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The Adult Cara Licensure Section conducted a
follow-up survey on 04/12/24,

{0 35311 10A NCAC 13F .1004(a) Medication {0 358}
Administration

10A NCAC 13F .1004 Medication Adminlstration
(8) An adult care home shall assure that the
preparation and administration of medicatians,
preseription and non-prescription, and treatments
by staff are In accordance with:

(1) orders by & licensed prescribing practitioner
which are malntalned In the resident’s record; and
{2} nules in this Section and the facility's policles
and procedures.

This Rule is not met as evidenced by:
FOLLOW-UP TO TYPE 8 VIOLATION.

The Type B Violation was abated.
Non-compliance continues.

Based on observations, Interviews, and record
reviews, the facility falled o ensure medications
were administered as ordered for 2 of 3 residents
{#1, #3) sampled Including errors with &
medication used to {reat nerve paln {#1), &
long-acting insulin used to lowsr blond sugar
levels (#1), and a controlled substance for
moderate to severe pain (#3).

The findings are:

1. Review of Resident #1's curent FIL-2 dated
03/27/24 revealed dlagnoses included type 2
dlabetes mellitus, chronle ehstructive pulmonary
disease, chronic back pain, hypertenston,
coronary arlery disease, hyperiipldemia, debikty,
chronic kidney disease, and depression.
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a. Review of Resident #1's physielan's order 10A NGAG 13F.1004 Medicalion Adminisration
dated 12M3/23 ravaaled an order for Treslba
FlexTouch Insulin pen, inject 25 units twice a day;
do not give insulin If blood sugar is less than (<) glrysgﬁﬂggg gg‘égnqgﬁﬂgﬁ tgi?gg g{;ggw
100; call physician if blood sugar is greater than sugar that provider order for thelr patient
(>) 480. (Tresiba is long-acting insulin used to All Med Alde will contunie to have tralning
lower blood sugar levels in diabetics,) on Blood Sugar untll notice.
Review of Resldent#1's physiclan's order dated g%g agg rrﬁ?r?lg?raaﬁ:c:i{owegg d°"de bﬁ Mec{. 22313’2024
01/21/24 revealed an order to increase Tresiba to Were dona & siated rtfhaig{gg solfegtl?nnitﬁn 04/14/2024
30 units twice a day. all Med Aide on BS and daucmention
Review of Resldent #1's current FL-2 daled RCC will be checking MAR's daily with all completed
03/27124 ravealed an order for Tresiba FlexTouch Med Alde to ensure that all reprot are done | by 05/23724
Insulin pen, inject 30 units twice a day; do nat correctly, Administrator will check weeklf
glve Insulin If blood sugar is < 100, or call gggand lﬁgg; [Med Ae',df'i to egsure trl:aé al
physiclan if blood sugar Is > 450, me S correclly and reporied.
Revlew of Resident #1's March 2024 electronlc
medicatlon administration record (aMAR}
revealed:
-There was an entry for Tresiba FlexTouch inject
30 units under the gkin 2 times a day for diabetes; All Med Alde tralnin L
g was dons by the Nursg completed
tlo not giva if blood sugar Is < 100; If biood sugar 04/18/2024 and 04/19/2024 and wili gong by
> 450, call physician, contuine to have monthly training on Blood | ga/1g/34
~Trasiba FlexTouch was scheduled to he Sugar anc! how to maks sure their
edminitred o 00am and oo Bcorely snd done sl
-Tresiba was documnented as administeredoon 3 all schedule medication,pm medication and
occaslons when the blood sugar was < 100 an any bload sugar [ssues that current at the
should not have been adminlstered from 03/01/24 fime.
- 03/31/24.
-On D3/03/24 at 8:00am, the blood sugar was 97
but Treslba FlexTouch was documeanted as
administerad.
-On 03/04/24 at 8:00am, the blood sugar was 80
but Treslba FlexTouch was documented as
administerad,
-On 03/21/24 at 8:00am, the blood sugar was 80
but Tresiba FlexTouch was documented as
Division of Heallh Service Regutalion
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administered,
~-The resident's blood sugar ranged from 60 - 308
from 03/01/24 - 03/31/24.

Review of Residenl #1's April 2024 sMAR
revealed:

~There was an entry for Treslba FlexTouch inject
30 unlts under the skin 2 times a day for diabales:
do not give if blood sugar is < 100; If blood sugar
> 460, calt physician,

-Treslba FlexTouch was scheduled to ba
administered at 8:00am and 8:00pm.

