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kidney disease, and deprassion,

a. Review of Reslident #1's current FL-2 dated
01/12/23 revealed an order for Budasonide
0.5mgf2m|, inhale 1 vial via nebulizer two times 3
day. (Budesonide Is used to traat inflammation of
the airvays In ung disease.)

Review of Residant #1's physician's order sheet
daled 05/24/23 revealed an order for Budesonide
0.5mgf2n, Inhate 1 vial via nebulizer every 12
hours, meming and bedtipa,

Review of Resident #1's Novembar 2023
medication administration record (MAR) revealed:
~There was a handwsitten entry for Budesonide
0.5mg/2m, use 1 vial via nsbulizer avery 12
hours schedulad for 8:00am and 8:00pm.
~Budesonide was documnented as not
administered from 11/01/23 at 8:00am - 11/08/23
at 8:00am (15 missed doses) due to the
medicatien being on order.

Observation of Residant #1°s medicallons on
hand on 11/21/23 at 12:26pm revealed:

-Thems was a supply of Budesonlde 0.5mgf2mt
inhalation suspension dispensed on 11/08/23.
~There were 11 of 30 vials ramaining.

Interviow with a medication alde (MA) on 11/21/23
at 12:17pm revealed:

-Ha was not sure why Resident #1 ran out of
Budescnide, but he thought i was because they
had a hard fime getting it when thay recantly

switched to 2 different pharmacy provider (could
not recall date).

~The resident somelimes complained of
shoriness of breath,

Aftempled telephone intarviews with a second MA

D 358

STATE FORM

Divisian of Heatth Service Regulation

PLP412

i connuation shaat 2 of 36




Division of Health Sanvice Requlatian

s ) TR
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 12/14/2023
FORM AFPROVED

X1} PROVIDER/SUPPLUERICLIA
IDENTIFICATION NUMBER:

HALO51072

2} MULTIPLE CONSTRUCTION

A BUILDING;

(¥3) DATE SURVEY
COMPLETED

B. WING

R

1112112023

RAME OF PROVIDER OR SUBPLIER

AMERICARE ADULT HOMES #2

SMITHFIELD, NC 27577

STREET ADDREES, CITY, STATE, ZIP GODE
103 ANNIE PARKER CIRCLE

{X4)10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENGY 14UST BE PRECEDED BY FULL
REGULATORY DR LSC IDENTIFYING INFORMATION)

3]
PREFIX
TAG

{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROFRIATE

PROVIDER'S PLAN QOF CORRECTION >3}
COMPLETE

DEFICIENCY)

B 358

Continued From page 2

on 1121423 at 4:23pm and 5:37pim were
unsucecassful,

Telephone intervisw with a pharmacist at the
fedility’s current phamacy provider on 11/21/23 at
J:4Bpm revealed:

-They started servicing the facllity on 14/01/23.
-Thay received an order for Resident #t1's
Budesonida on 11/08/23 and dispensed a 30day
supply on that samae day.

~They did not receive an order for Budesonide
prior to 11/08/23.

Telaphone inferview with a pharmacist at the
facility’s formar phanmacy provider on 14/21/23 at
4:41pm revealed:

-Budesonide was backorndered through the
pharmaey’s supplisr so the last 30-day supply
they dispensed was on 06/22/23.

-They outsourced the prescriptionto a back-up
pharmacy on 07/25/23, who was able to get the
medication from thelr supplier.

-He did not imow if the faciiity obtalned the
medication fram the back-up phamacy.

Intervisw with the Adminstrator on 11/21/23 at
1:18pm revealed:

-She did & medication cart audit last week and
realized that Resident #1 did nat havs any
Budesonide availabla for adminlstration,

-The MAs ware responsible for ordering
medications.

-They had recently changed pharmacy providers
and she thought this may have caused the detay
In getting Budesonide ordered far the resident.
~Resident #1 had problams with being short of
breath,

~She noticed Resident #1 was short 6 breath on
11/08/23, when the resident was gatting out of the
facility van and walking back to the facility.
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Intorview with Resident #1 on 11/21/23 at
12:54pm ravealed:

-Tha facilify ran out of his Budesonide when they
changed pharmaciaes recently {could not recall
date),

-He had shottness of braath when he did not
recejve the Budesonida.

-He had to use his Albutercl inheler {used as
tescue Inhaler to treat acute episode of shoriness
of breath) mors often while he was out of the
Budesanide.

Telaphone interview with Resident #1's primary
cara providar (PCP) on 11/22/23 at 9:40am

revealed:
-Resldent #1 should receive Budesonide as
ordered bacausa he had a histoiy of chronle
obstructive pulmonary disease.

-Not raceiving Budeson!da could eause shortness
of breath, meking it hard for the resident to
breathe,

b. Review of Resident #4's physician's arder
dated 07/20/23 revealed an order for Xtampza
ER 13.5mg twice a day. (¥tampzaERisa
controlied substance used {0 freat modersts 1o

severe pain.)

Review of Resldent #1's order from the
orthopedic provider dated 10/06/23 revealad an
order to Increase Xtempza ER to 18mg twico a
day.

Review of Resident #1's orthopedic visit notes
dated 11/08/23 ravealed:

~The resident had lumbar spine paln with spinal
stenasis, dagenorative disc disease, and facet
joint arthritis.

~There was an order to continua Xiampza ER
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18mg twice a day.

-Bocumentation by the Administrator at the
bottom of the visit notes Indicated the order was
faxed ta the pharmacy, written on the medication
administration record (MAR), and a copy was put
In the Resident Care Coordinator's (RCC) book
on 11/08/23.

Review of Resident #1's elactrenic prescription
from the orthopedic provider dated 11/14/23
revealed:

=There was an order for Xtampza ER 18mg take
1 capsula every 12 hours as needed for 30 days.
~¥he prescription was written for a quantity of 60
capsules (30-day supply) with no rofitls,

Review of Resident #1's November 2023 MAR
revealed:

~There was a handwritten entry for Xtampza ER
18mg take 1 tablet 2 times dally scheduled at
8:00am and 8:00pm.

-Xtampza ER 18mg was dacumented as not
edministerced due to belng on order on 11/04/23
at 8:00am and B:00pm, 11/05/22 al B:00am, and
1115123 at 8:00pm, for a total of 4 missad doses.
-There was a computer printed enlry for Xtampza
ER 13.5mg 1 capsule 2 times a day for pain
scheduled at 8:00am and 8:00pm.

~The entry for Xtampza ER 13.5mg was marked
though with "ordorod changed® (no date
specified) and none was documented as
adminislered in Novamber 2023,

-The order datad 11/14/23 for Xtampza ER 18mg
1 capsule every 12 hours as needed was not
transcribed onto the November 2023 MAR,

Review of Resident #1's controlled substance
(CS) count sheets for Xtampza ER 13.5mg

revealed:
~There was a handwrittan CS count shest for
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Xtampza ER 13.5my with a quantily of 8 capsules
racsivad but no date received noted.

