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Service

10A NCAG 13F .0904 Nutrition and Food Service
(8) Therapsullc Diefs in Adult Care Homes:

{4} All therapeutic diets, Including nutriional
supplements and thickened liquids, shall be
served as ordeaved by the rosident's phyaiclan.

This Rula is not met as evidenced by:

Based on observations, record reviews, and
interviews, the facility failed to ensune that a
resident's thickened liquids [{#4) were served as
ordered a3 evidenced by the kitchen staff not
maastring the thickaned liquids as directed and
serving the resident the incorrect thickened
cansistancy.

The findings are:

Review of Resident #4's FL-2 dated 07/25/22
ravealed diagnoses Included dementla,
Parkinson's diseasa, typse 2 dlabetes,
schlzophrenla, angleedema, tremors, eplstaxs,
and gastrolntestina] reflux disease.

Review of Rasidant #4's physician's order deted
03/01/23 revealed a downgrade in his diet to
purase with nectar thickensd liquids,

Observation of the breakfast maal on 04/04/23
belween 7:30am and B:15am revealed Resident
{14 was served thickened water In a cup,
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The Magnolla shall ensure that all
therapettic diets, including nufritiona
suprlements and thickened liquids,
shall be served as ordered by the
Resident's physician.

Area Clinlcal Director in-serviced 4/6/23
dietary and care staff on therapeutic
dlets, and the importance of ensurin
Residents receive diets per MD ordélrs,

Executive Director (ED)/ Dietary 5/19/23
Manager (DM} will ensure all newly
hired dietary staff are trained to
understand therapeutic diets, and th
[importance of ensuring thickened
liquids are of the appropriate consis-
tency.

L1

ED or Designee wlll randomly obserye
meal times to ensure staff are following
roper procedure, as well as inspect- 5/19/23
ng to ensure diets are prepared and
served a Bropriately. Any noted con}
cerns will be addressed with the DM
andfor Cook on duty promptiy.
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thickened mllk In a cup and prepackaged honey
consistency appls julee In its original carton.

Review of the lhickened powder package labeal
revealed:

-Add one packet thickening powder to 4 ouncas
af liquid.

-Stir with a spoon or fork for approximately 15
seconds or until thickener was dissolved,
“Whan mixed vith 4 etnces of water, coffee, and
clear julces, the beverage ¢onsistency was
nectar.

-When mixed vith 4 ounces of orange Juice and
mifk, the bevarage conslatancy was honey,

Observation of a kltchen staff preparing nectar
thickened watar from a thickening powdsr packet
on 04/04423 at 8:15am revealed:

=Thare was no liquld measuring cup used to add
waler fo an 8 otnce cup.

-The thickened powdsr packet was added to the
cup of watsr.

~The direcliens on tha thickened powder packet
wera not used.

Interview with the kifchen staff on 04/04/23 at
8;16am revesled;

-She prapared the thickened water for Resident
#4's breakfast using the packet.

-Sha did not use a liquld measuring cup to ensure
the pracise amount of Hiquid, which would
determine the ameunt of thickener to be added to
achieve the nactar consistency.

«She usually added about 8 ¥z cunces of waler
when preparing the thickened llquids,

~The medication alde directad her to measure 8
% ounces of a liquld when making thickened
liquids,

=She previously read the labzl on the back of the
thickened powder package and it read to use 4

D310
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ounces of walar.

-She thought the 6 ¥ ounces of watar was
accurate because the 4 ounces of water mads it
too thick. .

-She gave the resldant prepackaged honsy
conslstency apple Julca this moming because that
was what she always him.,

-She did not know It mattered if Resldent #4
racelved honay or nactar thickenad powder or
beverages because no one explalned the
difference batwaen the two.

Intervisw with the Dietary Manager on 04/104/23
at 8:15am ravealad:
-The kitchen staff used thickened powder packets
when the prepackaged thickenad beverages ware
not available.
-There was not a liquld measuwring cup in the
Kitchen to ensure the praciso amount of liquid,
which would determine the amount of thickenar fo
be added to achleva the nectar consistency.

Interview with tha Adminlistrator on 04/04/23 at
8;38am ravealed:

~She expected the dietary manager to ensura the
thickened liquids ware sarved as ordered.

<The kitchen staff were teained to aceurately
measure ths thickened liquids.