~Tresiba was documanted as adminlstered an
one occaslon when the blood sugar was < 100
end should have been held.

-On 04/04/24 at 8:00am, the blood sugar was 98
but Tresiba FlexTouch was documented as
adminlsterad.

=The rasident's blood sugar ranged from 88 - 337
from 04/01/24 - 04H2/24,

Altempled telephone interview on 04/12/24 at
3:22pm with a medication alde (MA) who
documented administering the Treslba when the
blond sugar was < 100 In March 2024 was
unsuccaessful,

Attampted telephone interview on 04/12/24 at
3:24pm with a second MA who documented
administering the Treslba when the blood sugar
was < 100 in March 2024 was unsuccessful.

Interview on 04/12/24 at 2:11pm with the MAwho
documented administering Treslba to Resident #1
when i{he blood sugar was < 100 in April 2024
revealed:

-She probably administered Tresiba to Resident
#1 on 04/04/24 when the resident's blood sugar
was 98 because the resident would sometimes
ask for it to be administered.
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Interview with the Adminlstrator on 04/12/24 at
4:27pm revealed;

=The MAs were supposed to read {he eMARs and
follow the tnstruclions when administering
medications,

-The MAs should hold Resldent #1's Tresiba
FlexTouch [nsulin when the resident's blood sugar
was < 100 and document it as held on the eMAR.

Telephone interview with Resident #1's primary
care provider (PCP) on 04/12/24 at 3:55pm
revealed:

-The MAs needed to be more careful and should
have held Resldent #1's Tresiba when his blaod
sugarwas < 100,

~Recelving Treslba when the resldent's bload
sugar was < 100 could cause the resident's blood
sugarto ba too low and cause symploms such as
shakiness.

intarview with Resident #1 on 04/12/24 at 3:28pm
revealed:

-He usually raceived Treslba FlexTouch insulin
twice a day.

-He thought the MAs held the Tresiba if his blood
sugarwas < 100,

-His bleod sugar was sometimes low.,

-Tha lowest blood sugar he had was ghout 6
weeks ago when [t was 43.

-He usually got nervous, sweaty, and ill when his
blood sugar was low.

~He had to drink orange juice when his blood
sSugar was low,

b. Review of Resldent #1's physician's order
dated 02/23/24 revealed an order for Pregaballn
200mg 1 capsule 3 times a day. (Pregaballnisa

Divislon of Healih Service Regulation FORMAPPROVED
STATEMENT OF DEFICIENCIES %1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION
(X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BbjiLDma: COMPLETEQ
R
HAL051072 B.WING 0411212024
NAME OF FROVIDER OR SUPPLIER STREETARNDRESS, CITY, STATE, ZIP CODE
AMERICARES ADULT HOMES #2 103 ANNIE P. ~ElRcLe
SMITHFIELD, NC 27577
XayiD SUMMARY STAYEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION ixs)
PREED {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION BHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
{P 358} Continued From page 3 {D 358}
-If Tresiba was held, she would document It as
held on the sMAR.
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controlied substance used to treat nerve pain.}

Review of Resldent #1's March 2024 elactronle
medication administration record (eMAR)
revealed:

-Thera was an entry for Pregabalin 200mg take 1
capsule 3 times a day for nerve paln scheduled
for 8:00am, 2:00pm, and 8:00pm,

-Pregabalin was documented as not administered
at 8:00pm on 03/15/24 and at 8:00am on
03/16/24 due to "waiting on pharmacy",

Review of Residant #1's March 2024 controlled
substance recard (CSR}) for Pregaballn revealed:
=There was a CSR for Pregabalin 200mg
dispensed on 03/06/24 with 31 of 93 capsules In
card 1 of 2,

-The first documented dose was administered on
03/05/24 at 8;00pm.

=The last dose documented was 03/15/24 st
2:00pm.

~There was a CSR for Pregabalin 200mg
dispensed on 03/06/24 with 62 of 93 capsules in
card 2 of 2,

~The first documented dose was administered an
03M6/24 at 2:00pm,

-There were no dacumenied doses admlinlstered
for 8:00pm on 03/15/24 and B:00am on 03/16/24,

Review of Resldent #1's pharmacy dispensing
records dated 12/01/23 - 04/30/24 revealed:
~There were 93 Pregabalin 200mg capsules billed
on 03/01/24 {(dispensed on 03/06/24),

-There were 93 Pregabalin 200mg capsules billed
an 04/01/24 {dlspensed on 04/06/24).

