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D 000 Initial Comments 2 000
Responses to the cited deficlencles do not
The Adult Care Llcensure Sactlon conducted a c??lftlttutethanfe;ﬁm}ssiton ﬂr agcni'eemenl tI)y the facility
e A of the truth of the facts alleged or conclusions
follow up survey on 04-18-23 through 04-19-23. set forth in the Statement of Deficiencies or
Corrective Actions Report; The Plan of Correction
D 367) 10ANCAC 13F .1004{]) Medication D 367 Is prapared solsly as & matter of compliance

Administration

10A NCAC 13F .1004 Medication Acministration 10A NCAC 13F .1004{)) Medication Adminlstration

() The residents madication adminlstration An audit of all current medication orders was con 05/02/23

racord (MAR) shall be accurate and include the ducted to ensure accuracy of orders on MAR and

foltowing: Resident'sﬂcharlg. Any ftilnding]?,1 mgicatlng the ozdgr

. was not reflected correctly on were correcte

(1) resident's name; and the Physiclan/Providar was notifled for any

{2) name of the madication or treatment order; additional orders.

(3) strength and dosage or quantity of madication

adminlsterad;

(4} Instructions for adrministering the medication .

or treatment; The Resident Care Coordinator, and Speclal Care 05/19/23

(5) reason or justification for the administration of tfF‘loorcllne’s\tor wllfl c?dnduct wt%eka ﬁgrt 3udits Lo ents#r?

N v & accuracy of oraers on the . ANy orders tha
medications or treatments as needed (PRN) and are not accurate on the MAR, will be corrected and
dacumenting the resulting effect on the resident; trhe& !;hysilclarngrongervylilll be Sotitﬂed gor any "

. additional orders. ED will conduct random rmonthly
(6) date and time of administ-ation; cart audits to help ensure the accuracy of orders on
{7} dosumentation of any omlssion of the MAR and assist with continued compliance with
medications or treatments and the reasan for the this rule area.

omission, including refusals; and,

(8) nama or initlals of the persan administering
the medicailon or treatment. If inltials are used, a
signature equivalent to those Initials Is to be
docurmented and maintained with the mediaation
administration record (MAR).

This Rule 1s not mat as evidenced hy:

Based on interviews and record reviews the
faciltty failod to ensure the electronic medication
administration record (sMAR) was accurate for 1
of & sampled resldents (Resident #3) related to
cream o freal a yeast Infection.

The findings are:
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Review of Resident #3's current FL2 datad
02-23-23 revealed diagnoses included memory
toss, chronle Kidney dissase and gout.

Revlew of Resldent #3's physlelan orders
revealed an order dated 03-02.23 for
nystatinfirlameiholone cream to be applied to
groin twice a day for 14 days.

Review of Resident #3 March 2023 aMAR
ravealed thera was not an entry for
nystatin/triameinolone cream to be applied to
groln twice & day for 14 days,

Telaphone with a pharmacist from the faclllty's
contracted pharmacy on 04-18-23 at 2:31pm
revealed ;

=Afaxed order for nystatin/tiamelnolone cream
for Resldent #3 was recelved on 03-02-23 and
dispensed the same day.

-The pharmacy was hot responsible for updating
the facility's eMAR syatem.

Interview with a Medication Alde (MA} on
04-18-23 at 2:40pm and 04~19-23 at 2:05am
ravealed:

-Bhe remembered whan Residant #3 was
ordered the nystatinftlameinolona cream but she
was not responsible for entering orders into the
aMAR system,

-She applled nystatinftriamcinolona cream to
Resident #2 as ardered but apparenty did not
document It on the aMAR as there was no entry.
~The facllty did not utllize Treatment
Administration Records (TARS) so there was no
other place for her to document adminlstration.
~The Resldent Gare Coordinater (RCC) was

‘responsible for ensuring medlcation orders wera

put into the eMAR systam,
-At the time she did not think about mentioning to
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the RCG that there was no place fo document
adnministration of the nystatinftrismeinclone
cream.

Interview with the RCC on 04-18-23 at 3:30pm
revealed:

-3he was responsible for faxing new orders fo the
pharmagy that maintaihed the facility's eMAR
system,

~8he remembared faxing the order but
sometimes the fax maching did not properly
transmit documents. .

-When an crder was entered Into the sMAR
system by the pharmacy she had to authorize It
50 it would show up on the eMAR that MAs had
access fo.

~Ghe did not have & system In place o prompt har
to ensure orders that were faxed wers later
authorlzed and put into the eMAR systam.

~MAs were tralnad to document all medication
administration and she did not know why she was
not told the cream was not in the eMAR system
50 they could docurment administration,

Intarview with Resident #3 revealed
nystatinriamsinofons cream was applled by the
MaAs and his rash was ctitrently healed.
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