pm
and 5:00pm from Q4/01/19 through 04/22/19,
-There was no documentation Resident #1was
administerad Novolog 4 units with meals three
times a day at 8:00am, 12;00pm and 6:00pm
fram 04/23 through 04/30/18.

Review of Rasldent #1's May 2019 eMAR from
05/01/19 through 05/09/19 revealed there was no
entry on the sMAR for Novolog 4 units three
times a day with meals.

Observation of Resldent #1's medications
avallable for administration on 08/12/1¢ at
3:26pm revealed:

-There was a vial of Nevelog 100units/ml Insulin
dispansad by the pharmacy on 04/23/19 on the
medication catt,

~There was & handwiitten entry on the insulin vial
box with an opsned date of 04/26/19 and an
expiration date of 0%/26/19.

Intarview with the medleation alde (MA) on
06/42/19 at 10:00am revealed:

~Tha pharmacy staff ar the Director of Residant
Gare (DRG) could enter or discontinue ordera on
the eMAR.

~The pharmacy staff discantinued orders on the
aMAR when thay recelved a signed physician's
Divislon of Health Service Regulafion
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order to discontinus,
~The MAs could not ehter or discontinue orders
on the eMAR

~Bhe adminlstered madications as the order
appeared on the eMAR to adminlster,

-If there was no order for Insulin, she could not
administer it.

-She did not know the enfry for the Novolog
Insulin for Resident #1 was dropped from the
8MAR before the discontinue order was recsived

frotn the physiclan.
~"Wa have a lot of problems with orders dropping
off the eMARs,"

Interview with the DRC on 08/12/19 &t 12:30pm
revealed:

-She was responalble for entering medication
orders on the sMAR syatam.

-She entered orders onto the eMAR after the MA
faxed a copy fo the pharmacy.

-At times, there was a delay in wien orders were
recelved because the fax machine was In the
front of the building,

~MAs were supposed to place orders In her box
after they faxed them to the pharmacy,

-The staff did not follow the medication ordar
process as they have baen instructed,

~The MAs were assigned 3 tasldents per shift ta
audit their medications on the medication cart,
~Medicatlons on the cart wers to be reconciled
with the most current physiclan's order summary,
~The MAs were also responsible for ordeting
medications when needed and remaving explred
medications from the medication carts.

-She processed the order to discontinue Resident
#1's Novolog insulin when she received the order
In her box.

She had bean finding physician orders "all aver
the place.”

-There was no one assignad to review the
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eMARS for acouracy month to month,

Telephone Interview with the primary care
physician (PCP) on 06/12/19 at 2:60pm revealed:
-The facillty had contacted her to discontinue
Resident #1's Novolog insulin 4 unite before
meals, due to his fingerstick biood sugar {FSBS)
readings.

~8he reviewed Residant #1's FSBS on 05/09/19
and discontinued the scheduled Novolog insulin 4
units before each meal,

-She did not know Resident #1 had not been
administerad Novolog before mesls from
04/23719 through 06/08/19.

-She expected the faollity to cary out her orders
as directed,

Interview with the Administrator on 06/13/19 at
2:30pm revealed;

-She dld not know Resldent #1 had not been
adminlsterad Novolog Insulln 4 units bafore sach
meal from 04/23/19 through 05/08119.

~Some medicafion orders had been *falling off the
eMAR" racently.

~The regional IT depariment was in the process
of determining the reason for the eMAR
diserepancies,

-lt was the responsibility of the DRC 1o snsure
orders were entered on the eMAR correctly,

4. Review of Resident #2's FL.2 dated 05/23/19
revealsd dlagnoses included Alzhelmer's
Dlsease, vascular dementia, abnormal gait,
resifessness and agitation.

&. Review of Resldent#2's FL.2 dated 05/23/19
ravealed there was an order for prednlsona 20mg
(used to treat Inflammation) two tablets every
morning for three days, then one daily until
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Review of a subseguent arder dated 08/29/19
revesled a physician order to administer
prednisone 10mg cne tablet daily for four days
beginning 06/04/19, discontinue after four days,

Revlew of Resident #2's May 2019 electronic
Medication Administration Record (eMAR)
revealed;

~There was an eniry for prednisone 20mg twe
tablets daily with a start date of 05/24M9,
~Prednisone 20mg two tablets was documented
as administered 05/24/19-05/25/19, with a
discontinue date of 05/26/19,

~There was an entry for prednisone 20 mg one
tablet dally untlf finished with a start date of
05/26/19,

~Prednlsone 20mg one tablet dally was
documented ag administered 05/26/19-05/30/19,
with a discontinue date of 06/07/18.

Review of Resldent #2's June 2019 eMAR
revealed:

-Thare was an entry for prednisone 20mg one
tablet daily at 8:00am untll finlshed.
-Pradnisone 20mg was documented as
administered 06/01/19-06/07/19, with &
discontinue date of 06/07/19.

-There was ho antry for prednisone 10mg from
= 06/04/19-08/07H19 as ordered.

Observation of Resldent #2's available
medications on 06/11/19 at 3:33pm revealed:
-There was one botile of prednisone Smg tablets
remaining avallable for administration,

-The dispensead date on the bottle was 05/23/19.
-The quantity dispensed was 40 tablets.

Interview with & pharmacist from Resident #2's
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finlshed.
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contracted phatmacy on 06/13/18 at 9:15am
revealed:

~There were 40 tablais of prednlsone Smg
dispensed on 05/23/19.

~The pharmacy never received an order dated
05/28/18 for prednisone 10mg.

Interview with a pharmacist at the facllity's
contract phamacy on 06/12/19 at 11:07am
ravealed:

~The pharmagy did not receive the ordsr dated
05/29/19 for pradnisane 10mg.

- Resident #2 was listed as “profile only" in their
systemn and no medications had been dellvered.

interview with the madication aide (MA) on
06/12/19 at 10:00am revealod:

~8he administered Resident #2 prednisone 20mg
06/04/19-06/07/19.

-8he did not know Resident #2 had an order for
prednlsene 10mg beginning 08/04/19.

Interview with the Director Resident Care on
06/12/19 at 06/12/19 at 12:30pm revealed:

+She did not know why Resident #2's prednisone
10my order was not on the sMAR when it was
ardersad,

-Shg antered the order onto the MAR when she
found the order In her box,

Interview with the primary care provider (PCF) on
08/12/19 at 11:16am revealed:

-Resident #2 was [nitlally seen by her on
06/26/19.

