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D 000 Inial Comments D ooo
The Adult Gare Licensure Section and Ashs
County Department of Sccial Sevices conductad
an annual and follow-up survey on April 02, 2024
through April 03, 2024,
Med Cart Audit completed on 473724, Mad 4/3/24
D392 1A NGAC 13F . 1008 {a) Controllad Substances DA Cart Audita to ba sompleled once per month

10ANCAG 13F 1008 Controlled Substances

(2) An adult care home shall assure a racord of
eontrolied substantas by documenting the
receipt, administration, and dlaposition of
confrolied substances. These recards shall be
maintained with the resident’s record in the facility
and in such an order that there can be acsurate
raconciliation of controllad substances,

This Rule is not met as evidenced by

Based on ohservations, inferviews, and record
reviews, the facility falled to ensure & readily
refrievable record that ascurately reconclled the
receipt and administration of a controlled
substance for 1 of 5 sampled residents (#4) who
racaivad a gontrollad substance for insomnia.

The findings are:

Review of Resident #4's cument FL2 dated
09/15/23 revealed:

«Liagnnses included major depression with
anxiely, neuroleptic indueed tardive dyslinesta,
and carebrovaseular disease.

~-There was no documentation of a physistan's
ordet for zolpidem (used to treat insomnia) Smg,
take half of a tablet (2,5mg) by mouth at bedtime
ae needed,

Raviaw of Resident #4's Residant Register on
04/02/24 sevealed ha wag admitted to the facility
an G813/23,

for 3 manths by DGS and eontnued quarterly
going forward to ensure ongoing compliangs,

Med Gart Audit to be complated quarterly by 419924
ED, BCS andfor RGC and be reviewed by ED
andfor DCS, Plarmacy to somplete med cart
audit twice a year and be reviewed hy ED
andior PGS 0 ensure angeing complianca.
Ra-educatlon fo Med Techs to check orders
and follow thiough with dlacentinued arders,
&nd send medication back to pharmacy in a
{imaly tnannar. ED, OCS end/or ROC to
monitor manthly le ansure engalng
eompliance,

Resident #4 Zolpidem was pulled from Med
Cart on 4/3/24 =nd sent back {o pharmacy. 413124
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Continued From page 1

Observation of Resident #4's madications on
hand on G4/033/23 2t 41:16am revaatad:

~There was a bubble pack medication card with a
fill date of 07/16/23 for a guantity of 15 tables for
zolpidem 5mg, take haif of a tablet (2.5mg) at
bedtime with a prescription number,

~Thars was 2 total 0f 13 tablets remaining.

Review of Resident #4's controlled substance
count sheat (CSCS) ap 04/03/24 at 11:16am
revesled:

~Resldent#4's name, preseription number and
zelpldem, take half of 2 tablet by mouth at
bediime as needed was handwritien on the
C8CS.

~Thera was ne documentation that zolpidem had
basn administerat,

-There was documantation of 13 tablats receivad,

Review of Resident #4's record on 04/03/24
revealed:

-There was no physlcian order for zalpidem Smg,
take half of a tablet (2.5mg) by mouth &t bediine
as needed,

~There was ne documentation of the facility
recaiving zalpidem Smg, take half of a fablet
{2.5rmg) by mouth at badfime as nooded.

Review of Resident #4's sk months physicians
orders dated 02/08/24 revealad thare was o
arder for zalpidem Smyg, take half of a tablet
(2.5mg) by mouth at bediime 25 neadad.

Review of Rasident #4's February electronic
medication adminlsiration recond (eMAR) on
04/03/24 raveailed there was no entry for
zalpitlem Smg, take half of a tablet {2.5mg) by
mouth at badtime as neaded.
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Review of Resident #4's March eMAR on
04/03/24 ravealed thera was no eniry for
Zolpidem 5mg, take half of a {ablet (2.5mg) by
maouth at bedtima as nasdsd.

Review of Resident #4's Aprit eMAR on 04/053/24
revealed there was no entry for zolpidem 5mg,
take half of a tablet {2.5mg) by mouth at bedtime
as heeded.

