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The Adult Care Licensurs Section and the
Alamance County Department of Social Sernvicesa
conducted an annual and fellow up survey with an
| exil dede of April 13, 2023,
. nep fo
C 13| 10A NCAC -13G .0403(2) Qualiticafions of C13i | ff HFF Wil HE f &
Medication Staff el it (ol pie
S SUOLESS fe & ho m’ﬁnﬁmmﬁ‘m b
10ANCAC 136G .0403  QUALIFICATIONS OF 10 hoid .::r.-b ” p .
MECHICATION STAFF wﬂj l-":'_'ﬂ' i A4 05/25/23
{a) Family cara home siaff who administer M W ﬁfﬁ' c:,\(:'f#‘i '&E 5{, Fi Spoke wit
.| medications, hereafter referred to as medication ' pes A Aﬁ Ms. Bruc
gides, and their direct supervisors shail complate j,éfm" : W 1’% W hat. igﬂgcatfgn
training, clinical skills validation, and pass the choes it loked o Ac:#ﬂm’ mmende
written examination as.set forth in G.8, il ot b alth, Wuﬁ& n 06/01/43
. _ oS ,.KE %}&fﬁ
131D-4.5B. Persons authorized by state Y A dewdF | J.Thombukg
ocelpational licensure iaws. to gdminister : ﬁ,;:ﬂ e StE % f Aol é.m ﬁ
medications are exempl from this requirement. ' 15’V ppertinees !
. Eﬁﬂﬂm,tﬂ et wil %ﬂﬁ FLEe
I
Frgniys Pk "M ! diodlos
St quahiFied ¥
This Rule is not met as evidenced by:
TYPE BVIOLATION
Based on record revisws and interviews, the
facility failed to ensure 1 of 2 sampled staff (A)
wha administered meadications met the
requirements related to successfully completing
B-hour and 10-hour or 15-hour medication
training course and passed the state medication
aide examinstion piior to administering
nedicalions,
TI‘IE findings are:
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Continued From page 1
Observation of the medication pass an 04413723

1 at §:06am revegled:
: -Gtaff A called Resident #1 to 1ha medication
room and adminisiered two eye drops (o the

“ragldent. _

—ataff A called Resident #2 1o the madication
room-and:obtained a fingerstick blood sugar
reading (FSBS) from the resident.

-Staff A administered insulin to Resident #2.,
-Staff A did not wear gloves when he
administersd the eye-drops, checked the FSBS
and sdminigterad the insulin. _

~-Staff A dicd not wash his hand befare, during or
affer the-adminisiration of the eye drops, checkead

tha FSBS, and administered the insulin.

| Review of Staff A's persorinsl record revealed:

~There was decumentation Staff Awaes hired on
061 3705, ' :

-There waz ho documentation Siaff A had
completed the 5-hour and 10-hour, or $5-hour
‘madication alde (MA) training course.

-Thera was documentstion Staff A completad the
medication clinical skills checklist on 12/14/19.
~There was no-docuimentation of an employment
verification pricr 1o hire as a MaA.

-There was no.documentation Staff A passed the
Mﬁ. wiritten escam.

Intemew with Staff A on 04/13/23 &t 10:51am
revealed:
-He had worked al the facilily for 13 years.

-He was hired as a personal care aide (PCA).
-He was not a MA and had naver taken the
medication aide trafning couree or taken the MA
written exam.

-He administered eye drops to Resident #1 this
moming, 04/13/23.
-He administered Resident #1's eye drops

because he "wanted to get them done for the

G 131
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.| -He learnsd how to administer eye drops by

| 04£13/23 at 11:00Dam revealed:

day”.

obsarving other staff administering eye drops.
-He obtained Rasident #2's FSBS and
auiminisiered Resident #2 his insulin injection.
-He was a diabatic and checked his FSBES and
adminietered insulln to himself, 5o "he knew what
he wais daing”, _ :
~-No one told him to adrinister the medications.
~The Supenviser-in-Charge (SIC) and the
Administrator knsw he agministered eye drops,
chacked FSBS and agministered insulin,

-He had administered aye drops, checked FSBS
and administered insulin for years,

interviaw with the Supenisor-in-Charge {SIC) an

~he knew Staff A was not a MA.

-She knew he administared Resident #1's eye
drops and Resident #2's insulin after checking the
resident's FSBS bacause the task were
completed when shé came to work each morning.
~3he thoughit he had bean Irained to administer
the sye drops and insulin and check FSRS
readings. :

Interview with he Administrator on 04713423 at
3:4Bpm revealed:

-She &new Staff A was not a MA,

~-She was aware Staff A administered éye drops
and insulin and performed FSBS checks.
~Staff A had not faken the medication side training
course o taken the MA written exam.