-She did ot know why Resident #2 was initially
ardered prednisone,

~She wrota a new order for Rasident #2's
prednlsane on 06/29/19 because the end date on
tha FL2 was unclear,

~She wanted Resldent #2's prednisone o be
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decreased to 10mg before discontinuing the
madication,

~Pradnlsons would need to be gradually
decreased to pravent inflammation from
reoccurring,

Attemptsd interview with Resident #2's
Responsible Party (RP) on 06/11/19 at 3:26pm
was unsuccessful,

Refer to interview with the medication aide (MA)
on 06/12/19 at 10:00am,

Refer to Interview with the Director Resldent Care
(DRC) an 06/12/19 at 12:30pm.

Refer to Infarview with the Adminlstrator on
08/13/19 at 2:30pm,

h. Review of Resident #2's FL2 dated 05/23/19
revealed there was an order for omaprazole
20mg {(uaed to treat acld reflux) twice daily.

Review of a subsaguent order dated 05/20/19
revealed there was an order for omeprazole
20mg to be administerad once daily.

Review of Resldent #2's May 2018 sMAR
revealed:

~There was an entry for omeprazole 20mg twice
daily between meals,

~-Omeprazole 20mg was administerad twica daily
fram 05/29/19-06/31/19 at 10:00am and 3:00pm.
-Raesident #2 contihued to recslve omeprazole
20mg twice daily in error from 05/29/19-05/31/18,

Review of Resident#2's June 2019 eMAR
revealed:

~There was ah enfry for omeprazale 20 mg twice
daily betwsan meals from 05/24/19-06/07/19.
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~-Omeprazole 20mg was adminlstered twice daily
from 06/01/19-06/07/19 at 10:00am and 3:00pm.
-Resldent #2 continued to recelve omeprazole
twice daily in error from 08/01/07-06/07/19.
~There was an enfry for omeprazole 20mg once
dally beginning 08/08/19.

Obssrvation of Resldent #2's available
tnedlications on 06/11/19 at 3:33pm revealed
omeprazale 20mg was avallable for
administration.

Interview with Resident #2's contracted pharmacy
on 06/13/19 at 9:15am revealed:

-Sixly tablsts of omeprazole 20mg was deliverad
06/24/19.

-The pharmacy never recelved an order dated
05/29/19 for emeprazols 20mg once daily.

Interview with a pharmacist at the facllity's
contract pharmacy on 06/12/19 at 11:07am
rovealed: _
~The pharmacy hever received the order dated
05/26/18 for omeprazole once dally.

-Resident #2 was listed as "profile only" In their
system and no medleations had been deliverad,

Interview with the medication alde (MA) on
06/12/19 at 10:00am revealed:

-$he administered Resident #2 omeprazole 20mg
as it instruated on the eMAR.

~Bhe did not know Resident #£2 had an order for
omaprazole 20mg once dally beginning 05/29/19,

Interview with the DRC on 06/12/19 at 06/12/19 at
12:30pm revealed:

~She did nat know why Resident #2's omeprazole
20mg once daily order wag not enterad on fo the
eMAR untll 06/08/18.

~ "Sometimes the medication order process is not
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followsd like they are supposed fo®,

-She recelved the omeprazole order In her box
late and sntered it on the eMAR when she
recelvad the order,

Intetrview with fhe primary care provider (PCP) on
06/12/19 at 11:18am revealad:

-Resldent #2 was Initially seen by her on
05/28/19. .
«Resident #2 was ordered omeprazole for acid
raflux,

~8he wrote & new order for Resldent #2's
omeprazole 20mg on 05/28/19 because she felt
that the resldent did not need It twice dally.

-She wanted Resldent #2's omeprazale 20mg to
be decreased fo once dally.

-She expected the facllity to follow orders as
written,

Aftempted interview with Resident #2's
Responsible Party (RP) on 068/11/19 at 3:26pm
was unsuceessfil,

Refer fo intarview with the medication aide (MA)
onh 06/12/19 at 10:00am.

Refer fo Interview with the Director Resident Care
{DRC) on DB/12/19 at 12:30pm.

Refer te Interview with the Administrator on
06/13/19 at 2:30pm,

¢, Review of Resident #2's FL2 dated 06/23/19
revealed an order for quatiapine 100mg {(uasd to
treat mental/mood conditicns) one tablet avary
evening, and gustiaplne 50mg one tablet every
morning and every afternoon.

Review of a subseqtient order dated 05/29/19
revealed an order for guetiapine 50mg one tablet
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twice dally,
Review of Resident #2's May 2019 eMAR
revealed:
-There was an eniry for quetiapine 100mg one
tablet at 8:00pm.
-Quetiapine 100mg was administared at 8:00pm
from 05/30/19-06/31/19.
~Thars was an entry for quetiapine 50mg one ) i
fablet at 8:00am.

~Quetiapine 50mg wag administered at 8:00am
from 05/24/19-06/31/12.

~There was an eniry for quetiapine 50mg, the
frequency and time administerad was “other™.
~Quetiapine 50mg was administered with time
documented as "other” from 06/30/19-05/31/18.

Review of Resident's #2 Juné 2012 eMAR
revealed:

~Thare was an entry for quetlaplne 100mg one
tablet at 8:00pm.

~Quatiapine 100mg was adminlstered at 8:00pm
from 06/01/18-08/06(18.

<There was an entry for quetiapine 50mg one
tablet at 8:00am.

«Glustiaplna 50mg was administerad at 8:00am
from 06/01/12-06/07/19,

~There was an enfry for quetiapine 50mg, the
fraquency atid ime administered was "other",
~Quetiaplne 50mg was administered with time
documented as “other” from 06/01/18-06/04/9.

Obsetrvalion of Regident #2's avallable
medications on 06/11/19 at 3:33pm revealed:
~There wete 139 quefiapine 100mg plils available
for adminatration.

~Tha quetiaping 100mg boftle had a dispense
date of 06/02/19 with a total of 30 tablets
dispensed.
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Interview with a pharmacist at Resident #2's
coniracted pharmacy on 06/13/19 at 9:15am
revealed:

~The pharmacy had not recelved an order dated
05/29/19 for quetlapine 50mg twice daily.

-Qixty {ablets of quetlapine E0my were filled on
03/2119 and 04/29/19,

~Thirty tablets of quetiapine 100mg were filled on
06102119, )
Interview with & pharmadlst at the facllity's
cohtract pharmacy on 06/12/19 at 11:07am
revealed:

~The pharmacy received the order dated 05/29/19
for qusfiapine 50mg twice dally on 06/07/19,

- Resldent #2 was listad as "profile only" In their
aystem and no medications had been delivered.

interview with the medicatlon alde (MA) an
08/12/19 at 10:00am revealed:

-3he administered Resldent #2 quetiapine as it
instructed on the sMAR.

-8he did not know Resident #2 had an order for
guetlapine 50mg twice daily beginning 06/20/19
until it appeared on the sMAR 06/07/18.

