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1D 000} Initial Comments

{D 000} Respanse to clted deficiencies do not consiltute

an admisslon of agresmant by the facillty of the

. truth of the facts ajjg

The Adult Care Licensure Section conducied a torth In the Staterrﬂen%%% Bl;att?tﬁe%%?ggugirons et
. follow up survey on Decembar 08, 2021 through Corretive Actlon Report; the Plan of Corraction;
! Dacember 10, 2021, IS prapared solely as a matter of compliance

with Stats law. .
{D 388} 10A NCAG 13F -1004{a) Medication {D 358) :
Administration

Somerset Court of Goldsbora shall ensure that
the proparation and administration of medications

10A NCAG 13F .1004 Medication Administration and Fasimants 0 ngl;f e acc?édi"t? to MD  ardprs
(@) An adult care home shall assure that the o e maintalned in the resident’s record; ard
* preparation and adminlstration of medications, gﬁg ?ﬂ{tg: pollcles and procedures; and the
, Prescription and non-preseription, and traatments
by staff are in accordance with: tIIE’th IRGCrtl:'omp!etfed IéﬂedtTecéI]ﬂ In'slﬁﬁ" icas °|"
; . - e importance of undarstanding sliding scals
(1) orders by a licensed prescnbmglpractmoner Insulin, Inmedlately faxing new%rders te phar | 12/9, 12/10
which are maintained In the residsnt's record; and macy, immediately notifying PCP for parameter | & 1/10/22
(2) rules in this Section and the facllity's policies orders and clatifications of new orders, the im-
and procedures, portance of paying attention to orders on the MAR,

ri\ldckﬂ;ylng the RCC for the duplicate arders on the
1 This Rule is not met as evidenced by: '

" FOLLOW-UP TO CONTINUING TYPE B Med Techs will complete dally MAR to cart audits 1/22/2022
! VIOLATION per cart audit schedule to snsure adequate med
I on hand for residents. Completed cart audits wil

be submitted fo the RCC for verification and
Based on these findings, the previously Unabated follow-up.

Type B Violation has not been abated. RCC will complete cart audits weekly for averall| 1/22/2022
QA of the medication cart to ensure the cart Is

Based on observations, interviews, and record stocked with appropriate and accurate medications.
raviews, the facllity failed to administer . ’ i
; RCC/ED will ensure new orders gre.approved - 1/22/2022
IS ST e oRiafislsamgled. within 24 hours of recelpt withi MEERENRCC will
residents (#2, #4) lnCIUdmg arrors with insulin (#2, ensure accuracy when appro-ving orders, makmg
¢ 1), administering discontinusd medications to sure to follow all directions given. )

- freat high blood pressure, heart failurs, fiuid . T—— an::l 112912022
. build-up, arthtitic pain, and high blood sugar E‘;ﬁgﬁ"}ggﬁ&“ﬂaﬁg agrdngclamnpﬁianc% e

i which were discontinued due to the resldent's istration. The report will be discussed with the
diagnosls of acute renal failure (#2), a delay in the ED in management mesting for follow-up.
administration of an antibiotle and a medication to
treat high potassium levels (#2) medications not
avallable to administer at the facillty Including an
inhaled medication to prevent difficulty breathing
(#4), blood thinners, a medication to treat fluid
bulid-up, depressicn, heart failure and
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The findings are:

Revlew of the facility's Medication

Services/Pharmaceutical Care Services pollcy

and procedures dafed September 2021 revealed:

~The Administrator (Executive Director), Resident

| Care Coordinator (RCG) or deslgnee would

' ensure medication administration services

. required for each resldent were provided.

i “Routine medications ordered by 5:00pm should

be started no later than the regularly scheduled

dase following the regular pharmaey delivery of

the next business day,

-Antibiatic administration of any medication ordar

for a systemic antiblotic would be started no later

than 8:00am of the following day unless the order

was designated by the physician as urgent, Al

efforts should be made to start the antiblotics at
the next scheduled dose.

it 3

i Review of the facllity's New Order policy and
processes dated September 2029 revesled;
-New order processes included that all orders
were reviewed by the RCC or designse. :
-The RCC (medication aide (MA) if after 4
hours/weekends) would fax the order to the '
pharmacy and sean the order into the electronic
scan,

-The RCC or designee would wait for the order to
be placed in the slectronic medication system for
approval and then approve the order for
administration.

1. Review of Rasident #2's current FL-2 dated
12/01/21 revealed:

-Diagnoses Included acute renal failure,
leukocytosis, uremia, cardiomyopathy, history of
gll"ﬁ;!;ni:gshada"h eniee Requleton s LEBD13 H contlnualion sheat 2 of 45
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Continued From page 2

cerebrovascular accldent, hypertension, dizbates
type 2, sarcoidosis (inflammatory disease that

* most commonly affects the lungs), depression,-
; chronic respiratory failure, history of diastalic

heart failure, and hypomagnesemia,
(Hypomagnesemia is an electrolyte disturbance

when there Is a low level of magnsasium in the
blood),

~There was an order for Meglizine 12.5mg twice

: dally for dizziness, {Maclizine is a medication

used to prevent dizziness),

~There was an order for Asplrin 81mg once daily.
(Asplrin is a medication used to thin the blood).
~There was an arder for Lasix 40mg twica daily.
(Lasix is a medication used to treat excess fluid}.
~There was an order for Plavix 75mg once daily.
{Plavix Is a medication used to thin the blood to
prevent a stroke or heart attack).

~There was an order for Vitamin B-12 once daily,
(Vitamin B-12 is a supplemental vitamin).

~There was an order for Ferrous Sulfate 325mg
twice daily, (Ferrous Sulfate is an iron
supplement).

~There was an order for Vitamin C 500mg twice
dafly. (Vitamin C s a supplemental vitamin}.
~There was an ordet for Lexapro Smg once daily.
{Lexapro Is a medication used to treat
depresslon).

-There was an order for Cardlzem HCL 120mg
extended release once daily, (Cardizem is a
medication used to treat high blood pressura and

: thest pain).

| Review of a hospital discharge summary for

Resident #2 dated 11/17/21 revealed:

-The resident was admitied on 11/11/21 -
1117121 for acute renal failure,

-The resident's active hospital diagnosis wes
cardlomyopathy, (Cardiomyopathy Is an acquired

! or hereditary disease of the heart muscle),

{D 358}
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~The resident's resolved hospital diagnoses
included acute renal failure, hyperkalemia,
hyponatremia, leukocytosis, encephalopathy and
Uramia. (Hyperkalemia is a medical term uged to-
desctibe a higher than normal level af potassium
In the blood which can cauge abnormal heart
rhythms. Hyponatremia is 2 medical term to
describe low blood ievels of sodium, Leukocytosis
s a madical term used to describe higher than
normal white calls in the blood which is frequently
a sign of inflammation or infection in the hody, g
Encephalopathy is a medical term used to ;
describe disease, damage, or malfunction of the
brain. Uremia is a medical term used to describe
high lavels of urea and other excess waste In the
bload that are usually ellminatecd by the kidneys).
-On admission, the resident's potassium level .
; was 8,8, (The normal range for potassium [s.3.8 :
t0 5.2 and a potassium level higher than 6 could
be dangerous, requiring immediate freatment),
-The resident's creatinine level was 7.63.
(Creatinine Is metabolic waste product eliminated
from the body by the Kidneys. Abnormally high
 creatinine levels wamn of possible malfunclion or
i failure of the kidneys. The typleal range for
creatinine is 0.59 to 1.04. A very high creatinine
leval may reqtiire a kidney transplant or dialysis).
~The resldent was admiited to the cardiac
Intensive care unit and upon arrival, the resident
was emergently dialyzed by nephrology,
~The resident's severe acute kidney injury was
likely due to intravascular volume depletion
(reduction of effective circulating volume within
the blood vessels) in the setting of Lisinopril,
Metformin, Aldactone, Lasix and Voltaren gel,
(Lisinopril is 2 medication used to traat high blood
* pressure and heart fallure, Metformin is a
medication used to treat high blood sugar lavels,
- Aldactone is a medication used to treat high
: bload pressure and fluid retention, Voltaren gel Is
Dlvistan of H;allh Service Regufation e o Fooniinuslion shesh dafids
STATE FOR
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potassium,

treat Infection).

11117121 revealed:

levels).

