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Madication Staif

10A NCAC 13F 0403 Qualifications Of
Medication Staff

(a) Adult care home staff who administer
medications, hareafter referred to as medication
aldes, and thelr direct supervisors shall complete
fralning, clinical skills validation, and pass the
written examination as set forth in G.5.

oeoupationat licensure laws to administer
medications are exempt from this requirement.
Readopted Eff. July 1, 2021,
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Based on observations, interviews, and record
reviews, the facility failed to ensure 3 of 6
sampled medication aides (MA} who
adminlstered medications to residents had a
medication aide employment verification or the
required documentation of the state approved
5-hour and 10-hour or 15-hour medication
administration tralning for adult care homes (Staff
C, D, and F} and 1 of 6 sampled MAs had the
required documentation of the state approved
5-hour and 10-hour or 15-hour medication
administration training for adult care homes {Staff
A).

The findings are:

1. Review of Staff A's personnei record on
07/31/24 revealed:
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-Staff A was hired on 12/04/15, %\A‘.ﬁ" naw W,J.l a1 aides
-Staff A passed the medication alde examination %IW“’EA {s prov M . '
on 05/20/20. thook-are B o q Igt;lp
~There was a medication administration clinical a jl'aé;e, Cl.‘) W 7%
skills checklist dated 03/20/23. Thous oY L5-hout
-There was a continuing education certificate t ) ol -

dated 04/07/24 for 15 continuing education hours V\Du% W\ﬂdtc&k (o Qe

for a medication training course. - ‘\V\(L
-There was no state approved certificate of -\_\rg_;gn’w\as ‘@TM Q C“

completion for the 5-hour, 10-hour, or 15-hour
medication administration training for adult care

homes. a_y\Ol @ w}{( QLAV—[‘ (&l(
Interview with Staff A on 07/31/24 at 3:25pm %35" W aiees

revealed: (28 t
)i . | -Sho racalled faking & 15-hour medication | ﬁglfmﬁmietl‘j '110 MVUJ‘?/ e

administration training course enline.
-She thought the medication tralning course

consisted of watching videos and answering W ﬁ"’t()j'e- ()\?Pﬁ‘()‘*\}’&-'fﬂ M;m

questions. 4 f Lo

-She did not recalt any portion of the training C@r“ ﬁfc&a\,—tﬂ % A j %mw
being-completed-in=person-with-an-instructer - d %'uc. 5‘-« our, o Y9 i
Refer to interview with the Adminisrator on oYy lg: hD i , P ‘!’T LNy

07/31/24 at 3:45pm. mmmtﬁ - it J

Refer to interview with the Reglonal Director of ' cu'\d
Operations on 07/31/24 at 2:42pm. @M{\[ "y Jo &% los aﬁi’i‘;‘“ 91#
Refer to interview with the Vice President of @’{&ﬁﬁ ?UW W\'u : tmmwfm‘}*—[aq [3'

2. Review of Staff C's personnel record on &
07/31/24 revealed: . -
-Staff C was hired on 06/17/22. e Gt
-8taff C passed the medication alde examination
on 06/22{11.

~“There was a medication administration clinical
skills checklist dated 07/14/23.

~-There was no medication alde employment
Diviston of Heaith Servica Regulation
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Clinical Services on 07/31/24 at 2:45pm. %[ . : C%tu:
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varification.

-There was a continuing educatlon ceriificate
dated 08/15/23 for 15 confinuing education hours
for a medicaticn fralning course.

-There was no state approved cartificate of
completion for the 6-hour, 10-hour, or 15-hour
medication administration training for adult care
homes,

Refer to interview with the Administrator on
07/31/24 at 3:45pm,.

Refer to interview with the Reglenal Director of
Operations on 07/31/24 at 2:42pm.

Refer to intarview with the Vice President of )

Clinlcal Services on 07/31/24 at 245pm.”

3. Review of Staff D's personnel record on
07/31/24 revealed:
-Staff D was hired on 05/26/22.

Staff-D-passed-the-medication-alde-examination
on 11/09/08.

-There was a medicatlon administration clinical
skllls checklist dated 06/05/24,

-There was no medication aide employment
verification.

-There was a confinuing education certificate
dated 12/1€/22 for 15 continuing education hours
for a medication training course.

-There was no siate approved certificate of
completion for the 5-hour, 10-hour, or 15-hour
medication administration training for adult care
homes.

