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-She did not have a current (within 90 days) or
history of falls.

-She had a diagnosis of seizures and medications
included antiseizure medications.

~-There was no documentation of a seizure
precautions or recent (within 90 days) seizure
activity.

a. Review of Resident #4's electronic progress
note dated 04/06/23 at 8:47pm revealed:

-At 3:30pm the medication aide (MA) saw
Resident #4's face as the first shift MA was
walking out of the door on the special care unit
(SCU).

-Resident #4 looked as if she had fallen and had
a bruise above her left eye.

Interview with the MA on 05/24/23 at 3:33pm
revealed:

~When she saw a large swollen area over
Resident #4's left eye that was not reported to
her, she documented it in the resident's electronic
progress note,

-She first saw the swollen area over the resident's
teft eye at 3:00pm with the shift change on
04/09/23.

-The first shift MA reported not seeing it before
she asked about it on 04/09/23.

~There was no fall or seizure reported to her at
shift change on 04/09/23,

~There was no hote documented before her note
at 8:47pm on 04/09/23 for the knot identified at
3:30pm.

-She reported the swollen arsa over Rasident
#4's left eye to the Resident Gare Coordinator
{RCC), the Memory Care Coordinator (MCC), and
the Health and Weliness Director (HWD).

Review of Resident #4's slectronic progress
notes dated 04/10/23 revealed:
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-At 10:13am, the HWD documented Resident #4
had a virtual visit with the primary care provider
(PCP) at 9:25am.

-The resident was seen for impaired skin and
discoloration of the left eye area.

-The PCP ordered the resident to be sent to the
emergency room (ER).

~The resident was sent to the ER via emergency
medical service (EMS),

-At 10:21am, the facility nurse documented a late
entry for 04/09/23 that the resident was observed
having seizure activity on 04/09/23.

-There was no documentation of what cars was
provided or what intervention was implemented.

interview with the HWD on 05/24/23 at 4:09pm
revealed:

-She was told by the MA about the swollen area
over Resident #4's left eye.
-She asked everyone on that shift if the resident
fell and no one knew anything.

-Someone eventually told her staff observed
Resident #4 having a seizure and a fall around
§:30am the morning of 04/09/23.

-She did not remember who told her and when or
who was working at the time the resident had the
seizure and fall,

~The MA on duty should have called hospice
about the seizure and falf on 04/09/23 and
followed direction given by hospice.

-She did not have a response to why that was not
done.

-Resident #4 had a virtual visit with the PCP the
morning of 04/10/23 (9:25am) because the
swelling and bruising had spread 6 around her
left eye and face.

fall and seizure, when she becanie aware, and
when the resident was seen by the PCP.
~The PCP insfructed her to send the resident to

-She did not recall the exact timeline between the
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the ER for further evaluation immediately
following: the virtual visit with the PCP on
04/10/23.

Review of Resident #4's physician's phone order
dated 04/10/23 revealed:

-Resident #4 had a seizure with head trauma.
~There was a telephone order to send the
resident fo the ER for evaluation and treatment
signed by the PCP.

Review of Resident #4's ER discharge
instructions dated 04/10/23:

-Resident #4 was seen for a fall and diagnoses
included a left orbital contusion and head injury.
-Urine and blood tests were completed.

-Face, head, and spiné computed tomography
(CT) scans were completed. _

-There was no documentation Resident #4 was
seen for a seizure.

Review of Resident #4's handwritten hospice visit
notes revealed:

-There were no entries for 04/09/23 or 04/10/23.
-There was no documentation of a large swollen
area over Resident #4's left eve.

-There was no documentation of a fall on
04/09/23.

-There was no docurmentation of a seizurs on
04/09/23.

Review of Resident #4's PCP visit notes dated
04/09/23 and 04/10/23 revealed:

~0On 04/09/23, she had a virtual visit for a knot
over her left eye of unknown origin and no
change in consciousness.

-There were no new orders and no
documentation of selzure acfivity on 04/08/23,
-On 04/10i23, she had a virtual visit for a change
in behavior and bruising of her left eye.
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~The PCP directed staff to send the resident to
the ER.