Interview with the DRG on 06/12/19 at 12:30pm
revealed:

-Bhe did not know why Resident #2's qustlapine
50mg twice dally order was not entered on fo the
eMAR untll 0&8/07/18,

- "Sometimes the medicatlon orders process is
not fallowed like they are supposed to",

~She recslved the guetiapine order in her box late
and entered it on the sMAR whan she received it,

Interview with the primary care provider (PCP) on
06/12/19 at 11:16am revealed:

-Resident #2 waas Initially seen by her on
05/29/19,
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-Resldent #2 was ordered gquetiapine for
agitation.

~She changed Resident #2's quetiapine order to
50mg twice daily to address his behaviars,
-She expected the facllity to follow orders as
written,

Attempted Interview with Resident #2's
Responsible Party (RP) on 06/11/19 at 3:26pm
was unsuccessful. )

Rafer to Interview with the medication aids {MA)
on 06/12/19 at 10:00am,

Refer to interview with the Director Resident Care
(DRC) on 06/12/19 at 06/12/19 at 12:30pm.

Refarto Interview with the Adminlatrator on
068/13/19 at 2:30pm.

d. Revlew of Resldent #2's FL2 dated 06/23/19
tevealad an order for frazodone 80mg ona tab
three times daily as neaded.

Review of a subsequent physician's order dated
05/29(19 revealed an order for trazodone 560my
one tablet twice dally for anxdety, agitafion,
restlessness,

Review of Resldent #2's May 2019 eMAR
tevaaled:

-Thare was 110 entry for trazedone 50mg ohe
tablet twlce daily.

~Trazodone &0mg was not administered twlce
dally as ordered from 05/298/19-05/31/19.
«Resldent #2's trazodone 50my was dosumented
ag not administered 6 out of 6 doges from
05/29/19-05/31/19.

Ravlew of Resident #2's June 2018 eMAR
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revealed:

~There was an entry for trazodone 50mg one
tablet twice dally at 8:00am and 8;00pm
beginning 06/07/19.

~Trazodone 50mg was hot documented as
administered twica dally from 06/01/18-08/06/19,
~Resident #2's trazodone 50mg was documenied
as not administered 13 out of 22 doses from
06/01/19-08/11/19.

Observation of Resident #2's medications on
08/11/19 at 3:33pm revealsd trazodone 50mg
was avaitabla for administration,

Interview with Resident #2's contracted pharmacy
o 06/12/19 at 3:18am revealad:

-Sixty tablels of trazodone 80mg was dispensed
an 04/03/19 and 06/02/19.

~The pharmacy had not received the order dated
05129119 for trazodone 50mg twice daily,

Interview with a pharmacist at the facility's
cantract phartmacy on 068/12/19 at 11:07am
ravealed:

-The pharmacy received the order for trazadone
B0mg twice dally on 06/07/19,

- Resfdent #2 was listed as "profile only" in their
system and no medications had been dellvered.

Interview with the medication alde (MA) on
06/12/19 at 10:00am revesalsd:

-She administered Resident #2 irazodone 50my
as It inatrucfed on the eMAR.

-She did not know Resident #2 had an order for
trazodone 50mg fwice daily beginning 05/29/19.
~Resident #2 was sent out on 06/02/19 after
putiching & MAin the face.

Inferview with the DRC on 06/12/18 at 12:30pm
revealed:
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-She did not know why Resident #2's trazadone
50mg twice daily order was not entered on to the
eMAR until 06/07/19.

- "Sometimes the medication orders process Is
not foliowad like they are supposed ta®.

«She racelved the trazodone otder late and
enterad It on the eMAR when she recelved it",

Review of an incident report campletad for
Resident #2 on 06/02/19 revealad: i
-Resident #2 “struck a med tech in the face".
-Resident #2 was sent aut to the emergency
rootm for an evaluation.

-Resident #2 was sert back to the facility on
08/02/19 to follow-up with his PCP.

Interview with the primary care provider (PGP) on
06/12/19 at 11:16am ravealed:

-Resident #2 was initially sean by her on
05/28/19.

-Residsnt #2 was ordered trazodona for agitation,
anxiety, and restlessness.

-She wrote a new order for Resident #2's
trazodene order to assist with agltation and
restlossness.

-If trazodona BOmy wae administered as orderad
[t wauld address Resident #2's behavlors,

~She expected the fadllity to follow orders as
written,

Attempled Interview with Resident #2's
Responslble Party {RP} on 06/11/19 at 3:26pm
was unsuccessful.

Refar to Interview with the medlcation aide (MA)
on 06/12/19 at 10:00am,

Refer to interview with the Diractor Resident Care
{DRC}) on 06/12/19 at 06/1219 at 12:30pm.
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Refer to Interview with the Administraior on
06/13/19 at 2:30pm.

B, Review of Resident #5's FL2 dated 10/18/18
ravealad diagnoses included Alzhelmetr's dlssase,
psychosls, depresslon, and schizophrenia,

Review of a subsequant order dated 04/26/19
revealed there was an order for Remeron 15mg
{used to treat depression)} every night at bedtime.

Review of Rasldent #5's April 2018 eMAR
revealed:

~There was no entry for Remeron 15mg every
night at bedtime,

-Resldent #58 missaed 2 6f 2 doses of Remeron
15mg from 04/29-04/30/18.

Review of Resident #5's May 2019 sMAR
revealed:

«There was no enfry for Remaron 16mg every
night at bedfime.

-Resident #5 missed 31 out of 31 doses of
Remaron 18mg from 06/01/19-06/31/19.

Raview of Resldent #5's June 2019 eMAR
revealed:

~There was an entry for Remeron 15mg one
tablet to be administered at badtime.
“Mirtazapine 15mg was documehted as

‘administered from 08/04/19-06/11/19 at 8:00pm,

~Resident #5 missed 3 out of 11 doses from
Q6/04/16-08/11719.

Observatlon of Resldent #8's medications on
hand on 06/11#19 at 3:33pm revealed 14 tablets
of mirtazaplne 16mg was avallable for
administration and was dispensed on 05/29/19.

Interview with Resident #6's contracted pharmacy
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on 06/13/19 at 10.26am ravealad:

-The order for Remeron 15mg was raceivad on
04/29/19,

~The pharmacy dispensed 9 pllis of Remeron
18mg on 05/29/19,

At could not be dstermined why Remeron 15mg
was not dispensed until 06/29/19, if the order was
received on 04/29/19,

-The facllity was responsible for requesting
med]cations when needed from the pharmacy,”

Intarview with the medication aide {MA) on
0612119 at 10:00am revealed:

-She administerad Resident #5's mirtazapine
when it appeared on the eMAR.

-She dld not know Resident #5's mirtazapine was
supposed ta start on 04/29/19.

Interview wittt the DRC on 06/12/19 at 06/12/19 at
12:30pm revealed;

«She was responstble for entering medication
orders on the eMAR system.

