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constitute an admission or agreement

The Adult Care Licensure Section and the by the facility of the tn‘.'th of the faCtS.
Narthampton Department of Social Services a"eged or the ConClu.S lons .Set forth in
conducted a follow-up survey on November 1, the Stat,ement,Of Deficiencies or

2023 to November 2, 2023. Corrective Action Report; the Plan of
Correction is prepared solely as a

{D 358)| 10A NCAG 13F .1004(a} Medication masgy |matter of compliance with State law.

Administration
Hampton Manor shall ensure that the

10A NCAC 13F .1004 Medication Administration preparation and administration of

(a) An adult care homs shall assure that the medications and treatments by staff
preparation and administration of medications, are according to Providers' orders,
prescription and non-prescription, and treatments which are maintained in the Resident's
by staff are in accordance with: N record, the facility's policies and

(1} orders by a licensed prescribing practitioner

, R , procedures, and the rules in Section
which are maintained In the resident's record; and 1 004(8)

(2) rules in this Section and the facility's policies
and procedures.

Executive Director (ED) in-serviced | 11/7/23
This Rule is not met as evidenced by: Med Techs on proper medication
FOLLOW-UP TO TYPE B VIOLATION. administration, the 6 Rights of Med
administration, and Resident Rights.
The Type B Violation was abated.
Non-compliance continues. Med Techs will be sure to use the |12/17/23
electronic scanner, following 6 Right
and completing 3 checks before
administering medications for safe
medication administration.

JF

Based on observations, interviews, and record !

reviews, the facility failed to administer
medications as orderad to 1 of 5 residents (#6,
#7) observed during the medication pass
including errors with a medication used io treat

acid reflux (#6) and a medication used to treat Meq Techs W',"_ complete MAR to caft
seasonal allergies (#7). audits per facility schedule to ensurg 12/17/23
availability and accuracy of medications
The findings are: and supplies on medication carts.
The audits will be reviewed by the
The medication error rate was 7% as evidenced Care Managers upon completion for
by 2 errors out of 26 opportunities during the compliance, and to ensure accurate
8:00am medicaticn pass on 11/01/23 and and adequate medications are on
11/02/23. hand at all times.
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a. Review of Resident #6's current FL-2 dated
01/09/23 revealed:

-Diagnoses included seizure and altered mental
status,

-There was an order for omeprazole delayed
release (DR) {(used to treat acid refiux) twice a
day 1 hour before meals.

Observation of the 8:00am medicafion pass on
11/01/23 revealed:

-The madication aide (MA) prepared Resident
#6's medications and placed them in a
medication cup.

-The MA administered 11 pills to Resident #6 at
8:59am.

-The MA did not administer omeprazole DR 10mg
to Resident #6.

Observation of Resident #8's medications on
hand on 11/01/23 at 10:23am revealed:

-There was a multidose pack of medications for
Resident #6 which contained 11 pills,

-Resident #6's omeprazole DR 10mg was not in
the multidose pack of medications,

-Resident #6's omeprazole DR was by itself in a
separate pack of medication,

Review of Resident #6's November 2023
electronic medication administration record
(sMAR) revealed:

-There was an entry for omeprazole DR 10mg
twice daily one hour before meals scheduled for
administration at 7:00am and 5:00pm.
-Omeprazole DR 10mg was documented as
administered at 7:00am on 11/01/23,

Interview with Resident #6 on 11/01/23 at
11:20am revealed she felt fine and was not
having any pain or heartburn.

audits weekly for overall QA of the

medications and clinical supplies.
Completed audits will be reviewed
with the ED, and any concerns will b
addressed promptly.

Area Clinical Director (ACD) will
perform random med pass observ-
ations during site visits at a minimum
of 3 observations per month to ensur
Med Aides are petforming medicatio
admin procedures appropriately, Any
noted concerns of improper med
administration will be discussed with

follow-up, including additional training
needed.

medication carts to ensure the cart is
stocked with appropriate and accurate

—

the ED/Care Managers for appropriate

12/17/23
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Interview with the medication aide (MA) on
11/01/23 at 10:24am ravealed:

-She was the Resident Care Coordinator (RCC)
at the facility.

-She did not see the separate pack of medication
containing Resident #6's omeprazole DR 10mg
and that was why she did not administer it to
Resident #6.

Second interview with the MA on 11/02/23 at
9:26am revealed:

-When she administered medications to
residents, she should perform 3 checks before
administering the medication.

-She should check the medication pack and
compare it to the resident's eMAR,

-MAs scanned resident's medications and they
would pop up on the eMAR system.

