SEHIOR LIVING

November 20, 2020

Diana Spalding RN, BSN

Licensure Consultant

Adult Care Licensure Section
Division of Health Service Regulation
2708 Mail Service Center

Raleigh, NC 27699-2708

RE: Follow Up Survey on October 28, 2020
Licensure #: HAL-060-087

Facility: Charlotte Square Assisted Living
County: Mecklenburg

Dear Ms. Spalding,

- the difference

Attached you will find the Plan of Correction for the statement of deficiencies cited during the
survey date October 28, 2020. If you have any questions, please feel free to reach out to me

directly at 704-544-4979.

Sincerely,

Alverita Peeples
Executive Director

CHARLOTTE SQUARE

5820 Carmel Road Charlette, NC 28226

t 704-544-4975

f T04-540-7883
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10A NCAC 13F .0902 Health Care

(b} The facility shall assure referral and follow-up
to meet the routine and acute health care needs
of residents.

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to notify a residents
physician to request a refill order for an
as-needed medication for 1 of 7 sampled
residents (Resident #4), resulting in Resident #4
experiencing increased anxisty for at least five
days.

The findings are:

Review of Resident #4's current FL-2 dated
04/10/20 revealed a diagnosis of syncope
episode.

Review of Rasident #4's signed physician's
orders revealed a signed physician's order dated
$9/11/20 for Clonazepam {a medication used to
treat anxiety) 1mg by mouth twice a day as
needed for anxisty.

Review of Resident #4's Progress Nates
| revealad:
-There was no decumeniation of staff notifying
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The Adult Care Licensure Section and the
Mecklenburg County Depariment of Social
Services conducted a follow-up and a complaint
' investigation survey onsite on 10/28/20 to
. 10/30/20 with a desk review survey on 11/02/20
and a telephone exit on 11/03/20.
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“This plan of correction is submitted as
required under State and Federal law. The
submission of this Plan of Correction does
not constitute an admission on the part of
Charlotte Square as to the accuracy of the
surveyors’ findings or the conclusions drawn
therefrom. Submission of this Plan of
Correction also does not constitute an
admission that the findings constitute a
deficiency or that the scope and severity
regarding the deficiency cited are correctly
applied. Any changes to the Community’s
policies and procedures should be
considered subsequent remedial measures as
that concept is employed in Rule 407 of the
Federal Rules of Evidence and any
corresponding state rules of civil procedure
and should be inadmissible in any
proceedings on that basis. The Community
submits this plan of correction with the
intention that it be inadmissible by any third
party in any civil or criminal action against
the Community or any employee, agent,
officer, director, attorney, or shareholder of
the Community or affiliated companies.”
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Reviewed and accepted by Diana Spalding RN,
BSN on 11/30/20.
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Resident #4's pharmacy requesting a refili for
Resident #4's Clonazepam 1mg batween
09/11/20 and 10/28/20.

-There was no decumentation of staff notifying
Resident #4's physician requesting a refill for
Resident #4's Clonazepam 1mg between
09/11/20 and 10/28/20.

Observation of Resident #4's medications on
10/28/20 at 10:55am revealed Clonazepam was
not an the medication cart.

Review of Resident #4's September 2020
Medication Administration Record (eMAR)
revealed:

-Thers was an entry for Clonazepam 1mg, to be
adminisiered twice a day as needed for anxiety
with no refills dated 09/11/20.

-Clonazepam 1mg was not documented as
administered on 08/28/20, and 02/30/20.

Review of Resident #4's Ociober 2620 eMAR
revealed:

-There was an eniry for Clonazepam 1mg, to be
administered twice a day as needed for anxiety
with no refills dated 08/11/20.

-Clonazepam 1mg was not documented as
administered on 10/25/20 - 10/31/20.

Review of Resident #4's Controlled Substance
Count Sheet revesled:

-A computer generated entry jor Clonazepam
1mg by meuth twice a day as needed for anxiety.
-On 09/11/20, a quaniity of 80 doses of
Clonazepam 1mg was doecumented as received
by facility.

-There were 60 out of 60 doses of Clonazepam
1mg documented as administered 09/12/20 -
10/24/20.