-Sha knew Staff A had completed the medication
clinical skills chacklfst but could not recal| the
dafe of complation.

-She had spoken to Staff A about taking the
medication aids training course and the MA
wrilfen exam, but he was not inferestad.

Clients voiit hove
Llf - admin St
order kor e

drope, Finger ghekis
and inselin. Stast
Will mondor and!
deﬁﬂ"\“,
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33

| administered medications to residents, completed

.adminiztaring medications including the 5-hour

Type B Vidlation, .

(1) orders by a licensed prascribing practitioner

Continued Fmﬁl page 3
Refer to 1ag .0330 10A NCAC 135, .1004a

Refer.io tag .0335 104 NCAG 135, 1004f

The facility failed to ensure staff, who
ihe MA training requirements before

and 10-hour, ar 19- hour training class and had
passed the MA written exam within 80 days of
completing the medication aide competenay
validation clinical skills checklist. This failure was
datrimental to the health, safely and welfare of
the residents to include increase opportunifies for
rnedication etrors and infactlons and consfitutes a

The facility provided. a plan of pretection in
accordance with G.5, 1310-34 on 04413723 for
1his violation.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED -MAY 28,
2023,

10A NCAG 136 1004(a) Medication
Administration ' .

10A NCAG 13G | 1004 Medication Administration
(@) Afamily care home shall assura that the
preparation and administration of madications,
presciiption and non-prescriplion.and tregtments -
by staff are in accordance with; '

which aré maintained in the resident's record; and
(2) rules in this Section and the facility's policies
and procedures,
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' Wc}
This Ruile is not met as evidenced by: W&J @"'ﬁ' Fi
Based an observations, Interviews, and record F ﬂgmﬁ-’fﬂé@“l’ -
| reviews, the facility failed to ensure medications ﬁ’i"‘;{ L orator gwt W“"""}*
were administered as ordered for 2 of 3 sampled Yet ﬁ? p @gwu Correction date
residents {#1. and #2), related to eye dicps and a s e y .#fﬁl'?d':’i} Mﬁfﬂﬁ A, AP
-medication to treat an enlarged prostale (#1} and ﬁﬁwﬁﬂf i ‘s st #f | Spoke with '
- Ms B d
an el 12, Pl G, el ool
The findings are: correction dhte

1. Review of Resident #1'z current FL-2 dated
0404723 revesled diagnoses included
schizophrania disordst and hypertension.

a. Review of Residant #1's cumrent FL-2 daled
D4/04/23 revealed thera was an order for
dorzolamide-timolal 22.3-8.8 (used to treat
elevated pressure in the aye) instill 1 drop in the

A right eye every night.

Review of Resident #1's Fabruary 2023

madication administration record (MAR) revealed:

-There was an entry for dorzolamide-timolo!
22.3-6.8 instill 1 drop in the right eye twice daily
with a schedulad admlnlstrahun fime of &:00am
and 8:00pr

-There was dacumentation that
dorzolamide-timelol was administerad twice daily
from 0201723 to 02/28/23. .

Review of Rasldent #1's March 2023 MAR
revealed:

-There was an entry for dorzalamide-timolol
22.3-6.8 instill 1 drop in‘the right eye lwice daily
with a scheduled administration 1ime of 8:00am
and 8:00pr '

~There was documentation that

“darzolamide-timolol was administered twice darly

fromm 0301723 to 05/3 1123

Joded
I s

;mvuﬂy by AudSC of Foies

Phoormacy wil!
review mpk
doude checkh

prescrip e ‘!11‘_3\_"'"_
e W rtg\d}&@ S
A I B now-s

o Admission,

A~
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G 320] Gontinuad From. page 5 £330 ~ 1
. ntnued From-page 5 FL“Z ar m-edtm-‘}ﬂm'
Review of Resident #1's April 2023 MAR fram % . \ \
04/01/23 1o 04412423 revealed:; ' ey 6‘1 e\
-There was an enfry for dorzolarnide-limolol @Wﬂ =
22.345.8 instill 1 drop in the right eye twice daily - .
with a scheduled adminisiration time of 8:00am 155_‘, Ve g‘\ f:?_Cg- ICJ \ﬁ
and 8:00pm :
~There was documentation thet ] C,F::‘lr rc
dorzolamide-timolol was administered fwice daily '{){1 VH{}.,F-“\j
from 04401/23 ta 04712423 at 8.00am. : ' _
. . ' _ Cﬁ - Q< sOLM
Observation of Resident #1's madications on oy at
hand on 04/13£23 at H1:48am revealed: | Ny

-There were two brown medication bottles, each
contzining a bottle of dorzolamide-fimaokal _
22.3-8.8 eye drops in the medication cabinet in
the medication raom. : '
~The dispénsed dates on the medication botfles
were 08f27/22. and 00/30522,

-Each bottle of eye drops was %4 to % full.