{D 358} Continued From page 4 {D 358}

& lopleal medication used to treat arthritic pain).
-The resident had multiple dialysis sessions with
good Improvement in re

~The nephrologist recommended for the resident
fo permanently discontinye Lisinapril,

i “The resldent's creatinine level stabllized toward

- the end of the hospitalization,

~The resident's potassium level on the day of

. discharge was alevated some, (11/17/21)
hawever, the resident was glven a faw doses of
Lokelma to go back to the Tacility on with close
follow up with the resident's primary care provider
(PCP) on 11/18/21 to ensure her laboratory blaod
work was checked, (Lokelma is medication to

" treat high potassium levels in the blood),

-The resident would complete treatment for an
uncomplicated urinary tract infaction {UT1) with
Keflex 500mg. (Keflex Is a medication used to

Review of Resident #2's recommendations/orders
for follow-up on the discharge summary dated

-The resident's dose of Lantus 36 units was

- : decreased to 18 units on discharge because she
" was requiring much less insudin, {Lantus is an

: injectable medication used to lower biood sugar

-The resident's Metiormin and Aldactone was
discontinued on discharge due to acute renal
fallure and hyperkalsmia.

~The resident's dose of Metoprolol was
decreased from 25mg to 12.6mg twice dally.
{Metoprolo! is a medication used 1o treat high
blood pressure, chest pain and heart fallure),

Review of Resident #2's previous FL-2 dated
11117121 revealed:
; -There was an arder for Keflex 500mg twice dally.

nal function and
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I! -There was an arder Lantus 18 units at bedtime,
i ~There was an arder for Lokelma 1 00gram, ane
packet dally.

-There was an order for Metoprolol 25mg, 0.5

: 1abiets twice dajly,

-There was an order far Lasix 40mg twice daily,
t “There was an order for Plavix 75mg dally,
~There was an order for Vitamin B-12 1 G00moey
daily.

~There was an order for Lexapro 5mg dally.
~There was an order for Cardizem CD 120mg
daily,

-There was an order for Meclizine 12.5mg twice
daily.

Interview with Resident #2 on 12/08/21 at £:05am
revealed:

~The madication aides {MAs) administered all her
medications,

~She wag not sure exactly what medications she
took, but the MAS knew.

~There had been a few times fher medications
were not avallable In the facility for her to take byt
this did not oecur fraquently.

Telephone interview with a pharmacist with the
facility's contracted pharmacy provider on
12/09/21 at 8:32am reveaied:

-Resident #2 was readmitted to pharmacy
services after a hospitalization 11/4 7/21,
-Resldent #2's FL-2 dated 11/17/21 was receivad
by fax on 11/17/24.

- Interview with a MA on 12/10/21 at 8:15am
- revealed:
-She remembarad when Resident #2 retumed
- from the hospital on 11/17/21 some of her
medications were marked through with a pen as
- discontinued on the resident's multidose
| packaging system and she raviewed the

{D 358)
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: resident's hospital discharge medication list,

{ -Some of Resident #2's madications had not

- been updated in the eMAR system to display the
| changed orders after the resident was discharged
from the hospital on Hrtrizt,

-The medicafions marked as discontinued were
on one of the sides of the foldable multidose
package. .

~She “plcked out” Resident #2's discontinued
medications from the multidose packaging by
comparing the named imaged pletures of the
medications In the package and disposed of the
medication in a drug disposal system.

-She thought the reason why Resident #2 had
some documentation of discontinued medications
being administered after the rasidents'

; hospitalization in Novernbar 2021 was due to

* some of the MAs possibly did not tum Resident

. #2's multidose packaging system over and couid
- have overlooked the medications that had baen

- marked out as discontinued on 11/47/21,

- -Resident #2's medication changes on the eMAR
"~ after 11/17/21 had not besn slectronically

: changed as ordered from the residents

! hospitalization,

! Interview with the Lead MA Supervisor or
I 12/10/21 at 11:57am revealed around "11/23/21",
! she became aware there was an issue with

; Resident #2's medication when she was

: contacted by telephone from a MA working at the
| facility who had performed a eart audit for the

! resident's medication.

! a, Review of Resident #2's November 2021

; electronic medication administration record

i (sMAR) from 11/17/21 « 11/30/21 revealed:

. ~There was an entry for Keflex 500mg twice daily
| with a scheduled administration time at 8:00am

1+ and B:00pm:. (Keflex is a medication used 1o traat

Divislon of Health Servics Regulation
STATE FORM
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" infection),

~There was a second entry for Keflex 500 mg
Awice dally with documentation on 11/20/21 at
8:00am Keflex was hot administered with a
reason as not administored "walting on dellvery"
and 11/20/21 at 8:00pm with & reason "not
administered”,

-The first dose of Keflex 500mg was documentad
as administered on 11/20/21 at 8:00pm and
continued through 11/25/24 at 8:00am.

-There was no documentation Keflex 500mg was
administered twice dally on 11/18/21, 1119/24
and on 11/20/21 at 8:00am,

Telephone interview with the Resident Care

Coardinator (RCG) on 12/1 0/21 at 10:00am

revealed:

-Resident #2's Keilax 500mg was defivered to the

facility on 11/18/21 at 2:41 pm.

-The medication aides {MAs) should have started

the administration of Resldent #2's Keflex 500mg

the night of 11/18/21.

-The administration of Resident #2's Keflex

500mg was delayed because the medication had
not been approved for administration in the eMAR

! system.

Telephane interview with a pharmacist with the
i facility's contracted pharmacy provider on
1 12/09/21 at 8:32am revealed:
-Resident #2's Keflex 500mg was dispensed and
delivered fo the facllity on 11/18/21 at 3:00pm
| with a quantity of 10 tablets.
~It was important for Resident #2 to start tha
antibiotic as soon as the medication was
available so there would be no risk of the resident
possibly having a systemic infection such as
sepsis or worsening UTI symptoms.
~The treatment goal of Keflex would have been
for Resident #2 to start the medication as soon

-,

Divislon of Health Service Ragulation
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the medication was available for the antiblotic to
rid the resident's body of infection.

Telephone interview with Resldent #2's primary
Care provider (PCP) on 12/09/21 at 12:42pm
revealed:

-t would have been Important for the residant to
receive Keflex without any delays.

-A delay in the administration of the antiblofic

could have placed the resident at risk fora
woraening UT],

Refer to the intarview with aMAan 12/09/21 at
8:31am,

Refer to the telaphone interview with the RCC on
12/10/21 at 10:00am.

Rafer to the interview with the Lead MA
Supervisor on 12/10/21 at 11:57am.

Refer to the interview with the Regional Clinical
Director (RCD) on 12/10/21 at 11:51am.

Refer to the interview with the Administrator on
12/10/21 at 12:34pm.

b. Review of Resident #2's November 2021
electronic medication administration record
(eMARY) from 11/17/21 - 11/30/21 revealed:
-There was an enfry for Lantus 36 units at
bedtime with a scheduled administration tims at
9:00pm and a discontinued date of 11/18/21.
(Lantus is an injoctable medication used to lower
blood sugar levels).

-There was an entry for Lantus 18 units at
bedtime with a scheduled administration fime at
8:00pm with a start date of 11/198/21.

~There was documentation Lantus 36 units was
administered at 9:00pm on 11/18/21, 1119/21
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and 11/22/21 for a total of 3 doses instead of
Lantus 18 units as orderad on the FL-2 dated
A7z,

Telephone interview with the Resident Care
: Coardinator (RCC) on 12/10/21 at 10:00am ,
! revealad:
" -Resident #2's medicatiens were not approved In
; the eMAR system after the resident's
| hospitalization In November 2021; the resident's
med[cation orders and changed medications did
not start when ordered.
~There were times imported ordars appearad on
the eMAR for adminlstration prior to the
medicatfon being approved.
~This had caused two entrles on the residents'
eMAR for the same medications with different
dosages which had resulted in displaying the new
unapproved dosage changed medication and the !
residents’ previous medication dose order for
administration,
-She was not sure how “Imported orders" were
oceurring in the eMAR system,

Telephone interview with Resident #2's primary

, care provider (PCP) on 12/09/21 at 12:42pm

" revealed she expected the Tacility to ensure all
medications wers administered as orderad to the
resident,

. Refer to the interview with a medication aide {MA)
on 12/09/21 at 9:31am.