Chbservation of Resident #1's medications on
hand on 04/12/24 at 2;12pm revealed:
-There was a supply of Pregabalin 200mg _
capsules dispensed on 04/06/24.
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-There were 7 of 28 capsules ramaining In card 1
of 2,
-There ware 62 of 62 capsules remalning in card
20f2,

Attampted telephone Intervlew an 04/12/24 at
3:24pm with the medication alde (MA) who
documented the 2 doses of Pregabalin as nat
administered due to waiting on pharmacy was
unsuccassful,

Interview with a second MA on 04/12/24 at
2:11pm revealed:

~The MAs wara respansible for calling a
resident’s provider for a new prescription for
controlled substances when there were 10 pills
remalning or when the supply got down fo the
colored strip on the medication card.,

-She was not working in March 2024 when
Resident #1 ran out of Pregabalin,

-She dld not know why the resident ran out of
Pregabalin.

Interview with the Administrator on 04/12/24 at
4:27pm revealed:

-Resident #1 had Pregabalin available for
administration when the MA documanted it as
unavallable in March 2024,

-She thought the MA may have not realized there
was a card 2 of 2 in the controlled substance
drawer of {he medication cart.

-Card 2 of 2 would have been turned backwards
In the drawer with the {abe facing tha back of the
medication cart unlil staff staried using tha card.
~Tha MA must have overlooked the card In the
medication cart,

Telephone Interview wilh Residant #1's primary
cara provider (PCP) on D4/12/24 at 3:55pm
revealsd:

Bivision of Healh Service Regulation
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Continued From page 6

-Resident #1 took Pragabalin for diabetic nerve
pain and generallzed pain,

-He was not concemed with the missed doses of
Fregabalin since It was only 2 doses.

Interview with Resldent #1 on 04/12/24 at 3:28pm
ravealed:

-He tock Pregabalin {o help with the nerve paln In
his feet,

<He was not aware of missing any doses of
Pregabalin,

2. Review of Resident #3's current FL-2 dated
03/18/24 revealed diagnoses included
degenerative disc disease and chronic midline
lower back pain without sclatica.

Review of Resldent #3's physiclan’s orders dated
03/19/24 and 03/29/24 revealed orders for
Tramadol 50mg 1 tablet every 6 hours as needad
{prn) for pain. (Tramadol Is a controllied
subslance used to freat moderate to severe

pain.)

Reaview of Resident #3's March 2024 elactronic
medication administration record (eMAR)
revealed:

-Thare was an entry for Tramado] 50mg taka 1
tablet every & hours as needed for pain.
-Tramadol 50mg was documented as
administered on 25 occasions from 03/22/24 -
03/31/24.

~Tramadel 50mg was documented as
adminlstared less than 6 hours aparton 6
occaslons from 03/22/24 - 03/31/24, ranging from
4 minutes {o 1 haur and 8 minutes too soon.
~Tramadol was documented as administered at
1:58pm on 03/23/24 and again at 7;16pm an
03/23/124, 43 minutes foo scon.

~-Tramadcl was documented as administered at

{D 358}
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8:27am on 03/26/24 and again at 2:23pm on
03/26/24, 4 minutes too scon.

-Tramadol was documented as adminlsterad at
2:10pm on 03/27/24 and agaln at 7:02pm on
03/27/24, 4 hour and B minutes too soon.
-Trarnadal was documentad as administered at
1:49pm on 03/30/24 and agaln al 7:14pm on
03/30724, 35 minutes too soon,

=Tramadol was documented as administered at
8:0Bam on 03/31/24 and again at 1:44pm on
03/31/24, 24 minutes tao soon.

~Tramado] was documented as adminlisterad at
1:44pm on 03/31/24 and again at 7:18pm on
03/31/24, 26 minutes too soon.

Altempled felephane interview on 04/12/24 at
3:24pm with the medication alde (MA) who
documented administering the Tramado! too soon
on all § occaslons was unsuccessful,

Interview wilth & second MA on 04/12/24 at
2:32pm revealed she usually administered
Resldent #3's Tremadol when the resident asked
for [t but she had to make sure [t was
adminlslered after & hours betwaen doses
because it was a pm madication.