Telephone interview with the phanmacy technitan
at the facility's contracted phamacy on 0441 323
at 1.42pm reveaied:

-The facility changed pharmacies and the
previous facility faxed the cuirent orders for
Resident #1. ' :

-The pharmacy received transfer orders from the
previcus pharmacy with an order date of
D323,

-The pharmacy had an order for

-torzolamide-timolel 22.2-8.9 instill 1 drop in the
-right eya lwice daily.

-The pharmacy-had dispensed a 10m bolfle of
dorzolamide-timelol 22,3-6.8 on 02/01/23.
-A 10ml bottle ghould lagt about 75 days,

Chservation of Resident #1's medications on
hand on 04/13/23 at 2:00pm revesled thers was
no bottle dorzalamide-timolal 22.3-8.8 dispensead
on 02/01/23 available for adrministraiion.

as pOsSLBR M
C;LC& Y S,S:,‘i'-:'lr“-( .
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~-She dick not know why there was medicatinn

Refer to the Interview with the Administrator on

Telephona interview with the Pharmacist af the
facility's contracted phammacy on 04/13/23 at
2:15pm revealed: _
~Derzolamide-timolol was used to treat incressed
pressure inthe aye relatad fo glaucoma.

-If tha medication was not administered as
crdered Residant #1 could have eye pain and
blurred vision due to incressed pressure,

Intervisw with the medication aide {(MA) on
0413423 at 3:15pm revealed:

remaining in byvo botlles of eye drops that were
dispensed on 0Bf27/22 and 09430022,

~She did not know where the bottle of eive drops
dispsnsed on D2/01/23 was.

Intarview with the Administrator on 0471323 at
<4 7pm revealed she did not know why there
were two heffles of eve drops still available for
administration with dispensed dates of (6/27/22
ahd 0930522, '

Altempled telephone interview with Resident #1's
Ophthalmologist on 0441323 at 2:30pm was
LNSuGaassiy|.

Fefer to the interview with Resident #1 on
Q4¥1323 at 2:30pm.

Refer o the interview with the MA on 04/13/23 at
3 15pm. '
D4f13723 at 3:47pm.

b. Review of Resident #1's current FL-? dated
04/0472.3 reveasled there was an order for

latanoprost .005% (used to treaf increased

STATEMENT OF DEFIGIENCIES | (X1} PROVIDERISUFPLIERAG iz MULTIPLE GONSTRUGTION (43} DATE SURVEY
. AND FLAN OF CORRECTION IENTIFICATION HUMBER: _ COMPLETED
A BUILDING:
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pressure i the eye).in ane drop in the right eya

avery night.

Review of Résident #1's February 2023, March
2023, and April 2023 frem 04/01/23 to 0412423
medication administration record (MAR} revealed:
-There was no antry for [alancprost .005% instill
ane drop in the right eye every night.

~There was no decumentation thai latanoprast
.005% was administerad.

Observation of Resident #1's medications on
hand an 04/13/23 at 11:48am revealed ters were
na latanoprost .005% eye drops available for
administratian, '

Interview with the phanmacy technician at the
facility’s contracted pharmacy on 0411323 gt
1:42pm reveajed:

-The pharmacy did not have an arder for
latanoprost eve drops.

-The pharmacy accepted FL-2s as orders and
would dispensa medications as orderad,
~The pharmacy did net receive an FL-2 dated
0404423 for Rasident #1. -

-If the pharmacy had received the FL-2 dated
0470423, they would have quastionaed 1he

latanoprost order singe Reaidant #1 was

recetving Racklatan,

inferview with the Pharmacist at the fzciiity’s
conlracted pharmacy on 04/13/25 at 1:42pm
revealed: -

-The pharinacy did not have an order for
latanoprost .005% eye drops for Resident #1.
~Resident #1-had an order for Racklatan aye
drops, which contained latanoprost as one of two
medications. {(Racklatan was & combination of
o medizations, lafanoprost and natarsucdll).

G 330
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C 230 Continued From page 8 | G 330
Interview with the medication aide (MA} on
| 0413423 &t 3:15pm reveated: '

-She was responsitile for completing the annual

FL-2 for Resident #1.

~3he listed Iatanoprast on tha FL-2 datad 2023

bacause it was on the FL-2 datad 2022,

-3he did not realize Resident #1 was nol taking

latancprost eye-drops,

-She completed Resident #4's FL-2 far 2093 by

referring {o the FL.-2 dated 2022,

~5he liztsd the medications on the FL-2 for 2023
as they were listed on the FL-2 datad 2022,
-She did nat Iigt any medications an the FL-2 for
2023 that were ordered or discontinued during
the year, -

-She did not know she should list madications
that were addad during the year to the FL-2 for
2023,

-She did not fax FL-2s to the pharmacy to be
used as orders,

Intervicw with the Adrministrator on 04/13/23 ai

3 47pm ravealed:

-The FL-2 was completed by the MA for the

Prirnary Care Provider to sign.

| Al medication that was ordered and
discoritinued from the FL-2 from 2022 until the

'FL-2 was signed by the PCP should be added ar
deleted fo the updated FL-Z to snsure gl
medications were current.