Refer to the telephone interview with the RCC on
12/10/21 at 10:00am,

Refar to tha intarview with the Lead MA
Supervisor on 12/10/21 at 11:57am.

Refer to the interview with the Regional Ciinical i
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Director (RCD) on 12/10/21 at 11:51am.

Refer to the interview with the Administrator on
12110/21 at 12:34pm.

¢. Review of Resident #2's Novamber 2021
electronle medication administration record ;
{(eMAR) from 11/17/21 - 11/30/21 revealed: '
g -There was an eniry for Metformin 1000mg twice
daily with a scheduled administration time at
8:00am and 8:00pm, (Metformin Is a medication
used to treat high blood sugar levels).
-Metformin 1000mg was documented as
: administered on 11/18/21 at 8:00am, 11/19/21 at
- 8:00am, 11/21/21 at 8:00am for a total of 3 doses
* {(Metformin 1000mg was not ordered on the FL- 2
dated 11/17/21 and the reasan of discontinuation
* of Metformin 1000mg was documented on the
i resident's hospital discharge summary dated
11117721, signed by the prescribing medical
provider),
~Metformin 1000mg was discontinued on the
eMAR on 11/24/21,

Interview with a medication aide (MA) on
12/10/21 at 11;:34am revealed:

-She verified her Initials were documented on
Resldent #2's eMAR for the administration of
Metformin 1000mg on 11/18/21 and 11/24/21 at
8:00am,

“When she administered the resident's
medications, she prepared medications for
adminstraflon by comparing each medication
label and dosage on the packaged medication
with the medications displayed on the residents’
eMAR to administer at that specific time.

i Telephone Interview with the Resident Care

: Coordinator (RGC) on 12/10/21 at 10:00am

| revealed when Resident #2's madications were
Divislon of Health Service Regulation
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not approved in the eMAR system in November
2021 after the resident’s hospltalization, the

medleatlon changes or orders were not started
when ordered.

" Telephone interview with Resident #2's ptimary
care provider (PCP) on 12/08/21 at 12:42pm i
revealed the fadility staff should not have
administered Metformin to Resident #2 after the
- madieation was discontinued because the

" resident was In acute renal fallure and the

: medication could have potentlally caused

: damage to her kidneys,

- Telephone Interview with a pharmacist with the

- facility's contracted pharmacy provider an
12/09/21 at 8:32am revealed:

-Metformin was a medication contralndleated

, when Resldent #2 was diagnosed with renal
failure,

~The administration of Metformin could have
caused Resident #2 to experience ongoing renal
complications. i
-Resident #2's Metformin was dispensed in a
mulli-dose pack.

-Resident #2's Metiormin was dispensed on
11/03/21 and 11/10/21 with a quantity of 14
tablets delivered each time to the faclity for a
fotal of 28 doses,

Refer to the interview with a MA on 12/09/21 at
8:31am.

Refer to the telephene interview with the RCG on
12110721 at 10:00am.

! Refer to the interview with the Lead MA
. Supetvisor on 12/10/21 af 11:57am.

Refer to the interview with the Reglenal Clinical
Divtslon of Health Service Regulatlon
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Directar (RCD) on 12/10/21 at 11:54am.

Refer to the interview with the Administrator on
12110/21 at 12:34pm.

d. Review of Resident #2's November 2021

electronic medication administration record

{eMAR) from 11/17/21 - 11/30/21 revealed;

. -There was an entry for Voltaren gel 15gms apply

2gms 1o the neck three times daily with a

scheduled administration time at 8:00am, 2:00pm

and 8:00pm. (Voltaren gel Is a topical medication

used to treat arthritic pain).

-Voltaren gel 1% was documented a3

+ administered at 8:00am on 11/18/21, 11/19/21,

- 11120/21 and 1123/21, at 2:00pm on 11/18/21,
11/20/21 and 11/23/21, and on 11/22/21 at

: 8:00pm for a total of 8 doses after the medication

had besn discantinued. (Voitaren gel 1% was not

ordered on the FL- 2 dated 11/17/21 and the

discontinued reason was documented on the

resident's hospital discharge summary dated

11/17/21 signed by the prescribing medical

provider).

-Voltaren gel 1% was discontinued on the eMAR

on 11/24/21.

Interview with a medication aide (MA) on

12/08/21 at 9:31am revealed;

_ -She verifled her initials for the administration of

. Resident #2's Voltaren gel 1% on 11/20/21 at
8:00am and 2:00pm.

-Her initials on 11/20/21 at 8:00am and 2:00pm
meant she administered Voltaren-gel 1% to
Resident #2 bacause the medication was
displayed as an active arder to be administersd at
that time.

Telephone interview with the Resident Cara
i Coordinator (RCC) on 12/10/21 at 10:00am
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revealed when Resident #2's medications were
not approved after the resident's hospitalization in
the aMAR system In November 2021, the
medication changes or orders wers nat started
when ordered,

Telephone Interview with a pharmacist with the
facllity's contracted pharmacy provider on
12/09/21 at 8:32am revealed:

, ~The use of Voltaren gal was not recommended
* when diagnosed with kidney damage,

: ~Voltaren gel was a medication applied to the skin
of the affected area and only small amounts
would have been absorbed systemically.
~Resident #2's Violtaren get 100gms was
dispensed on 11/03/21,

-Resident #2 was prascribed 20gm to the neck
three times dally and there would have been a
used tube available after 11/17/21 when the
resident returned from the hospital,

Telephone interview with Resident #2's primary
care provider (PCP) on 12/09/21 at 12:42pm

i revealed the facllity staff should not have
administered Voltaren gel 1% to Resident #2 after
the medication was discontinued.

Refer to the Interview with a MA on 12/09/21 at
9:31am.

Refer o the telephone Interview with the RCC on
12/10/21 at 10:00am.

Refer to the Interview with the Lead MA
Supervisor on 12/10/21 at 11:57am.

; Refer fo the interview with the Reglonal Clinical

 Director (RCD} on 12110/21 at 11;51am.

 Refer to the Interview with the Administrator on
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12/10/21 at 12:34pm,

e. Review of Resfdent #2's November 2021

alactronic medication administration record
(eMAR) from 11/17/21 - 11/30/21 revealed:
-There was an entry for Lislnopril Smg twice daily
with a scheduled administration time at 8:00am
and 9:00pm. (Lisinopril is a medication used to
treat high blood pressure and heart failure),
~Lisinopril 5mg was documented as administered
at 8:00am on 11/18/21, 11/19/21, 11/21/21,
11/24/21, and at 9:00pm on 11/18/21 for a total of

- b doses after the medieation had baen

discontinued. (Lisinopril 5mg was not ordered on
the FL- 2 dated 11/17/21 and the discontinued
reason was documented on the resident's
hospital discharge summary dated 11/17/21
signed by the prescribing medical pravider).
~Lisinopril 5mg was discontinued on the eMAR on
11/24/21,

Interview with a medication aide (MA)on
12/10/21 at 11:34am revealed:

-She verlfied her initials were documentsd on
Resident #2's sMAR for the administration of
Lisinopril 5mg on 11/18/21 and 11/21/21 and
11/24/21 at 9:00am.

“When she administered residents’ medications,
she prepared the medications for administration
by comparing each of the residents’ madication
labels and dosage on the packaged medication
with the medications displayed on the resldents'
eMAR to be administered at that spocific time.

- Telephone Intarview with the Resident Cars

Coardinator (RCC) oh 12/10/21 at 10:00am
revealed when Resident #2's medications wers
not approved in the eMAR system in November
2021 after the resident's hospitalization, the

. medication changes or orders were not started

i
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. injury and function depletion.

 Refer to the interview with the Lead MA
. Supervisor on 12/10/21 at 11:57am. 1

b12110/21 at 10:00am.

when ordered.

Telephona interview with a pharmacist with the
facility's contracted pharmacy provider on
12/09/21 at 8:32am revealed:

-Resident #2's Lisinopril was discontinued on
11118121,

-Resident #2's Lisinoprll was dispensed In a
multl-close pack on 11/03/21 and 11/10/21 with a
quantity of 14 tablets delivered each time for a
total 28 tablets for the month of November 2021.
-Resident #2 was atrisk for increased potassium
levels with the administration of Lisinopril
because the medication flowed through the
kidneys and would not be the best Idea for the
resident to recslve the medication when the goal
was to decreass the resident's potassium leveals.
-The continued use of Lisinapril could have
placed Resident #2 at risk for additional kidney
injury that could have advanced fo acute renal
failure requiring permanent dialysis due to kidney

Telephone interview with Resident #2's primary
care provider (PCF) on 12/09/21 at 12:42pm
revealad facility staff should not have
administered Lisinopril to Resident #2 after the
medication was discontinued because the
resident was in acute renal failure and the
medication could hava potentially caused
damage to her Kidneys,

Refer to the Interview with a MA on 12/09/21 at
2:31am.