Telephona interview with a third shift MA on
05/24/23 at 6:16pm revealed:

-Resident #4 had a few seizures that she knew of
within the last month or two.

-The resident sustained swelling and bruising on
her head every time she had a seizure because
she rolled out of her bed and hit the floor.

Interview with Resident #4's PCP on 05/24/23 at
11:30am revealed she did not have
documentation in her notes that she was notified
that Resident #4 had a seizure on 04/09/23 with a
fall and head Injury.

Telephone interview with the Hospice Manager on
05/24/23 at 2:26pm revealed:

-Staff were expected to notify hospice of any
changes in condition and incidents such as falls
and selzures for Resident #4.

-Hospice was notified on 04/10/23 that Resident
#4 was sent to the ER after a seizure and a fall.
-Hospice was not notified on 04/09/23 that the
resident had a seizure,

-Haspice was not notified on 04/09/23 that the
resident had a large area of swelling above her
left eye.

Interview with the Administrator on 05/24/23 at
4:37pm revealed:

-Someohe should have contacted Resident #4's
PCP or hospice about the seizure, fall and head
injury on 04/09/23.

-The MCC, RCC and facility nurse shouid have
been made aware of Resident #4's seizure the
morning of 04/09/23.

-An aceident and incident report should have
been completed by the MA on duty for the MCC,
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RCC and facility nurse to review and foliow up.
-She did not know a large area over Resident
#4's |eft eye was found without any reported fall
or seizure.

Upon reguest on 05/23/23 and 05/24/23,
Resident #4's incident and accident report dated
04/09/23; was not available for review.

Attempted interview on 05/24/23 at 6:15pm with a
second third shift medication aide (MA) was
unsuccassful.

b. Review of Resldent #4's electronic progress
notes dated 056/07/23 revealed:

-At 3:14pm, a medication aide (MA) documented
the resident's blood pressure result was 184/145.
-There was no documentation a Care:
Coordinator, the Health and Wellness Director
(HWD), hospice, or the primary care provider
(PCP) was notified.

Interview with the MA bn 05/24/23 at 2:53pm
revealed:
-She did not remember what she did for Resident
#4's.blood pressure rasult of 184/145 on
05/07/23.
-She started working as the MA on the medication
cart approximately 6 months ago but only every
other weekend.
-She was not experienced in handling averything
as the MA and basically completed tasks and
then documented what she had done.
-She forgot to document what she had done
about the blood pressure result,
-She did not know if she nofified anyone of
Resident #4's blood pressure result.

' -She was supposed to rotify the HWD and the
HWD followed up.
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interview with the Health and Weliness Director

(HWD) on 05/24/23 at 4:01pm revealed:

-She was not notified of Resident #4's blood

pressure result.of 184/145 on 05/07/23.

~She and the PCP should have been naotified and

the natification documented in the resident's

electronic progress notes.

-The MA should have checked for any as needed

medications for elevated blood prassures also. i

Telephone intarview with Resident #4's primary

care provider (PCP) on 05/24/23 at 11:30am i
revealed;
-Resident #4 was receiving hospice services.
-She continued to see residents receiving hospice
services, i
-She did not have notation in her record that she
was notified of Resident #4 having a blood
pressure result of 184/145 on 05/07/23.

-The documented blood pressure result was very
high and was probably a typographical error.
-Sometimes she did not write down staff notifying
her of specific vital signs.

-It looked like Resident #4's bload pressure was
rechecked by staff and the resuit was 118/74 at
8:47pm on 05/07/23.
-She did not know if she had instructed staff to !
recheck the blood pressure and when or if the :
documentation was part of acute chariing each

shift during antibictic therapy.

Telephone interview with the Hospice Manager on
056/24/23 at 2:26pm revealed:

-Staff were expected to. notify hospice about
anything abnormal they see about Resident #4.
~There was no documentation in Resident #4's
hospice records that hospice was notified of a
blood pressure result of 184/145 on 05/07/23.

Interview with the Administrator on 05/24/23 at
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4:37pm revealed:

-She was not aware Resident #4 had a biood
pressure result of 184/145 on 05/07/23.

-The MA should have let the HWD know if she
was in the building.