Atiempted telephone interview with
Ophthalmologist on 04/13/23 at 2:30pm.

Refer to the interview with Resident #1 on
D/13/23 at 2:30pm.

Refer to the interviaw with the medication aide
{MA) on 041 3/23 al 3:15pm:

Divtsfon of Heallh Service Reguighion
STATE FORM ' nags 4P ' ¥ contmuston sheet 9 of 24
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SUMMARY STATEMENT OF DEFICIENCIES

. PRIVMIDER"S PLAN OF CORRECTION

Refer to tha intehriaw with-the Admin istrafar on
04113723 at HadTpm_. '

¢. Revlew of Resident #1's cument FL-2 dated
D4/{23 revealed there was ng order for
Racklatan eye drops.

Review of Resident #1's Fabruary 2023
medization administration record (MAR) revealad:
~There was an entry for Rackiatan eye drop inatill
1 drop in the right aye every night with 5
scheduled administration time 8:00am,

| -There'was dosumentation that Racklatan was

administered every night from D2/01/23 to
2128123, '

Raview of Resident #1's March 2023 MAR
revaaled: :

-There was an entry for Racklatan aye drops
instill 1 drop in the right eye every night with 5
scheduled administration time 8:00pm.

-There was documantation fthat Racklatan was
administered every night from 03/01/23 to.

03/31/23

Review of Resident #1's April 2023 MAR from
04/01/23 to 04/12/23 revesled:

-There was an-entry for Racklatan eye drep instill
1 drop in the right eye evary night with 4
scheduled administration te-8:00pm.

-Thare was documentation that Racklatan was
administered svary night from 040123 10
Q4412/23, .

Observalion of Resident #1's madications on
hand on 04413123 at 11:48am revealed:

-There was one brown medication boltle kcated
in the refrigerator containing an unopened bottle
of Racklatan aye drops,

-The dispensed date on the brown medication

G 330

[} I : > [X5]
. PREEIX (EACH BEFICIENCY MUST BE FRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION.SHOULE BE COMPLETE
TAG REGULATORY OR LSC IDEMTIFYING [NFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
ity : BEFICIENGY)
C 330| Continued Fiom page 9

Clvlsion of Healh Service Regolation
STATE FORM .

4P

K conilmrabon shaet 10 of 24




PRINTED; 04/30/2023

FORM APPROVED
Division of Health Service Requiation .
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIERACLIA {X2) MULTIPLE CONSTRUCTION (%7 DATE SURVEY
AND PLAN OF CORRETION IDENTIFICATICN NUMBER: A BUILDING: . COMPLETED
' R
FCLDO113 B. VING -~ (471 342023
MAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, 2IF CODE '

WE CARE FAMILY CARE

1718 MORGANTON ROAD

BURLINGTCN, NC 27217

SUMMARY STATEMEMT O DEFICIENCIES

.| 04404723 for Rasldeni ##1.

| pressura in the eye due to glaucoma.

administer Racklatan,

PRCWDER'S PLAN OF CORRECTHIM

bottle was D4/05/23,

Telephone interview with the phanmacy technician
at the: facility's contracted pharmacy on 041323
at 1:42pm revealsd;

~The pharmacy had an order for Racklatan one
drop 10 each eye at bedtime dated 07/17/23.
~The pharmacy dizpensed a 2.5mi bolfls of
Racklatan on 01/17/23 and (4/05/23.

<A 2 dmi:bottle of Rackiatan would last 25 days,
-Eye drops were not on cycle fill; tha facility would
have 1o call the pharmacy to refill the medication,
The pharmacy aceepted FL-2s as orders and
would dispense medications as ordered.

-The pharmacy did nol receive an FL-2 dated

-If the: pharmacy had raceived the FL-2 dated
0404723, they would hava questionad why the
Racklatan was not listed,

Telephone interview with the Pharmacist at the
facilty's contracted pharmacy on 041323 st
2. 15pm revealed: '

~Racklatan was used 1o reduce the elevated

-If the medication was not administsred as
ordared. Resident #1 could have ave pain and
blumed vision due to increased pressure.

Interview with the medication aide (MA} on
04713723 al 3. 15pm revealed:

-3he signed the MAR each morning she
administered Racklatan,

-She did not realize Racklatan was not listed on
the FL-2 and she did not have a current order to

~-She was-responsible far completing the annusl
FL-2 for Resident #1.