«She sntered orders onte the eMAR when she
recelvad them after the MA faxad a copy fo the
pharmacy.

<There was a defay in when orders were recelved
hecause the fax machine was In the front of the
building.

-MAs were supposed to place orders in her box
aftar they faxed to the pharmacy,

- "Sometimes the medication orders process is
not foliowed ke they are suppossd 0",

-Sama ordders were found in med carts and in the
trash and she was not sure if this otder was
initlally misplaced,

~She entered medication orders ante the sMAR
when she recelved arder.

Interview with the primary care providet (PCF) oh
06/12/19 at 11:16am revealed:
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-Resldent #5 was orderad Remeron 16mg by the
mental health provider,

~8he expactad the facility to follow ordera as
written.

Intatview with the mental health physictan
assistant (PA) on 06/13/19 at 12;00pm revealed:
-He ordered Remeron 18mg for Resident #5 oh
04/29{19 to treat depresslon,

-He felt that Resident #5 really needed the
Remeron 15mg due fo her symptoms of
depression,

-If Resldent #6 did not receive Remeron as
orderad she could have Increased sadness,
depregsion, and trouble sleeping,

Altempfed Inferview with Resident #5's
Responsible Party (RP) on 06/13/19 at 12:38pm
was unsuccessful,

Based on Interview, record review, and
observafion, Rasldent #5 was not interviewable.

Refer to interview with the medication aide (MA)
on 06/12/19 at 10:00am,

Rafer to Intarview with the Director Resident Gare
(DRC}) on 08/12/9 at 12:30pm.

Refer to Interview with the Administrator on
06/13/19 at 2:30pm.,

7. Review of Resident #3's current Fl-2 dated
058/17/19 revesled diagnoses of demantia,
hypertenslon, hyperlipldemia, osteoparosls, gout,

Review of Resident #3's physician order's
revealed:

-There was an order dated 04/12/1¢ for sodium 3
bicarbonate 650mg tablet (used to treat ’
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heartburn) to be administerad thres times per day
for 14 days,

-A physiclen slgned medication clarification order
dated 05/15/19 for sodium bicarbonate 650mg
tablet to be administered three times per day.

Review of Resident #3's signed physician's
orders dated 05/22/19 revealed sodium

bloarbonate 660mg tablet was to be discontinued

on 05/22/19.

Review of Resident #3's April 2019 6MAR
tevealod sodium bicarhonate 660mg tablet to be
adminlstered three timeg per day for 14 days was
not listed on the eMAR.

Reviaw of Resident #3's May 2019 eMAR
revealed:

-An entry for sodlum bicarbonate 650mg teblat ta
be administerad thiee times per day was
documented as administerad ohe time on
05/20/19 at 8:00pm and three times a day on
05/21-05/31/19.

“There was a start date of 06/20/18 with an end
date of 08/02/19. '

Revlew of Resident #3's June 2019 sMAR
revealed:

~There was an sniry for sodium bicarbonate
650mg tablet to be adininisteted three times per
day was documented as administered one fime
oh 06/01/19 and thres times on 06/02/19.
~There was a start date of 05/20/19 with an end
date of 06/02/19.

Observation of Resldent #3's medicationa
available for administration on 06/12/19 revealed:
- There was a card for sadium bicarbonate
650mg tablets of 12 tables dispensed on 4/12/18
with 9 tablats remaining in the biister pack

(D 368}
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medication card.

-« Thers was a second card for sodium
bloarbonate 650mg tablets of 42 tablets
dispensed on 4/12/19 with 13 tablsts temalning In
the blister paclk madication card.

- There was a card for sodium bicarbonate
850mg tablets of 24 tablets dispensad on
06/16/19 with 22 tablsts rematning in the blister
pack medication card.

[ntervlew with Resldent #3's physician on
06/12f19 at 11:15am revealed:

-8he had ordered sodium blcarbonate 660mg
tablet to be administered thrae times per day for
Resident #3 on 04/12/19.

-She had ordered sodium bicarbonate 650mg
{ablst three times par day to Improve Resident
#3's kidney function.

-8he expected the facllity to start the sodium
blearhonate 650mg tablet three times per day as
soon as posslhle [h Aprll 2019.

-She submitied a medicatlon clarification ordar to
the faclity on 05/15/19 bacause she had identifisd
the medication had not been documented as
administered fram 04/12/18 o 05/15/18.

-She submitted a discontinue order for sadium
blearbonate 860mg tablet fo the facllity on
08/22{18,

-She expactad the facllity to discontinue sodium
bicarbonate 650mgy tablet on or about 05/23/18,
~She was not aware sodium blcarbonate 650mg
tablet three times per tay had been documented
as administered 06/23/19-05/31/19 and
06/01/19-06/02/18.

Interview with a representative at the facility's
contracted pharmacy ot 06/12/19 at 1:00pm
revealed:

-The phatmacy was responsible for filling all of
Resident #2's medloations.
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-The pharmacy had received an order for sodium
bicarbonate 650mg tablet to be administered
three times per day for 14 days on 04/12/19 with
an end date of 04/28/19,

«The pharmacy sent a blister pack medication
card to the faclity on 04/12/19 with 12 tablets of
sodium bicarbonate 850mg three times per day,
-The pharmacy sent a bllster pack madication
card to ths facilty on 04/12/19 with 42 tablets of
sodium bicarbonats 850mg three times per day.
-Sodlum bicarbonate 660mg three timss per day
was added hack to Resident #3's pharmacy
proflle on 056/16/19 at ths facllity's request,

-The pharmacy recelved a discontinue order for
sadium bicarbonate 650mg three times per day
on 05/22/19 and updated Resident #3's pharmacy
proflle accordingly.

~The eMAR shouid have reflected sodium
bicarbonate B50mg three timas per day was
discontinued on 4%/22/19,

~The sodium blcarbanate 850mg three times per
day should have automatically been removed
from the eMAR system on 05/22/118,

~The facllity was responslble for assuring
Resident #3's discontinued sodium bicarbonate
650mg medicafion was na longer administered,
~She did not imow why tha facility continued to
documant adminlsiration of sodium bicarbonate
850myg three times per day aftor 06/22/19 through
08/02/19.

