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D 009| Initial Comments D 000 or e st aumiksion o sgreament by e
faclity of the tuth of the facts allsged of
The Adult Care Licansure Seclion completed a m?dgﬁém ol MAﬁ:m the
follow-up survey 03/01/23 - 03/02/23. D it Bha oy, o\ @s & matfer
D 358 10A NCAC 13F .1004(a) Medication D 358 10A NCAC 13F .1004(a) Medication 4/16/23
Administration Adminjstration
o L An audit of Physician Orders and a Cart Audit
10A NCAC 13F .1004 Medication Administration will be complated immediately to ensure all
{3) An adult cars home shali assure that the ordered medications and freatments are
preparation and administration of medications, g‘r’gggb';:?gﬂ‘;"c%%’g?‘”tﬁgﬁe"& éggoa;‘pplicable
prescription and non-prescription, and treatments Administration Record (MAR). Any findings
by staff are in accordance with: indig,;attl;?gfmegci‘calti?gt&: t‘)ir freatments atre not
licansead prescribing practiioner availeble or acminisiration, or are no!
(1) arders by a flosnscd presoribing practiior reflected on the MAR, will be corrected and the
which are maintained in the resident's record; and Physlician/Provider will be notified for any
{2) rules in this Section and the facility's policles additional orders, and a Medication Error report
and procedures. will ba completed. Inaddition, the Medication
ﬁ\ides Wirlxliabﬁ lmmedc‘i:;ely ref-tralned c:er:j icat
. . . ocumentation procedures for any medication
This Ruls 18 not met as evidenced by: that is not administered, with the appropriate
TYPE B VIOLATION documentation as to the reason.
?3asec:i on observalti_ons, Irecord reviews, and a) All medication Technicians/Alides will recleve
interviews, the facility failed to ensure additional fraining on Medication Administration
medications were administered as ordered for 1 proceduras, Enc!uding the importance of notifying
— of & sanhpled residehts related to two Madications Lh dgn 'fffi}s?:gdor nmiffau% Jgr ﬁgg ngggzgear
used to treat an eye infection (Resident #4). on the MAR during their medication pass and/or
for any medications that are rot available for
The findings are: administration when the medication loads for
administration in Matrix.
Review of the factllt‘,"s medication Sdministration b) All Madication Techniclans/Aldes will be re-
policy dated September 2021 ravealad: trained on 3 check comparison of an ordered
-The facllity utilized a preferred pharmacy that medtiﬁaﬂoned altriwst ﬂ(;e"abel on {he szlb[_JP packrd
; inobame . i or other medication dellvery system (bingo card,
provided medications in a mult-dose packaglr}g bottle, etc.) and responsibilities related to
system except when antibiotics or psychotropics documentation of alt ordered medications and
wers ordered. treatments, or halding medication if PCP ordereg
-All medications administerad, handled, and parameters are mel.
stored wers documanted on the electranic 6) All Medication Technicians/Aides will receive
medication administration record (eMAR). additional training regarding the importance of
-A new medication order for an antibiotic shall be
started no later that 9:00am the following day and
alf efforts should be made to start antibiotics at
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the next scheduled dose.

-All new orders were reviewed by the Special
Care Coordinator (SCC) and faxed to the
contracted pharmacy and scanned into the
computer sysfem.

-Tha SCC would wait for pharmacy to enter the
medication into the electronic medication system,
review the order, and approve the order for
administration.

-Staff completed medication cart audits weekly
and check to maks sure all medications were
available using a copy of the physician orders.
Medication errors included wrong doses, missed
doses, missed documentation, or not initiating
orders.

Review of Resident #4's current FL2 dated
12727122 revealed:
-Diagnoses included dementia and osteoporosis.
-The resident was intermittently disorlented.

Review of a physician's order dated 01/27/23
ravaaled:

-Start Gentarnicin (an antibictic) one drop Ieft eye
four times daily.

-Continue Maxitrol Ointment (an antibictic and
steroid combination) in left ayelid every night.

Review of Resident #4's January, February and
March 2023 eMAR revealed:

-There was not an antry for Gentamicin one drop
left eye four times daily.

-Thera was not an entry for Maxitral Qintment in
left eyelid overy night.