Telaphohe interview with the pharmacist at the
facility's contracted pharmasy on 04/03/24 at
11:30am revaaled;

-Resident #4 did not have an active physician
ordar for zolpidem Smg, take half of a tahlst
{2.5mg) by mouth at bedtime az needed.

~The préseription number provided for the
zulpldens had been dispensed o a differemt
assisted living fagliity where the resident realded
on 0716723

Intarview with Resident #4 on 04/03/24 at 2:50pm
ravealed he was not stre whak medicatjions he
taok but knew he took something at night to help
him sleep.

Ipterview with a medicatlon afde (MA) on
04/03/24 at 11:18am revaaled:

~She worked as an MA during the day and had
not given Resident #4 any of his nighttime
medications.

-She did pet know Residant #4 had zelpidem on
the medication catt,

~Thete was no anfry for 2gipidem on Resident
#4's oMAR.

-MAs were rasponsible for ensuring alt
mddications on the medication car had a
physician's arder prior ta administering
medieations to residents.

<MAs were respansible for nofifying residents
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Pritnary Care Providers {(PCP) andfor the
phaermacy if there was medication on the
medication cart without an order.

~Bhe was not awara of any medication cart
audits,

Inferview with a second MA on 04/03/24 at
12:20pm raveslad:

=She was working when Resident #4 was
admitted fo the facility on 09/13/23,

~Resident #4 brought medieations from the
nravious assiated llving facility where he resided.
-Bha docimented all the medications Resldent #4
brought upan admission on the facility’s extemal
medicalion defivery log and faxad tha
decumentation to the facility’s confracted
pharmagy.

~Ghe had handwritten Resident #4's nams,
preseription number and 2elpidem, take halfof g
tablet by mouth at badtime as needad was
nandwritten on the CSCS on 09/13/23.

-2he did not know Resident #4 did not have a
physician’s order for zolpidamm,

-Sha did not varify that Residant#4 had a
physigian's qrder for zolpidem,

Interview with the Resident Care Coordinator
(RCG) on 04/03{24 at 2;22pm revealed:

~She did not know Resident £4 had a controllad
medleation on the medication cart with no
physician's ardet,

-Resldents should not have any medieations on
the medication cart if there was no physiclan's
order.

-She expactad the MAs to compeare medications
on the medication cart to the eMAR and ensure
there was a physiclan's order prior to
administering medications to residents.

-She sxpactad the MAs to call the Primary Care
Provider (PCP) andfor pharmacy if there was a
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madication on the medication cartthat did not
have a physician's onder,

-If thera was a cantrolled raedjcation in the Tachity
that did not have g physician's order, she
expected the MAS to send the contralled
medication to the pharmacy to be destroyed,
~&he and the facility nurse were responsible for
completing weekly medicafion cart audits.

-She had not completad any medication cart
audits in a very long fime due to staffing lasues.

Interview with the Administrator on 04/03/24 at
12:10pm and at 2:32pm revealed:

-Bhe did not know Resident #4 had a controlied
inedication on the medleation cart with no
physiclan's order.

-Staff was expected to document il resident
medications brought into the faciiity on an
external madication delivary log,

-Bha expecled the MAs to campars medications
ar tha medication cart to tha aMAR and ensure
there was a physician's arder prior to
administering medications to regidants.

~She expected the MAS to call the PGP and/or
pharmacy If there was medication on the
medication cart thet did not hava a physielants
order.

~If there was & controlled medication in the facliity
{hat did not have a physician's ordar, she
expacted the MAs to send the controlled
medication to the pharmacy to ba dastrayed.
~The RGG complated quarterly madication cart
audits,

~There was not documentation of any magication
cart audits available.

~The facllity's contracfed pharmarcy completod
medication cart audits twice 2 year.

-There was at documenitation of any medication
cart audlis completed by the faallity's contracted
phiammacy avallable,
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Attemptad telophone interview with Resident #4's
PGP on 04/03/24 at 2:18pm was unsuccessfyl,
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