-There was no documentation that Resident #3's
sodium bicarbonate 650mg had been returned to
the pharmacy,

Intetvlew with a medication aide on 06/12/19 at
12:20pm revealed:

~8he was responsible for administaring Resident
#8's meodications,

~Raesldent #3 had an order for sodium
bicarbonate 650mg to be adminlatered daily in

{D 368}
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May 2019,

-Bhe was respansible for documenting the
adminlstration of Resident #3's medications.
-3he was not aware Resldent #3's sodium
bicarbonate 650mg tablet to be adminlstersd
thres times dally was listed oh the June eMAR
when the medication had basnh discontinued on
05122119 by facillty staff,

-Resldent #3's medications ware only to be
adminlstered as ordered by Resident #3's
physician,

~Resldent #3's sodium bicarbonate 850mg three
fimes per day should have been removed from
the eMAR by the pharmacy or the Dlrsctor of
Resident Care (DRC),

-Medication aldes or the DRC were responsible
for removing discontinuad medicatfons from the
medication cart,

~She did not know why Resldent #3's sodium
bicarbonate 650mg was stiil in the medication
cart,

Interview with the DRC on 068/12/19 at 1:40pm
revealsd:

-She expected madication aides to administer
medications as ordarad,

-Bhe expected medieation aldes to only
adminlster medications listed on the eMAR that
had a valfid physician's order.

-5he was ot aware Resldent #3's sodium
blcarbonate 660mg tablet three times a day
continued {o be administered affer Resident #3'a
physlcian discontinued the medication on
05/22/19.

<Non-controlled medications could be
discontinued from the eMAR system hy the
pharmacy or fadllity management.

~Sha expected medication aides to remove
discontinued medications from the medication
cart immediately upon the medlcation being
Divislon of Haalth Service Regulation
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removed from the eMAR system.

-She had baen identifying chronic errors with the
facility's eMAR systern wheraby medications that
had been discontinued from the eMAR continusd
to re-populate randomly,

~-8he had communicated problems with the eMAR
system with the pharmacy and the facllity's
reglonal support team,

Based on observations, Interview, and record
review, Resident #3 was not interviewable,

Refer {o Interview with the medication alde (MA)
on 06/12/18 at 10:00am.

Refer to interview with the Direcfor Resldent Care
{DRC) on 08/12/19 at 12:30pm.

Refer to intsrview with the Administrator on
06/13/19 at 2:30pm.

Interview with the madication aide (MA) on
06/12/19 at 10:00am revealed:

-MAs were responsible for faxing the medication
orders to the pharmacy and then give the order to
the Dlrector of Rasldent Cara (DRC).

-New orders racelved were entered on the sMAR
by the DRG.

-She administared medications as they appeared
on the eMAR ta administer,

tntorview with the Direstor Resident Gare on
06112/19 at 06712419 at 12:30pm revesled:

-She was responsible for entering medication
orders Info the sMAR system,

-She entered orders onte the elMAR when she
received them,

<There was a delay in when she recelved orders
because the fax machine was In the front of the
Dlvislon of Health Service Regulation
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| -MAs were supposed fo place orders In her hox

after they faxed them to the pharmacy.

Interview with the Administrator on 06/13/'19 at
2;30pm revealad:
-Medications discontinued by the physician and

.| continued on the eMAR, medications with the

incorrect dosages administered to residents, and
medlsations ordered by physiclans and not
administered was a problem.

~The fax machine where orders were ressived
was In the receptionist front offlce,

~When the order was received in the DRC office,
the DRC wouldl follow the order process system,
-The MAs wera not following the order process
system-retrieving the orders from the front office
fax machine to the medication room, faxing to the
pharmacy and leaving a copy for the DRC,

~The facllity softwars {eam was working on
developing a software program for the facility
eMAR and the pharmasy computar to Interface.
~This would allow the pharmacy and the facllity
staff to seo both sides of the order enfry.

~She did not know of the medication errors on the
eMARs.

The facility failed to assure madications were
administered as ordered for 2 of 7 residents
aobsstved during the medication passes and 4 of
§ sampled residents for record review. This
failure resulted in Resideni #1 not helng
adminlistered Novolog insulin with meals, thres
times a day for 16 days, did ot receive a pain
patch prescribed on 03/20/18 and continued to
compialn of foot pain and missed 62 doses ofa
medication for gastro-esophagsal diseass
{GERD). Resldent #3 was administered 33
additional doses of sodium bicarbonate, This

{D358)
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failure was defrimental to the health, safety and
welfare of the residents and constitutes a Type B
violation,
Aplan of protsction wag requested from the
facility in accordance with &.8, 131D-34 on
06/12/19 for this violation.
CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JULY 28,
2019,
{D 367} 10A NCAC 13F .1004(j} Medication {pasT} Immediate medication administration audit 6/12/2018
Administraflon completed including accurracy of MAR to assure
appropriate medications was adminisiered at
. o correct time.,
10A NCAC 13F .1004 Madlcation Administration
() The resident's medication administration MAR audits will continue to occur during Medication
record (MAR} shall be acourate and Include the Cart audits ongoing.
followdng:
(1) resident's name; RCC will complete flling system to assure new | 7/29/2019
{2) name of the medlcation or treatment order; orders place will be followed through until correct
{3) strength and dosage or quantity of medication medicatlon administered Is recorded on eMar for
administersd:; administration.
{4) Instiuctions for administering the medication
of freatment; New orders will be reviewed weekly with RCC and| 7/25/2019
(5) reason or Justification for the administration of Eﬁr‘é’ci“s?ﬁa?&ﬁfgé'c ’L‘j‘rex'e":}t'["rg? fon%plgfe and
tmedications or treatments as needed (PRN) and ' v ne.
documenting the resulting effect on the resident;
{8) date and time of admInistration; LHPS nurse to provide continued Medication 712412019
{7) documentation of any omission of Administration in-services as needed for identified
concerns,
medications or treatments and the reason for the
omission, Including refusals; and,
(8) name or initials of the person administering
the medieation or treatment. If initials are used, &
sighature equivalent to those Inltals is fo be
documented and maintalned with the medication
adniinistration record (MAR).
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This Rule s not met as evidenced by,

Basad on observations, record reviews and
interviews, the Tacillty failed o assure the
elsctronic Medication Adminlstration Records
(6MARs) were accurate and complets for 4 of 6
sampled residents (Residents #1, #2, #3, and
#iG), s related to documentation of medlcations
used fo control elevated blood sugat after meals,
leg paln and symptoms of gastroesophageal
reflux disease (GERD) (Resldent #1),
medications to treat Inflammation, GERD, mood
condttions and agitation (Resldent #2), and
medications for depression (Residents #5 and
#3).

The findings are:

1. Review of Residant #1's FL.2 dated 08/07/18
revealed diagnoses included Alzhelmer's
dementla and panhcreatitis.

a. Review of Resldent #1's FL2 dated 08/07/18
revealad there was an order for omeprazole 20
my dally in the marning.

Review of a subsequent physician's order dated
44/11/19 revealed:

-Thare wag an order to discontinue omeprazole
20my dally,

~There was an order to administer omeprazole
twice g day at 8:00am and 8:00pm for the
diagnesis of gastro-ssophageal reflux disease
(GERD),

Roview of Resident #1's April 2018 eMAR from

Divislon of Health Serviea Regulation
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04/01/19 through 04/30/19 revealad:

~Thers was an anfry for ameprazole 20my daily,
to be administered at 8:00am.