Observation of Resident #4's medications on
hand on 03/01/23 at 3:29pm revealed there were
no Gentamicin drops or Maxitrol Ointment on the
medication cart.

ensuring all ordered medications and/or
treatments are completed as ordered,
and notification to the Memory Care
Manager, ahd Executive Director if
medications are not available.
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Interview with the medication aide {MA) on
03/01/23 at 4:10pm revealed:

-There were no Gentamicin drops or Maxitrol
Qintment on the medication cart for Residant #4.
-Thera was not an order cn the aMAR to
administer Gentamicin drops ar Maxitrol Qiniment
for Resident #4.

Interview with the SCG on 03/01/23 at 3:51pm
revealed:

-Resldent #4 had conjunctivitis {an eys infaction).
-She was aware that Resident #4 had been
administered eye drops a few weeks ago.

-She was nof aware of the order on 01/27/23 for
Residant #4 to be administered Gentamicin or
Maxitrol. :

-The facility had a transportation aide {TA)} who
took Resident#4 to her eye appointment on
01/27123.

-The TA was supposed to write a progress note
about any medication changes.

-The TA was suppesed to fax any scripts from the
eye appointment to the pharmacy.

-The TA'Wwas supposed fo place any paperwork
for medication orders in a file designated for
orders fo be put in the computer by the SCC.
-Apparently, the TA had placed the paperwork in
the ™o be filed" file.

-The medication order from the physician visit on
01/27/23 was never placed in the computer.

Observation of Resident #4 on 03/01/23 at
5:16pm ravealad her eyes were clear with no
redness, cloudiness or drainage.

Interview with Resident #4 on 03/01/23 at 5:16am
revealed: .

-Her eyes did not burn or itch,

-Her eyes ware not causing her any discomfort
-She had an eye infection but thought it was

D 358 Continued From page 2
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getting better. '

Telaphone interview with a pharmacist from the
facility's contracted pharmacy on 03/01/23 at
4:30pm revealed:

-Gentamicin was an antibiotic used for aye
infections.

-Maxitrol was a combination antibiotic and steroid
used for eye infections.

-If Gentamicin and Maxitrol were not
administered as ordered, the eys infection could
potentially get worse,

-The pharmacy has not received an order from
the facility dated between 01/27/23 and 03/01/23
for Gantamicin eye drops or Maxitrol aye
Qintment.

Telephone interview with an Optometrist office
Representative on 03/02/23 at 1:44pm revealed:
-The optometrist who saw Resident #4 on
01427123 diagnosed her with "other conjunctivitis."
-Resident #4's sye infection could have gotten
worse without the medication but would not have
caused visienloss.” T T
-The optometrist wanted Rasident #4 to start the
Gentamicin and Maxitrol as soon as possible,
-The optometrist would follow up with an eya
exam on 03/08/23 for Resident #4.

Interview with the Administrator on 03/02/23 at
2:06pm revealed:

-if there was a question about medications fo he
given, tha MA should get a dlarificatlon order.
-The SCC was respongible to follow up and make
sure madication orders were followed.

-The medication order for Resident #4 was
missed.

-He expected medications to be given as ordered.

The facility failed to ensure two medications were
Division of Heatlh Service Regulation
STATE FORM L