Refer to the tetephone interview with the RCC on
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Refer to the interview with the Regional Clinlcal
Director (RCD} on 12/10/21 at 11:51am,

. Refer to the intarview with the Administrator on
- 12/10/21 at 12:34pm.

f. Review of Resident #2's November 2021
- electronic medication administration record
* (eMAR) from 11/17/21 - 11/30/21 revealsd:

. -There was an entry for Lokelma 100gram one

. packst daily with a scheduied administration time
at 9:00am. (Lokelma is a medication used to treat

- high potassium levels in the blood).

-Lokelma 10 grams was documented as
~administered 11/23/21 and 11/24/21 at 9:00am (5
: days after the medication was ordered on
1117/21).

Telephone interview with the Resldent Care
Coordinator (RCC}) on 12/10/21 at 10:00am
revealed;

-Resldent #2's Lokelma was delivered from the
pharmacy om 11/19/21 at 1:59am.

~The medication aldes (MAs) should have
administerad Lokelma to Resident #2 on 11/15/21
or 11/20/21 however, bacauss the medication
had not been apptoved in the eMAR system, the
resident did not receive Lokelma untit 11/23/21
and 11/24/21.

-When Rssident #2's medications were not
approved In the eMAR systern in Novemnber 2021
after the resldent's hospitalization, the medication
changes or orders were not started when
ordered.

Telephone interview with a pharmacist with the
i Tacllity's contracted pharmacy provider on
 12/09/21 at 8:32am revealed:

* -Lokelma was dispensed on 11/18/21 and
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delivered to the facllity on 11/19/21 at 2:00am
with a quantity of 2 doses.

-Resident #2 was at risk for Increased potassium ;
levels in the body when delayed for 8 days for the :
administration of Lokelma. '
| -It would have been important for facility staff to
start the administration of Lokelma for Resident
#2 as soon as the medication was available in :
order to start getiing the resident's high i
potassium lavals down.

I -It was important to treat high potassium levels

* " because raised levels could lead to strain on the
heart causing the resident to have heart
arrythmias, stomach upset, muscle cramps and i
spasms, ;

Refer to the interview with a MA on 12/09/21 at !
9:31am.

Refer to the telephone Interview with the RGG on
. 12/10/21 at 10:00am.

Refer to the interview with the Lead MA
Supervisor on 12/10/21 at 11:57am.

Refer to the interview with the Regional Clinleal
Director (RCD) on 12/10/21 at 11:51am,

Refer to the interview with the Administrator on
- 12/10/21 at 12:34pm,

. 8- Review of Resident #2's November 2021

; electronle medication administration racord
(eMAR) fram 11117/21 - 11/30/21 rovealed:
~There was an entry for Metoprolol 25mg twice
dafly with a scheduled administration time at
8:00am and 8:00pm. (Metoprolol is a medication
used to treat high blood pressure, chest paln and i
heart failure), :
-Metoprolol 25mg was documented as :
Divislen of Health Service Regufation
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administered on 11/18/21 at 8:00am and 8:00pm,
1119721 and 11/21/21 at 8;00am for a total of 4
doses. {Mstoprolol 25 mg twice daily was
decrsased ta 12.5 mg twice daily on the FL-2
dated 11/17/21 and the change In dose was

" documented on the resldent's hospital discharge

summary dated 11/17/21 signed by the

: prescribing medical provider),

-Metoprolol 25mg was dlscontinued on the eMAR
on 11/24/21,

-There was an entry far Metoprolel 25mg, 0.5mg
wica dally with a schaduled administration time at
8:00am and 8:00pm with a start date on 11/23/21.
-Meteprolol 25mg, 0.5 tablet was documented as
administered on 11/23/21 - 11/30/21 at 8:00am
and 8:00pm with the exception on 11/25/21 at
8:00pm and 11/26/21 at 8:00am with a reason as
the resident was unavailable and on a home visit.

_ Interview with a medication aide (MA) on

12/10/21 at 11:34am revealed:

-She verifled her initlals were documented on
Resident #2's eMAR for the administration of
Metoprolol 25mg on 11/18/21 and 11/21/21 at
8:00am.

When she administered the resident's
medicatlon, she prepared medications for
administration by comparing each medication

" label and dosage on the packaged medication
1 with the medications displayed on the resldents’

aMAR to be administered at that specific fime,

Telephones Interview with the Resident Cara
Coordinator (RCC) on 12/10/21 at 10:00am
revealed:

I -Resident #2 should have received Metoprolol

12.5mg starting on 11/18/21 and the prlor order
for Metoprolol 25mg twice daily should have been
discontinued on the eMAR.

“When Resident #2's medications were not
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approved in the eMAR system In November 2021
after the resident's hospitalizatlon, the medication
changes or orders wera not staried when
orderad.

Telephone Interview with a pharmaclst with the
facllity's contracted pharmacy provider on
12/09/21 at 8:32am revealed:

-Resident #2's Metoprolol 26mg was dispensed
to the facility for Resident #2 In a multidose
packaging system,.

-Resident #2's Metoprolol 25mg was dispensed
on 11/03/21 and 11/10/21 with & quantity of 14
 tablets which equaled 28 doses.

- «On 1119421 at 2:00am, Resident #2's Metoprolol
12.5mg was dispensed with a quantily of 11
tablets to equal 22 doses In a bubble pack card.

i Refar to the interview with 2 MA on 12/09/21 at
9:31am.

Refer to the telephons Interview with the RCC on
12/16/21 at 10:00am.

Refer to the interview with the Lead MA
Supervisor on 12/110/21 at 11:57am.

Refar to the interview with the Regional Ciinical
Dlrector (RCD) on 12/10/21 at 11:51am.

Refer to the interview with the Administrator on
12110/21 at 12:34pm.

" h. Review of Resldent #2's Novembar 2021
electronic medication adminlstration record
(eMAR) from 11117/21 - 11/30/21 revealed:
~There was an entry for Aldactene 25mg daily
with a scheduled administration time at 9:00am.
{Aldactone is a medication used to freat high
blood pressure and fluid retention).
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. -Aldactone 25mg was documented as

* administered at 8:00am on 11/18/21, 11/19/21,

i 11/21/21 and 11/24/21 for a total of 4 doses.

: (Aldactone 25 mg was nict ordered on the FL- 2

. dated 11/17/21 and the discontinued reason was
| documented on the resident's hospital discharge
summary dated 11/17/21 signed by the
prescribing medical provider).

-Aldactone 25mg was discantinued on the eMAR
on 11/24/21.

Telephone Intervisw with the Resident Care
Coordinater (RCC} on 12/10/21 at 10:00am
revealed:

-Resident #2 should not have been administered
Aldactons 25mg after 11/17/21 and the order
should have haen discontinued on the eMAR.
-When Resldent #2's medications were not
approved in the eMAR system In Navember 2021
after the resident's hospitalization, the medication
changes or orders ware not started when
ordered.

Telephone interview with a pharmacist with the
facility's contracted pharmacy provider on
12/09/21 at 8:32am revealed:
-Resident #2's order for Aldactone was
diseontinued on 11/18/21.
-Resident #2's Aldactcne was dispensed in a
muiti-dese pack on 11/03/21 and 11/10/21 with a
quantity of 14 tablets delivered each fime for a
total 28 tablets for the month of Novembar 2021.
-Resident #2 was at risk for an increase in
potassium levels with the administration of
Aldactone because the medication flowed
through the kidneys and would not be the best
idea for the reslident to recelve the medication
when the geal was to dacrease the resident's
i potassium [evels.

-The continued use of Aldactone could have
Divislon of Health Service Regulation
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placed Resident #2 at risk for additional kidney
injury that could have advanced to acute renal

! fallure requiring permansnt dlalysls due to kidney
" Injury and function depletion,

 Telephonea interview with Resident #2's primary

care provider (PCGP) on 12/09/21 at 12:42pm
revealed facillty staff should not have
adminlsiered Aldactone to Resident #2 afier the
medication was discontinued because the
resident was in acute renal fallure and the
medication could have potentially caused
damage to her kidneys.

