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10A NCAC 13F .1002 Medication Orders

{a) An adult care hore shall ensura contact with
the residant’s physician or presctibing practitioner
for verification or clarification of orders for
medications and treatments:

{1} if orders for admission or readmission of the
rastdent are not dated and signad wilhin 24 hours
of admisslan ar readmission to the facility;

(2} If orders ara not clear or complete; or

(3) If multiple admission forms are received upon
admisslon or readmissian and orders on the
forms &re not the same,

The facility shall ensure that this verification or
clarification Is documentad in the residant's
record,

This Rule Is not met as evidenced by:

Based on observations, Interviews, and record
ravlaws, the facility failed to contact the
prascribing practicner {or medication clasification
for 1 of 8 sampled residents {#4) who was
prescribed an Insulln to treat high biood glucose
{sugar) and missed three doses each week dus
1o going to dialysls.

The findings are:

Revlew of Resldent #4's cumrent FL-2 dated
10/20/22 revealed diagnoses included end stage
renal disease, atral fibrillation, hypertension, type
2 diabates mellitus, idiopathic epilepsy,
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D344 10A NGAG 13F ,1002(a) Medication Orders pug  |Corection is prepared solely as a

matier of compliance with State law.

The Gardens of Nashvllle shall ensure
-contact with the Resident's provider
or verification or clarification of orders
for medicafions and treatments as !
appropriate. Verification/ Clarifications
are t% be documented in the Resident's
record.

Regional Director of Operations

{RDO) will in-service the Resident ' 7/21/23
Care Coordinator (RCC) and Med .
Techs on the 6 rights of medication |
administration, the importance of i
contacting the Provider to clarify
orders that are incomplete or unclear,
and the importance of following up on
that clarification and ensuring docu-
mentation. Med Techs to be in-servited
on the importance of notifying the
RCC when thers is any delay in get-,
ting an order clarified and assistance

is needed. |

! }

RCC will monitor order processing  7/24/23
folders daily to ensure tﬁere are not
medication orders awaiting clarlfication.

if such orders are present, RCG will

work to assist in expediting the procTss.
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atherosclerolic heart disease, goul, and paranaid
" sehizophrenia,

Review of Resldent #4's medication order dated
02124/23 revealad an order for Humalog KwikPen
Insulin, inject 15 units thraes times a day.
{Humalag Is a fast-acting insulin, also called
insulin lispro, used to treat high blood stigar}.

Raview of Resident #4's April 2023 electronic
medication administration recard (eMAR)
revealed:
~Thera was an entry for Humalog KwikPan
Insulin, [nject 15 units three limes a day at
8:00am, 3:00pm, and 3;00pm,
-Thera was documentation that Humalog
KwikPen Insulin, 15 unlts was not administerad
at 3:00pm on 04/04/23, 04/06/23, 04/08/23,
04111123, 04/13/23, 04115123, 04118123, 04/23/23,
04/22/23, 04/25/23, and 04/29/23 due to the
resident being out of the Tacllity for dialysis or

. unavailable.

' Revlew of Resident #4's May 2023 eMAR
revealed;
-Thers was an entry for Humalog KwikPen
Insulln, Inject 15 units three times a day at
§:00am, 3:00pm, and 9:00pm.
~Thare was documaentation that Humalog
KwikPen [nsulin, 15 units was not adminlstered at
3:00pm on 05/02/23, 05/04/23, 05/09/23,
05/16/23, 05/18/23, 05/23/23, 05/25/23, and

: 05/30/23 due to resident baing out at dalysls or

" unavailable,

Review of Resident #4's Juns 2023 aMAR
revealed:

-There was an entry for Humalog KwikPen
Insulln, Inject 15 units three times a day at
B:00am, 3:00pm, and 9.00pm.

D34 | RGG will pull EMAR compliance 7124123
reporis daily to review for accuracy

and compliance. The rrifmrt will be |
reviewed and discussed daily with the

' ED during managemeant meeting for!
any naeded follow-up. |
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_ “Thera was documentation that Humalog
KwikPen Insulln, 15 units was not administerad at
3:00pm on 06/01/23, 06/03/23, and 06/06/23 due
to belng unavailable or at dialysls.

Obsarvation of Resident #4's medieations on
hand on 06/09/23 at 10:30am revealad thero
were five (3) KwikPen Insulin with & dispensing
date of 02/23/23 and an explration date of
03122/24.

Intarview with Resldent #4 on 06/09/23 at
11:00am revealed:
-Ha went {o dlalysis on Tuesday, Thursday, and
Saturday.
-He laft the facility “around” 11:30am and came
back to the facility “araund” 4:30pm.

. -He was a "diebetic” and recelved Insullh three

' {imes a day.

' .Ha did not racaive his 3:00pm insulin on the days
he want to dialysis.