-If the HWD was in the building, she would have
followed up with the PCP.

-In the absence of the HWD, MAs were
responsible to contact the PCP and document in
the resident's electronic progress note.

Attempted telephone interview on 05/24/23 at

2:26pm with Resident #4's hospice provider was

unsuccessful.

Based on observations, interviews, and record
reviews, it was determined Resident #4 was not
interviewable.

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

10A NCAC 13F .1004 Medication Adminisiration
{i) The resident's medication administration
record (MAR) shall be accurate and include the
following:

(1) resident's name;

(2) name of the medication or treatment arder,
(3) strength and dosage or quantity of medication
administered;

{4) instructions for administering the medication
or treatment;

(5) reason or justification for the administration of

medications or treatments. as needed (PRN) and -

documenting the resuiting effect on the resident;
{6) date and time of administration;

(7) documentation of any omission of
medications or freatments and the reason for the
omission, including refusals; and,
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signature equivalent to those initials 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 accurate
documentation of antiseizure medications on the
electronic medication administration record
(eMAR) for 1 of § sampled residents (#4).

The findings are:

Review of Resident #4's current FL-2 dated
07/18/23 revealed diagnoses included early onsef
dementia with behaviors, seizures, insomnia, and
delusions.

Review of Resident #4's physician's order dated
02/17/23 revealed an order to increase the
3:00pm and 9:00pm doses of divalproex (o
250mg.

03/23/23 revealed;
-There was an order to discontinue the order for
divalproex sprinkles.

give 2.5ml every morning and 5mi twice daily at
3:00pm and 9:00pm.

(Divalproex and valproic acid are both vaiproate
medications used to treat seizures)

Review of Resident #4's prescription orders dated
04/25/23 revealed:

-There was an order for valproic acid 250mg/5mi
give 2.5ml every moming.

Review of Resident #4's prescription order dated

-There was an order for valproic acid 260mg/Sml
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H e =
-There was an order for valproic acid 250mg/5ml 7+

give 5 twice daily at 3:00pm and 9:00pm. = W e enalis /7/7

Review of Resident #4's prescription orders dated vV, M\ft 'au‘? O PGP e
05/19/23 and 05/23/23 revealed. F *
~There was an order to discontinue all current ; Ctawlf 24 ﬁjd—gf
orders for valproic acid. | dltee .
~There was-an order fo start valproic acid 300mg Grelen M%ﬁ{;m,
(6mi) three times daily at 8:00am, 3:00pm, and ' : .
9:00pm. . e 7 Cerleal ] < f L @nmgl_
Cr ; )
Review of Resident #4's March 2023 eMAR ; MJ « Hroponad il
revealed: Peragm Hed D
-There was an entry for divalproex sodium 125mg Ty s Rec anl
every morning at 9:00am and 250mg twice daily e D,
at 3:00pm and 9:00pm. '
-There was documentation divalproex sodium
125mg every morning and 260mg twice daily was ;
administered 03/01/23 through 03/30/23 except at i
3:00pm and 92:00pm on 03/27/23. ;: m '
-There was documentation divaiproex was not A ABeA et Frepen:
administered at 3:00pm and 9:00pm on 03/27/23 i fo W/ r Aty /
because the MA was awailing doses from the il arvel g 4 . 7
par"r?rmacy' try for valproic acid 250mg/smi ety el 17
~There was an entry for valproic aci mg/Sm i Al
take 5mi twice daily at 3:00pm and 9:00pm. | . %a/ #rld
-There was documentation valproic acid %"‘2{ ‘é%% Ot .
260mg/5ml twice daily was administered 03/23/23 e, ' “° @ al
through 03/30/23. | S A leneiy, Ay,
~There was documentation that both divalproex i W e
and valproic acid were administered 03/23/23 | DI Bl ey
through 03/30/23 except at 3:00 and 9:0Cpm on Ahacesn P Yo

03127123, '4%%34—
Review of Resident #4's April 2023 eMAR . /a %«(A&/
revealed: . TN Yo p, Rer

-There was an entry for valproic acid 250mg/5mi L ap Y s @zl
take 2,5ml daily at 9:00am.