. Refer to the interview with a medication aide (MA)

on 12/09/21 at 9:31am.

Refer to the telephone interview with the.RCC an
12/10/21 at 10:00am,

Refer to the intervisw with the Lead MA

. Supervisor on 12/10/21 at 11:57am.

Refer to the interview with the Regional Clinical
Director (RCD) on 12/10/21 at 11:51am,

Refer to the Interview with the Administrator on

12/10/21 at 12:34pm.

i» Revlew of Resident #2's November 2021
elecironic medication administration record
{eMAR) revealed:

-There was an entry for Meclizine 12.5mg, twice
dally as needed [or diZziness.

-Meclizine 12.5 mg was documented as
adminlstered on 11/02/21 at 2:10pm for dizziness
and the result was documented as effective.
-Meclizine 12.5mg was not documented as
administerad twice daily on the eMAR,
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Raview of Resident #2's December 2021 eMAR
revealed:

~There was an antry for Meclizine 12.5mg, twice
dally as needed for dizziness,

-Maclizine 12,5mg was documented as
administered on 12/03/21 at 9:54pm, 12/06/21 at
5:02pm and 12/07/21 for dizziness and the result
was documented as effective.

. -Meclizlne 12.5mg was not documented as
- administered twice dalily.

. Interview with Resldent #2 on 12/10/24 at 8:27am

revealed she had dizzlness dally.

Telephone interview with-the Resident Gare
Coordinator (RCC} on 12/01/21 at 10:00am
revealed she was not aware Residant #2's
Meclizine order had changed on the FL-2 dated
11117121 and 12/02/21,

Telephone Interview with Resident #2's primary
care provider {(PCP) on 12/10/21 at 11:00am
revealed:

-The resldent was experiencing dizziness due to
previous strokes.

. ~She had written an order to change Medlizine

12.5mg fo twice daily Instead of as needed in
order to prevent the resident from experiencing
dlzziness.

~She excepted staff fo ensure the resident
received medicafions as ordered.

Refer to the interview with a medication aide (MA)
on 12/08/21 at 8:31am.

Refer to tha telephone interview with the RGC on

+ 12/10/21 at 10:00am.

Refer to the interview wiih the Lead MA
Supervisor on 12/10/21 at 11:57am,
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; Refer to the interview with the Regional Clinical
Director (RCD) on 12/10/21 at 11:57am.

Refer to the Interview with the Administrator on
12110/21 at 12:34pm.

j. Review of November 2021 electronic
medication adminlstration record (eMAR)
revealed:

~There was an entry for Aspirin 81mg once daily
with a scheduled administration time at 9:00am.
-Aspitin 81mg was documented as not
administered on 11/23/21 with a reason
documented as "walting on pharmacy to delivar
the medicine”,

-There was an entry for Lasix 40mg twice daily
with a scheduled administration ime at 8:00am
and 2:00pm.

-Lasix 40mg was documented as not

. administered on 11/23/21 at 8:00am and 2:00pm
with a reason as “waiting on pharmacy to deliver
medicine”.

-There was an entry for Plavix 75mg ance daily
with a scheduled administrafion time at 8:00am.
-Plavix 75mg was documented as nat
administered on 11/23/21 at 8:00am with a
reason as "walling on pharmacy to deliver
medicine”,

~There was an entry for Vitamin B-12 1000mg
daily with a scheduled administration time at

© 8:00am.

-Vitamin B-12 1000mg was documented as not
administered on 11/23/21 at 9:00am with g
reason as "waiting on pharmacy to deliver
medicine”,

-Thers was an entry for Farrous Suifate 325mg
twice dally with a scheduled administration time at
8:00am and 8:00pm.

-Fetrous Sulfate was documented as not
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administered on 11/23/21 at $:00am, with a
reason as "walting on pharmacy to deliver
medicina”.

~There was an entry for Vitamin C 500myg twice
dally with a scheduled administration {ime at
8:00am and 8:00pm.

-Vitamin C 500mg was documenied as not
administerad on 11/23/21 ai 8:00am with a
reason as "waiting on pharmacy fo deliver
madicina”,

~There was an entry for Lexapro 5mg oncs dally
with & scheduled administration time at 9:00am.
-Lexapro 5mg was dacumented as not
adminlstared on 11/23/21 at 8:00am with a
reason as "waiting on pharmacy fo deliver
medicine™.

* ~There an enlry for Cardizem HCL 120mg

, extended release once daily with a scheduled
administration fime at 8:00am.

~Cardizem HCL 120mg extended release was
documented as not administered on 11/23/21 at
8:00am with a reason as "walting on pharmacy to
deliver medicine®.

Interview with Resident #2 on 12/08/21 at 9:05am
 revealed: ’

-The medication aldes (MAs) administered all her
medicaflons.

-3he was not sure exactly what medications she
took, but the MAs knew,

t -There had been a few limes her medications

. were not avallable In the facility for her to take but
this did not occur fraquently.

Telephone Interview with the Resident Care

Coordinator (RCC) on 12/10/21 at 10:00am

revealed:

, -The MAs were responsible to perform weskly
medication cart audits to ensure all resldents had

their ordered medications on hand.
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-Resldents’ receiving thelr medication in the
multidose packaging from pharmacy were
deliverad in a 7-day supply and one week In
advance meaning the residents’ multidose
packaged medications recelved this week waould
start next week, -

Interview with the Reglonal Clinical Director
(RCD) on 12110/21 at 11:51am revealed:
«Refili of medicaticns were reordered within the
* last 3 days of supply.

-The MAs cauld order refllls of medications.

interview with the Administrator on 12/10/21 at I
12:34pm revealed:

-Medications that had been ordered but was not
ready for refill were placed on a calendar for a
reminder ta contact the pharmacy.

~The MAs were rasponsible for ordeting
medication raillls on every shift.

Telephone interview with a pharmaclst with the
facility's contracted pharmacy provider on
1209721 at 8:32am revealed:

-Resident #2's multidose packeging of medication
was fllled for the noon delivery on 11/23/21.
-There was a STAT {urgent) dalivery available for
medications, however, medications dispensed in
{ a multidose packaging would have required for
the pharmacy to open at 8:00am and the 24-hour
pharmacy was a long distance from the facility.
~Fhe morning of 11/23/21, staff would have
documented waiting on pharmacy because
Resident #2 had scheduled medication dosing
times seheduled at 8:00am and 9:00am and the

i resldent’s refill request was being processed at
9:10am on 11/23/21.

-The facility was provided residents' multidose
packaging 3 days in advance for facility staff to
audit what medications were delivered to ensure
Divislon of Haallh Service Regulation
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there were no discrepangies in the package.
-Resident #2 was hospliallzed fram 11/11/24 -
11717121, then the resident would have misssd
the next automatic cycle fill unless staff notlfied
the pharmacy the medication was needed.

~The facility should have requested Resident #2's
- refills the night of 11/22/21.,

Telephone Intatview with Rasident #2's primary
care provider (PCP) on 12/08/21 at 12:42pm
revealed:

-Ghe was made awars by facility staff that
Resident #2's medications wers missed at
8:00am and 9:00am on 11/23/21.

-She expected the MAs to ensure the residents’
medications were available at the facility and
administered as ordered.

Refer to the Interview with a MA on 12/09/21 at
9:31am.

Refar to the telephone interview with the RCC on
12/10/21 at 10:00am.

Refer ta the Inferview with the Lead MA
Supervisar on 12/10/21 at 11:57am.

Refar to the interview with the Reglonal Clinical
Director (RCD) on 12/10/21 at 11:51am.

Refer to the interview with the Adminlstrator on
1211021 at 12:34pm.

2. Review of Resident #4's current FL-2 dated

| 09/15/21 revealed diagnoses included chronic

" obsftructive pulmonary disease, diabates mellitus,
hypertension, chronic back pain, hypothyroidism
and polyneurapathy.

a. Review of Resident #4's current FL-2 dated
Dlvislon of Health Servica Regulation
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09/15/21 revealed there was an order for Lantus
B5units at bedtime. {Lantus is an injectable
medication used to lower blood sugar levels

Revlew of Resldent #4's subsequent medication
orders revealed:

-There was an order dated 10/29/21 fo [
diseantinue Lantus B5units and change dose to
Lantus 60units at bedtime.