-She completed Resident #1's FL-2 for 2023 by
referring to the FL-2 dated 2022,

x4) D I (X5)
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-Sha listed the medications on the FL-2 for 2023

“as thay were ligled on the FL-2 dated 2023,

-She did not list any medications on tha FL-2 for

| 2023 that were orderad ﬂl‘ disconfinuad during

the year.

-She did not list Racklatan as one-of the
medications Resident #1 was receiving because
it was noi on the FL-2 dated 2022

=5She did not know she should list medications
that were added during the year to the FL-2 for
2023,

-She did not fax FL-2s to the pharmacy o be
usad as orders.

inierview with the Administrator on 0471.3/23 at
3:4'7prn revealed:

-The FL-2 was completed by the MA for the
Primary Care Pravider to sign.

-All medication that was ordered from the FL-2
from 2022 uniil the F1-2 was signed by the PCP

-should be added fo the updated FL-2 to ensure

afl medications were current.

Attempted telaphane interview with Resident #1's
Dphthalmelogist on 04513423 at 2:30pm.

Refer to the interviaw with Resident 1 on
(44 2723 at 2:30pm.

Refer to the interview with the medicafion aide
(MA) on 04513723 at 3:15pm:

Refer to the interviewr with the Administrator on
0411323 at 3:47pm.

Interview with Rezident #1 on ﬂ-#f‘iE-FEE at 2:30pm
revesled:

-He: received eye dmps ance or twice a dag.r

~He did not know how many different-eye drops

(X4 10 EUM&H‘I’ STATEWENT OF DEFIEIEH[‘.[EE 15 (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEUED BY-FLLL PREFIX, {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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eye drops.

-He thought the eys drops were o help his visicn.

-He did not have any problems with blurred
vision.

interviaw with the medication aide (MA) on
04413723 at 3:15pm revealad:
-She administered Resident #1 his eve drops
once or hwice a day.

~Resident #1 would ask for his wa drope if he
had not-received tharn.

Interview with the Administrator on-04/13/23 at
3:47pm revealed:

-5he did not audit the meadications in the
medication room.

-3he expected eye drops to be adminislered as
ardered.

4. Review of Resident #1's currahl FL-2 dated
04/04/23 revealed there was no order far
tamzulesin {used to-relax muscle in the prostate
¢ lanc)

Revicaw of Resident #1's February 2023

medication administration recard (MAR) revealsd:

-There was an entry for iamsulosin 0.4mg every
morning with & scheduled admintstration time of
&.00am.

—“There was dr.‘n:umentatmn that tamsulosin was
administarad daily from 02/01/23 to 02/28/23.

Review-of H&sldant #1'2 March 2023 MAH
revealad;

-Thera was an-entry for tamsulosgin 0.4mg every
marting with a scheduled adminlstration fime of
8:00am. _

-Thars was documentation ihat tamsulosin was
administered daily from 03501723 to 03/31725
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WE CARE FARILY CAR _. ~ BURLINGTON, NG 27217 .
D) 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION e
PREFIK (EACH DEFIGIENCY MUST BE PREGEDED BY FULL . FREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAQ REGLLATORY QOR-LSG IDENTIFYING INFORRMATICIMN) TAG CROSS-REFERENGED TO THE APPROPRIATE . DATE
. ' DEFICIENCY)
G 330} Continued From page 12 G 330

Division of Heallh Sardce Regulaiion

STATE FORM

KMPJ11

IF eonlinuation sheet 13 of 24




PRINTED: 0473072023

FORM APPROVED
Division of Health Service. Requlabicn -
ETATEMENT F DEFKCIENCIES () PROVIDERISUFFPLIERICLLA - [X2] MULTIPLE GOMSTRUCTION X3 DATE SURVEY
ANDPLAK OF CORRECTHOH : IDENTIFICATION HLMOER; A BUILDING: COMPLETED
R
FCLOO1113 B. WING 0441 312023

MAME OF ERD‘.{'IDER'{}R SUPPLIER

. WE CARE FAMILY CARE

STREET ARDRESS, CITY, STATE, ZIP GODE

1718 MORGANTON ROAD
BURLINQTON, NG 27217

PROMVIDER'S PLAN OF CORREGTION

‘Review of Hmldant #1's April 20273 MAR from

D01£23 to 0412123 revaaled:

.~There was an ‘entry for lamsulosin 0.dmg every

marning with a s-::heduled atministration lime of

8:00am.

“There was dacumentatian that tamsulosin was
administersd dally from 04/01/23 to 04412723,

Chservation of Resident #1's medications on
hand on 04M 323 at 1:48am revealed:

-Thera wasg a multi-dosa pack in the medicaijon
cabinet in the medication room that confained a
7-day supply of medicafions for Resider #1.
-Tamsulosin 0.4mg was in each moming

| mulli-dase. pack o be administered.