~There was documentation omeprazele was
administered once dally from 04/01/19-04/30/19,
-There was no documsntation of omeprazole
20mg to be administered twice a day at 8:00am
and 8:00pm starting 04/11/19,

Review of Resldent #1's May eMAR from
06/01/19 through 05/31/19 revealed;

~Thete was an entry for cmeprazole 20mg dally,
1o be administered at 8:00am.

-There was documentation omaeprazole was
administerad once dally from 05/01/19-05/31/189,
-There was no documentation omaprazole was
administered twice a day at 8:00am and 8:00pm.

Review of Resident #1's June eMAR from
06/01/19 through 06/11/18 revealed:

-There was an entry for omeprazote 20mg dally,
to be administered at 8:00am.

~There was documentation omeprazole was
adminlstered once datly fror 06/01/12-06/11/14,
-There was no documentation ameprazole was
administered twice dally at 8:00am and 8:00pm.

Interview with the medication aide (MA) on
06/12/19 at 10:00am ravealed:

MAs were responsible for faxing the medication
ordets to the pharmacy and then dive the order to
the Director of Resident Care (DRC).

~New orders received were sntared on the eMAR
by the DRC,

-She administerad medications as they appsared
on the eMAR tfo administer.

Interview with the DRG on 06/12/19 at 2:156pm
revealed:
-She did not know Resldent #1's omeprazols
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20mg was ordered twice a day as of 04/11/19,
~She had not finished auditing the resident's
racords since she began her position as DRC.

Interview with the Administrator on 06/13/10 at
2:30pm ravealed:

“The DRC coordinated with the pharmacy staff as
ragards order entry.

~Sha did not know Resident #6 had not been
administered the evening doses of omeprazole
20mg as orderad by the physiclan on 04/11/18,
it was the responsibllity of the DRG (o ensurs
arders were entered on the eMAR correatly,

b. Revlew of the physician's order dated 03/20/18
revealed an order for a lidocalne patch to be
applied to the right foot daily for pain.

Review of Restdent #1's April 2019 eMAR from
14/01119 through 04/30/19 revealed;

~There weas an entry for a lidocaine patch, apply
ane patch to the right foot daily, removes the old
patch, schaduled far administration at 8:00am.
~Thare was documentation the lidocains patch
was administerad daily at 8:00am.

Review of Resident #1's May 2019 eMAR from
05/01/19 through 06/31/19 revealad!:

~There was an entry for a lidocaine patch, apply
one patets to the right foat daily, remove the old
patch schaduled for adminlstration at 8:0Cam..
-There was documentation the lidocalne patch
was administerad daily at 8:00am.

Review of Resident #1's June 2018 eMAR from
08/01/19 through 6/11/19 revealed:

~Thare was ab entry for a lidocaing patch apply
one pateh to the right foot daily, remove the old
patch schaduled for administration at 8:00am..
~Thate was documentation the lidocaine patch
Divislon of Haalth Sarvice Regulation
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was adminlstered daily at 8:00am.

Raview of Resident #1'3 record revealed there
was ho documentation the lidocalne patch had
been raquested to be filled by the pharmacy,

interview with the MA on 06/12/19 at 11:30am
revealed: |

-She did not know Resident #1 had foot pain,
-Stie did hot know he recsived lidocaine patches
for hia right foot pain.

-She had not administered lidocaine patches to
Resident ##1, '

-She had not seen any lidocaine patches on the
cart for Resldant #1.

-She had nof reported fo her supervisor there was
an order entry oh the eMAR for lidocaine patohas
and none had been dispensed from the
pharmacy.

-She did not call the pharmacy to clarify the ordar
or determine why the patches were ot
dispensed.

“There were a lat of errors with the sMARS and
she thought this was an arror,

-Sometimes ordets come up as not glven after a
medication pass and "you think you administered
it so you document as glven.

Interview with the pimary care physlcian (PCP)
on 08/12/18 at 2:50pm revesled:

-She was not infarmed of racant eplsodas of foot
pain.

-She did Hot know the Lidocaine patch had never
been administered to Resident #1.

-She expected the staff to administer the
lidocaine patch as otdered,

Interview with the DRC on 06/12/1%9 at 2:15pm
tevealed:
-She did not know Resldent #1's lidocaine patch
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to be administerad dally on his right foot had not
been dispensed since the order date of 03/20/18,
~Bhe did not know the lidocaine patch had not
been dispensed or administered since the MAs
were documenting the patch was administered,
~The MAs did not report the lldoclane patches
wete not available for administration with an
active arder, )

~She expected the MAs would inform the
pharmacy or the management that the lidocaine
patches wara not dispensed,

-She had not finished auditing the resldent's
eMARSs since she began her posltlon as DRC,

¢. Review of Resident #1's FL.2 dated 08/07/18
revealed there wag an order for sertraline 50mg
ohe tablet daily,

Review of a physician's order dated 04/08/18
revealed an order for sertraline 100mg daily.

Reviaw of g subsaquent physician's order dated
04/11/19 revealed:

~Thera was an order to discontinue all pravious
seriraline orders.

~There was a physician order for sertraline 100mg
take 2 tablets (200mg) svety moming.

Review of a sacond subsaquent physician's order
dated 04/23/19 for sertraline 160mg every
morning at 8:00am,

Review of Resident #1’s April 2018 eMAR from
04/01/19 through 04/30/19 revealed:

~There was an entry for settraling 50mg three
tablets to be administered dally at 8:00am.
~Thers was decumentation sertraline 150mg was
administered daily, 27 of 30 opportunities, fram
04/01/1@ through 04/30/19.

~There was an sntry for sertariine 100mg two
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tablets to be administered daily from 04/10/18
through 04/30/19.

~There waa documentation sertraline 200mg was
administered 19 out of 20 opportunities from
04110719 through 04/30718,

Review of Resldent #1's May 2019 eMAR from
05/01/1¢ through 06/31/12 revealed:

{ ~There was an onfry for sertrafine 100mg Wwo

tablets (200mg) to be administersd daily at
8:00am.

~There was documentatlon sertraline 200mg was
administered daily at 8:00am from 06/01/18
through 05/31/19.

~Thera was an entry for sertrallne $0mg three
tablots (180mg) to be administered dally at
8:00am.

~There was documentation serfraline 160mg was
administered daily at 8:00am from 05/01/18
through 06/31/19.

Review of Rasldent #1's June 2019 eMAR from
08/01/19 through 06/11/19 revealed:

~There was an entry for sertraline 100mg wo
tablats (200mg) to be adminlstered dally at
8:00am.