Interview with the Administrator an 04112124 at
1:44pm revealed:

-Resident #3's pm Tramado! should not be
atministered less than every 6 hotrs apart,
~The former Resldent Care Coordinator {RCC)
was responsible for checking the eMARSs for
accuracy at least weakly,

-Tha farmer RCC was supposed to check prn
documentation when she checked the eMARs.
=She did not know if the former RCC had done
any eMAR checks because she had nothad a
chance fo check behind tha former RCC.,

«She waould be responsibla for checking the
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eMARSs now sincs the RCC posilion was vacant,
Telephona interview with Resident #3's primary
care provider {(PCP) on 04/12/24 at 3:55pm
revealed if doses of Tramado! were administered
too close together, it could cause soma sedation.
Interview with Resident #3 on 04/12/24 at 3:30pm
ravealed:
-He took Tramadol for paln In his back and right
ankle.
-He was supposed to get Tramado! every 6 hours
but he had to ask for it sometimes,
~Tramado! "don't really help” with his pain and it
did not make him sleepy. 10A NANC 13F,1004 {(J) Medication Adtministration,
for MAR's
D 387] 10ANCAC 13F ,1084(j) Medlcation D 367
Administration All Med Alde have been retalned on how to cormrecily
documention far any prn medication that Is giving
taying within the order guldeline of when you can &Hg}gﬁ’i“"
10A NCAC 13F .1004 Medication Administration Efmgg&f r?; mgg'l?ag%n.gfsl[ggl}:lg ;?r?ltslﬂanr? with | 541812024
{i) Tha resident’s medicalion administration or pallent and 8,0,.'{9 T orea be stering
record {(MAR} shall ba aceurats and Include the
following:
(1) resldent's name; ggﬂ.ml\alk;}":t autdft wos dotr‘\"n Il:nyui\dm.i c?lde'mdli Audit done
minlstrator to ensure that all pm doucmention
(2) name af the medication or treatment order; ara dona correfly and report In th book cortly. ggﬂg{%g &
{3) strangth and dosage or quantity of medication Tralning will contunle monthly,
administered;
{(4) Instructions for administering the medication Golng forward all Mad Alde, RCC will check Mar's | comnieted
or treatmant; dally and Administrator will check wesekly to ensitre | by 05723724
{5) raason or justification for the administration of Lhat all order are being follow as provider has order,
medications or trealments as needed (PRN} and
documenting the resulling effect on the restdant;
(6) date and time of adminlstration;
(7) documentation of any omlssion of
medications or treatments and the reason for the
omisslon, ncluding refusals; and,
{8) name orInitialzs of the person administering
the medication or treatment. [finitlals are used, a
slgnature equivalent to those initials is o be
Division of Health Servica Regulation
STATE FORM an PLP414 licontineation sheat 9 of 14
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documented and maintained with the medication
administratlon record (MARY).
This Rule [s not met as evidenced by: D b1 ;qdd.ﬂm it! VA {eﬂm ! .
Based on obssrvations, interviews, and record 3 Y a Uf
raviews, the facility failed to ensre the wah Ms L P-Qﬂd‘f-ﬁﬁd fai
medleatlon administration records were accurate ow. 531 '.3-'-[' L)
for 1 of 3 sampled residants (#3) Including B
inaccurate documentation for & controlled

substance used to treat moderate to savere pain - ’
and a Jaxative used to treat and pravent MM?- euduts Amelud s,
constipation. WS oL C‘M’Qd
The findings are: Aeodd $o mmw
Review of Resident #3 t FL-2 dated i {I

eview of Resldent #3's current FL-2 date . <. 1
03/18/24 revealed diagnoses includad (‘JAD.&J\& ﬁm WM I J\.ﬁm 5
schizoalfective disorder - depressed typs,
essenlial hypertansion, hypercholesterolemia, I

degenerative disc disease and chronlc midline

lower back paln without sclatica. /UM }l{
slall

a. Review of Resident #3's physician's orders

dated 03/19/24 and 03/28/24 revoaled orders for

Tramadol 50mg 1 tablet every 6 hours as needed

{pm) for pain. (Tramadol is a controlled

substance used to treat moderate o severe

paln.}

Review of Resident#3's March 2024 electronic
medicatlon adminislration record {eMAR)
revealad:

-There was an entry for Tramado! 50mg take 1
tablet every 6 hours as needed for paln.
~Tramadcol S0mg was documonted as
administered 25 times from 03/22/24 - 03/31/24.
-No Tramadol was documented as administered
prior to 6:21pm on 03/22/24,

~-There wera 2 doses documented as
administered within 3 minutes of each other on

Diviston of Haalth Servica Regulation
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~The documentation on the eMAR did not match
the controlled substance racord {CSR) for March
2024,

Review of Residenl #3's March 2024 CSR for
Tramadol revealed:

~There was a CSR for a supply of 20 Tramade]
50mg tablets dispensed aon 03/18/24 with a
recelved date of 0:3/20/24,

-There were 20 doses documented as
administered from 03/20/24 - D3/29/24, leaving a
balance of 0.