-There was an order dated 11/15/21 to
discontinue Lantus 60units and change dose to
" l.antus 65units at bediime.,

_ Review of handwrittan note dated 11/24/21 and a
i primary care provider {PCP) order dated 11/29/21
on a physician's order form for Resident #4
revealed:

~The resldent had a "Lantus order that needs to
be approve butwe can't find hard copy". The
resident was currently on "Lantus 8Qunits at
bedtime, but has a new order for 65 units, Can
we get a copy of the new order so that we can
disgontinue the 60unit order?”

-Thare was an order to discontihue Lantus
60units for Resident #4 and an entry from the

! PGP "the pharmacy should provide copy of the
new prescription”.

Review of Resident #4's November 2021
electronic medication administration record
(eMAR) revealed:

-There was an entry for Lantus 60units at bedtime
with a scheduled administration time at 8:00pm.
~Lantus 60units was documented as administered
| from 11/01/21 - 11/29/21.

-There was an entry Lantus 0units was
_discontinued on 11/30/21,

-There was an entry for Lantus 65 unlis at
bedtime with a scheduled administration time at
B:00pm.
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~Lantus 65unlkt was documentad as administered
on 11/30/21 at 8:00pm.

~There were 15 days documsnted the resident
was administered Larntus 60 units instead of
Lantus 85 as ordered on 11/15/21.

Interview with the Lead medication aide (MA)
Supervisor an 12/10/21 at 11:57am revealed:
-She saw Resident #4 had a new orderin the
eMAR system for Lantus §5units but she could
not locate the hard copy of the order in order to
verify the new order in the eMAR system for
approval so she sent a request for the order to
Resident #4's POP on 11/24/21.

- -She did not think about contacting the facility's

contracted pharmacy provider for a copy of

- Resident #4's order.

Talephone Interview with the Resident Care
CoordInatar (RCC) on 12/10/21 at 10:00am
revealed:

-When Resldent #4's medications were not
approved In the eMAR system in November
2021, the medication changes or orders did not
start when ordered.

~There wers times imported orders appeared on
the eMAR for administration prior to the
medication being approved.

~This had caused two sniries on the residents’
eMAR for the same medications with different
dosages which had resulted in displaying the new
unappraved dosage change medicafion and the

" residents’ previous medijcation dose order for
. adminfstration.
i -Bhe thought the “imported orders™ caused

Resident #4's new order for L.antus 65units to be
displayed before the order was approved along
with his previous order for Lanius 60units,

-She was not surs how "imparted orders” were
oceurring in the eMAR system,
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i
Tefephone Inferview with Resldent #4's PCP on
- 12/10/21 at 11:00am revaaled:
: ~The resident had a hemoglobin A1G (HGA1C)
rosult of 7.9 on 11/05/21. (A HGA1C was a blood
 test that measured an average blood sugar level
over the past 3 months. Anormal HGA1GC 15 5.7%
" and the goal for persons with diabetes Is 7% or
* [ess). '
; -Bhe Increased the resident's Lantus to 65units to
. better control his blood sugar levels.
-Resident #4's blood sugar levels would have
been higher as a result of the 15-day order delay
of starting Lantus 65units as ordered.
-Bhe had increased Resident #4's Lanius dosage
1o get the resldent's HGA1C leval closer to 7%.
-lt was Important to administer the residents'
medications as ordered. -

Refer o the interview with & MA on 12/09/21 at
2:31am.

Refer to the telephona interview with the RCGC an
12/10/21 at 10:00am,

Refer to the interview with the Lead MA
Supervisor on 12/10/21 at 11:57am.

Refer to the interview with the Regional Clinical
Dirsctor (RCD} on 12/10/21 at 11:51am.

Refer to the Interview with the Administrator on
12M10/21 at 12:34pm.

b. Review of Resident #4's medication arders
dated 10/27/21 revealed there was ah order for
Tylenal 650mg thrae times daily. (Tylencl is a
medfcation used for mild to moderate pain and
fever).
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i Review of Resident #4's subsequent medication
orders dated 11/03/21 revealed:

-There was an order to discontinue the scheduled
Tylenol,

-There was an order for Tylenol 650mg one every !
& hours for pain and fever,

; Raview of Resident #4's Novamber 2021
glectronic medication administration record
{6MAR) revealed:

~There was an antry for Tylenol 325mg, take 2
tablets thres times daily with a scheduled
administration time at 8:00am, 2:00pm and

* 8:00pm.

~Tylenol 326mg, 2 fablets were documented as
administerad at 8:00am, 2:00pm and 8:00pm
fram 11/01/21 - 11/25/21 at 8:00am with
exceptions on 11/06/21 at 8:00am, 2:00pm and
8:00pm, 11/07/21 at 2:00pm, 11/10/21 at 2:00pm,
and 11/11/21 at 8:00am with documentation the
, resident refusad the medication.

{ ~There were 21 days documented the resident
was administered Tylenot 325mg, 2 tablets
schedulad [hstead of as needed for pain and
fever as ordered on 11/03/21.

-There was an entry the Tylenoi 325mg 2 tablets
. three timas a day was discontinued on 11/2521,
-There was an entry Tylenol 325mg, take 2
tablets every 6 hours as needed for pain and
fever with a start date of 11/03/21,

-Tylenal 325myg, fake 2 {ablets every 6 hours as
- needed was dociimented as adminlstered on
11/05/21 at 3:19am and 11/13/21 at 3;18am for
pain with a results documented as effective,

Telephone Interview with the Resident Care
" Coordinator (RCC) on 12/10/21 at 10:00am
i revealad when Resident #4's medications were
not approved in the aMAR system in November
2021, the medication changes or orders did hot
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start when ordered.

Talephone interview with Resldent #4's primary
care provider (PCP) on 12/10/21 at 11:00am
revealed:

-Resident #4 requested for Tylenol to be changed
from scheduled fo as needed,

-She expected for the facility to ensure the
madicafions were administered as ordered,

Refer to the interview with a madication aide (MA)
on 12/09/21 at 9:31am.

Refer to the telephone interview with the RCC on
12/10/21 at 10:00am.

Refer to the interview with the Lead MA
Supervisor on 12/10/21 at 11:57am,

Rafer ta the Interview with the Regionhal Clinical
Director (RCD) on 12/10/21 at 11:51am.

Refer fo the interview with the Administrator on
12/10/21 at 12:34pm.

c. Revlew of Resident #4's current FL-2 dated
09/15/21 revealed there was an order for
Budesonide 0.5mg/2ml inhale contents of 1mi via
nebufizer twice daily, (Budesonide Is an inhaled
medicatlon used to pravent difficulty breathing,
chest tightness, wheezing and coughing).

Review of Resldent #4's November 2021
electronic medication administration record
{eMAR) revealed:

-There was an entry for Budesonide 0.5mg/2ml
Inhale contents of 1ml via nebulizer twice daily
with a scheduled administration time at 8:00am
and 8:00pm,

: -There was documentation on 11/12/21 at
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8:00pm, 11/13/21 at 8:00am and 8:00pm and
11/19/21 at 8:00pm Budesonide 0.5mg/2ml was
not administered with a reason documented as

. walting on pharmacy to bting for a total of 4
. doses,

Interview with Resident #4 on 12/09/21 at 3:35pm
revealsd:

-Ho administered his own nebulizer traatments.
<There were times he did not have any
medication to use in his nebullzer machine, but
this had not occurred lately (no estimated time
providad).

Review of Resldent #4's pharmacy dispensing
record for Budesonide revealed:

-Resident #4's Budesonide 0.5mg/2ml was
dispensed on 07/31/21 with a quantity 60,
-Resident #4's Budesonide 0.5mg/2ml was
dispensed on 10/29/21 with a guantity of 60.

Observation of Resident #4's madications on

. hand on 12/09/21 at 4:00pm revealed there was

an apenad hox of. Budasonide 0.5mg/2ml an
hand with a dispensing label dated 10/15/21
labeled 1 of 2 with a quantity of 30 single dose
ampules delivered and a second box of
Budesonide 0.5mg/2m| labeled 2 of 2 with a
quantity of 60mi of 30 single dose ampules
delivered.