Interview with Resident #1 on D4/13/23 at 2:30pm
revegted he took several oral medications but
could not recall the name of them. - -

Telephane interview with the pharmacy iechnician
from the facility's contracied pharmacy on
0471323 al 1:42pm revealed:

-The pharmacy had an arder for tamsulosin
{.4myg daily.

-The phamacy dispsnsed tamsulosin 0.4mg in
the weekly multi-dese pack to be administered
each maorning ai &:00am.

Telephone interview with the Pharmacist at the
facility's contracied pharmacy on 0413723 at

7+ 5pim revealed tamsulosin wes usedto treat an |

snlarged prosiate gland.

Interview wilh the medicafion aide (MA) on
04713423 at 3:37pm revealsd:

-She khew tamsulosin was in the moming
multi-doze pack for Resident #1.

-She signed tha MAR each morning she

-adminigterad tamsulosin,

{%4) ID SUMMARY STATEMENT.OF OEFICIENGIES I ; (%5}
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-She did nat reslize tamsulosin was not listed on
the FL-2 and sha did noi have a current onder g
administer tamsulosin,

-5he was regponsible far completing the annual
FL-2 for Resident #1.

-Zhe completed Resident #1's FL-2 for. 2023 by
referring to1he FL-2 dafed 2022

-She listed the medications on the FL-2 for 2023
as they were listed on the FL-2 dated 2022
-She did not list any madications on the FL-2 for
2023 thaif weare ordered or discontinued.during
the year.

-She did not list tamsulualn on the FL-2 datad
04/04/23.

-She did not know she should list medications
thal were added dunng the year to tha FL-2 for
2023,

-She did not fax Fi.-Es to the pharmaey te be
used as orders.

Interview with the Adminisirator on 0471323 st
Z47pm revealed:

-The FL-2 was completed by fhe M for the
Primary Care Provider to sign.

-All medications that wars orderad from the FL-2
from 2022 until the FL-2 for 2023 was signed by
the PGP should be added to-the updated FL-2 to
ensura all medications were current,

Attampt&d telephone interview with Resident #1's
Frimary Care Provider (PCP} on 04113423 at
'2:30pm was unsuccassul.

2. Review of Resident #2's current FL-2 dated
02104122 revaaled diaghoses of schizoaffective
disorder, diabetes mellitus, hyperlipidemia, and
hyperiension.

Review of Resident #2's signed physician orders
dafed 01/31/23 revealed there was an order for

Oivzlon of Health Senvice -Regulallan
STATE FORW : w438 [4PJ11 I condimeion shesd 15 of 24
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| Advair 250/50 1 puff by mouth twice daily,

Review of Resident #1's Febwuarny 2023

riadication administration record (MAR) revealed:

~There was an entry for Advair 250¢50 1 puff by
maouth twice daily with a.schedulad administration
time of 8:00am and 8:00pm.

-There was ne documantation that Advair was
administered twice daily from 02/01/23 1o
0228723, '

Review of Resident #1's March 2023 WAR

reves lad: :

-There was an entry for Advair 250/50 1 puf{ by
mouth twice daily with a schadulad administration
tire of 8:00am and B:00pm,

-Thera was docunmentstion that Advair was
administered hwice delly from 03/D1/23 1o
Q3731/23, :

Revdew of Resident #1's April 2023 MAR, from
04101723 to 0412423 revealed:

-Thare was an aniry for Advalr 250/50 1 puff by
maouth twice daily with a scheduled administration
fimea of 8:00am and 8:00pm

-Therewas documentation that Advair was
adminisiered twice daily from 04/01/23 to
0411723 and at 8:00am on 04412123,

Ohservation of Residant #2's medications on
hand on 0413723 at 11:48am revealed:
-Each résident had an individual basket that
contained their medications in the madication
cabinet in the medication room.

_There was na Advair 250/50 Discus in Resident

¥2's hasket available for administrafion.
-There were three unopened Advair 250/50

inhalers in a basket with no name that contained

extra medications for several residents.
-The dispensed dafes on the three unopensd
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-and M3z,

0411323 at 1:42pm revealed:

- Intervisw with the medication aide (MA) an

Ad\r:alr EEDIEIJ m_halﬂm were DA22121, 0512122,

Interview with Resident #2 on Dflﬁ‘lfzﬂ at 3: 3?‘ pm
rewvealed:

-He received an alhuter-:nl inhaler when he was
short of breath or wheezing,

-He was not administered Advair Diskus inhaler,
-Ha did not recall the- last ims he was
administered Advair Diskus irthaler.

-When he became shon of bresth, he would ask
for and be given his afbuteral inhaler,

-He did not regguire his albuteral inhaler oftan,
maybe two to three fimes a monih.