D 273 10A NCAC 13F (b) Health Care

Facility RN - Wellness Director will ensure
referral and follow-up to meet the routine and
acute health care needs of all residents. RN will
review and audit resident medications weekly to
ensure the physician is notified in advance of a
refill order. The order will be faxed to the
pharmacy to be filled and medication placed on
the cart upon receipt. Facility administrator will
audit refill log weekly.

Completion Date: 11-24-2020
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Interview with the facility's contracted pharmacist
on 11/02/20 at 8:30 am revealed:

-Resident #4 had an order dated 09/11/20 for
Clonazepam 1mg twice a day as needed for
anxiaty.

-The pharmacy dispensed a bubble pack of 60
tablets of Clonazepam 1mg on 9/11/20 io the
facility with no refills.

-Clanazepam 1mg required a new physician's
order for each refill.

-The facility was responsible for noitifying the
pharmacy when a residents as-needed
medication was running out in accordance with
the facility's medication administration policy.

-A resident being administered Clonazepam 1mg

; daily could experience withdrawal sympioms

inciuding increased anxiety and agitation i the
medication was stopped suddenly,

~The pharmacy did not have any documentation
of Resident #4's Clonazepam 1mg being
requested for refili by facility staff or Resident #4's
physician betwaen 09/11/20 and 10/22/20.

Review of the facility's Reordering Non-Routine
Medications policy revealed:

-All non-rouiine medications must be re-ordered
by the Community, the pharmacy wili not re-fill
non-cycle medications automatically,

-An inventory shouid be taken of all non-routine
medications on a weekly basis.

-Medications with less than a ten day supply ieft
at the time of the inventory should be reordered.
-An instruction for staff to complete a pharmacy
regrder form and/or by calling the pharmacy.

interview with Resident #4 on 11/02/20 at 3:55
pm revealed:

-Bhe felt anxious almost daily.

-She met with the physician ai the faciiity aimost
weekly due to her anxiety and pain.
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-The physician had ordered Clonazepam 1mg to
be administered by staff up to twice a day ¥ she
requested the medication to treat her anxisty,
-On 10/24/20, she raquested a dose of
Clonazepam 1mg in the evening and the
medication aide {(MA} said thers were no
additional deses of Clonazepam 1mg medication
available to be administered and the facility was

. waiting on the pharmacy to send a refill of the
¢ Clonazepam img medication.

-She requested a dose of Clonazepam 1mg and
requesied to know the staius of the pharmacy
sending a refill of the Clonazepam 1mg
medication daily, betweean 10/25/20 and 10/29/20
and the MAs said the medication was not in the
facility to be administered and they were awaiting
the Clonazepam 1mg te be delivered by the
pharmacy.

~-She met with the physician at the faciiity on
10/30/20 and he wrote 2 new refill order for
Clonazepam 1mg.

-The physician was not aware there was no
Clenazepam 1mg available for administration
after the last remaining dose had been
adgmimistered on 10/24/20.

-She had tried to remain calm from the evening of
10/24/20 until she could see the physician on
10/30/20 because she knew har Clonazepam
1mg medication was not available she had been
experiencing anxiousness daily between 10/25/20
and 10/29/20.

Interview with Resident #4's respensibiz party on
11/02/20 at 2:00pm revealad:
-Resident #4 suffered from generalized pain,

| anxiety, and other medical conditions.

-Resident #4 was very aware of the types of
medications she was prescribed, what the
medications were used for, and when she was to
be administered her medications.
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-Resident #4 had been prescribed Cionazepam
img twice per day as neaded for anxiety.

-On 10/29/20, Resident #4 disclosed she had
been asking for her Clonazepam 1mg since on or
about 10/25/20 but the facility had not received a
refilled the medication from the pharmacy.

-0n 10/28/20, she notified the physician's office
after-hours staff that Resident #4 was having
anxiety and the facility was unable o administer
Clonazepam Tmg because the medication was
not available.

~The facility was responsible for requesting refills
of most of Resident #4's medications, including
Clonazepam 1mg.

-She had net been notified by the Tacility,
pharmacy or physician in October 2020 reiated to
Resident #4's Clonazepam 1mg requiring a
medication refill.