~There were 8 of 8 Xfampza ER 13.5mg capstles
documented as adminfstered from 8:00pm on
10711423 - B:00am on 1015123, leaving a balance
ofD.

=There was a second CS count shaet for
Htampza ER 13.5mg with a quantity of 30
capsules with a dispense date of 09/14/23,
~There were: 10 Xtampza ER 13,5mg capsules
documented as administered from 8:00pm on
10/15/23 - 8:00am on 10/20/23, leaving a batanca
of 20 capsules,

-The ather 20 capsules ware documented as
administered from 8:00pm on 11/05/23 - 8:00am
on 11/15123, leaving a balance of 0.

-Thore wera 38 doses of Xtampza ER 13.5mg
docutnented as administered from 10/11/23 -
1115123 when Xtampza ER 18my vas ordered
and should have been administered,

Reviow of Resldent#1's GS count sheets for
Xiampza ER 18my revealod:

~There was a CS count sheet far Xtampza ER
18mg with a quantity of 30 capsules with a
dispense dats of 10M18/23,

~Thara were 22 Xtampza ER 18mg capsules
documented as adminislered from 8:00pm on
10/20/23 - B:00am on 10/31/23, leaving a balance
of 8 capsues,

~There was a second handwritten CS count shest
for Xtampza ER 18mg with a quantity of 8
capsules but no dispense date.

~These 8 capsules were documentad as
administered from 8:00pm on 10/31/23 - 8:00am
an 1104123, leaving a balance of 0.

=There was a third CS count shest for Xtampza
ER 18mg with a quantity of 60 capsules and a
dispense date of 11/14/23.

=Thera was no Xtampza ER 18mg documented

D358
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on the CS count sheet after 8;00am on 44/15/23
untit 11:00am on 1H17/23.

~There were 9 of 60 capsules documented g5
administered from 11:00am on 141723 - B:00am
on 11/21/23, leaving 2 balance of 51,

Observation of Resident#1's medications on
hand on 1/21/23 at 12:33pm rovealed;
-There was a supply of Xtampza ER 18mg
capsulas dispansed on 11/14/23,

-There were 51 of 60 capsules ramalning.
-There were no Xtampzn ER 13.5mg capsules
available for administration.

Interview with a medication aide (MA) on 1$/21/23
at 12:17pm revaaled:

-Resident #1 had ran out of Xtampza ER 18mg in
November 2023,

~Ha was not sure why the resident ran out but It
may have been because the faciiity recently
switched pharmacy praviders.

~The resident complained of back and lsg pain
when he did not receive the Xtampza ER.

-He could not explain why he documented and
administered Xtampza ER 43.5myg after the order
changed to 1Bmg on 10/06/23,

Allemptad telephona Interviaws on 11/21/23 at
4:23pm and §:37pm with a second MAwho
documentad the administration of Xtampza ER
13.5mg Instead of 18mg were unsuccessful,

Telephone interview with a phamacist at the
facility’s foirner phamacy provider on 11721123 a2t
4:41pm ravealed:

-They dispensed 30 Xtampza ER 13.5mg
capstles each on 07/20/23, 0BMBI23, and
09/14/23.

-They dispensed 30 Xtampza ER 18myg capsules
on 10/18/23,

Dasa
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~Thay had not recejved any orders for Xtampza
ER sincs 10/18/23,

‘Telephone interview with a phammacist at the
facility's current pharmacy provider on 11/21/23 at
3:48pm revealed:

~They startad senvicing the facility on 11/01/23.
-They raceived an order for Xtampza ER 18mg
on 1114823,

~-They did not have Xtampza ER 18mg on hand
on 1114423,

~Thay sent a supply of 60 Xtampza ER 18mg
capsules to the facility on 11/16/23.

Interviews with the Adminfstrator on 11/21/23 at
1:18pm and $:45pm revealed:

-The MAs were responsible for transeribing new
orders and order changes onto the MARs.

~The RCC was msponsible for chacking behind
the MAS to ensure order changes and new orders
were implemented comrectly.

~The RCC posttion was currenlly vacant at the
facility.

-3he was responsible for checking behind the
MAs in the absence of a RCC,

-She was not aware Resident #1's Xtampza ER
had not been administered as erdered.

~Tha Xtampza ER 13.5mg capsules should have
basn sent back ta tho pharmacy whan tha
dosage was increased to 18myg [n October 2023,
-Tha MAs shauld not have administered the
Xtampza ER 13.6mg capsules when the 18mg
was not available,

Telephone interview with a call center
representative at Resident #1's orthopedic
provider on 11/21/23 at 2:34pm revealed:
-The resident’s orihopedic provider was
unavaifable for Intendew.

-According to thelr reconds, Resident #1's
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Xtampza ER was increased from 13.5mg fo
18mg on 10/06/23 due to increasing right lag
paim.

Telephone Interview with Resident #1's primary
care provider (PCP) on 11/22/23 at 9:40am
revealed:

-Resident #1 was recelving Xtampza ER 13.5mg
prior to seeing the orthopedic provider.

-Not recelving Xtampza ER 18mg ss orderad
could cause the resident to have breakthrough
pain,

Intarview with Resident #1 on 11/21/23 a}
12:54pm ravealed:

-He took Xlampza ER mostly for lower back pain.
-Wiien he received the Xtampza ER, his pain
{evel was usually "5* (moderate pain) whan he
was walking and either no pain or "not too bad®
usually when he was sitting.

~The facility had recently run out of hls Xtampza
ER {could not recall dates),

-His pain level was at *10” (severe pain) when he
did nat receive the pain medication,

2. Reviaw of Residant #2's current FL-2 dated
05/10/23 revealed diagnoses included
hyperiension, heart failure, pacsmaker, venous
insufficiency, ostenarthrilis of hip, and
abnomatitles with gait Immobility,

2. Review of Resident #2's signed physician's
order dated 10/26/23 revesled an order for
‘Tobramycin 0.3% eye drops one drop in operative
eye 4 timas daily starting 2 days prior to surgery
on 11/13/23. (Tobramycin 0.3% eye drops are to
preventand treat bacteria before and after
cataract surgery.)

Rovievs of Resldent #2's November 2023
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medleation administration record {MAR) ravealed:
-Thers was an entry for Tobramycin 0,3% Instill
one drop in operative eye 4 times daily, start 2
days before surgery, start on 11/11/23 at 8:00am,
12:00pm, 4:00pm, and 8:00pm.

-Surgery was schaduled for 11/13/23.

