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| The Adult Care Licensure Section and the i
i Mecklenburg County Depariment of Social
i Sarvices conducted a follow-up and a complaint
¢ invesfigafion survey onsite on 10/28/20 to
o 10,3020 with & desk review survay on 11/02/20
and a telephone axit on 11/03/20.
D 273 10A NCAC 13F .0902(b) Health Care 0273

104 MCAC 13F 0902 Health Care
(b} The facility shall assure referral and follow-up

to mest the routine and acute health care nesds
of residents.

This Rule Is not mat as evidenced by

Baszed on observations, interviews, and record
reviews, the facility failed to notify a residents
physician to request a refill order for an
as-needed meadication for 1 of 7 sampled

i residents (Resident #4), resulting in Residant #4
| experiencing increased anxlaty for at least five
days,

The findings are:

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

Review of Resident #4's signed physician's
orders revealed a signed physician's order dated
0911720 for Clanzzepam (2 medicafion used fo
traat anxiety) 1mg by mouth twice a day as
neadad for anxiety.

| Review of Resident #4°s Progress Nates
| revealed;
-Thers was no documentation of staff notifying

“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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Fesidaent #4's pharmacy requesting a rafill for
Resident #4's Clonazepam 1mg batwsasn
08/11/20 and 10/28/20.

-There was no documentation of staff notifying
Resident #4's physician reguesting a refili for
Resident #4's Clonazepam 1mg betwesan
09/11/20 and 10/28/20,

Observation of Resident #4's medications an
TOf28/20 at 10:55am revealed Clonazepam was
not on the medication cart.

: Review of Resident #4's Septamber 2020

Medication Administration Record (aMAR)
revealad:

-There was an entry for Clonazepam 1mg, to be
administerad twice a day as needed for anxiaty
with no refills dated 05M11/20.

-Clonazepam 1mg was not documented as
administersd on 09/29/20, and 02/30/20.

i Review of Resident #4's October 2020 eMAR

ravealed:
-There was an enfry for Clonazepam 1mg, to be

i administerad twice a day as needed for anxisty
i with ne 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 revealad:

-A computer generated entry for Clonazepam
irng by mouth twice a day as needed for anxiety.

| =On 0811420, a quantity of 60 dosas of

Clonazepam 1mg was documentad as recaived
by facility.

-There were B0 out of 60 doses of Clonazzpam
1mg documented as administered 09/12/20 -
10024420,

273 10A NCAC 13F (b) Health Care

Facility BN — 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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Infarview with the facility's contracied pharmacist
| an 11/02/20 at 9:30 am revealed:
| -Resident #4 had an order dated 09/11/20 for
Clonazeparm 1mg fwice a day as needad for
anxiety.
-The pharmacy dispensed a bubble pack of 80
tablats of Clonazepam 1mg on 8/ 11/20 to the
facility with no refills,
-Clonzzepam 1mg required a new physician's
order for sach refill,
-The facility was responsibie for notifying tha
pharmacy when & residents as-neaded
medication was running out in accordance with
the facility's medication administration policy,
-A resident being administerad Clonazapam 1mg
| daily could exparience withdrawal symptoms
including increased anxiety and agitation if the
meadication was siopped suddanly.
~The pharmacy did not have any documentation
of Resident #4's Clonazepam 1mg being
raquested for rafill by facility staff or Residant #4's
physician between 0H11/20 and 10/29/20.

Review of the facility's Reordering Non-Routing
Medications policy revaalad:

=All non-roufing medications must be re-ordered
by the Community, the pharmacy will not re-fill
non-cycle medications automatically.

| =An inventory shoutd be taken of all non-routine
| medications on a weskly basis,

-Medications with lzss than a tan day supply left
at the time of the inventony should ba recrdered.
=-&n insfruction for stafi to complets 2 pharmacy
I raorder form andfor by calling the pharmacy.

pm revesled:

-She felt anxious almost dally.

-Bhe met with the physician ai the faciily aimost
| wesakly due to her anxiety and pain,

i interview with Resident 4 on 11/02/20 at 3:55
i
|
|
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-The physician had ordared Clonazepam 1mg to
be administered by stalf up to twice a day if she
requasted the madication to treat her anxisty.
-0n 10724420, she raguested a dose of
Clonazepam 1mg in the evening and the
medication aids (MA) said there ware no
additional doses of Clonazepam 1mg medication
available to be administered and the faclity was
waifing on the pharmacy io send a refill of tha

| Clonazepam 1mg medication,

| -She requested a dose of Clonazepam 1mg and
reguested to know the status of the pharmacy

| sending a r=fill of the Clonazepam 1mg

medication daily, betwaan 10/25/20 and 10/29/20
and the MAs said the madication was not in the
facillty to be administered and they wers awaiting

i the Clonazepam 1mg to be delivered by the
| pharmacy.

-She mat with the physician at the facility on
10/30/20 and he wrote 2 naw refill order for
Clonazepam 1mg.