Telaphone inferview with the pharmacy technician
from the facility's contracted pharmacy on

~The phammacy had an order for Advalr 250450
Diskus one puft lwice a day dated 01/31/23,
-Advair 250/50 Diskus was not on cycle fill; tha
facility would have 1o notify the pharmacy and
reques! the medication be disponsed.

-The facility had not notified the phamacy to
dispense Advalr 250450 Diskus for Resident #3,

Telephone infervieny with the Pharmacist at the
facility's contractad pharmac:,r on 0413123 at
2:15pm revealed:

=Advalr inhaler was used for regldenis who had a
probiern breathing due to a respiratory diagnosis.
-If Resident #2-did nok receive Advsir Inhaler as
ordered he could have difficulty braathing.

D423 at 2:15pm revealed:

-Resident #2 had too'many changes with his
inhalers.,

-She did not realize the Advalr inhaler was to be

administared twice daily.
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-She thought tha Advair inhaler was changsd to
86 needed. ' _

-She did not raalize she documentad Advalr was
administered in March 2023 and April 2023,

Interviewr with the Administrator an 04/13/23 at
3:48pm reveled:

-She expected the MAs to compare medication
administered with the MAR,

-If a medication was not avaiiable to administer
that was listed on the MAR, the Ma should call
ke pharmacy. '

-She expected madications fo be administered as
ordered.

Allempted telephone interview with Resident #2's
Primary Care Provider (PCP) on 04713723 at
4:486pm was unstccessfu),

1084 NCAC 136G 1004 () (1-4) Medication
Administration

10A NCAC 13G .1004 Medication Administration

{f) If madications are prepared for adminisiration
in advance, the following proceduras shall be
implermented to keep the drugs identified up to
Ihe point of administration and protect them from
containation and spillage:

(1) Medications are digpensed in a sealed
package such as unit dose and mulfi-paks that is
labeded with The name of each medicalion and
strength in the sesled packags. The lsbaled
package of medications is to remain unopened
ard kepl enclosad in.z capped or sealed
container that is labeled with the resident's nams,
uUntil-the medications are administered to the
resident, If the multi-pak is alee labeled with the
reefdent’s name, it does not have o be enclosed

G 330
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in a capped or sealed 'mntainer;
(2} -Madlcalions not digpensed in a sealsd and

labeled package as specified in Subparagraph (1)}

of this Paragraph are kep! enclosed in 4 seajed
coitainer that identifies the name and strength-of

| each medication prepared and the resident's

N&me;

(3) Aseparale container is used for each
resklent and each planned administration of the
medicafions and labeled according to
Subparagraph (1) ar {2} of this Paragraph; and
{4 All containers are placed tagether on a
separate tray or other device that is labeled with

-the planned time for administration and stored in

a locked ares which is anly accessible to staff as
specified in Rule 1006(d) of this Section,

This Rule iz not mat as avidenced by:
Based on ebservations and interviews the faciliiy
failad to ensure medications prapared for

1 administration in advance were kept in g ssaled

container that identified the resident's name and

-the name and strength of each madication

prepared, and protected from contarnination and
spillage for 3 of 3 residents (#1, #2 and #3).

The findings are-

Observalion during the four of the facilily on
04113423 at 8:02am revesalad;

~There were place setlings on the dining room
table with a souffie cup of medications at each
satting.

-Each seuffle cup contained muklipla rmedications.
~The medications cups were nat labeled with the
narme and strength of the medications.

‘| =-Tha medications were not sealed; the

madication ¢ups did not have a covering,
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-A resident’s [ast name was written on the side of

-the souffle cup,

Obsgervation during the {our of the facilily on
0471323 at 8:08am revealed the facility staff
removed the soufile cups full of medications from
the dining room table and placad them in the

medication room.

Interview with a resident on 04/12/23 at 8:09am
revesled -
-His madication was placad on tha dining room

table in white cups each morning,

-He took his madication each marning when
eating breakfast,

Interview with-ancther resident 4/13/23 at 8:15am
revealed: -

-Each rgsident's medication was placed on the
diring room table each morming.

-The medication was placed in a white cup and
wals Eitling next to each residant's plate,

-He took his morning medication before he ate
breakfast each maorning,

-He did nit recall if the medication aide {MMA) was
in‘the dining room when ke tock his medications.

Interview with a facillly staff-on 04/13/23 st
10:91am revealed:

-The MA prepaied the resident's morring
medications the-evening before by placing the
pillz in a souffle cup.

-He would placs the souffls cup with the resident
medicatlons an the dining raom table each
marning. ' : '

-He removed the souffle cups of medications
from the medication room.the moming of
04/13/23 and placed them on the dining room
table: fior the realdants (o take at breakfast.
-Aiter the survey feam entered the home, he
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called the MA at 8:05am and was told to remave
the soufile cups from the table and place fhem

hack inthe medleation room.