-There was decumentation that Tobramycin 0.3%
was administered on 11411423 through 11/20/23 4
times a day at 8:00am, 12:00pm, 4:00pm, and
8:00pm,

~There was no documentation that Tobramycin
had been administered on 11/21/23 at 8:00zm.

Resident #2 was fransfemed to the hospital
emengency department (ED) for a low-grada
fever around 12:00pm on 11/21/23 and was
unavailable for Interview,

Observation of Resident #2's medications on
hand on 11/21/23 at 2:00pm revealed an opened
and labeled presciiption botile that contained =
small amount of fiquid. from the facility'’s
coniracied phammacy for Tobramyein 0.3%
dispensed on 11/08/23 instill one drop 4 imes a
day In operative eys stariing 2 days bafore to
surgery.

Interview with a medication aide (MA) on 11/21/23
at 12:55pm revealed:

-Blanks on the MAR mieant the mredication was
nat given,

-He was supposed tn doctiment on the back of
the MAR the reason the medication was not
administered.,

~He did not document on the back of the MAR the
reason the medication was riot administered on
112123 at 8:00am.

-He did not verify the physiclan arder dated
11/20/23 because he forgot.

-He placed the order that was incomplele in the

D358

Division of Hazlth Sorvico Regulation

STATE FORM

PLP412

I ennifrustion shest 10 of 35




PRINTED: 12/14/2023

FORM APPROVED
~Pivision of Hezith Service Regulation
STATEMENT OF DEFICIENCIES (X} PROVIDERISURPLIER/CUA O MULTIPLE CONSTRUCTION {X3) DATE SURVEY
ANDPLAN OF CORRECTION IDENTUFICATICN NUPBER: A BUILDING: COMPLETED
R
HAL051072 RRING 1112112023
NAME OF FROVIDER OR SUPPLIER STREETAUDRESS, CITY, STATE, ZIP CODE
103 ANNIE PARKER CIRCLE
AWMERICARE ADULT HOMES # 2
SRUTHFIELD, NC 27577
(Xa3)1b SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION 5
PREFX (EACH DEFIGIENGY MUST B2 PRECEDED BY FULL PREFTY (EACH CORRECTIVE ACTION SHOULD BE OCOMPLETE
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) e CROSSREFERENCED TO THE APPROPRIATS oate
DEFIGIENGY)
D 358 Continued From page 10 D358

resident’s racord and did not notify the
Administrator, the arder stated "grey cap 1z daily
and Steroid 3x daily for right eye only tomorow.”
-He was tralned to verify all orders that were
[ncomplete,

Interview wilh the Administrator on 11/21/23 at
2:23pm revealed:

-When a rasident ratumed from an appointment
or the hospital al documents should be reviewad
before placed in a resident's record,

-Resident #2's medication should have heen
givan as crderad.

~The MAs had been trained to verify alf orders
wara complste orders before placing the orderin
the record.

-The MAS had been trained to not leave any
blanks on the MAR witheut documenting the
reason on the back of the MAR.

-The MAs wera responsible for reviewing all
physician orders and If they were incomplete
should have them verified with the physician who
wrote them.

Telephone Interview with Res!dent #2's
optometrist’s eye fechniclan on 11/21/23 at
4:30pm revealed:

-Tobramyeln was used {o treat and prevent eye
infections bafore and aflar cataract surgary.
-Resldent #2 had surgery on 11/13/23.

-New medication orders were sent with Resident
#2 after his follow up appointment on 14/20/23.

b. Review of Resident #2's signed physiclan's
order dated 10/26/23 revealed an order for
Ketomlac 8.5% eye drops one drop In operative
eye 4 times deily starting 2 days prior to surgery
an 11/13/23, (Kelomlze 0.5% oya drops are used
{o treat aye swelling and pain before and afler
cataract surgery.)

Divisicn of Realth Senvice Regulation
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Review of Resident #2's Novernber 2023
medication adminisiration record {MAR) revealed:
~There was an entry for Katoralac 0.5% instill one
drop in operative eye 4 times daily, start 2 days
before surgary on 11/11/23 at 8;:00am, 12:00pm,
4:00pm, and 8:00pm.

~Surgery was scheduled for 1113/23.

<Thare was documentation that Ketarolac 0.5%
was administered on 11/11/23 through 11/20/23 4
fimes a day at 8:00am, 12:00pm, 4:00pm, and
B:00pm.

~There was no documentation that Ketorolac had
bean administered on 11/21/23 at 8:00am.

Resldent #2 was transfemed to the hospltal
emergency depariment (ED} for a low-grade
faver around 12:00pm on 11/21/23 and was
unavailable for interview.

CObservation of Resident #2's medications on
hand on 11/21/23 at 2,00pm revealed an opened
and tabeled prescription boitle that contained a
small amount of liquid from the facility's
contracted pharmacy for Ketorolac 0.5%
dispensed on 11/08/23 instil one drop In
operative eyes starling 2 days prior to surgery.

Intenvlews with a medication alde (MA}) an 11/21/23
at 12:55pm ravealed:

-Blanks on the MAR meant the medication was
not given.

-He was supposcd fo document on the back of
the MAR the reason the medication was not
administered,

-Ha did not document on tha back of the MAR the
reason the medication was not administered on
14/21/23 at 8:00am.

-He did not verify the physician order datad
11/20/23 becauss he forgot.
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-He placed the order that was incomplete in the
resident’s record and did not nolify the
Administrator, the arder stated "gray cap 1x daily
and Sterald 3x daily for right eye only tomomow.”
-He knew that he was supposad to verify 21|
othars that were incomplete.

Interview with the Administrator on 11/21/23 at
2:23pm revealed;

~When a resldent retumned from an appointment
or the hospital all documents should be reviewed
before placed in a resident's record,

-Resident #2's medication should have baen
given as ordered,

~The MAs had been trained to verify all ordars
were complete orders before placing the orderin
{he record.,

-The MAs had been fained to not feave any
blanks on the MAR without documenting the
reason on the back of the MAR.

~The MAs were respansible for reviewing all
physician orders and f they were incomplats
hava them verified with the physician who wiote
them.

Telephone interview with Resident #2's
optomatrist's eya technictan on 11/21/23 at
4:30pm ravealed:

-Ketorolac drops was used to reduce swelling and
pain in the eys before and after cataract surgery.
-Resident #2 had surgery an 11113123,

~Now medication orders ware sent with Resident
#2 after his follow up appoiniment an 11/20/23.

c. Raview of Resident #2's signed physician's
uider dated 10/28/23 revesled an arder for
Prednisolone 1% eye dmps one drop in operative
eye 4 times dafly starting 2 days prior to surgery
on 11/11/23. (Prednisolone 1% eye drops are
usad to prevent and treal inflammation and
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swelling In the eye befora and after cataract
surgery.}

Review of Resident #2's November 2023
medication administration record (MAR) revealed:
-There was an entry for Prednlsolong 1% instil
one drop in operafive sye 4 times daify.