Interview with the madication aide (MA) on
06/09/23 at 11:30am revealed:
-Resident #4 went to dialysls on Tuesday,
Thursday, and Saturday.
-He left the facility golng to dialysis batween
11:00am and 11:45am.
-Ho usually eame back to the faclity botwaen
4:00pm and 5:00pm.
_-On dialysls days, he did not recelve his 3:00pm
! Tnsulin.
! “The primary care provider (PCP} was aware he
went to dialysis.
- -Bhe thought the PCP was aware the resident
wasa not administered his 3:00pm insulln an
dlalysls days.
“When the resident went to dialysis and did not
" tecelve his 3:00pm Humalog, she would enter an
the eMAR "out to dlalysis" or “unavailable.”
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! Interview with the Resident Care Coordinator

- {RCEC) on 06/09/23 at 2:45pm revealed:

-Sha was aware Resldant #4 went to dialysls on
Tuesday, Thursday, and Saturday,

. -She was aware the resldent was diagnosed wih

" diabetes and raceived insulin.

i -She was not aware of the time the resident went
to dialysls.

-She was aware the resldent was not

administered hfs 3:00pm Humaloeg on dlalysls

days,

-5he was not sure if the PCP was aware Resldent
¢ #4 did not receive his 3:00pm Humalog on

' dialysis days.

' -She had not mentioned or rezched out to the
PCP for clarification regarding the 3:00pm
scheduled Humalag for Resldent #4 an dialysis
days.

Interview with the Administrator on 06/09/23 at

. 3:15pm ravaaled:

-She was aware Resident #4 was dlagnosed with

" diabetes, on insulin, and went to dialysis.

-Sha did not know [f the PCP was aware the
resident was not adminlsterad his 3:00pm
Humalag on dialysls days,

~She had not reached out to the PGP for

. clarification regarding the 3:00pm schoduled

| Humalog for Resident #4 on dialysis days.

! .She was aware the resident was net
administered his 3:00pm Humalog on dialysis
days.

-8he will reach out to the PCP to look at changing
the administration time of the resident's 3:00pm

: Humalog,

Attemplad telephone intarview with Resldent #4's
primary care provider (PCP) on 06/09/23 at
11:30am was unsucgessful,
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D358 10A NCAC 13F .1004(z) Medication D 358 the preparaticn and administration Olf
Administration medications and treatments by staff
10A NGAC 13F .1004 Medication Administration ; a,rhei fhcggédl'(gg ;‘?ﬁﬁ%"gggig;ﬁf; record
. {a) Anadult care home shall assure that the [ the facility's pOlicies S rEres
preparation and adminlstration of medications, : and rule areg 1004(a P 1
prescription and non-prescription, and treatments : ( ) .
" by staff are in accordance with: _— —_ i
(1’") stdbrs e leensat opesoil RDO will in-service In Med Techs on 7/21/23
y a licensed prescribing practitioner 3 d
which are malntained in the rasident’s tecord; and 6 Rights of Med Admin, High Risk
(2) rules In this Secllon and the Tacility's policles meds, the importance of having
and procedures. ordered medications on hand, and
ensuring all medications are being
This Rule Ts not met as évidenced by: administered per pysician orders and
Based on observation, Interviews and record signed for after walching the Resident
! reviews, the facility failed to ensure medications take the medication. :
- were administered as ordered for 1 of 2 resldents . .
* observed (Resldent #6) during a medication Med Techs will complete cart audits 7/24/23
administration pass Including medlcations for per facility schedule to account for
seasonal allergles, vitamin D supplement and a medications on hand in the facility,
blaod thinner {#6). available for Resident administration,
RCC will follow-up on completed cart
The findings are: audits for compliance.
Revlew of the facllity's Medication RCC will complete weekly QA cart | 7/24/23
Services/Pharmaceutical Cars Services date audit to monitor for complianca of the
Seinmosy 0l BHasRY G medication cart. This will include
<tho Exectiive Dirscior Resldent Gam ensuring items are dated upon open-
Coordinator or designee will ensure that ing as appropriate, No expired meds
medication administration services required for g9 pprop ! <
each resident are provided on cart, and meds are gl\le['l ap pro-_
M " priately. Resulis will be reviewed with
-Medlcation may be glven up to ene hour befora he ED f ded foll
- arup to one hour aftar the prescribed time unless the or any needed Tollow-up.
the physician orders an exact ime. RCC will complete a minimum of 2 ' 7/24/23
; chart audits weekly to ensure that all
Tha medication etror rate was 16% as evidenced orders have been processed properly
By 4 oreig.cdtof 26 spporunitiveduring the to allow for accurate medication
9:00am medication pass on 06/08/23. administration. Completed chart
Review of Resident #6's current FL-2 dated ggg:f“:’r']lége helewed byrihe EDSor
Division of Health Service Regulation
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05/15/23 revealed diagnoses Included
ostenporosis. malnutrition and atrial fibrillation.