-Thers was documentatlon setfraline 200mg was
administered daily at 8;:00am from 06/01/18
through 08/41/18.

-There was an entry for sertraline 50mg three
tablets (150mg) to be administersd daily at
8:00am.

-There was documentation sertraline 150mg was
administered daily at 8:00am from 06/01/19
through G6/117/19.

{nterview with the medication alde (MA) on
08/12/19 at 3:30pm revealed:

-The serfraline tablets were Included in the
multidosing package sent with the monthly oycle
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fill medleations.

-Since the multidose packaging had been
dispensad, she administered all the medications
In the multi dose package to the residents.
~Thare ware no additional blister packets of
sertraline tablets to administer to Resldent #1.

Interviews with the DRC and Administrator on
06/12/18 at 1:40pm revealed: o
~She expected medication aldes to administer
inédications as orderad.

~Non-controlled madications could be
discontinued from the eMAR system by the
pharmecy or facllity management.

-She did not know there were several orders for
sertraline on the eMAR for Resldent #1,

-She had been Identifying chronic errors with the -

facility's aMAR system.

-She had communicated problems with the sMAR
system with the pharmacy and the facllity's
regional support team,

d. Review of Resident ##1's physiclan's order
dated 02/04/18 ravesled there was ah order for
Novolog 100units/ml inject 4 unfts thres times a
day with meals, hold If the resident does not eat,

Revlew of a subssduent ordar fram the physician
dated 05/09/19 to discontinue the Novolog
100unitsfml 4 units three times a day before
meals. ’

Review of Resident #1's Aptil 2019 sMAR from
04/01/19 through 04/30/19 revealed;

-Thara wag an entry for Novolog 100units/mi
Inject 4 units with meals thres times a day - hold i
the resldent doss not eat. )
-There was dooumentation Resident#1 received
4 units of Novolog with meals three times a day
from 04/01/19 through 04/22/19.
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~Thers was no documentation Resldent #1
racalved Novalog 4 units with meals three fimes a
day from 04/23/19 through 04/30/19.

Review of the May 2019 eMAR from 05/01/19
through 06/09/19 revealed thera was no enfry on
the eMAR for Novolog 4 units three times a day
with maals, to be adminlstered at B;00am,
12:00pin and 5:00pm,

Interview with the medication alde (MA}) on
06/12/19 at 10:00am revealed:

~The pharmagcy staff or the Diractor of Resident
Gare (DRC) could enter or discontinue orders on
the eMAR.

-The pharmacy staff discontinued orders on the
oMAR when they recelved a signed physlcian's
order to discontinue the medication.

~The MAs could not enfer ar discontinue orders
on the eMAR,

~She administered medications as the order
appeared o the sMAR to administer.

-If thers was no order for insulin, she ceuld not
administer [t,

-She did not know the entry for the Novalog
insulin for Resident #1 was dropped from the
eMAR before the discantinue order was recelved
from the physiclan,

~"Wa have a lot of problems with orders dropping
off the eMARs."

Interview with the DRC or 06/12/19 at 12:30pm
revealed:

-8he was responsible for entering medication
orders on the eMAR system.

~3he entered orders onto the eMAR wheh she
racelved them after the MA faxed a capy to the
pharmacy,

-At times, there was a delay when orders were
raceived bacatse the fax machine was in the
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front of the bullding,

-MAs were supposed to place orders in her hox
after they faxed them to the phermacy.

-The ataff did not follow the medication order
process ag thay have been Ihstructed.

-The MAs wers asslghed 3 residents per shift to
audit their medications on the medlcation cart.
«Medications on the cart were to be recanclied
with the most current physician's order summary,
~The MAs were also responsible for ordering
medications when needed and removing expired
medications from the medication carts,

-She processed the order to discontinue Rasident
#1's Novolog Insulln when she recalved the order
in her box.

-She had been finding physician orders “all over
the place.”

interview with the Administrater on 06/13/19 at
2:30pm revealed:

-She did not know Resident #1 had not been
administered Novolog Insulin 4 units before each
meal from 04/23/19 through 05/08/18,

-Sorme medication orders had heen "falllng off the
eMAR" recently,

-The reglonal (Informational technology) IT
department was in the process of determining the
reason for the eMAR discrepancies.

-It was the responsibiiity of the DRC fo ensure
orders were aentered on the eMAR correctly.

3. Review of Resident #2's FL2 dated 05/23/19
revealed:

-Review of Resldent ##2's FL2 dated 06/23/18
revealed diagnoses included Alzheimer's
Disease, vascular demsntia, abnormal gait,
restlessness and agitation

-There was an arder for quefiapine 100mg (usad
to treat mental/mood conditions} one tablet every
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gvening, and quetiapine 50mg one tablet evary
morning and svery afternoon.

Review of a subsequent order dated 06/2¢/19
revealed an order for quetiapine 50mg one tablet
twice dally.

Review of Resident #2's May 2019 oeMAR
revealed: '

-There was an enfry for quetiaping 80mg, the
frequency and time administered was "other".
~Quetiapine 50mg was administered with time
documented as "other" from 05/30/19-05/31/19.
«Jf could not be determined when the quetiapine
50mg dose was administered.

Revlew of Resldent's #2 June 2019 sMAR
revealad: )

~There was an enffy for guetlaping 50mg, the
frequency and fime adminlstered was "other",
-Quetiapine 50mg was administered with ima
documented as “other" from 06/01/19-06/04/19
ohce daily.

-It coutd not be determined when the quetiapine
BOmg dose was administered,

Interview with the medication alde (MA) on
06/12/19 at 10.00am revealed:

-The order had bsen discontinued but it did
provide a time and Ingtructions for administering.
~She did not know why the eMAR did not print out
time or instructions,

-She could not remembat what tima she
administered the quetlapine 50mg.

Interview with the Director of Resident Care
(DRC) on 08/12/19 at 12:30pm revealed:

~She was responsible for entering medication
orders on the eMAR syster,

-She did net khow why Resldent #2's quetiapine
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H0mg time and date were missing from the
eMAR,

~There was a "glitch" with the eMAR system.
-There was information MAS could view that she
could not view:;

~She did not know the time and frequency was
missing until the eMAR was pririted.

Refer to interview with tha Administrator on
06/13/19 at 2:30pm,

4, Review of Resident #5's FL2 dated 10/19/18
revealed;

-Diagneses includad Alzheimer's dissass,
psychosis, depression, and schizophrenia.
~There wae an arder for Levemlr insulln Inject 30
units twice daily.

Review of & subsequent order dated 03/27/19
revealed an order for 70 units Levemir Insulln at
badiime,

Revlew of g subsequant order for Resident #6
dated 05/04/19 ravesled an order for Levemir
insulin Inject 80 units at bedtime.