-There was documentation that Prednisolone 1%
was adminisiered on 11/11/23 through 11/20/23.
~There was no documentation that Prednisolane
1% had heen administered on 11/21/23 at
8:00am.

Resldent #2 was transfeired to the hospital
emergency room (ED) for a lovs-grade faver
around 12:00am on 11/21/23 and was unavailabla
for intarviaw.

Observation of Resldant #2's medicatlons on
hand on 11/21/23 at 2:00pm revealed an opaned
and |abeled prescrption bottle that contalned a
smalt amount of liquid from the facility's
contracted phanmacy for Prednisolone 1%
dispensed on 11/08/23 instill one drop in
operative eye starting 2 days prior to surgery.

interview with a medication alde (MA) on 11/21/23
at 12:55pm revealad:

-He had forgotten Resldent #2 had aye drops.
-Blanks on the MAR meant the medication was
not given.

-He was supposed 1o document on the back of
the MAR the reason the medication was not
administered,

-He did not document on tha back of tha MAR 1he
reasan the medication was not administerad on
112123 at 8:00am.

-He did not verify the Incomplete physiclan order
dated 11/20/23 because he fomot.

-Ha placed the order that was incompleta in the

Divizion of Haalth Servica Raguiation
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resident's record and did not notify the
Administrator, the order stated "grey cap 1x daily
and Steroid 3x daily for right eye enly tomorrow.”
-He knew that ho was supposed to varify ali
others that were Incomplete.

Interview with the Administrator on $1/21/23 at
12:35pm revealed:

~When a resident refumed from an appointment
or the hospital all documents should be reviewed
before placed in a resident's record.

-Resident #2's medication should have been
given as ardered.

-The MAs had been trained to verify all orders
wers complate orders before placing the order in
the record,

~The MAs had been trained to not leave any
blanks on the MAR without documenting the
reason ort the back of the MAR.

=The MAs were respansible for reviewing all
physician orders and If they were incomplete
should have them verified with the physician who
wrote them.

Telephone interview with Resldent #2's
optometrist’s eye technlcian on 11/21/23 at
4:30pm revealed:

-Prednisclone 1% was used to treat and prevent
eye Inflammation and swelling when having
cataract surgery.

-Resldent #2 had surgery an 11/13/23,

-New medication orders were sent with Res!dent
#t2 after his follow up appointment on 11/20/23.

3. Review of Resident #3's cument FL-2 dated
10/10/23 revealed diagnases Including chrenic
obstructive pulmonary disease, hypertensian,
hyperlipidemia, and Vitamin D deficloncy.

8. Revlew of Rasldent #3's hospital emergency

Division of Heakh Senvics Reguiation
STATE FORM 2 PLP412 tf continuatlon shae! 150135
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department (ED) after visit summary dated
1118123 &t 7.02pm revealed:;

-Reason for Resident #3's visit was flu-like
symploms.

-Diagnoses from vislt was chronic obstructive
pulmonary disease (COPD) exacerbation.

-A prascription for Azithromyein 250mg once dally
for 4 days on 11/18/23 was sent to a local
phammacy for the faellity to pick up (Azithromycin
Is an antiblotic for infections.)

-Resldant #3 was administered Azithromyein
before discharge from the £D on 11/18/23 at
6:3%pm.

Review of Resident #3's November 2023
medicallon administration record (MAR) revealed:
=Thera was an entry for Azlthromycin 250mg once
dslly for 4 days dispensed on 11/20/23.
-Azithromyelin 250mg was documented as
administered at 8:00am an 11/20/23 and
11/21/23.

-Resident #3 went 37 hours betwasn recelving
the first and second dose of Azithromyein.

Observation of Resident #3's medications on
hand on 11/21/23 at 2:15pm revealed there were
2 tablels of Azithromyein 250myg available for
administration.

Intarview with the medication aide {MA) on
11121723 at 12:55pm rovealed:

-The prescription was sent from the local ED to
the facility's previots phamacy on 11/18/23.
~The MA had tried to call the previous pharmacy
but could not get through to talk with anyone on
11118/23.

-The MA did not nolify the Administrator or
Resident #3's provider that the modicalion was
not avaltable.

~The MA did not review the after visit summary

D358
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from the ED and see that the prescriplion was
sent to a local pharmacy far pickup,

-The MA did not know that a prescription couid
have been sent {o a backup pharmacy for pickup
so the medicztion could be started as directed.

Interview with the Administrator on 11/21/23 at
1:15pm revealed:

-She did not know unfll 11/20/23 that Azithromyein
250mg was niot avallable on 11/19/23.

-Sha called their contracted pharmacy on
1/20/23 and picked up the Azithromycin.

-The MAs hava been fralned {o review all
documients sent from the hospital or provider for
new orders and prescriptions.

~The MAs should have ¢afled the contracted
pharmacy about the medication.

Telephons interview with the cumrent contracted
pharmacist on 11/21/23 at 4:00pm revezled that
Azithromycin 250mg once dally for 4 days was
dispensed on 11/20/23 sfter the facilty callad
requesting it

Attempted telsphone interview with the Resident’
#3's primary cara provider (PCP) on 11/21/23 at
4:13pm was unsuccessful.

Interview with Residant #3 on 11/21/23 at 5:40pm
revealed:

~He did not know the names of his medications.
-He did not know if he was receiving his new
medications.

-He had nat felt any belter sinea going o the ED
on 11/18/23; he was still coughing, congested,
end short of breath.

b. Review of Resident #3's hospital emergency
department (ED) afler visit summary dated
11/18/23 at 7:02pm revealed:

D 358
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-A prescription for Prednisone 20mg two tablets
once daily for 4 days on 11/18/23 was sentto a
{ocat phamacy for the facility to pick up.
{Prednisone is used fo treat inflammatory
conditlons.)

-Resldent #3 was administered Prednisone
before discharge from the ED on {1/18/23 at
6:40pm.

Reviaw of Resident #3's November 2023
medication adminlstration record {(MAR) rovealed:
-There was an entry for Prednisone 20mg fwo
tablets once daily for 4 days dispensad on
11420/23,

-Predrisone 20mg was documented as
administared at 8:00am on 11/20/23 and
11121723,

-Residant #3 want 37 hours between receiving
the first and second dose Prednlsone.

Ohservalion of Resident #3's medications on
hand on 11/21/23 at 2:15pm revesaled there were
2 tablets In two bubbles for a total of 4 tablets

from the facllity's contracted pharmacy dispensed
on 1%/20/23.