-The physician was not awars there was no
Clanazepam 1mg availablz for administration
after the fast remalning dose had bean
administerad on 10/24/20,

i -She had trizd to remain calm from the evening of

10W24/20 uniil she could see the physician on
10/30/20 because she knew har Clonazepam
1mg medication was not available she had been
gxperiencing anxiousness dally between 10/25/20
and 10/28/20.

Intervizw with Rasident #4's responsible party on

1102720 at 2:00pm revealad:

-Resideni #4 sufiered from generalized pain,

anxiety, and other medical conditions.

-Fesident #4 was very aware of the iypes of
madications she was prescribed, what the

i madications were used for, and whan she was 1o

| be administered her medications,

D23
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-Resident #4 had been prescribed Clonazepam
1mg twice par day as needed for anxisty,

-0On 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 2
refiled the madication from the pharmacy.

0N 10/28/20, she notified the physician's offics
after-hours siaff that Resident #4 was having
anxiety and the facility was unable to administer
Clonazepam 1mg becauss the medication was
not available.

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

-She had not been notifled by the facility,
pharmacy or physician in October 2020 refated to
Residant #4's Clonazepam 1mg requiring 2
medication refill.

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

-Resident #4's physician had writtan an order on
09/11/20 for 60 tablsts of Clongzepam 1mg fo be
administarad twics & day as needed for anxisty

U with no refills.

| -Clonazepam 1mg required a new physician
order each timea a refill was nesded.

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

i ~Thers was no documentation of Resident #4's

i physician baing notified betwean 09%/11/20 and
1730020 by the facility requesting a refill for
Residant #4's Clonazepam 1mg.

- -There was documantation of Resideni #4's

| responsible party netifying the physician's

i after-hours staff requesting a refill for Resident

i #4's Clonazepam 1ma.

D273
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| -Resident #4 was seen by the physician on

! 10f30/20 at the facility and a new refill order for
' Clonazepam img was sent to the pharmacy on
1 1030420,

|
! Intervizw with Resident #4's physician on

| 11/02/20 at 2:52pm ravaaiad:

| -Resident #4 had besn prescribed Clonazepam

| 1mg twice a day as neaded to treat anxisty,

| -The facility was responsible for monitoring the

| ramaining 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 refill order for Resident #4's Clonazepam

i Img would have baen writtan If staff had notified

i her or that Resident #4's Clonazepam 1mg only
had & few dosas remaining.

-The physician was not aware the izst dose of

! Resident #4's Clonazepam 1mg had been
administerad on 10/24/20 with no additional
doses available fo be administered until 10/30/20.
-The physician expected the facility to notify the
physician's office at lsast within 3-5 days of the
lzst dose of Clonazepam 1mg to request a refill of
the meadication o prevent Resident #3's anxisty
fram becoming worse,

interview with a MA on 11/02/20 at 10:40 am
ravealed:
-liAs were responsible for requesting medication
refills from the pharmacy through the facility's
gystem when the MA identified 10 doses of
medication remained on the medication cart,
-in addition o requesting medication rafills
through the facility's efMAR system, MAs were
i expectad to call the pharmacy to verily receipt of
| the ebiAR refil raguest.

-hdAs ware nol reguired to document contacting
| the pharmacy for each rafill requast.

| Dar3
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-hAs were respansible for contacting the
physician for & refill when the medication had 10
doses lefl.

-Zhe did not notify the physician becauvse she had
not administerad Clonazepam 1mg in over 2

s wesks,

-Rasident #£ had requasted a dose of
Clonazepam 1mg on or about 10/26/20 through

; T29/20, but the last remaining dose of Resident
. #4's Clonazepam 1mg was administared on
[ 10424720,

| -Resident #4 had baen requesting Clonazepam

1mg twice a day as nesded almost twies & day,

i every day during October 20.

-Clonazepam was considered & controlied
substance medication and required a new
physician's order for each refill raquast.

-She did not know if Residant #4's pharmacy had
bean notified of 2 request for refill of Clonazapam
1mg batwesn 09/11/20 and 10/30/20.

-5he did not know if Residant #4's physician had
been notified of a request for refill of Clonazapam
1mg between 09/11/20 and 10/30/20.

Interview with the facilily Administrator on

L 1102020 at 10:00 am ravealad:

-lAs were respansible for auditing residents’
madications at least waskly.

-lA's ware responsible for requesting medication
rafills through the 2MAR system when

| medications had 10 doses remaining.

{ -Flesident #4's Clonazepam Tmg requirsd 2
! physiclan'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 requested a refill
| of Resident #4's Clonazapam img in October

2020,

| ~She was not aware the last dose of Resident
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| #4's Clonazapam 1mg had bsen documentad as i
 administersd on 10/24/20, ; !
i -She was not aware Resident #4's Clonazepam j i
| 1mg was not available for administration betwesn | !
- 10/25/20 and 10/29/20. | g
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