Refer to interview with the Adminlstrator on
07/31/24 at 3:45pm,

Refer to interview with the Reglonal Director of
Operations on 07/31/24 at 2:42pm,

Divislon of Health Service Regulation
STATE FORM

6029

PFRG11

It continuation shest 3 of %7




PRINTED: 08/20/2024

‘ FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/GLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
HAL053023 B.WinG 07/31/2024

NAME OF PRCVIDER OR SUPPLIER -

292 MCDOUGALL DRIVE
WEST END, NC 27378

SEVEN LAKES ASSISTED LIVING

STREETARDRESS, CiTY, STATE, ZIP CODE

Refer to interview with the Vice President of
Clinical Services on 07/31/24 at 2:45pm.

4, Review of Staff F's personnel record on
07/31/24 revealad:

-Staff F was hired on 10/19/23.

-Staff F passed the medication aide examinafion
on 01/03/23.

-Thers was a medication administration clinical
sidlls checklist dated 11/30/23,

~There was no medicatlon &ide employmant
verlfication, '

-Thers was a continuing education certificats
dated 11/10/23 for 15 continuing education hours

. |- for.a medication training course,

-There was no state approved certificate of
completion for the 8-hour, 10-hour, or 15-hour
medication administration tralning for adulf care
homes.
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D125 Continued From page 3 D125

Retar tointerview withr treAdmintstrator-on
07/31/24 at 3:45pm.

Refer to interview with the Regional Director of
Operations on 07/31/24 ai 2:42pm.

Refer to interview with the Vice President of
Clinlcal Servicas on 07/31/24 at 2:45pm.

interview with the Administrator on 07/31/24 at
3:45pm revealed:

.The Business Office Coardinator (BOC)
completed weekly personnel file audits.

-She had seen the 158-hour medication
administration training certificates in some of the
smployee files.

-She was fold by the facillty's corporate office that
the state approved certificate of completion was
replaced by the new ceriificate and was proof of

Divlsion of Health Service Regulation

STATE FORM

PFRGH

If continuation sheat 4 of 17




Dlvision of Health Service Regutation

PRINTED: 08/20/2024

FORM APPROVED

STATEMENT OF DEFICIENGIES
AND PLAN OF CORRECTION

(%1) PROVIDERISUPPLIER/CLIA
IDENTIFICATION NUMBER:

HAL063023

(X2) MULTIPLE CONSTRUCTION
A, BUILDING:

B. WING

(X2} DATE SURVEY

COMPLETED

R
07/31/2024

NAME OF FROVIDER OR SUPPLIER

SEVEN LAKES ASSISTED LIVING

STREETADDRESS, CiTY, STATE, ZIP CODE
292 MCDOUGALL DRIVE

WEST END, NC 27376

(4) ID
PREFIX
TAG

SUMMARY STATEMENT CF DEFICIENCIES
{EACH DEFICIENGY MUST BE FRECEDED BY FULL
REGULATORY OR L8GC [DENTIFYING INFCRMATION)

D PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH CORRECTIVE ACTION 8HCULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

{X8)
COMPLETE
DATE

L 125

Confinued From page 4

the medication aldes (MA) having the required
fraining. :

Interview with the Regional Director of Operations
on 07/31/24 at 2:42pm revealed:

~The facility had started compieting weekly audits
on the personnel files.

-The BOC and Administrafor were responsible for
the personnel file audits. '

-The MAs should have the required 15-hours of
medication administration training prior to
complation of thair medication administration
clinical skills checklist.

-She thought the 15-hour fralning certificate
currently used by the facility met the state
requirements becauss the certificats and training

program were implemented by the facility’s
corporate office.

-The Clinical Nurse Consultant (CNC) was a
reglstered nurse (RN} respensible for completing
the 5-hour, 10-hour, and 15-hour medication

D125

administration-training-

-The facility did not currently have a CNC.
-There were other CNCs empiayed by the
company that could assist with medication

. administration training until the position was filled.

Interview with the Vice President of Clinical
Services on 07/31/24 at 2:45pm revealed:

=The 5-haur, 10-hour, and 15-hour medication
administration training courses shoutd be faught
In person by a registerad nurse (RN).

-The facility should stop using the current 15-hour
medicatlon training online course as the required
15-hour medication administration training and
return to in-person instruction with the medlcation
aides (MA).