-She would then check the medications again to
make sure they matched the eMAR before
administering them.

Telephone interview with Resident #8's primary
care provider (PCP} on 11/02/23 at 9:18am
revealed:

-Resident #6 received omeprazole DR to treat
acid reflux.

-Resident #5 not receiving her morning dose of
omeprazole DR could cause reflux symptoms
that made her uncomfortable and could make it
difficult for her to eat later in the day.

-Resident #6 not receiving har morning dose of
omeprazole DR could also cause her to have
heartburn or excess gas.

Refer to interview with the Administrator on
11/02/23 at 9:34am.

b. Review of Resident #7's current FL-2 dated
10/03/23 revealed:

Division of Health Servica Regulation
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-Diagnoses included hypertension and acute
respiratory failure.

-There was an order for Flonase (used to treat
seasonal allergies) 50mcg instill 1 spray in each
nostril once daily.

Ohservation of the 8:00am medication pass on
11/02/23 revealed:

-The medication aide (MA) prepared Resident
#7's medicaticns and placed them in a
medication cup,

-Resident #7 was seated at a table in the dining
room,

-Tha MA administered 7 ¥ pills to Resident #7 at
8:11am.

-The MA did not administer Flonase 50mcg to
Resident #7.,

Review of Resident #7's November 2023
electronic madication administration record
(eMAR) revealed:

-The eMAR was printed by the facility at 8:18am.
~There was an entry for Flonase 50mcg instill 1
spray in @ach nostril once daily scheduled for
administration at 8;00am,

-Flonase 50mcg was not documented as
administered at 8:00am on 11/02/23,

Interview with the MA on 11/02/23 at 8:56am
revealed she administered Resident #7's Flonase
later because the resident was in the dining room
when she administered his medications.

Second interview with the MA on 11/02/23 at
9:14am revealed she administered Resident #7's
Flonase to him once he returned to his bedroom.

Third interview with the MA on 11/02/23 at
9:26am revealed:;

-When she administered medications to
Division of Health Service Regulation
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residents, she should perform 3 checks hefore
administering the medication,

-She should check the medication pack and
compare it to the resident's eMAR.

-MAs scanned resident's medications and they
would pop up on the eMAR system.

-She would then check the medications again to
make sure they matched the eMAR before
administering them.

Review of Resident #7's November 2023 eMAR
revealed:

-The eMAR was printed by the facility at 9; 11am.
~There was an entry for Flonase 50mcg instill 1
spray in each nostril once daily scheduled for
administration at 8:00am,

-Flonase 50mcg was documented as
administered at 8:00am on 11/02/23.

Interview with Resident #7 on 11/02/23 at 9:04am
revealed:

-He did not receive his nasal spray today.

-He received his pills from the MA while he was in
the dining room eating breakfast.

-The MA did not come to his bedroom and
administer his nasal spray after he finished
breakfast,

Telephone interview with Resident #7's primary
care provider (PCP) on 11/02/23 af ©:18am
revealed:

-Resident #7 received Flonase for allergy
symptoms.

-Resident #7 not receiving Flonase as ordered
ceuld cause the medication to not remain
censtant in his system.

-Resident #7 should receive Flonase every day to
help relieve allergy symptoms.

Refer to interview with the Administrator on
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11/02/23 at 9;34am.
Interview with the Administrator on 11/02/23 at
9:34am revealed she expected MAs to administer
all medications as ordered.
{D 367} 10A NCAC 13F .1004(j) Medication {D 367}

Administration

10A NCAC 13F .1004 Medication Administration
(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 {reatment order;
{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 resulting effect on the resident;
(6) date and time of administration;

(7) documentation of any omission of
medications or treatments and the reason for the
omission, including refusals; and,

(8) name or initials of the person administering
the medication or treatment. If initials are used, a
signature equivalent to those initials is to be
documented and mainfained 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 electronic
medication administration records (eMAR) were
accurate for 2 of 5 residents (#8, #7) observed
during the medication passes including errors
with & medication used to treat acid reflux (#6)

Hampton Manor shall ensure the
Resident's MAR is accurate for med
cation administration,

medication administration, the 6
Rights of Med administration, and
Resident Rights.

for on the Resident's MAR has bean
off.

Care Managers will complete weekly
QA cart audits to monitor for complig
of the medication cart for safe
medication administration. Results
will be reviewed with the ED for any
needed follow-up.

