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Initial Comments

The Adult Care Licensure Section conducted an
annual and follow-up survey on 10/10/19.

10A NCAC 13G .1003(d) Medication Labels

10A NCAC 13G .1003 Medication Labels

(d) Non-prescription medications shall have the
manufacturer's label with the expiration date
clearly visible, unless the container has been
labeled by a pharmacist or a dispensing
practitioner. Non-prescription medications in the
original manufacturer's container shall be labeled
with at least the resident's name and the name
shall not obstruct any of the information on the
container. Facility staff may label or write the
resident's name on the container.

This Rule is not met as evidenced by:

Based on observation, interviews and record
reviews, the facility failed to assure
non-prescription medications were labeled with
the resident's name for 1 of 3 residents (#1).

The findings are:

Review of Resident #1's current FL2 dated
08/28/19 revealed diagnoses included
Alzheimer's disease, hyperlipidemia, coronary
artery disease, and anxiety.

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

-There was an order dated 10/07/19 to apply a
thin layer of barrier cream (used to treat irritated
skin) to buttocks with each brief change and as
needed to buttock, sacrum, and excoriated areas.
-There was an order dated 10/07/19 to apply a
thin layer of antifungal cream as needed to groin
and under breasts for fungal rash.
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Observations of Resident #1's medications
available on the cart for administration on
10/10/19 at 1:25pm revealed there was no barrier
cream or antifungal cream available for the
resident.

Observation of Resident #1's room 10/10/19 at
1:33pm revealed:

-Resident #1 shared a bedroom and bathroom
with one other resident.

-Resident #1's bathroom consisted of two sinks in
her bathroom.

-Resident #1's side of the sink had (3) 40z.
containers of barrier cream that were on the
counter, they were not labeled with the resident's
name or instructions.

-There were (2) 40z. and (2) 20z. containers of
antifungal cream that were on the counter, they
were not labeled with the resident's name or
instructions.

Interview with the Resident Care Coordinator
(RCC)/medication aide (MA) on 10/10/19 at
1:29pm revealed:

-Resident #1's creams were placed on her side of
the bathroom counter.

-She placed Resident #1's creams on the counter
because it was more accessible.

-The barrier and antifungal creams were brought
into the facility by Hospice.

-She did not know the creams needed to be
labeled with the resident's name.

-She would be responsible for labeling Resident
#1's barrier and anti-fungal creams.

Interview with the pharmacist at the contracted
pharmacy on 10/10/19 at 2:19pm revealed:

-The pharmacy received an order dated 10/07/19
for Resident #1's barrier and antifungal cream.
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-The barrier and antifungal cream were not filled
by the pharmacy.

-Some of Resident #1's medications were not
filled by Hospice.

-Medications including creams were labeled with
the resident's name and instructions.

-The pharmacy could provide a label for
medications if needed to include the residents
name and instructions.

-No one from the facility called to request labels
for creams.

Interview with the Administrator on 10/10/19 at
3:05pm revealed:

-All medications were to be labeled with the
resident's name and instructions.

-The RCC was responsible for making sure all
medications included a label with the name of the
resident and instructions.

10A NCAC 13G .1004(j) Medication
Administration

10A NCAC 13G .1004 Medication Administration
(i) The resident's medication administration
record (MAR) shall be accurate and include the
following:

(1) resident's name;

(2) name of the medication or treatment order;
(3) strength and dosage or quantity of
medication administered;

(4) instructions for administering the medication
or treatment;

(5) 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
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omission, including refusals; and

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

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to assure the
medication administration records (MAR) were
accurate and complete for 1 of 3 sampled
residents (Resident #1) related a medication used
of pain and an anti-anxiety medication.

The findings are:

Review of Resident #1's current FL2 dated
08/28/19 revealed diagnoses included
Alzheimer's disease, hyperlipidemia, coronary
artery disease, and anxiety.

a. Review of Resident #1's current FL2 dated
08/28/19 revealed a medication order for
hydrocodone/acetaminophen 5/325mg (used to
treat pain) one tablet every 6 hours as needed.

Review of Resident #1's September 2019
electronic medication administration record
(eMAR) revealed:

-There was an entry for
hydrocodone/acetaminophen 5/325mg one tablet
every 6 hours to be administered as needed.
-The entry indicated the order was discontinued
on 09/23/19.

-Hydrocodone/acetaminophen 5/325mg was not
documented as administered from
09/01/19-09/30/19.

Review of Resident #1's record revealed there
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was no discontinue order or order change for
Resident #1's hydrocodone/acetaminophen
5/325mg.

Review of Resident #1's October 2019 eMAR
revealed there was no entry for hydrocodone
acetaminophen 5/325mg.

Observation of Resident #1's medications
available for administration on 10/10/19 at
1:25pm revealed hydrocodone/acetaminophen
5/325mg was available for administration.

Interview with the pharmacist at the contracted
pharmacy on 10/10/19 at 2:19pm revealed:
-The pharmacy received an order for
hydrocodone/acetaminophen 5/325mg on
03/27/19 for Resident #1.

-The order for hydrocodone/acetaminophen
5/325mg was valid for 6 months.

-The pharmacy had not received an updated
order therefore; the medication fell of eMAR.
-The pharmacy had not received a discontinue
order for hydrocodone/acetaminophen 5/325mg.
-The facility had not notified that the order was
not on the eMAR.

-He would contact the physician for an updated
order.

Interview with the Resident Care Coordinator
(RCC)/medication aide (MA) on 10/10/19 at
3:02pm revealed:

-Resident #1 had a current order for
hydrocodone/acetaminophen 5/325mg one tablet
every 6 hours as needed.