-There was documentation valproic acid 2.6ml

was administered 04/26/23 through 04/30/23.

Division of Health Service Ragulation
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-There was an entry for divalproex sodium 125mg

every morning and 250mg twice daily at 3:00pm

and 9:00pm.

-There was documentation divalproex sodium

125mg every morning and 250mg twice daily was
administered 04/01/23 through 04/25/23 except at

@:00am on 04/10/23 due to the resident was not

awake to take.

-There was documentation divalproex sodium

125mg every morning and 250mg twice daily was
discontinued on 04/25/23 at 9:00pm.

-There was an entry for valproic acid 250mg/5mi

take 5mi twice daily at 3:00pm and 9:00pm.

~-There was documentation valproic acid Sml

fwice daily was administered 04/01/23 through

04/26/23 except at 3:00pm on 04/25/23 due fo

the resident was not awake to take. i
~There was documentation valproic acid 5mi
twice daily was discontinued on 04/26/23 at
9:00pm,

~There was documentation that both divalproex
and valproic acid were administered at 3:00pm
and 9:00pm from 04/01/23 through 04/24/23.
-There was documentation that both divalproex
and valproic acid at 3:00pm and $:00pm were
discontinued and not administered from 04/26/23 .
through 04/30/23,

Review of Resident #4's May 2023 eMAR
revealed:

~There was an entry for valproic acid 250mg/Smi
take 2.5mi dally at 9:00am.

-There was documentation valpreic acid 2.5m|

was administered 06/01/23 through 05/22/23
except an 05/02/23 (out of facility), 05/06/23

(other unspecified reason), and 05/22/23
{duplicate entry).

~There was an entry for valproic acid 260mg/smi
take 8ml twice dally at 3:00pm and 9:00pm.
-There was documentation valproic acid Smi

Division of Health Service Regulation
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twice daily was administered 05/01/23 through

06/22/23 except on 05/19/23 at 9:00pm (new

order) and 08/22/23 at 3:00pm (duplicate entry).

-There was an entry for valproic acid 260mg/5ml

take 6ml three times daily at 9:00am, 3:00pm and

9:00pm.

-There was documentation valproic acid 6mi

three times daily was administered 08/19/23 at

2:00pm through 8:00pm on 05/22/23 except at

3.00pm on 05/21/23 (out of facility).

~There was documentation the 3:00pm doses of ;
valproic acid 6mi on 05/20/23 and 05/21/23 were ‘
duplicate entries.

~There was documentation valproic acid 2.5ml at
9:00am and valproic acid 5mi at 3:00pm and
9:00pm, and valproic acid 6ml three times daily
were both administered from 05/20/23 through
05/23/23 except at 3:00pm on 05/21/23 and
05/22/23.

Observation of Resident #4's madications on

hand oh 05/24/23 at 10:10am revealed:;

-There was a prescription bottle approximately

2/3 full of liquid with a pharmacy fabel.

-The pharmacy label had Resident #4's name %
and instructions for valproic acid 250mg/5ml take i
8m{ three times daily.

-The pharmacy label indicated 160ml was

dispensed on 05/19/23.

-There was a second prescription bottle with

approximately 30mi of liquid and a pharmacy

label.

-The pharmacy label had Resident #4's name

and instructions for valproic acid 250mg/5mi take

2.5mi every morning and 5mi twice daily,

~The pharmacy fabel indicated 473m} was

dispensed on 03/23/23.

Interview with a medication aide.(MA) on
05/24/23 at 5:47pm revealed:

Division of Heailh Service Regulation
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~There were duplicate entries on the eMAR for
valproic acid.

-She did not give the medication twice.

-It was documented that way because you had to
enter something on the eMAR to complete
documentation.

-When she saw duplicate entries on the eMAR
she told the RCC or the Health and Wellness:
Director (HWD) and then it was usually fixed.
~There had been many duplicate entries on all the
eMARs because of the new pharmacy.

-She reported the duplicates to the RCC and
HWD and they said they were working on it.

-She could not remember when she last told
them about duplicate entries,

Interview with the HWD on 05/24/23 at 4:01pm
revealed:

~It looked like the Depakote capsules were not
discontinued on the eMAR,

-She did not think Resident #4 received muitiple
doses.