Telephone Interview with the Resident Care
Coordinator (RCC) on 12/10/21 at 10;00am
revealed the MAs were responsible to perform
weekly medication cart audits to ensure all

_residents had their ordered medications oh hand.

Interview with the Regional Clinlcal Director

‘| (RCD} oh 12/10/21 at 11:51am revealed:

-Refill of medications wers reordered within tha
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[ast 3 days of supply.
~The MAs could order refills of medications,

Interview with the Administrater an 12/10/21 at
12:34pm revealed:

-Madications that had been ordered but was not ;
ready for refill were placed on a calendar fora
reminder fo contact the pharmacy.

-The MAs wers responsible for ordering

. madication refills on every shift.

. Telephone Interview with Resident #4's primary
. care provider on 12/10/21 at 11:00am revealed
she expected the facility to ensure medications
wers available for administration.

Refer to the intarview with a medication aide (MA)
on 12/08/21 at 9:3tam. .

Refer to the telephone interview with the RCC on
1211021 at 10:00am.

" Refer to the interview with the Lead MA
Supervisar on 12/10/21 at 11:57am.

Refer to the interview with the Reglonal Clinical
Director (RCD} on 12/10/21 at 11:51am.

Refer to the interview with the Administrator on
1211021 at 12:34pm.

Interview with a medication aide (MA) on
12/09/21 at 9:31am revealed:
-The MAs were responsible to perform cart audits
weekly.
-During medication cart audits, the MA compared
the medications in the cart to the current orders
on the electronic medication administration
* record (eMAR) to ensure they matched,

-The current medjcations on the eMAR used to
Divlsion of Health Service Regulation
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campare with the residents’ medications on hand
. were not signed by the residents' primary care
provider (PCP),
-If there were medications on hand that were not
listed on the resldents' current medication Hst
then the medicafion was removed from the
medication cart and sent back to the pharmacy.
~The Resident Care Caordinatar (RGC) and the
Lead MA Supsrvisor were responsible for
approving and discontinuing the residents'
medications on the eMAR system,

Telephone interview with the RCC on 12/10/21 at
10:00am revealed:

~She had been employed at the facllity as the
RCC since 05/17/21.

-The Lead MA Supervisor, the Administrator and
herself were responsible for reviewing and
approving residents' orders aftar the medication
ordars wete entered into the eMAR system by the
facility's contracted pharmacy provider,

-~The residents' new medication orders would not
show as an active order in the eMAR system for
administrafion untll the medieation had besan
reviewad and approved.

-In November 2021, when some of the residents'
new medications orders were entered into the
eMAR system by the facility's contracted
pharmacy provider, the arders were not approved
and caused some medication errors.

~Thera were times "imported orders” would "show
up" en the eMAR system automatically that’
required to ensure the start dates were correct.
-She was not sure What "Imported orders” were
and why they "showed up” on the eMAR.

~The facility’s contracted pharmacy provider
entered residents’ new or changed medication to
the eMAR, however the contracted pharmacy did
not discontinue medications in the systam.

-She, the Administrator and the Lead MA
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Supervisor were responsible to discontinue
medlcation orders in the eMAR system when
nesded.

-The Lead MA Supervisor took over the rols of
approving and the discontinuing residents'
medication orders in the sMAR system a few
weeks ago; she was unable to remember the
exact date. :
~She trained the Lead MA Supervisor in the role !
of approving and discontinuing residents'
medications in the éMAR system,

-Around 11/23/21, she had noticed some of the
residents’ srderad maedlcations had not been
approved yet and she Immediately reported it to
thae Adminlstrator,

-She and the Administrator dacided she would

i resume the role of approving residents’

i medicattons orders in the eMAR system (around
1 11/23/21) Instead of the Lead MA Supervisor.
-When the residents' medications were not
approved in the eMAR system in November
2021, the medication changes or ordars were not
started when ordered.

-When a resldent's medication order was ‘
received, the MA on duty was responsible to fax
the medication order to the pharmacy.

-The MAs wers responsible for placing the
residents’ arders In her box located in the
medlcation rocom.

-The residents' order would go through the
facility's "Bucket System” until the order was
processed and ready to be filed in the residents’
record.

-She was responsible "for the most part" to
ensure orders moved through the Bucket
Systams folders unti the resident's order had
been completed and ready to file.

~The Lead MA Supervisor was rasponsibls to
ehsure medication administration changes were
completed and up to date with the current orders i
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in the eMARS (in November 2021). :
-The farifity did not have an audit system process

' to compare the residents’ eurrent FL-2 with the

subsequent orders, with the eMARS with the

. medications on hand.

Interview with the Lead MA Supervisor on
12/10/21 at 11:57am revealed:

-She had been in her current role since
September 2021, .

-She was nof aware she was responsible for
approving all residents new and disconfinued
orders in the eMAR system in November 2021.
-The residenis’ new medication orders wauld not
show as an active order in the eMAR system for
administration until the medication had been
reviewed and appraved.

-When rasidents' medications ware not approved
in the 6MAR system, some of the resident's
medications were not administered as ordered
when the medication order changed.

-She had past experience working with another
eMAR system but not with the same named
system the facllity used.

: -No one had providead her with any teaching or
. resources on how to apprave and disgontinue
medlcation orders in the facility's eMAR system,

. Interview with the Regional Clinica! Diractor

(RCD) on 12/10/21 at 11;51am revealed:
-There was a "Bucket System" used to track all

_ new medications orders.

-The pharmacy updated the sMAR based on the
primary care pravider's {PGP's) orders.

-~The RCC raviewed the eMARs for accuracy.
~The RCC had contacted the pharmacy when
there were duplicated medications listed on the

" eMAR.

-The RCC was responsible for following up on all

 medication orders.
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~The RGG and the MASs were responsible for all
hew medication orders,

-She expected the RCC and the MAs to use the
"bucket system" for all new medication orders
and refill orders.

Interview with the Administrator on 12/10/21 at
12:34pm revealed:

~There was a "bucket system” used for all new
medication orders.

~The RCC was responsible for updating the
aMAR for all medication orders including
diseontinued medications,

-If the medication order was a hard script it was
forwarded to the pharmacy and the pharmacy
uploaded the medication onfo eMAR,

~The RCC checked the eMAR to ensure the

. medication was accurats.

~She expected the RCC and MAs to follow the
"Bucket System"” to ensure all medication orders
were recelved end entered onto the eMAR
correctly.

-The Lead MA Supervisor's role was to ensure
the MAs were aware of procedures and
knowledgeable of thelr job responsibllities and o
answer any questions or concerns the MAs might
have.

-The RCC was responsible for the clinical
departmant which included ensuring the residants
" were recelving everything they needed, ensuring
; the residents were receiving thelr madications
and for the residents' medical follow up
appointments.

~Bhe was not awara the Lead VA Supervisor was
assisting the RCC as much as she was untll the
and of November 2021 at which time, she
Informed the RCC to resume her role regarding
approving and discontinuing medicatlons In the
eMAR system,

~-The Lead MA Supetvisor did not get the training
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to perfarm the job successiully.

-If she had known the Lead MA Supervisor was
approving and discontinuing residents' medication
orders In the electronic system, she would have
ensured the Lead MA Suparvisor had detailed
training prior to performing that task.

The failure of the facllity to administer
medications as ordered resulted in a resident
receiving medications after the medications were
discontinued due to a diagnosis of severe acute
kidney injury, renal failure with a high potassium

. level requiring a hospitalization [n intensive care
. and emergent dialysis including a medication that

was recommended by a nephrologist to
permanently discontinue which could have
caused the resldent to suffer additional kidney
injury (#2), a two day delay in the administration
of an antibiotic to freat a urinarty tract infection
(UTI) placing the resident at risk for a worsening
UTI (#2), multiple days of residents receiving the
wrong dosages of insulin (#2, #4) and a delay in
administering a medication used to freat high
potassium levels (#2). The facility's fallure was
detrimental to the health, safely, and welfare of
the residents and constitutes a Type B Violation.

! The facllity provided a plan of protection in

accordance with G,S. 131D-34 on 12/09/21 with

: an addendum on 12/13/21 for this violation.