-There were 3 doses documented as
administered an the CSR that wera not
dacumented as administared on the eMAR
including 8:00am and 8:00pm on 03/21/24 and
8:00am on 03/22/24.

~There was a second CSR for a supply of 120
tablets of Tramadol 50mg dispensed on 03/29/24.
~There were 6 doses of Tramado! 50mg
documented as administered from 03/30/24 -
03/31/24.

-Thare was a total of 26 dosas of Tramado! 50mg
documented as administered on CSR from
03/20/24 - 03/31/24,

Attempted telephone Interview on 04/12/24 at
3:24pm with the medication alde {MA) who
decumented administering the Tramado! on the
eMAR and CER In March 2024 was
unsuccessful,

interview with a second MA on 04/12/24 at
2:32pm revealed:

~Tha MAs were supposed to document on the
eMAR and the CSR when a controlled substance
was adminlstered,

-She did know why Resident #3's prn Tramadol
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AND P ' {3) DATE SURVEY
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HALQ51072 By 04/12/2024
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03/22/24 at 6:21pm and 6:24pm by 2 different
staff.
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doctimentatlon was not accurate on the eMAR,

Interview with the Administrator an 04/12/24 at
1:44pra revealed:

~There were 2 doses of Tramadol documented as
administered within 3 minutas of each olher on
03/22/24 because a resident had walked by the
computer and hit same kays on the keyboard,
-This caused Resident #3's Tramadol to get
double documanted on the eMAR and she was
unable to figure out how to reverse or delete one
of the entries on the aMAR.

A secand Interview with the Administrator on
04112124 at 4:32pm revealed:

-The MAS ware supposed to document on the
eMARs and the CSR sheets each time a
contrefled substance was administered.

-The documentallon for Resldent #3's pm
Tramadol should be accurate on lhe sMAR and
match the CSR.

Refer to Interview with the Administrator on
0412124 at 1:44pm,

b. Revlew of Resldent #3's physician's order
dated 04/05/24 revealed an order for Lactulose
10gm1Sml take 30m| at bedilme, (Lacluloseis a
laxatlve used fo troat and pravent constipation.)

Review of Resident #3's April 2024 electronic
medication administration record {eMAR)
revealaed:

-There was an entry for Lactulose 10gm/15ml
sofutlon take 30ml avery night at bedfime for
constipatlon scheduled far 8:00pm.
-Documentation for lhe adminlstration of
Laclulose slarled on 04/07/24,

-Lactulose was documented as administered on
04/07/24, 04/09/24, and 04/11/24.

D387
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-Dacumentation for the administration of
Lactulose was blank with no reasons for the
omisslons on 04/05/24, 04/06/24, 04/08/24, and
0410/24,

Observalion of Resldent #3's medlcatlons an
hand on 04/12/24 at 2:36pm revealed:

~-There were 2 bottlas of Lactulose 10gmé15mi
solullon dispensed on 04/06/24.

=Tha Instructions ware to take 30ml every night at
bedtime for constipation.

Interview with a medication aide (MA} on
04/12/24 at 3:02pm revealed:

=She thought Resident #3 had refused the
Lactulose an 04/08/24 and 04/10/24 because It
was making him have diemhea.

-She should hava documented the medicallon as
refused on the eMAR instead of leaving It blank.

Interview with Resldent #3 on 04/12/24 at 3:30pm

revealed:
-He did not recall if he recalved Lactulose every

night.
~He denied having any bowel movements today,
04712724,

Refer to Interview with the Administrator on
04/12/24 at 1:44pm.

Interview with the Administrator on 04/12/24 at
1:44pm revealad:

-The former Resident Care Coordinator {(RCC)
was responsible for checking the eMARSs for
accuracy at least waekly.

~The former RCC was supposed o check pm
documentation when she checked the eMARs,
-She did not know if the former RCC had dona
any eMAR checks because she had not had a
chance to check behind the former RCC,

D 367
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-She would be responsible for checking the
eMARs now since the RCC posiiion was vacant,
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