1. Resident #6's current FL-2 dated 05/15/23
revealed an order for Eliquis Smg to ba
administered twice dally. (Eliquis is a medication
used o pravent bload clots.)

QObservation of the 9:00am medication
administration pass on 06/08/23 revealed Eliquls
Smg was not administered to Resident #6.

Review of Resident #6's electrenls medication
administration record {(eMAR) for June 2023
revealed:

-Thera was an entry for Efiquls § mgto ba
adminlstered twice dally at 9:00am and 9:00pm,
-There was documentation Ellquis 5 mg was not
administered at 9:00am on 06/08/23 becavsa i
was on hold.

Interview with the medication aide (MA) on
06/08/23 at 10:46am revealed EEquis & mg was
not availabla far administration.

Telephione interview with the Reglstered Nurse for
Resident #6's primary care provider (PCF) on

' 06/09/23 at 3:30pm revealed Resident #5 was
preseribed Eliquis to prevent stroke due to atrial
fibrilation.

Telephone Interview with the pharmacy technician
at Resident #6's previous pharmacy on G6/09/23
" at $0:20am revealed 30 tablets, a 15 day supply
of Ellquis 5mg, was last dispensed on 05/08/23
and the prescription was transferred to another
pharmacy.

. Telephone interview with the Pharmaclst at
Resident #6's preferred pharmacy on 06/08/23 at

Dixision of Honlth Servica Regulalion
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, 3:58pm ravealed:
i “They bacame Resident #6's pharmacy osn

' 05126123 and prescriptions were transferved from
the previous pharmacy.

-They had not received the current FL-2 for
Resldent #6 and had not dispensed Eliquis Smg
since services began.

=Thera was a reflll ready for plek-up and were
walting on the co-pay.

Second telephone interview with the Pharmacist

at Resident #6's preferred phannacy on 06/09/23
. at 3:47pm rovealed:

«Eliquis was an anticoagulant {blood thinner) that
~ was prescribad bocause of a diagnosls of atrlal
fibrillation to decrsase the risk of stroke or a heart

attack.

Refer to Interview with a second MA on 06/03/23
. at 5:26pm.

Refar to interviaw with the Resident Care
Coordinator (RCC) on 06/09/23 at 4:05pm.

Refar 1o Interview with the Administrator and the
Area Clinleal Director {(ACD) on 06/09/23 at
5:45pm,

2, Resldent #6's current FL-2 dated 05/15/23
revaalad an arder for vitamin D 50meg to be
. administered each day. (Vilamin D is used to
| supplement vitamin D levels that suppart Immune
" health and calclum absorption.)

Observation of the %:00am medication
administration pass on (6/08/23 revealed vitamin
, D 50mcg was not administered to Resident #6.
i

' Reviaw of Resident #6's electronic medication
administration racord {(eMAR) for June 2023

i
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" ravealed:
i ~Thare was an entry for vitamin D 50meg to be
" administared each day at 9:00am.
-There was documentation vitamin D 50meg was
not administered at 9:00am on 06/0B/23 bacausa
| ltwas on hold.

" Interviaw with the medication aide (MA) on
06/08/23 at 10:46am ravealed vitamin D 50mcg
was not available for administration.

‘Telephone interview with the Registered Nurse for
_ Resident #6's primary care provider (PCP} on

06/09/23 at 3:30pm revealed Resident #6 was

prescribed Vitamin D to treat osteoporosis.

Talephons interview with the Pharmacist at

Residant #6's preferrad pharmacy on 06/08/23 at

3:59pm revealed:

-They becamo Resident #&'s pharmacy on

05/26/23 and prescriptions were transferred from
" the pravious pharmacy.

-They had not received the current FL-2 for

Resident #6 and thera was no order for vitamin D

In their system.

Telephone Interview with the pharmacy technician
at Resident #6's previous pharmacy on 0B/09/23
at 10;20am revealed they did nethave a

| praseripiion for vitamin D to be administered but
cou'd be obtained over the counter.

" Refer to interview with a second MA on D8/0D/23
at 5:26pm.

' Refer to interview with the Resident Care
Coordinator (RCC) on 06/09/23 at 4.05pm.

Refer to interview with the Administrator and the
Area Clinical Director {ACD) on 06/09/23 at
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1 5:45pm.

' 3. Residant #6&'s current FL-2 dated 05/15/23

- revealed an order for Loratidine 10mg to be
administerad each day. (Loratidine is a

" medlcation used o treat seasonal allergy
symploms.)

. Observation of the 9:002m medication
adminlstration pass on 06/08/23 revealed
loratadine 10mg was not administared to
Resident #6.