Raview of Resident #5's May 2019 sMAR
revealed

-Thare waa an entry for Levemir insulin inject 7¢
units at bedtime at 8:00pm.

-Lavemir 70 units was documeanted as
administered 11/31 opportunities from
05/01/19-05/31/18.

~Thers was an entry beginning 05/04/19 for
Levemlr inject 80 units bedtime at 8:00pm.
~Lavemlr 80 units was documented at
administered 26 out of 26 opportunities from
08/08/19-08/31/19.

Review of Resident #5's Jung 2019 aMAR

Divislon of Health Satvics Regulation

STATE FORM

a3 Ka0312

if continuation shast 65 of 60



Division of Health Service Regulation i
STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF GORRECTION IDENTIFICATION NUMBER:

PRINTED: 07/19/2019
FORM APPROVED

HAL060125

(%2} MULTIPLE CONSTRUCTION
A, BUILDING:

B, WING

{X3) DATE SURVEY
COMPLETED

R
06/13/2019

NAWIE OF PROVIDER OR SUPPLIER

STREET ADDRESS, GITY, STATE, ZIP GODE

4026 N SHARON AMITY DRIVE
CHARLOTTE, NC 28206

THE PARG AT SHARON AMITY

(X4 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATCRY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION
PREFIX . {EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

(48}

{D 367}

Continued From page 586

revealed:

~There was an entry for Levemir insulin inject 70
units at bediime at 8:00pm.

-Levemir 70 units was documented as
administered oh 06/01/19.

-There wag an enfry beginnlng 06/11/19 for
Levemir injact 80 units bedtime at 8:00pm,
~Levemir 80 units was documented at
administered 8 out of 11 apportunities from
06/01/19-06/11/19,

[ntarview with the medlcatlon alde (MA) on
08/13/19 at 12:30pm revealad:

-New orders recaived are entered on the eMAR
by the Director of Resident Care (BRC).

-8he did nof adminlster both orders, however
docsumented in both entries as administered "oy
mistake".

-She could not remember if she fold the DRC that
two different arders waere listed on the eMAR for
insulin for Resldent##5,

[nterview with the DRC on 08/12M19 at 06/12/19 at
12:30pm revealed:

-8he was responsible for entering medication
arders on the eMAR system.

-She did not know Resldent #5's the currant and
previous Levemlr order was placed oh the eMAR
for May and June 2019 untll she reviswed
Resident #6's otders and MAR.

Refer to intervlew with the Administrator an
06/13/19 at 2:30pm,

B. Review of Resldent #3'% current FL-2 dated
06/17M9 revealed:

-Diagnases of dementia, hypertension,
hypetlipldemia, osteoporosis, gout.

-There wag an order for sertraline 100mg {used
1o treat depression} tablst to be administered
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every night,

Review of Resident #3's sighed physlclan's
orders dated 05/01/18 revealad an order for
setiraline 100mg tablet to be administered daily,

Review of Resldent #3's May 2019 electronic
Madlcation Administration Record (eMAR)
ravesled:

-Sertraline 100mg tablet every day was
documented as administered an 05/01-06/12/18.
~8artraline 100mg tablet every day was
documented as not administerad dua ta Resldent
#3's hospltalization on 05/13-05/15/19.

~There was no decumentation that Sertraline
100mg was adminlstered from 05/16-05/31/19.

Review of Resident #3's June 2019 eMAR
revealed thars was no entry for Sertraline 100mg
daily.

Interview with a medication alde on 06/12/19 at
12:20pm revealed:

-Resident #3 had an order for sertraline 100mg to
be administerad daily.

-She was responslble for documenting
administration of Resident #3's medications,
-She did hot know Resident #3's sertraline 100mg
tablet to be administered daily was not listed on
the June eMAR,

-She did not know why Resident #3's sertraline
100mg was not listed on the June 2019 sMAR,
~The eMAR system uaed by the facllity frequently
had medication administration racording errors,
such as duplicate medicatlons listed, medications
that did not show up, and medications with
incorrect dosage or adminlstration directlons.

Interview with the Director of Resident Care
(DRC) on 061219 at 1:40pm revealed:
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~8he expected medication aldes to document
evety medicafion administered to a resident.

-8he was not aware Resldent #3's sertraline
100mg tablet every day was not listed on the
June eMAR. ’

-She expscted medication aldes to communicate
to the DRC f a medication Is available for
administration but hot listed on the eMAR to
clarlfy If the medication should be administered or
removaed from the medication cart.

-She had been Identlfying chronle errors with the
facility's eMAR system whareby medications wera
listed In duplicate, did not show up, changed
dosage information, or administration directions.
-She had been communicating with the
pharmacy, physician, and facility reglonal support
staff to resolve eMAR issues,

Refer to Interview with the Administrator on
06/13/19 at 2:30pm.

Interview with the Administrator on 06/13/19 at
2:30pm revealed:

~The fax machine where crders were received
was in the receptionist iront office.

-There was a second fax machine ordered for the
Director of Resident Care's offlce (DRC),
-Medleation orders and physiclan transmissions
would go directly to the DRC office.

“When the order was received in the DRC offics,
the DRC wauld follow the order process systam.
~The MAs were not following the order process
system-retileving the orders from the front office
FAX maghine fo the medication room, faxing to
the pharmagy and leaving a copy for the DRG,
~She did not know of the Inaccuracy of the
sMARs.
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G.8, 131D-21 Declaration of Residents' Rights
Every resident shall have the following rights: All staff to review and sign Declaration of Resident| 7/30/2019

2. To receive care and services which ara Rights.
adequats, appropriate, and in compllance with
relavant fedeéral and state laws and rules and ED to continue to monitor Resident Rights and 7/30/2019

requlations, satisfaction

This Rule Is not met as evidencad by:

Based on observations, interviews and racord
reviews, the facility failed to assura residents
recelved care and services which are adequate,
approptiate, and In compliance with ralevant
federal and state laws and rules related fo
administering medication as ordered by a
physlcian.

The findings are:

Based on observations, Interviews, and record
raviews, the facllity failed to assure medications
were administered as ordered for 2 of 7 residents
(Resldents #5 and #6) observed during the
8:00am medication pass on 06/11/19 and
06/12/10 regarding a medication {o treat high
blood pressure (Resident #5), and & transdermal
pateh used to freat dementia (Resident #8), and 4
of 5 residents sampled Including errors in
medications used to control elevated blood sugar
sfter meals, leg pain and symptoms of
gastroesophageal reflux digease (GERD)
(Resident #1), a medications to treat
Inftammation, GERD, mood conditions and
agitation (Resldent #2), a medication for
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depresslon (Resident #5) and a medication for
heattburn (Resident #3). [Refar to Tag D368 10A
NCAC 13F .1004(a) Medication Adminlstration
{Type B Vialation)].
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