Care Managers will pull Medication
Compliance Reports daily to ensure
medications are administered per ML
orders. Report will be brought to

with ED for compliance. Any noted

areas of concern will have follow-up
as appropriate, including MD notifica
tions, and clarifications.

ED in-serviced Med Techs on proper 11/7/23

Med Techs will ensure that any med+ 12/17/23
ication, treatment, or intervention sighed

completed and verified prior to signing

management meeting daily for review

12/17/23
nce

12/17/23
)
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and a medication used to treat seasonal allergies
(#7).

The findings are:

1. Review of Resident #8's current FL-2 dated
01/09/23 revealed:

-Diagnoses included seizure and aliered mental
status.

-There was an order for omeprazole delayed
release (DR) (used io treat acid reflux) twice a
day 1 hour before meals.

Observation of the 8:00am medication pass on
11/01/23 revealed:

~The madication aide (MA) prepared Resident
#6's medications and placed them in a
madication cup,

-The MA administered 11 pills to Residant #6 at
8:59am,

-The MA did not administer omeprazole DR 10mg
to Resident #6,

Review of Resident #6's November 2023
electronic medication administration record
{(esMAR) revealed:

-There was an enlry for omeprazole DR 10mg
twice daily one hour before meals scheduled for
administration at 7:00am and 5;00pm,
-Omeprazole DR 10my was docurented as
administered at 7:00am on 11/01/23,

Observation of Resident #6's medications on
hand cn 11/01/23 at 10:23am revealed:

~There was a multidose pack of medications for
Resident #6 which contained 11 pills.

-Resident #6's omeprazole DR 10mg was not in
the multidose pack of madications.

-Resident #6's omeprazole DR was by itselfin a
separate pack of medication,

Division of Health Service Regulaticn
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Interview with the medication aide (MA) on
11/01/23 at 10;24am revealed:

-She was the Resident Care Coordinator (RCC)
at the facility.

-She did not see the separate pack of medication
containing Resident #6's omeprazole PR 10mg
and that was why she did not administer it to
Resident #6.

Second interview with the MA on 11/01/23 at
11:17am revealed:

-Resident's medicafions were usually scanned
into the eMAR system before they were
administered.

-The scanner was broken, and she entered
Resident #6's administered medications on the
eMAR manually.

~-She saw that omeprazole DR was on the eMAR
for Resident #6 to receive and she accidentally
clicked it and marked it as administered.

Refer to interview with the Administrator on
11/02/23 at 9:34am,

2. Review of Resident #7's current FL-2 dated
10/03/23 revealed:

-Diagnoses included hypertension and acute
respiratory failure.

~There was an order for Flonase {used to treat
seasonal allergies) 50meg instill 1 spray in each
nostril once daily.

Observation of the 8:00am medication pass on
11/02/23 revealed:

-The medication aide (MA) prepared Resident
#7's medications and placed them in a
medication cup.

-Resident #7 was seated at a table in the dining
room.
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-The MA administered 7 ¥ pills to Resident #7 at
8:11am.
-The MA did not administer Flonase 50mcg to
Resident #7.

Review cof Resident #7's November 2023
electronic medication administration record
(eMAR) revealed:

-The eMAR was printed by the facility at 8:18am.
~There was an entry for Flonase 50mcg instill 1
spray in each nostril once daily scheduled for
administration at 8:00am,

~Flonase 5Cmceg was not documented as
administered at 8:00am on 11/02/23,

Interview with the MA on 11/02/23 at 8:56am
revealed she administered Resident #7's Flonase
later because the resident was in the dining room
when she administered his medications.

Second interview with the MA on 11/02/23 at
9:14am revealed she administered Resident #7's
Flonase to him once he returned to his bedroom.

Interview with Resident #7 on 11/02/23 at 9:04am
revealed:

-He did not receive his nasal spray today.

-He raceivad his pills from the MA while he was in
the dining room ealing breakfast,

~-The MA did nof come to his bedroom and
administer his nasal spray after he finished
breakfast,

Review of Resident #7's November 2023 aMAR
revealed:

-The eMAR was printed by the facility at 9:11am.
~There was an entry for Flonase 50meg instill 1
spray in each nostril once daily scheduled for
administration at 8:00am.

-Flonase 50mcg was documented as

Division of Health Service Regulation
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administered at 8:00am on 11/02/23.

Refer to interview with the Administrator on
11/02/23 at 9:34am.

Interview with the Administrator on 11/02/23 at
9:34am revealad the medication aide {MA) should
not document medications as administered on
resident's electronic medication records (eMAR) if
they were not administered,
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