10A NCAGC 13F .1004(j) Medication
Administration

10A NCAC 13F .1004 Medication Administration
{i} The resident’s medication administration
racard {MAR) shall be accurate and include the
following:

(1) resident’s name;

{D 358}

{D 367}

Area Clinleal Director reeducated RCC and Med
Aides on prcg)er use of order processing system
to ensure orders are followed In a timely manner,

of scanning PCP notlfications Into the elegtronic
medical record aifter being faxed fo the PCP to
ansure documentation is captured, as well as the
Importance of documenting a progress-note of
notification.

ED/RCC in-serviced Med Aldes on the importanée 12/13/21

12/13/21
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(2) hame of the medication or freatment order; rss#lsnts ftom £ociols S andlor[hoﬁptlta! stays
; . on the same day the items are recelved lo enstre
- (3) strongth and dosage or quantity of medication brders are clear, clarifications are recelved, and
: administered; thers s follow-up as appropriate.
. {4} instructions for administering the madication . .
Lorirastimenk RCC will send a copy of discharge summary 1/22/2022

- {B) reason or justification far the administration of
1 medications or freatments as needed (PRN) and
‘ documenting the resulting effect on the resident;
" (6) date and time of adminlstration;
{7) documentation of any omission of
medications or treatments and the reason for the
omission, Including refusals; and,
{8) name or injtials of the person adminlstering
the medication or treatment. If initlals are used, a
signature equlvalent to thosa initlals 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 ensure the
madication administration records were accurate
for 2 of & sampled residents (#2, #4) Including
Inaccurate decumentation of a medication used
to decrease stomach acld {#2) and a narcotic
medication used for pain (#4),

The findings are:

1. Review of Resident #2's current FL-2 dated

12/01/21 revealed:

-Diagnoses included acute renal failure,

leukocytosis, uremia, cardiomyopathy, history of

: cerebrovascular accldent and hypertenslon.

" -Thers was an order for Protenix 40mg once
dally. (Protonix is a medication used to decrease
stomach acid).

i Review of Resident #2's previous primary care
pravider's (PCP's) orders from a pharmacy

D36]

Lpon receipt of documents. ACE will follow-up with
ED/RCC if any areas of concarn noted.,

RCC wilt ensure that discontinued orders have . 1/22/2022
beeon faxed to pharmacy, and have been manuall

removed from the MAR. She will also ensure tha

the discontinuad meds have been manually

removed from the cart or "d/c'd" has besn written

on the multi-dose pack beside the medication,

documents to the Area Clinical Director for revie\:}

RCC will run EMAR compllance reports daily and 1/22/2022
review for compliance of administration and I

accuracy. Report will be discussed In manage-

ment meeting for ED review, ;
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consuitatioh dated 10/27/21 revealed an order to
reduce Protonix 40mg to once daily.

Review of Residant #2's previous FL-2's dated
11117121 and 09M5/21 revealed there were
orders for Protonix 40 mg twice daily,

Review of Resident #2's November 2021
electronic medication administration record
(eMAR) revealed:

~There was an entry for Profonix 40mg twice dally
with a scheduled administration time at 8:00am
and 8:00pm.

-Protonix 40 mg was documentsd as
administered on 11/01/24, 11/04/21, 11/07/21 and i
1110121 at 8:00am.

~There was a discontinued date for Protonix
40mg twice daily on 11/24/21.

-~There was an entry for Protonix 40 mg dally with
a scheduled administration time at 8:00am.
-Proionix 40 mg was documented as
administered on 11/01/24, 11/04/21, 1140721 and
11/10/21 at 8:00am.

-Resident #2 had two morning doses of Protonix
documented as administered on 11/01/21,
11404424, 11/07/21 and 11/10/21 instead of one
morning dose at 8:00am,.

. Telephone Interview with the Resident Care
- Coordinator (RCC) an 12/10/21 at 10;00am
revealed: ‘
-She had identified there were duplicate orders
on the residents’ sMARs.

-She thought Resident #2's Protonlx 40mg order
was dupllcated on the eMAR in November 2021
because the Lead medication aide (MA)
Supervisor inadvertently did not discontinue the
previous order when the dosage changed on
1117121 to dally.

o
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Attempted telsphone Interview with a pharmacist
at the facility's contracted pharmacy provider for
Resldent #2's Protonix dispensing records on

12/40/21 at 9:45am was unsuccessiul. |

Telephons ipterview with Resident #2's PGP on

12/10/21 at 11:00am revealed she expected for

the facility to ensure the residants’ eMARs were
acourate to ensura the resldent was recelving all
medications as orderad.

Refer to the telephone interview with the RCC on
12/10/21 at 10:00am.

Refer to the interview with the Administrator on
12/10/21 at 12:34pm

- 2, Review of Resldent #4's current FL-2 dated

t 09/15/21 revealed:

: -Dlagnoses included chronic absiructive -
pulmonary disease, hypertension, chronic back
pain, and polyneurapathy,

-There was an order for Hydrocodone 5-325mg
one tablet every 4 hours as needed for pain.
{Hydrocodone is a narcotic medication used to
freat moderate to severe paln).

Review of Resident #4's subsequent medicafion
arders dated 11/03/21 revealed there was an
otder fo discontinue Hydrocodons,

Review of Resldent #4's November 2021
electronic medication administration record
{eMAR) revealed:

" “There was an entry for Hydrocodone 5-328mg
- every 8 hours as needed far pain.

~There was no documentation the resident was
administered Hydrocodone 5-325mg in i
November 2021. l
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i Review of Resident #4's Decamber 2021 eMAR

revealed:

-There was an entry for Hydrocodone 5-325mg
every 8 hours as needed for pain.

-There was no documentation the resident was
administered Hydrocodone 5-325mg from
12/01/21 - 12/08/21.

Observation of Resident #4's medlcations on
hand on 12/09/21 at 4:01pm revealed there were
15 tablets of Hydrocodone 5-326mg tablets
dispensed on 10/23/21 with 2 tablets remaining in
the medlcation card,

i Telephone intarview with Resident #4's primary
* care provider {(PCP) on 12/10/21 at 11:00am
, revealed:

-Resident #4 had requested to discontinue
Hydrocodone.

-Resident #4's Hydrocodone should not have
been on the resident's eMAR after she wrote the
order fo discontinue on 11/03/21,

-She expected for the facility to ensure the
residents' eMARs were accurate to ensure the
resident was receiving all medications as
ordered.

: Refer to the telephone interview with the Resident

Care Coordinator (RCC) on 12/10/21 at 10:00am.

Refer to the interview with the Administrator on
12/10/21 at 12:34pm.

Telephone Interview with the Resident Care
Coordlnator (RCC) on 12/10/21 at 10:00am

: revealed the facllity did not have & process to

review the accuracy of the residents' elecironic

- medication administration record (eMAR).

Interview with the Administrator on 12/10/21 at
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j 12:34pm revealed:
-t was important for the residents’ eMAR to be
: accurate In order to ensure medications were :
; administered as orderad.
i -The RCC was responsible to ensure the
: residents' sMARS were accurate.
{D812} G.8. 131D-21(2) Declaration of Residents' Rights {P912}

s bove POC responses
. G.8.131D-21 Declaration of Residents' Rights eTeee 3

. Every resldent shall have the following rights:

- 2. 'To recelve care and services which are
adequate, appropriate, and In compliance with
relevant federal and state laws and rules and

; regulations.

!

! This Rule [s nat mat as evidenced by:

| Based on observations, interviews, and record

reviews, the facility failed to ensure residents

received care and services which were adequats,
appropriate, and in compliance with relevant
federal and state laws and rules and regulations
as related to medication administration.

The findings are:

Based on observations, Interviews, and record
reviews, the facility failed to administer
medications as ardered for 2 of § sampled
residents (#2, #4) including errors with insulin (#2,
#4), administering discontinued medications to
treat high bloed pressure, heart fallure, fluid
bulld-up, arthritic pain, and high blood sugar

" which were disconfinuad due to the resident's

- diagnosis of acuie renal failure (#2), a delay in the
adminisiration of an antiblotic and a medication to
treat high potassium levels (#2) medications not
available to administer at the facility including an i
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inhaled medication to prevent difficulty breathing
{#4), blood thinners, a medication fo treat fluid
bulld-up, depresslon, heart failure and
supplements (#2), medications to treat mild to

* moderate pain (#4} and dizziness (#2). [Refer to

Tag 358, 10A NCAG 13F .1004(a) Medication
Administration (Continuing Unabated Type B
Violation)l.
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