-She had not noticed the
hydrocodone/acetaminophen was not on the
eMAR.

-She was responsible for checking the eMARs at
the beginning of each month to ensure all
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medications were accurate and printed on the
eMAR.

-She was the new RCC and October 2019 was
her first month reviewing the eMARs for
accuracy.

Refer to interview with the Administrator on
10/10/19 at 3:05pm.

b. Review of Resident #1's current FL2 dated
08/28/19 revealed there was no medication order
for lorazepam 0.5mg (used to treat anxiety) one
tablet every 8 hours as needed.

Review of Resident #1's September 2019
electronic medication administration record
(eMAR) revealed:

-There was an entry for lorazepam 0.5mg one
tablet every 8 hours to be administered as
needed.

-The entry indicated the order was discontinued
on 09/02/19.

-Lorazepam 0.5mg was not documented as
administered from 09/01/19-09/30/19.

Review of Resident #1's record revealed there
was no discontinue order or order change for
Resident #1's lorazepam 0.5mg.

Review of Resident #1's October 2019 eMAR

revealed there was no entry for lorazepam 0.5mg.

Observation of Resident #1's medications
available for administration on 10/10/19 at
1:25pmg revealed lorazepam 0.5mg was
available for administration.

Interview with the pharmacist at the contracted
pharmacy on 10/10/19 at 2:19pm revealed:
-The pharmacy received an order for lorazepam
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0.5mg on 03/06/19 for Resident #1.

-The order for lorazepam 0.5mg was valid for 6
months.

-The pharmacy had not received an updated
order therefore; the medication fell of eMAR.
-The pharmacy had not received a discontinue
order for lorazepam 0.5mg.

-The facility had not notified that the order was
not on the eMAR.

-He would contact the physician for an updated
order.

Interview with the Resident Care Coordinator
(RCC)/medication aide (MA) on 10/10/19 at
3:02pm revealed:

-Resident #1 had a current order for lorazepam
0.5mg to be administered every 8 hours as
needed.

-She had not noticed the lorazepam 0.5mg was
not on the eMAR.

-She was responsible for checking the eMARs at
the beginning of each month to ensure all
medications were accurate and printed on the
eMAR.

-She was the new RCC and October 2019 was
her first month reviewing the eMARs for
accuracy.

Refer to interview with the Administrator on
10/10/19 at 3:05pm.

Interview with the Administrator on 10/10/19 at
3:05pm revealed:

-The RCC was responsible for reviewing the
eMARs monthly and ensuring all medications
were listed.

-He expected all scheduled and as needed
medications to be on the eMAR.

-The current RCC was new to her positions and
may have overlooked medications that were
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missing from the eMAR.
-The RCC was also responsible for checking the
medications available on the medication cart with
MAR to ensure no medications were missing
from the eMAR.
-The pharmacist who completed the
pharmaceutical review should also catch
medications missing from the eMAR and should
notify the RCC of any changes that needed to be
made.
C 353 10ANCAC 13G .1006(b) Medication Storage C 353

10A NCAC 13G .1006 Medication Storage

(b) All prescription and non-prescription
medications stored by the facility, including those
requiring refrigeration, shall be maintained in a
safe manner under locked security except when
under the immediate or direct physical
supervision of staff in charge of medication
administration.

This Rule is not met as evidenced by:

Based on observation and interviews, the facility
failed to assure all non-prescription medications
stored by the facility were maintained in a safe
manner under locked security except when under
the immediate or direct physical supervision of
staff in charge of medication administration.

The findings are:

Review of Resident #1's current FL2 dated
08/28/19 revealed diagnoses included
Alzheimer's disease, hyperlipidemia, coronary
artery disease and, and anxiety.

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

-There was an order dated 10/07/19 to apply a
thin layer of barrier cream (used to treat irritated
skin) to buttocks with each brief change and as
needed to buttock, sacrum, and excoriated areas.
-There was an order dated 10/07/19 to apply a
thin layer of antifungal cream as needed to groin
and under breasts for fungal rash.

Observations of Resident #1's medications
available on the cart for administration on
10/10/19 at 1:25pm revealed there was no barrier
cream or antifungal cream available for the
resident.

Observation of Resident #1's room 10/10/19 at
1:33pm revealed:

-Resident #1 shared a bedroom and bathroom
with one other resident who was diagnosed with
memory impairment.

-Resident #1's bathroom consisted of two sinks in
her bathroom.

-Resident #1's side of the sink had (3) 4oz.
containers of barrier cream and (2) 4o0z. and (2)
20z. containers of antifungal cream that were on
the counter.

-The barrier cream nor the antifungal cream were
maintained in a safe manner under locked
security.

Interview with the Resident Care Coordinator
(RCC)/medication aide (MA) on 10/10/19 at
1:29pm revealed:

-Resident #1's creams were placed on her side of
the bathroom counter.

-She placed Resident #1's creams on the counter
as it was more accessible during care.

-The barrier and antifungal creams were brought
into the facility by Hospice.

-Hospice staff used creams while in the building
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and it was accessible to them.

-She did not know the creams needed to be
stored in a safe manner and locked.

-She would be responsible for making sure
medications were stored safely and locked.

Interview with the Administrator on 10/10/19 at
3:05pm revealed:

-All medications were to be stored safely and
locked out of the reach of residents.

-The RCC and all supervisors-in-Charge (SICs)
were responsible for making sure all medications
were stored safely and locked.
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