10A NCAC 13F .1004(a) Medication
Adminlstration

10A NCAC 13F .1004 Medicatlon Administration
{a) An adult care home shall assure that the
praparation and administration of medications,
presciiption and non-prescription, and treatments
by staff ara in eccordance with:

{1) orders by a licensed preseribing practiionar
which are mainialned in the resldante record; and

D 310

D358

The Magnolia shall ensure that the
preparation and administration of
medications and treatments by staff
are according to MD orders which
are malntained in the Resident's
record; the facility's policies and
procedures; and rule area .1004(a).

Area Clinical Director (ACD) in-servlor'ed
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: istration, the importance of following | 4/6/23
oo e Secloma i ek pae the 6 Rights of Med Administration,
identifying complete physician orders,
This Rule Is not met as evidenced by: and medication errors.
Based on observations, interviews, and record . .
reviews, {he facility fafled to ensure medications Care Managers will pull Medlcation | 5/19/23
were administered as ordered for 1 of 3 rasidents compliance reports daily to ensure
{#6) observed during the madication pass medlcations are administered per MDD
Including errors with a calclum supplement and a orders. The report will be brought to
lubricant eye gel for dry, inrtated eyes, Management meeting dalily for review
with the ED for compliance. Any noted
The findings are; areas of concern will have follow-up
as approprlate, including MD notificar
The medication error rate was 6% as evidenced tions, clarifications, and any needed
by 2 errors out of 29 appartunities during the intervention.
8:00am medlcation pass on 04/04/23.
8. Review of Resldent #6's currant FL-2 dated ggg gggll’tl: ;‘Lg]rl 'Faoc?ﬁgegghhgg lﬁet ?D el
- . ensure availability and accuracy of
-Dlagnoses Included dishetos mallitus, meds on medication carts, The audit
hypartansion, hyparchiolestarolsmiz, anxialy will be reviewed by the Care Managerrsl
diserder, mafor depressive disorder, gout, pain in 5
i |ED for compliance and to ensure that
ght knee, and nauropathy. t dicat] hand at
~There was an order for Calclum Garbonate acc.ura € medications are on nand a
€00mg 1 tablet twice a day, (Calclum Carbonalo all times.
is a calcium supplement that may be used o treat .
and pravent bona loss.) Care Managers will complete a minit 5/19/23
mum of 2 chart audits per week {o
Revlaw of Residant #8's lab report dated ensure that all orders have been
03/03/23 revealed Lhe resldent's calclum lovel processed properly to allow for aceu-
was 9.1 (refarence range 8.2 - 10.1). rate medication administration. Comt-
. pleted chart audits will be reviewed
Review of Resident #8's April 2023 electronic by the ED to ensure compliance.
medication edminlstratlon racord (eMAR)
revealed,
~Thera was an entry for Calcium Carbonate
600mg take 1 tablet twice & day scheduled for
§:00am and 8:00pm.
-Calclum Carbonate 600mg was documented as
administerad from 04/01/23 - 04/04/23 at 8;00am.
Division of Health Ecivice Regulalion
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Observation of the 8;00am medication pass on
D4/04/23 revealed:

-Tha medication alde {(MA) prepared 2 tablats
from an over-the-counter (OTC) bottle of Calcium
Clirate 600mg per serving,

-According to the manufacturer label, one serving
was 2 fablets which contalned 600mg of Galcium
Cltrate {one tablet contalned 300mg of Calclum
Citrata).

=The MA administersd one tablet (300my) of
Calcium Citrate to Resldent #8 at 7:20am instead
of 600mg of Calclum Carbonate as ordered.
{Calclum Cltrata [a a caleium supplement but is
not the same as Calclum Carbonate.)

Observations of Resldant #8's medications on
hand on 04/04/23 &t 7:24am and 12: 1ipm
ravoaled thoro was ne Calelum Carbenalo on
tand for the resident,

Intarviaw wilh the MA on 04/04/23 at 12:11pm
revaglad;

-Resldent #6's family provided the resident's OTG
medications to the facllity,

~The MA on duty or the Resldent Care
Coordinater {(RCC) checked tha OTC medications
agalnst the physiclen's orders 2nd eMARs to
thake sure everything matchsd,

-She did not notica Resldent #6's OTC Calelum
was Citrate Instead of Carbonate or that the
serving sfze was 2 tablets contained 600mg.
-The residant did not have any Caleium
Carbonate on hand.