Interdew with the MANSupervisor-in-Charge {SIC)
on 34513723 at 11.00am revealed:

~She prepared ihe resident's morning
medications the evening befare.,

-She pul each resident’s pills in a white cup with

the resident's narme written.on the side of the cup.
-She placed the cup of pills in the locked cabinet
in the medication room,

-The facility staff telephoned her this morning,

04413423, and informsd her the survey team was |

in the tacility. _

-5She asked the facility staff about the prepated
pills in the whiie-cup and was told they were
placed on the dining room table.

-She asked the facility staff o remove them and
place them back in thé fockad cabingt in the
medication room until breakfast was served.

Interview with the Administrator on 04413723 at
3:48pm revealad:
-TheMA prepared resident's moming

‘medications the svenlng hefore.
" _The facility staff member would adminisier the

prepared medicationg each morning with
breakfast.

-5he was nat aware the souffie cups of
medications were not labeled wilh the name and
strength of the medicaiions that were prepared in
advancs. -

-She would inform the MA to ideniify each

medlcation that was prepared the evening hefore

and placed in the souffle cup.
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(b)Y - All prescription and. non-prescription
medicatlons stored by the facility, including thosa 1 e

requiring refrigeration, shalf be maintained under : S N
locked sacurity except when under the direct ' 3}
physical supervision of staff in charge of

medlcatmn_ administration | ; | - o P! W
This Ruls Is not m'e.t as evidsncad by: | ﬁg ﬁ%ﬂﬂz :Z‘wa r{ 6 45 ﬁ lﬂb

Based on observations, interviews, and reeard } i
| reviews, the facilily failed to ensure medications _ﬁ[} ﬁgﬁ‘mf e
for 2 of 3 residants (#1 and #2) wers stored in IR LA
locked container.in the refrigeratar. jﬂﬁ;gﬂ J—'"'t K" sy m‘,-ﬂf
- w Ainiateati i oot TS

The findings are: | M _ ,.ﬁﬁﬁ?)ﬁr M

Observation of the kitchen on 04/13/23 hetween ﬂ% W

&:10am - 8:15am revealed: f 05/25\23

-There were no facility staff in the kitchen. Spoke with Ms. Bruce jand
-A residant entered the kitchen without - correction date ammepded
supervision of the facility star. on 06/01423. J Thornbprg

-=The refrigérator in the kitchen was nof locked.
-The refrigerator contained various food itemns for
residents and stafi. .
~Thera was a ziplock bag in the refrigeralor door
which coritsined a brown, medication bolile,
-The brown, medication botile contgined an
unopenad boltle of Racklatan (uséd to reducs
alevated eye pressure) drops. _
-There was a plastic cantainer with a lid on the
first shelf of the refrigeratar.

-The plastic contginer contained a box with 2
unused Levemir (uged fo control high hlood
sugar) insu_lin pEns. .

1. Review of Resident #1 s current FL-E dated
04/04/23 revealed:

-Dizgnozes included schizophrenia disorder and
hypertension,

-There was no order ft:-r Hachlai:an aye drops
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lizted. -

Review of Resident #1's signed FL-2 dated
03723722 revealad thare was an order for
Racklﬂtan eve drops al night.

Intarview with tha madication aide
{(MAYSupervisor-in-charge on 0413723 at
11:Q0:am ravaalsd:

-She knew Resident #1's eye drops wene Kepd in
the refrigerator uniil thay weare cpened.

-She was not anare the medications: in the
rafrigaraior had to.be lcked.

Refer to the inerview with the Administratar cn

0413723 at 2:4Bpm.

2. Review of Resident #2's cument FL-2 dated
D2/04422 revealad: '
-Diagnoses of schizoaffeclive disorder, diabetes
mellitus, hypedipidemnis, and hypertension;
-There was an.order for Levemir 10 units
suboutaneocusly twice daily.

Intarview with the medication aide
{MANSupervisor-in-charge on 041323 at
11:00am revesled:

~Sha knew Resident #2's unused insulin pens

‘were kepi in the refrigerator unfil they were used.

-She was nat. aware the medications in fthe
refrigevator had to be locked,

Hefer to the inferview with the Adrministratar on
0441323 at 3:48pm.

Interview with the Administrator on 04/13/23 at
3:48pm revealed:

~She knew there wera residents in the home that

were ordered meadications thaf had to be
refrigerated until opaned.
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-She thaught the medications were in g lockad
box.

~-There used to be & lockad box in the refrigerator
for medicationa,

-Ehe did not know the locked box for medications
was no lenger in the reftigerator,

-She expected the medicaiions in the refrigerator
lo be secured in a locked hox.
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