NOLQ11 It continuation shest 4 of 10




PRINTED: 03/16/2023

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULYIPLE CONSTRUCTION (¥3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BLILDING: COMPLETED
HALOOBOOY 8. WING 030212023
NAME OF PROVICER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
8268 US HIGHWAY 19 EAST
CRANBERRY HOUSE NEWLAND, NC 28657
X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o6
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFCIENGY)
D 358 | Continued From page 4 D 368 Continued from page 4
avallable and administered as ardered fo a
resident (#4) who had been diagnosed with an
sye infection and prescribed an antibiotic and a
steroid on 01/27/23. The facility's failure was
defrimental to the health and welfare of the
resident and constitutes a Type B Violation.
The facility provided a plan of protection in
accordance with G.S. 131D-34 on 03/01/23.
CORRECTION DATE FOR THE VIOLATION
SHALL NOT EXCEED APRIL 16, 2023.
D386 10A NCAC 13F 1004 (i) Medication D 366 10A NCAC 13F.1004 (i} Medlcation A4116/23
Administration Administration
Med Aides were in-serviced on Medlcatlon
10A NCAC 13F 1004 Medication Administration Administration as it relates to observing the
rasidgg} taking m?tcti‘I%?ﬁon iver: and I?;\efing
. . no medications with the resident nor observed
{i) The recordmg faf thg administration on the taken. The Executive Director and Memory
medication administration record shalt ba by the Care Coordinator (MCC)/Supervisor in Charge
staff person whe administers the medication (SIC)‘maﬂiie fmqlriltgsl t’g va;it nlcu m?éilcel:ti%ns
immdiately following administration of the were in the facility 1efi out thal rasicants have
__ | medication to the resident and observation of the  _ | a008ss to and not been observed given.
resident actually taking the medication and prior a} The Executive Director and Memory Care
to the administration of anather resident's COOIgInant%r ot; designf:d \'Rl_ldreandgm!y‘n:ake
N~ } oo ; rounds and observe ides administering
medication. Pre-charting is prohibited. medication weekly to verify meds given and no
medication left in the facility that residents could
This Rule is not met as evidenced by: Eave acncgss to gﬂer Madication 'fd;\nlnisté%tion
Based on observations, record reviews, and imes and recording rounds an the Audit Sheet.
interviews, the facility faited fo ensure the Augiit Shoets will be reviewed woekly at ED

Standup meating for compliance.
medication aide (MA) obsarve a resident P g P

(Resident #2) take their medicatlon and
document on the electronic medicafion
administration racord {oeMAR) immediately
following administration of medications to the
resident.

The findings are:
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Review of the facility's medication admInistration
policy dated Septembar 2021 revealed
medication errors included wrong doses, missed
doses, missed documentstion, or not initiating
orders,

Review of Resident #2's current FL2 dated
07/20/22 revealad:

-Diagnoses included dementia, high blood
pressure and depression,

-Orientation was documented as constan
disoriented. :
-Thete was an order for lasarian (usad to treat
high blood prassure) 100mg tablet daily.
~There was an order for seriraline (used fo treat
depression) 50mg tablet daily.

Observation during the initial facility tour on
03/01/23 at 10:00am revealed on Resident #4's
bedside table there was a plastic medication cup
setting on Resident #2's bedside lable containing
one green fablet and one yellow tabiat.

“Interview with Resident#2 on 03/01723 at™

10:00am revesaled:

-She had already taken all her morning
medication on 03/01/23.

-She did not want to take those 2 tablets hecause
they were not hers.

-3he did not want to take someone else's
medicafion.

Obsarvation of Resident #2 on 03/01/23 at
10:08am revealed;

-Resident #2 was walking down the hailway with
the plastic medication cup in her hand.
-Resident #2 gave the plastic medication cup to
the medication aide (MA).

-The plastic medication cup contained one green
tablet and one yellow tablat.
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-Resident #2 tcld the MA she did not want to take
the medications.

Interview with MA on 03/01/23 at 10:09am
revealed:

-She administered medications to Resident #2 in
the dining room the moming of 03/01/23.

-She observed Resldent #2 take her medications.
-Resldent #2 pour the medication in her hand and
then place the medication In her mouth,

-She usually checked to make sure Resident #2
had taken all her medications,

-Sha did not verify she had taken all her
medications on the morning of 03/01/23.

-She usually left the empty medication cup with
Resident #2 bacause Resident #2 would throw
the medication cup away as she left the dining
room after her breakfast.

-She did not observe Resident #2 throw her
medication cup away on 03/01/23 after breakfast.
-She was not sure what the two medications were
that Resident #2 had brought to her.

-She documented an the eMAR all of Resident
#2's moming medications on03/01/23 had-been
adminiatered.

Observation of Resident #2's medications on
hand on 03/01/23 at 3:29pm revealed:

-There was a picturs of each medication on the
outside of the multi-dose package containing
Resident #2's medication.

-The MA verified the two tablets in the medication
cup were losartan and sertraiine.

Interview with the Special Care Coordinator
(S8CC) on 03/02/23 at 8:07am revealad:

-All MAs were aware they ware not supposed to
leave medications with a resident.