Interview with the medication aide {MA) on
11/21/23 at 12:55pm ravoaled:

-The prescription was sent from the local ED to
the facility's previous pharmmacy on 11/18/23,
-The MA had tried to cali the previous pharmacy
but could not got through to talk with anyono on
11119723,

-The MA did not notify the Administrator ar
Resident #3's provider that the medication was
not available,

~The MA did not review the after vislt summary
from the ED and sea that the prescription was
sent to a [ocal pharmacy for pickup.

-the MAdid not know that a prescription coutid
Dhvislen of Hoalth Scrvice Regulation
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have been sent to a backup pharmacy for pickup
so the madication could be startad as directed.

Interview with the Administrator on 11/21/23 at
1:15pm revealsd:

~3he did not know until 11/20/23 that the
Prednisonz 20mg was not available.

-She called their contracted pharmacy on
11120123 and picked up the Prednisone.

-The MAs had been trained to review afl
documants sent from the hospital or provider for
new orders and prescriplions.

-Tha MA should have called the currant
contracted pharmacy about the medication,

Telephone Interview with the facliity’s cumently
contracted pharmacist on 11/21/23 at 4:00pm
reveadled that Prednisone 20mg two tablets once
daily for 4 days was dispensed on 11/20/23 after
the facilty called requesting it.

Imterview with Resident #3 on 11/21/23 at 5:40pm
revealed:

-He did not know the names of his medications,
-He did not know if he was raceiving his new
medications.

~He had riol felt any belter since the ED visit on
11/18/23.

Attemnptled telophana intervisw with Residont #3'
primary care pravider (PCP) on 11/21/23 at
4;13pm was unsuccessful.

c. Review of Resident #3's current FL-2 dated
10/10/23 revaaled an order for Potassium
Chiosida ER 10meq one tablat dally on Monday
and Friday. (Potassiumn Chloride is a potassium
supplement used to treat low potassium lavels.)

Review of Resident #3's November 2023

D 358
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medlcation adminlstration record (MAR) revealed:

-There was an entry for Potassium Chlaride ER
10meq une tablet two times a week In the
moming on Monday and Friday.

-Potassium Chioride ER 10meq was documented
as administersd on 11/01/23, 11/02/23, 11/03/23,
11/04/23, 11/05123, 11/06/23, and 1111723
{Friday) at 8:00am.

~There was a line through the dates 11/07/23
thraugh 1116723,

~Thera was no documentation on tha back of tho
MAR for the line.

=There was no documentation on the MAR on
11/20/23 {Monday) that the medication was
administered at 8:00am.

-There was no documeniation on the back of tha
MAR for 11/2023.

Observation of Residant #3's medications on
hand on 11/21/23 at 2:15pm revealed lhere wers
no Potassium Chilorde ER 10meq In the
meadication cart.

Interview with the medication alde (MA) on
11121123 at 12:55pm revealed:

-He hed not calied the pharmacy to check on why
the Polassium Chieride ER 10meq had not been
dellvered.

~Tha MAR was left blank when a resident was out
of the facility, the medication had been reordered,
or medication was not available for
administration.

-He had been treined to document an explanation
on the back of the MAR,

~He had not ordered the medication becauss he
did not have tima.

-He had not notified ke Administrater or the
medical provider that Resident #3 was out of the
Patassium Chloride ER 1(meq.

D 358

STATE FORM

Division of Heaith Service Regutation

PLP412

IF conlinuaten ahaat 20 of 35



FRINTED: 12/14/2023

N ) FORM APPROVED
Rivision of Health Service Regulation
STATEMENT OF DEFICIENCIES {¥1) PROVIDER/SUPPLIERITEIA {22) MULTIPLE CONSTRUCTION {X3) DATE SLRVEY
AND FLAN OF CORRECTION IDENTIFICANION NUMBER: COMPLETED
A BUILDING:
R
HALO51072 B. WING 1112112023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
103 ANNIE PARKER CIRCLE
AMERICARE ADULT HOMES £ 2
SMITHFELD, NG 27577
x40 SUMMARY STATEMENT OF DEFICIENGIES 1o FROVIDER'S PLAN OF CORRECTION (*5)
PREFLX {EACH DEFICIENCY 1AUST BE PRECEDED BY FLRLL PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
D 358{ Continued From page 20 D 358

Interviaw with the Administrator on 11/21/23 at

1:15pm ravaalad:

-Sha did not know that Resldent #3 was out of

medicafions.

-Sh did not imow why the medlieation was
documented as administered every day instaad of
on Manday and Friday.

=1t was not acceptable for a MA to delay ordering
medicallons because they seid they did not have
time, they worked two weeks on and two weeks
off.

-The MAs had heen trained on the process of
reordering medicatians before the medications
ranout,

-Medlcations were to be ordered before they ran
out to ensure there were medications as ordered
In the medication cart,

Interview with Resident #3 on 11/21/23 at 5:40pm
revealed:

-He did not know the names of his medications.
-He did not know if any medieations had bean
missed or late.

Telephone interview with the facllity’s previousty
contracted pharmacist on 11/21/23 at 4:65pm
rovealed the Polassium Chloride ER 10meq each
Monday and Friday was dispansed on 09/05/23
for a 80-day supply of 24 tablets.

Telephane interview with the facility's currently
contracted pharmacist on 11/21/23 at 4:00pm
ravealad:

-Potasslum Chieride 10meq each Monday and
Friday was dlspensed an 10/12/23 for a
ona-month supply ¢f 8 tablets.

-An order was requested today, 11/21/23, from
the facility for Pataasium Chioride 10meq.

Attempted telephone interview with Resident #3's
Division of Health Service Regulatian
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primary care provider (PCP) on 11/21/23 at
4:13pm was unsucgassful.

Aliernpled telephone interviews with a second MA
on 11/21/23 at 4:23pm and 5:37pm were
unsuccessful.

d. Review of Resident #3's current FL-2 dated
10/10/23 revealed an order for Advalr 250-50
Diskus one puff two times daily moming and
badtime. {Advair is used 1o treat chronic
obstructive pulmonary diseass.)

Review of Resident #3's November 2023
medication administration record {(MAR) revealsd:
-There was &n entry for Advalr Diskus 250-50mcg
one puff two times daily at 8:00am and 8;00pm.
-Advalr Diskus 250-50meg was doctrmented as
administered on 11/01/23 through 11/06/23 at
8:00am and 8:00pm and on 11/17/23 at 8:00am.
-Thera was a line through the dates 11/07/23
through 11/16/23 at 8:00am and 11/07/23 through
11115123 at 8:00pm.

-There was no documentation on the back of the
MAR for the line.