-MAs had a habit of click and go through the
eMAR to complete the medication pass timely.
-All residents eMARs were a mess due to
switching pharmacy services in March 2023.

-She and the Residerit Care Coordinator (RCC)
worked through the transition fo review all
residents’ eMARs and fix duplicate order entries.
-She talked with the facility's pharmacy consultant
regularly and it was an ongoing process to
correct.

-The RCC was responsible for checking the
eMAR against the Physician Order sheets. ;
-Orders were normally sent to the pharmacy |
electronically. ;
-8he faxed the few written orders to the !
pharmacy. ;
-Pharmacy staff entered the orders on the eMAR.

-She, the RCC and Memory Care Coordinator

Division of Heallh Service Regulation
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{MCC) were responsible for approving orders on
the eMAR.

-She learned recently that she had to enter the
stop date for discontinued orders which was why
some discontinued orders remained on the
eMARs.

-She thought the valproic acid entries for
Resident #4 might have been ovérlooked due to
how it was entered on the sMAR.

Telephone interview with the facility’s contracted
pharmacy on 05/24/23 at 3:00pm revealed:

-The pharmacy had started providing services to
the facility- on 03/21/23.

-Orders were faxed or sent electronically to the
pharmacy, the pharmacy entered arders onto the
eMAR and facility staff approved orders on the
eMAR,

-Resident #4's current order for valproic acid was
6ml (260mg/5mi) three times daily dated
056/19/23.

~The previgus order dated 04/27/23 was for
valproic acid (250mg/5mi} 2.5mi every morming
and 5mi twice daily at 3:00pm and 8:00pm which
was.discontinued on 06/19/23.

~The pharmacy was not able to see the facility's
8MAR to determine duplicate entries.
-Divalproex capsules were never dispensed from
the pharmacy.

-The pharmacy dispensed 473ml of valproic acid
on 03/23/23 which was a 30 day supply and
260ml on 05/19/23 which was a 14 day supply.

Telephone interview with Resident #4's primary
care provider (PCP) on 05/24/23 at 14:30am
revealed:

-Resident #4 was receiving hospice services.
-She continued to see residents receiving hospice
services.

-Valproic acid was inltially prescribed for Resident

Division of Heaith Service Regulation
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#4 to help manage behaviors related to dementia.

-Valproic acid doses were increased due fo

seizure activity,

-The resident was also having difficuity

swallowing capsules so the valproic acid was :
changed fo a fiquid form. :‘
-8he did not think multiple doses of valproic acid i
were administered to Resident #4 because there
were orders {o discontinue previous arders.
-There was a recent switch in the facility's
contracted pharmacy provider which resulted
problems with refills and entries on residents’
eMARs.

-She had spoken directly with the new contracted
pharmacy provider regarding duplicate entries
and signed new refill orders for all residents.
-Resident #4 last had serum valproic acid levels
done in February 2023 which were normal.

-It was too soon after the dosage increase to
check serum valproic acid level,

Telephone interview with. the Hospice Manager-on
05/24/23 at 2:26pm revealed:

-Hospice was responsible for Resident #4's
medication orders.

-Valproic acid was recently increased to 8ml
{250mg/5Smi) three times daily due o seizure
activity.

-Prior to that the order was for valproic acid
125mg every morning and 250mg twice daily at
3:00pm and 9:00pm dated 03/23/23.

-Depakote sprinkies, originally ordered 02/24/23
on admission to hospice, were switched to liquid
due to swallowing lssues,

interview with the Administrator on 05/24/23 at
4:37pm revealed:

-She did not know there were multiple entries for
valprolc acid on Resident #4's March, April, and
May 2023 eMARs.
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-She, the HWD, and the RCC worked with the
pharmacy and reviewed eMARS,

-MAs were responsible for documenting
medications that were administered accurately.

Attempted telephone interview on 05/24/23 at
2:26pm with Resident #4's Hospice provider was
unsuccessful,

Based on observations, intarviews, and record.
reviews, it was determined Resident #4 was not
interviewable.
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