Interview with Resident #4's physician's clinical
assistant on 11/02/20 at 10:21 am raveaied:
-Resident #4's physician was responsible for
prescribing Rasident #4's Clonazepam 1mg twice
& day as needed for anxiety.

-Resident #4's physician had written an ordaer on
00/11/20 for 60 tablets of Clonazepam 1mg ic be
administered twice a day as needed for anxiety

L with no refills.
| -Clonazepam 1mg required a new physician

order each time a refill was needed.

-Resident #4 had been evaiuaisd for unspecified
behaviors by the physician on 10/23/20.

-There was no documentation of Resident #4's
physician being notified betweean 08/11/20 and
10/30/20 by the facility requesting a refill for
Resident #4's Clonazepam 1mg.

. -There was documentation of Resideni #4's

responsible party notifying the physician's
after-hours stafl requesting a refiil for Resident

; #4's Clonazepam 1mg.

D273
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-Resident #4 was seen by the physician on
10/30/20C af the facility and a new refill order for
Clonazepam 1mg was sent to the pharmacy on

| 10/30/20.

interview with Resident #4's physician on
11/02/20 at 2:52pm revealed:

-Resident #4 had been prascribed Clonazepam
1mg twice & day as neaded to treat anxiety.
-The facility was responsible for monitoring the
remaining doses of Clonazepam 1mg for
Resident #4 and requesting a new physicians
order for Clonazepam 1mg medication refills,
-Resident £4 was seen at the facility on 10/23/20
and a reiill order for Resident #4's Clonazepam
1mg would have been written if staif had nofified
her or that Resident #4's Clonazepam 1mg only
had & few doses remaining.

-The physician was noi aware the last dose of
Resident #4's Clonazepam 1mg had been
administerad on 10/24/20 with no additional
doses available to be administered untit 10/30/20.
-The physician expected the facility to notify the
physician's office at least within 3-5 days of the
last dese of Clonazepam 1mg to request a refill of
the medication io prevent Resident #3's anxisty
{from becoming warse.

Interview with a MA on 11/02/20 at 10:40 am
revealed:

-ViAs were responsible for requesting medication
refills from the pharmacy through the facility's
system when the MA identified 10 doses of
medication remained on the medication cart.

-in addition to requesting medication refills

i through the facility's eMAR system, MAs were

| expecied to call the pharmacy to verify recsipt of
i the eMAR refill request.

| -MAs were not required to document contacting

| the pharmacy for each refill request.
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i -MAs were responsible for contacting the
! physician for a refill when the medication had 10
doses left.
-She did not notify the physician because she had
not administered Clonazepam 1mg in over 2
. weeks.
-Resident #4 had reguesied a doss of
Clonazepam 1mg on or abeout 10/26/20 through
. 10/29/20, but the |ast remaining dose of Resident
. #4's Clonazepam 1mg was administered on
10/24/20.
-Resident #4 had been requesting Clonazepam
1mg twice a day as naeded almost twice a day,
every day during October 20,
| -Clonazepam was considered a controlied
substance medication and reguired a new
physician's order for each refill request.
-She did not know if Resident #4's pharmacy had
i been notified of a request for refill of Clonazepam
1mg between 09/11/20 and 10/30/20.
-She did not know if Resident #4's physician had
been notitied of a request for refilt of Clonazepam
1mg between 09/11/20 and 10/30/20.

Interview with the facility Administrator on
11/02/20 at 10:00 am revealed:

-MAs were respansible for auditing residents’
medications at ieast waekly.

-MA's ware responsible for requesting medication
refills through the eMAR system whan
medications had 10 doses remaining.

-Resident #4's Clonazepam 1mg required &

! physician's order for each refill.

- -MAs were responsible for requesting a new
physician's order for Resident #4's Clonazepam
1mg by contacting the physician's office.

. -She was not aware if MAs had requestad a refill
 of Resident #4's Clonazepam 1mg in October

1 2020,

| -She was not aware the last dose of Resident
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! #4's Clonazepam 1mg had been documentad as
administered on 10/24/20. _
-She was not aware Resident #4's Clonazepam !
1rmg was not available for administration between
1012520 and 10/28/20.
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