Intervlew with Residant #6 on 04/04/23 at 1:27pm
revealed;

-Her family usually malled her OTC medications
to lhe facliity.

-She had been taking calelum supplements since
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shewas in her early 20's for her bonas,
-She was unsura which calgium supplement she
was adminislered.

Intarviaw with the RCC on 04/04/23 at 1:00pm
ravealed;

-Resldent #8's family malled the resident's OTC
medicallons to the facilily.

<f the OTC medications were recsived in the mall
whils she was on duty, she usually took the
package to the resident's rcom and opsned the
packaga In front of the resldent,

~She told the rasldant which medications were In
tha packege and then put the medications In the
medication cart.

~The MAs audited the medication carts waakly by
checking the madications on hand and comparing
It to the orders and the eMARs.

-If a medicatlon did not match, the MAs should
natify her, and sha would nolfy the family.

-There was no system to decument the OTC
medlcations that were sent by the family to the
facility.

-She had not noticed any discrepancles with
Rasident #6's OTC medications and no MAs had
repottad any discrepancles.

Intarviaw with the Adminisirator on 04/04/23 at
1:44pm ravealad:

-Resident #8's OTC medicalions wera mailed {o
the facility by the: family.

~The MAs should read the eMARSs and compare
tha med!calion labels when administering
madications.

Altempied telephone Interview with Resldent #6°s
family member an 04/04/23 st 3:08pm was
unsuceassiul,

Attempted telephone interview with Resldent #8's
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primary care provider (PCP) on 04/04/23 at
3:10pm was unsuccessful.

b. Review of Rasident #8's physician's order
dated 03/24/23 revesied an order for GenTeal
Tears Sevare Gel 0,3% apply in each eye at
bedtime, (GenTeal Tears Severe Gells an sye
gel usad to rellovo dry sye sympltoms.)

Review of Restdent #6's April 2023 electronic
medication administration record {aMAR)
revealed:

-Thera was an antry for Gen'Teal Tears Sevare
Gal 0.3% apply In each aye at bediime scheduled
for 8:00pm.

-GenTeal Tears Sevare Gel 0.3% was
documeanted as administered at 8:00pm from
04/01/23 - 04103123,

Observation of the 8:00am medication pass on
04/04/23 ravealed;

~The medicatlon alde (MA) preparad and
administared GenTeal Tears Savera Gal 0.3% to
Resldent #8's fght eye at 7:31am.

~The resident was adminlstered GenTeal Tears
Sevara Gel at 8:00am Instead of 8:00pm at
bediime as ordered,

«Tha resident was administered GenToeal Tears
Severa Gel In the right eye [nstead of both ayes
as ordered,

Interview with the MA on 04/04/23 at 12:11pm
ravealed:

-She had always administered the GenTea! Tears
Severe Gel in the right ays in the moming
bacauss that was lhe way it was ordered when
the resldent was admitted to the facility (could not
recall dats).

-She had not noticed the eMAR Instrirctlons were
to administer GenTea! Tears Severe Gel in both

D 358
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oyas,
~Sha had not noticed the GenTeal Tears Savers
Gel was schaduled to be administered at 8:00pm
an the eMAR.

-Tha resident's eyes wera usually "pretty red” in
the momings.

Intsrview with Resldent #8 on 04/04/23 at 1:27pm
ravealed:

-She usually recalved GenTeal aye gel In both
ayes twice a day.

-Last week her laft eye stayad red all week.

Interview with the Resident Cars Coordinatar
(RCC) an 04/04/23 at 1:00pm revealed:

-The MAs should read the eMARs and administar
medlcations at the correct schaduled time.
-Resident #6 should have been administered the
GenTeal Tears Severe Gel at 8:00pm, nat 8:00am
on 04/04/23,

Interview with the Administrator on 04704723 at
1:14pm raveated:

-The MAs should read the eMARS and compare
the medication labals when admilnlstering
medlcalions,

~Tha MAs should only administer madlcations at
the schedulad time,

Attempted telephone interviews with Resident #i6's
primary care provider (PCP) an 04/04/23 at
3:10pm was unsuccesslul,
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