=There was no documentation on the MAR for
11716123 through 11/20/23, left blank, and
11/18/23 ttrough 11/20/23, lefi blank

-Thera was no documentation on the back of the
MAR for explanation of the blanks.

Ubservation of Resident #3's medicalions on
hand on 11/21/23 at 2:15pm revealed there was

no Advair Diskus 250-50meg in the medication
cart.

Interview with the medication afde (MA} on
11/21/23 at 12:55pm revealed:

=Tha MAR was lelt blank when a resident was out
of the facility, the medication had been ordered,

D 358
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or medication was not availabls for
adminlstration.

~Clrcled iniifals on the MAR meant that Resident
#3's medicalion was not available for
administration.

-He thought that the medication had already bean
ordered and did not order it untit 11/8/23.

-He had not notified the Administrator or the
medics] provider that Resident #3 was out of tha
Advair Diskus 250-50meg inhaler

Interview with the Administrator on 11/21/23 at
1:15pm revealed:

-Sha did not imow that Resident £3 was out of
medications,

-Resident #3 brought several Advair inhalars with
him when he was admitted on 11/01/22 but they
did not document the number.

-The MAs had been {rained on the process of
reordesing medications before they ran out.
-Medications were o be ordered before they ran
out 1o ensure there were medications as ardered
in the medication cart.

Interview with Resident #3 on 11/21/23 at 5:40pm
revealed:

-He had wo Inhalers that he had to ask for, he
describad on Inhalzr as a "round one” (referring
to Advair Diskus) the he used once avery other
day.

~The round inhaler helped him when he used it
tha Jast time, which was saveral daye ago.

Telephone intenview with the facility's previously
cantracted pharmacist on 11/21/23 at 4:55pm
revealed the Advalr Diskus 250-50meg one puff
twice dally was Iast dispensed on 03/21/23 for a
S0-day supply.

Telaphona interview with tha facility's cumently
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contracted pharmacist on 11/21/23 at 4:00pm
revealed:

~They had not dispensed Advair Diskus
250-50meg for Residont #3.

-An order was requested today, 11/21/23, from
the facility for Advalr Diskus 250-50mcg.

Attempted telephone interview with Resident #3's

primary care provider {PCP) on 11/21/23 at
4:13pm was unsuccessiul.

©. Review of Resident #3's current FL-2 dated
10/10/23 revealed an order for Mucous Rellef DM
30-600mg cne tablet twice dally. (Mucous Relief
DM is used for cough and congestion.)

Review of Resident #3's November 2023
medicatfon administration record {MAR) ravaaled:
-Thera was an entry for Mucous Rellef DM
30-E00mg ene tablet fwice daily,

-Mucous Rellef DM 30-600mg was documented
as administered on11/01/23 through 11/06/23 at
8:00am and 8:00pm, 11M7/23 and 1118/23 at
8:00am and 11/16/23 through 14/19/23 at 8:00pm
with the initials clrcled on 11/19/23,

~There was a [ine through the dates 11/07/23
through 11/16/23 at 8:00am and $1/07/23 through
11/15/23 at B:00pm.

~There was no documentation on the back of the
MAR for the line, the blanks, ar the circled Initials.

Observation of Resident #3's medications on
hand on 11/21/23 at 2:15pm revealed there was
ona Mucous Rellef DM 30-800mg tablet in the
medication cart.

Interview with the medication alde (MA) on
11121123 at 12:55pm revealed;

~The MAR was {eft blank when a resident was out
of the facility, or the medication had been
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-He had been trained to document an explanation
an the back of lhe MAR.

-He was not sure why he documented on the
MAR on 11/19/23 at B:00pm and circled his
Initials Instead of at B:00am on 11/09/23.

-Ha had checked in the recrder book on 11/19/23
to see if the Mucaus Relief DM 30-600mg had
been reorderad and it had not been ordered.

-He found one Mucous Relief DM fablet in the
wrong place on the medication cart on 11/19/23
and had niot administered it to Resldent #3.

-He did not know why he had not adminlstered
the medicalion when he found 1t on 11/19/23.
-He had not natified the Administrator or the
medical provider that the resident was out of the
Mucous Reliaf 30-600mg.

Interview with the Administrator an 11/21/23 at
1:15pm revealed:

~She did not know that Resldent #3 was out of
madicalions.

-The MAs had been trained on the process of
reardering medizations before the madications
ran cut,

-Medications were to be ardered before thay ran
aut to ensure there were medicatlons as ordered
i the medicatlion cart.

-She did not know why the medication was not
givan when the MA found it on 1171823,

Interview with Residont #3 on 11/21/23 at 5:40pm
revealed he continued fo have caugh and
cangestion.

Telephone interview with ihe facifity's previously
conirected phammacist an 11/21/23 at 4:55pm
revesled the Mucous

Relief OM 30-800mg twice daily had been
dispensed on 10/27/23 for a 10-day supply and
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on 10431423 for 2 10-day supply.

Telephone intervisw with the faclllfy's cumenlly
contracted pharmacist on 11/21/23 at 4:00pm
revealed:

=They had not dispensed any Mucous Relief BM
for Resident #3,

-An order was requested today, 11/21/23, from
the facllity for Mucous Relief DM.

Altempted Interview with Resident #3's primary
care provider (PCP) on 11/21/23 at 4:13pm was
unsucecassful.

f. Revlew of Res!dent #3's current FL-2 dated
10/10/23 revealed an order for
Ipratropium-Albutero] 0.5mi3mg Inhaled via
nebulizer avery B hours as negded.
{Ipratropium-Albuteral nebulizer solution is used
to treat and prevent breathing problems.}

Review of Resident #3's November 2023

medication administration racord (MAR) reveslod:

-There was an entry for Ipratropium-Albuterol

D.5mlf3mg vla nebulizer avery 6 hours as needed.

~There was no documentation that
Ipratropium-Albuterel 0.5mi3mg via nebulizer
had beaen adminislerad,

Observalion of Resident #3's medications on

hand on 11/21/23 al 2-15pm revealed there was
not any lpratropium-Albuters! 0.6mlf3mg in the
medication carl.

Interview with the medicatlan alde (MA) on
11/21/23 at 5:45pm revealed:

-He did not know where Resident #3's nebulizer
was,

-Ha had naver used tha nebulizar.

Division of Health Service Regulation
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interview with the Administrator on 11/21/23 at
5:57pm revealed:

~She did not know Resident #3 was out of the
Ipratroplum-Albutero] used in his nebulizer.

~She did not know where Resident #3's nebulizer
was located.

-She requested a new one today, 11/21/23.

Interview with Resident #3 on 11/21/23 at 5:40pm
revealed:

-He continued to have eough, congestion, and
shoriness of braath,

~Tho nebulizer improved his breathing whan
used.