-The MA should have observed Resident #2
swallow all her medications.
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-If & resident did not take all their medications, the
medication should be removed and not left with
the resident,
-Resident #2 had 2 history of pouring medications
into her hand and "pocketing” some of her
medication or "cheeking” (keeping the medication
in her mouth but not swallowing} the medication.
-The MA should pay very close atiention when
Residant #2 took her medication because of her
history of pocketing or cheeking her medication
and not swallowing it.
Interview with Administrator on 03/02/23 at
2:08pm.
-The MAs should always observe residents take
all thelr medication.
-Madications should never be teft with the
resident,
-Oral medications should bs documented on the
eMAR after the MA observed the resident swallow
them.
D 3687 10A NCAC 13F .1004(j) Medication D 367 10A NCAC 13F.1004 {j) Medication 4/18/23
T Administration T N |Admimgtration T 0 T
Med Aides wers in-serviced on Medication
10A NCAC 13F . 1004 Medication Administration Administration as it relates to accurate
() The resident's medication administration documantation on the Medication Administration
record (MAR) shall be accurate and include the Rﬁgﬂ"géyaz)é?h{ggfgs%%ﬁ%ﬁﬁﬁgggﬂ% .
following: documentation on the Madication Administraion
{1} resident's name, Record (MAR). The Execitive Director and
{2) name of the medication or treatment order; Memory Care Coordinator {(MCC) reviewed the
{3) strength and dosage or guantity of medication Administration Compllance raport for accuracy.
administered; a) The Executive Director and Memory Care
(4) instructions for administering the medication Coordinator or designee will randomly make
or traatment; rounds and obsarve Med Aides documenting on
(5) reason or justification for the administration of ?&?ggﬁfé&#ﬂﬁfgﬂgg ﬁggﬁ{f é%ﬁ%md
medications or treatments as neaded {(PRN) and rounds made on the Audit Sheet. Audit Sheets
documenting the resulting effect on the resident; will be reviewad weekly at ED Standup meeting
(8) date and time of administration; for complianca.
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(7) documentatlon of any omission of
medications or treatments and the reason for the
omission, including refusals; and,

{8) name ¢r Initials of the person administering
the medication or treatment. |f initials are used, a
signature aquivalent to those initlals is to be
documentad and maintained with the medication
administration record (MAR).

This Rule is not met as evidenced by:

Based on observations, record review and
interviews, the facility failed to ensure glectronic
medication administration records (eMAR) were
accurate for 1 of 5 sampled residents (Resident
#2) related fo a medication used to treat high
bload pressure and a medication used fo treat
depression.

The findings are:

Review of the facllity's medication administration
palicy dated September 2021 revealed
madication arrors includad wrong dosas, missed
doses, missed documentation, or not initiating
orders.

Review of Resident #2's current FL2 dated
07/20/22 reveaied:

-Diagnoses included dementia, high blood
pressure and depression,

-There was an order for losartan (used to treat
high blood pressure) 100mg tablet daily,
-There was an order for serfraline (used to treat
depression} 50mg tablet daily.

Observation during Initial tour on 03/01/23 at
10:00am revealed on Resident #2's bedside table
there was a plastic medication cup with ons
green tablet and one yellow tablet.
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Interview with MA on 03/01/23 at 10:09am
revealed:

-She administered medications to Resident #2
the moming of 03/01/23 between 7:40am and
7.50am. '
-She observed Resident #2 pour the medication
in het hand and place the medication in her
mouth,

-She did not verify Resident #2 had taken all her
medications on the meming of 03/01/23.

-She documented on the sMAR all medications
ware administered to Resident #2 the morning of
03/Q1/23.

Review of the eMAR for the 8:00am
administration on 03/01/23 ravealed:

<There was documentation losartan 100mg tablet
was administered.

-There was documantation sertraline 50mg tablet
was administered.

Interview with the Special Care Coordinator

" T (8CC) on 03/02/23 at 8:07anT rEvREled ifET T
resident was not observed taking their medication
the MAs should not document their medication
was administered on the eMAR,

Intervisw with the Administrator on 03/02/23 at
2:08pm revealed the MAs could only check off
medication on the eMAR that they witnessed the
resident take.

D 387 Continued From page 9
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