. Review of Resident #6's electronic medlcation
administration raecard (eMAR]) for June 2023
revealed:

-There was an enfry for loratidine 10mg lo be
administered each day at 9:00am,

-There was documentation loratidine 10mg was
not administered at 8:00am on 06/08/23 because
It was on hold.

Intarview with the medication aide (MA) on
06/08/23 at 10:46am revealed loratidine 10mg
was not available for adminisiration.

Telaphone Interview with the Pharmaclst at
Resldent #6's preferrad pharmacy on 06/08/23 at
3:59pm revealed:

' “They became Resldent #6's pharmacy on

- 05126/23 and prescriptions were transfemed from

the previous pharmaey.

~They had not receivoed the current FL-2 for

Resident #6 and had not dispensed loratidine

10mg since services bagan.

" “There was a reflli of lorafidine 10mg ready for
pick-up and were walling on the co-pay.

" Telephone interview with the pharmaey techniclan
at Resident #6's previous pharmacy on 08/09/23
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' at 10:20am revealed 30 tablets, a 30 day supply

, of foratidine 10mg, was last dispensed on
05/03/23 and the prescription was transferred to
another pharmacy.

Telephone Interview with Resident #6's family
member on 06/08/23 at 4:13pm ravealed: |
-Resident #6 was admitted fram another facility In !
May 2023,

» -Resident #6 was admitted with medications but
he did not know what the medications were or
how many doses.
~There was a problam with a large copay but he
took eare of it that moming and he thought the
medication was ready to be plcked up.

. Refar to Interview with a second MA on 06/08/23
. at 5:28pm,

Refer to Intarview with tho Rosldent Care
Coardinator (RCC) on 06/09/23 at 4:05pm,

Refer to Interview with the Adrninistrator and the
Araa Clinlcal Director (AGD) on 06/09/23 at
S:45pm,

4. Resldent #5's current FL-2 dated 05/15/23
ravealed an order for flulicasone 1 spray fo each
nostril each day. {Fluticasone in a medication
used fo lreat symptoms of seasonal allergles.)

_ Observation of the 9:00am madication

| administration pass on 06/08/23 revealed :

I <The medication alde (MA) pulled the fiuticasone

{ nasal spray from the medicatlon car, shook the
bottle and handed it to Resldent #6.

| The MA did not give any Instructions to Resident

. #6 for use of the nasal spray.
-Resident #6 sprayed 2 sprays Into each nostril at :
116am. i
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. -The MA retrleved the nasal spray and returned it
. to the cart,

. Revlew of Resident #6's electronie medication

, administration record (eMAR) for June 2023

« revealed:

" -There was an entry for fluticasons 1 spray to
each nostrl to be administered each day at
9:00am.

-There was documeniation futicasone 1 spray to

" oach nostril was administered on 08/08/23 at
9:.00am.

Interview with the medication aids (MA) on

_ 06/08/23 at 2:05pm revealed:
-Two sprays of fluicasone was always
administered to each nostril for Resident #6.
-She thought the order was for two sprays to
each nostril,
-She should have read the entire order prior to
administration but she thought two sprays were
always ordered.

. Refar to interview with a second MA on 06/08/23
at 5:26pm.

Refar to intarview with the Rasldant Cara
Coordinater (RGC) on 06/09/23 at 4:05pm.

. Refar to Interview with the Administrator and the
Area Clinlcal Director {ACD) on 06/09/23 at
" 5:45pm.

Interview with a second A on 06/09/23 at
5:26pm revealed:
" «MAs were responsible for faxing new orders to
the pharmacy and requesting refils through the
| online system,
-MAs should cali the pharmacy to ensure they
recelved the new order and reflll requests.
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" -MAs requested refills when there were 7-10 days
left of a medication.
-MAs conducted cart audits weekly to cheok for

axpiration and amount of medieation on hand.

Intarvlew with the Resldent Care Caordinator
(RCC) on DB/09/23 at 4:05pm revealed:

=The medication aldes {MA} were responsitle for
requesting refills of medications when there were
less than 10 days supply left an the cart through
the online syslem.

-New order medications and refill medications
wera typically received within 24-48 hours.]
-New mcdications ware entered ento the eMAR
by the pharmacy and the RCC was rosponsible
for ensuring the order was enterad correctly and
approved hafare administeation,

-MAs were responsible for weekly cart audits to
ensure medications were avallable for
administration and she reviewed the carl audlt
sheets.

-She was supposed {o pull compliance reports
daily, but she was sometimes busy and did not.

Interview with the Administrater and the Area
Clinical Director (ACD) on 06/09/23 at 5:45pm ¥
revealed: 1
-MAs wers responsible for waekiy cart audlts and
medication refills requested when there were

about T days left.

-The RCC is expected to complete audits and

uplead her audit to the drive for the corporation

support center but she did not know if that was

belng done,
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