-He could not remember the last ime he used the
nabulizer,

Telephone interview with the facility's previously
coniracted phammacist on 11/21/23 at 4:55pm
revealed the Ipratrapium-Albuterot 0.5mlf3mg
was last dispensed on 07/14/23 for a 30-day
supply.

Telephone interview with the facility's currently
contracted pharmacist on 11/21/23 at 4:00pm
revealed:

~They had not dispensed any
lpratropium-Athiterol 0.8ml/3mg for Resident #3.
-An order vas requested today, 11/21/23, from
the facifity for Ipratropium-Albutsrol 0.5mli3mg.

Attempted telephons interview with Resident#3 s
primary care provider (PCP) on 11/21/23 at
4:13pm was unsuceessful,

The facility failed to administer medications as
ordered to 3 of 3 residents sampled. Resldent
#1, who was diagnosed with chronlc obslructive
pulmonary disease, missed 15 dosesofa
nebulizer medication used to freat and prevent
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symploms of lung disease due to the madication
being unavaileble. Rasident#1 experienced
shortness of breath when the nebulizer
medication was not administered. Resldent 21
missed 4 doses and was administerad 38 doses
of tha wrong strength of a controlfed substance
used to reat modarate fo severe pain. Resident
#1 experienced severe paln in his lowsr back
when he missed the doses of pain medication,
Resldent #2 did not recelve eye drops for pain,
Inflammation, and Infection for cataract surgery
as ordered. Resident#3 had a delay In receiving
an antibotic for infection and a medicatlan for
inflarnmaticn after a hospital visit for an
exacerbation of chronic ebstructive pulmonary
disease (COPD). Resident #3 who had COPD
did not receive an inhaler and nebulizer
treatments as ordered due to tha medicatians
being unavailable, The failure of the facility to
administer medications as ordered placed
residents at substantial sk of serlous physical
hamm and constitufes a Type A2 Violation.

Tha facility provided a plan of protection in
accordance with G.S. 131D-34 an 11/21/23 for
this victation.

CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED DECEMBER
21, 2023,

10A NCAG 13F .1004(})) Medication
Adminisiration

10ANCAC 13F .1004 Medlcation Administration
{i} The rasidenf's medication administration
record (MAR) shall be accurate and Include the
following:

{1) rezident’s name;

D358
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(2) name of the medication or treatmant ordsr;
(3) strength and dosags or quantity of medication
administerad;

(4) instructlons for administering the medication
or traatment;

(5) reason or justification for the adminlstration of
medications or treatments as needed (PRN) and
dacumenting the resulting effect on tha 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,

{8) name or inilfals of the person adminlsteting
the medication or reatment, [f inilials are used, a
signature equivalent to those initials Is to be
documeanted and maintained with the medicalion
administration record (MAR).

This Rule is not met as evidenced by:

Based on observations, inferviews, and recard
reviews, the facllity failed to ensure the
medicalion administration record was accurate
for 4 of 3 sampled residents (#1) Including
Inaccurate documentation for a canfrolled
substence used to treat modorate to severe pain.

The findings are:

Review of Resident #1's cument FL-2 dated
01/12/23 revealed diagnoses included chronlc
obstructive pulmonary disease, chronic back
pain, type 2 digbetes, hypertension, coronary
arery disease, hypedipidemla, debility, chronlc
kidney disease, and depressian.

Review of Rasident #1's physician's ordar dated
U7/20/23 revealed an order for Xtampza ER
13.5mg twice a day. (Xtampza ER is a controlled
substance tsad to treat moderata to severe
pain.}
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Review of Rasidant #1's order from the
orthapedic provider datad 10/06/23 revealed an
ordar {o increase Xtampza ER o 18mg twica a
day.

Revlew of Resident #1's orthopedic visit noles
dated 11/08/23 rovealed:

~Tha resident had lumbar spine pain with spinal
stenosls, degenerative disc disease, and facet
Joint arthiritis.

~There was an order to continue Xtampza ER
18mg twica a day.

-Documentation by the Administratar at the
botiom of the visit notes indicated tho order was
faxed to the pharmacy, written on the medication
administration record {MAR), and a copy was put
in the Resldent Care Coordinatar's (RCC) hook
on 11/08/23.

Review of Resident #1's electronic prescription
from the orthopedle provider dated 11/14/23
revealed:

~There vas an order for Xtampza ER 18mg taka
1 capsule every 12 hours as needed for 30 days.
~The prescription was written for a quantity of 60
capsules (30-day supply) with no roefills.

Revlew of Residant #1's controlled substance
(CS) count sheats for Xtampza ER 13.5mg
ravaaled there were 19 dases of Xtampza ER
13.5mg documented as administared In
November 2023 when Xtampza ER 18mg was
ordered and should have been administered.

Ravlaw of Resident #1's November 2023 MAR
rovealed:

~Thare was o handwritten entry for Xtompzo ER
18mg take 1 tablet 2 times dally scheduled at
8:00zm and 8:00pm.
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Centinued From page 30

-Xtampza ER 1Bmg was documented as
administared on 35 oceasions from 11/01/23 -
11421/23 with 19 of those ocaslons belng when
Xtampza ER 13.5mg was documented as
adminisiered on the CS count shaest.

~There was a computer printed entry for Xtampza
ER 13.5mg 1 capsule 2 times a day for pain
scheduled at 8:00am and B:00pm,

~The entry for Xtampza ER 13.5mg was marked
through with "ordered changed” (no data
specified) and none was documanted as
administered in November 2023,

~The MAR did nat accurately reflect tha strength
of Xtampza ER that was actually administered,
-The order dated 11/14/23 for Xtampza ER 18mg
1 capsule every 12 hours as needed was not
transeribad onfo tha November 2023 MAR,

Observation of Resident #1's medicatians on
hand on 11/21/23 at 12:33pm revealed:
-There was a supply of Xtampza ER 18mg
capsules dispensed on 11/14/23.

-There were 51 of 60 capsules remaining.
~There wara no Xtampza ER 13.5mg capsules
available for administration,

interview with a medlcation alde (MA) on 11/24/23
at 12:17pm revealed;

-Resident #1 had ran out of Xtampza ER 18mg in
Novamber 2023,

~He could not explain why he documsnted he
administered Xtampza ER 18mg on the MAR
when 13.5mg was administered when the 18mg
was unavailable,

Attempted telephone interviews on 11/21/23 at
4:23pm and 5:37pm with a second MAwho
documented the adminisiration of Xtampza ER
13.5mg on the MAR instead of 18mg wera
unsuccessful.

D367
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Interviews with the Administrator on 11/21/23 at
1:18pm and 5:45pm ravealed:

-The MAs were rasponsible for {ranscriting new
orders and order changes onto the MARs,

-The RCC was respensible for checking behind
the MAs 1o ensure onder changes and new orders
were corract on the MARS.

-The RCC position was cusrently vacant at the
facility,

-She was responsible for checling behind the
MAs in the absence of the RCC.

-She was not aware the MAs documented
administration of Xtampza ER 18mg on the MAR
when they actually administered the wrong
strenglh, Xtampza ER 13.5mg.

~Pocumantation on the MARSs should be accurate
and reflect the medication actually administerad
to the resident,

D371 10ANCAC 13F .1004({n) Medicalion D371
Administration

10A NCAC 13F .10024 Medication Administration
(n} The facliity shall assure that medicallons are
administered in accordance with infection contra)
measures that help to prevent the davelopment
and transmisslon of disease or infection, prevent
cross-contamination and provide a safe and
sanitary environment for staff and residants.

This Rule Is not met es evidenced by:

Hased on observations, record reviews, and
interviews, the facility failed to ensure
medications were administerad in accordance
with infection contro) measures by 1 of 1
medication alde observed during the B:00am
medicalion pass on 11/21/2023, who did not
sanitize his hands between the remaval of gloves,
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preparatian, administration of madications to adecy r,j’a,'\ Ce ip = n_& e{-,-aa) C'.Di\--f-,tat
each resident lo prevent the trensmisslon of '
diseass and infaction, to prevent g ) v
cross-contamination, and provide a safo and mz‘j A’[dﬁ hod r e-"‘t F2ang R M
sanitary enviranment for residents. EAGCEor. & Drtry ’ pﬂ me_ NTTON
The findings ave: Aross - dorffw-. NG 2) 4o engere, A
Lafe Sandary While adminlsiig
Re\riew: of the Taclity's undated Personal m d t:fs atioed 7 /1tﬂ N;{ Waskin ki Pb A,.,:
Profective Equipment {PPE) Policy and { 4 6’ / d T
Pracedures revealed: ane Procugler g 55/ ot inartatp
-Hand hygtene was the comerstone of praventing L s gt SN (g 75’ Py
- A¥ (8 1Y O o 7 el
Infection transmisslon. Lien Jided meglizatio. 4 '6’
-Wearing gloves and changing them between P . ;x,;'j el 4 ineSEra=or
patient cantact d!d not replace the nead for hand 1515'5-“"”“ ? ‘ ’4 m 1 7
washing, Wil monivor Hhes W ey lerttl,
~Failure to change gloves betwesn pailent contart : ¢ h ¥
was an infsction control hazard, o gel is e,
-You should perforyn hand hygiene immedlately iy
after removing PFE. Com Pé—f&ﬁ’
~If your hands became visibly contaminated 2 L
during PPE removal, wash hands before 12277
continuing to remava PPE,
-Wash your hands thoroughly with seap and : -
warm water or, if soap and water ware not Mdmdxmu ‘&O-mee_ (‘,cyur(/add U
Immediately avallable, use an alcohol-based hand . 4),]/] - 5
sanitizer until hands could be washed with soap M S. P'U—OLMU ] M’“‘
o warale M ofie(3 Atwrealeol?
Observation of the medication aide (MA) on M'{Oﬁp\% Wwdudos- h;mdﬂWN
11/21/2023 between 8:05am and 8:50am ~
revealed: ovnic] feng GbROwhow |
~The MAwas ungloved and at the medication eart um
in the facility hallway. J
~There was a bottle of alcohol-basad hand i l lfe’_aJ{
sanilizer on the top of the medication cart,
-The MA prepared the medications for a resident
by punching the medication from Ihe hubble
cards inte his ungloved hands and placed the
medication in & medication cup,
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-He documentad on the paper medication
administration record (MAR} using an ink pen
before giving the prepared medications,

-He used his key o lock the medication cart.
-He administered the prepared medications to a
resident and retumed to the medication cart.
-He used his key to unlock the medication cart,
-He did not wash his hands with Suap and water
or use hand sanitizer,

-He put a glove on both hands,

-He pulled the medication cards for a second
resident,

-He prepared the medications for the secand
resident by punching the medications from tha
bubble cards into a gloved hand and placed the
medications into & medication cup.

-Hs removed hls gloves, did not sanitize his
hangs and picked tp the bubble cards ha
dropped on the floor.

~He documented on the paper MAR using an ink
pen before giving the prepared medicalions.
-He used his key to lock the medication cart.,
-He spllled the cup of medication on top of the
medication cart, picked them up with his bare
hands and placad the medication back into the
medicalion cup.

-He administered the prepared medications to a
resident and retumed to the medication cart,
-He used his key o lock the medication cart.
-He did not wash his hands with soap and water
or use hand sanitizer,

-He pulled the medication eards for a third
residant.

-The MA prepared tha medications for the third
residont by punching the medications fram the
bubble cards into his hands and placad the
medications inta 2 medication cup.

~He documented on the paper MAR using an ink
pen before giving the prepared medications.
-He used his key to lock the medication cart.
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-He pulled the medication cards and two small
bottlas for a fourth resident after urlocking the
medication cart with his keys.

-He did not wash his hands with soap and water
or use hand sanitizer,

~The MA prepared the medications for the tfourth
resident by punching the medications from the
bubble cards irto his hands and placed the
madications into a medication cup.,

-He documented on the Paper MAR using an Ink
pen before giving the prepared medications,
~He gloved his left hand, picked up the
medicalion cup and two small botiles of
medication and went to a resldent's room.

-He provided the resident with the medication in
the cup and then held the resident's right eye
open with his gloved hand and placed drops from
both small hotlles of medication,

-He retumed to the medication cart and locked
the medication cart with the glaved hand,

-He did not remove the glova fram his left hand,
wash his hands with soap and water, or sanltize
them before feaving the building,

Interview with the MA on 11/21/2023 at 10:13am
ravaaled:

-He had worked for the facility for three months
and tralned as a MAwhon he was hired.

-He was trained by the Administrator and another
MA,

-He knew he was to change gloves andfer wash
hands with soap and water or hand sanitizer sach
time befora passing medication to & resident.

~He did not know that he needad to dispese of
medication because it was dropped on tha top of
the medication cart.

~He had infaction control training during the MA
course arid when the nurse porformed his skills
check of.
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Interview with the Administrator an 11 12112023 at
12:05pm revealed:

=The MA had been tralned to wash hiis hands with
s0ap and water or hand sanitizer before putting
on gloves andfor preparing medications,
~Medications were to he disposed of and not
administered to a resident itthey fell on top of the
medication eart.

~The MAs are supposed to weara pair of gloves
when administering eye drops.

-MAs should wash their hands before and after
using gloves,

-She expacted all staff to use proper hand
hyglene.
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