-The facility should use the state approved
certificates for the S-hour, 10-hour, and 15-hour
medication adminisration training courses fo

Divislon of Health Service Regulation
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show proof that the MAs had completed the
required tralning.
10A NCAC 13F .1002(a) Medication Orders warlh Qampld*’— -y

10A NCAC 13F .1002 Medlcation Orders

{a} An adult care home shall ensure contact with
the resident's physiclan or prescribing practitioner
for verification or clarification of crders for
medications and freatments:

(1) if orders for admisslon or readmisslon of the
resident are not dated and signed within 24 hours
of admission or readmission to the facllity;

(2) If orders are not clear or complete; or

(3) If multiple admission forms are received upon

_|-admission or readmisslon and orders.on the .

forms are not the same,

The facility shall ensure that this verificatlon or
clarification is documented in the resident's
record.
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THiIE ROlg 1§ Tot et a8 evidenced by

Based on observations, interviews, and record
reviews, the facllity falled to clarify medication
orders for 1 of 5 sampled residents (#5) for
medications fo treat shortness of breath
(dyspnea), relief of chest congestion, and a rash.

The findings are:

Review of Resident #5's current FL-2 dated
05/14/24 revealed dlagnoses inciuded chrenic
pulmonary disease, prediabstes, hyperipemia,
malignant neoplasm of upper right, right bronchus
or lung, atherosclerosls of nafive arferies of
extremities with intermittent claudication, bilateral
lags, secondary malignant neoplasm of brain and
salitary pulmenary nodule,
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orders.

Continued From page 6

a. Review of Resident #5's physician orders
dated 05/14/24 revealed there was an order for
Gualfenesin 100mg/SmL give 60mL (1200mg)
twice dally. {Guaifenesin Is used to treat relief of
chest congestlon).

Review of Resident #5's physiclan arder dated
07/18/24 revealed an order for Guaifenesin ER
§00mg 1 tablet every 12 hours for mucus.
{Gualfenesin ER is an extended release tablet
used to treat thick mucus secretion.)

Review of Resident #5's physician orders
revealed no documentation the primary care
provider {PCP) was contacted for clarification of

Review of Resident #5's June 2024 electronic
medication adminisiration record (eMAR)
ravealed:

~There was an entry for Gualfenesin (chest

D 344

congoston relist) 100mg/smt-glver80-miiwice
daily at 8:00am or %:00am and 8:00pm or
¢:00pm.

-Guaifenesin 100mg/5 mL was documented as

administered or 06/01/24 to 06/21/24 at 8:00am.

-Gualfenesin 100mg/5 mL was documenfed as

administered on 06/22/24 to 06/30/24 at 9:00am,

-Guaifenesin 100mg/5 mbL was documented as

administered on 06/01/24 to 06/21/24 at 8:00pm.

-Guaifenesin 100mg/5 mL was documented as

administered on 06/22/24 to 06/30/24 at 8:00pm.

Review of Resident #5's July 2024 eMAR
revealed:

~There was an entry for Gualfenesin {chest
congestion relief} 100mg/Sml give 60 mL. twice
dally at 9:00am and 8:00pm.

-Gualfenesin 100mg/5 mL was documented as

administerad on 07/01/24 to (7/30/24 at $:00am.

Dvision of Health Service Regulation
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-Guaifenesin 100 my/5 mL was documented as
administered on 07/01/24 to 07/28/24 at $:00pm.
~There was an entry for Mucus DM
(Dextromethorphan-Gualfenesin) ER 30-600mg 1
tablet every 12 hours. (Mucus DM contalns
Dextromethorphan and Guaifenasin, Mucus DM
is not the same Gualfenesin ER.)

-Mucus DM 30-600mg ER was documented as
administered on 07/25/24 to 07/30/24 at 9:00am.
-Mucus DM 30-800mg ER was documented as
administered on 07/24/24 to 07/29/24 at 9:00pm,

Observation of Resldent #5's medications on

{ hand on 07/31/24 at 5:39pm ravealed:

~There was a supply of Mucus DM 30-600mg ER

| dispensed on 07/23/24. o
-The insfructions were to take 1 tablet every 12

hours for cough or thick bronchial secrefions.
-There were 8 of 22 tablets remaining.
-There was a 16 ounce botile of Guaifanesin
100mg/SmL liquid dispensed o 07/25/24,

o4y B SUMMARY BTATEMENT OF DEFICIENCIES D PROVIDER'S PLAN GF CORRECTION 0@
PREFIX (EACH DEFICIENGY MUST BE PRECEDERD BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
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D 344| Continued From page 7 D 344

The-instructions-were-to-give-38mi-twice-daily:

Interview with Resident #5 on 07/31/24 at 6:08pm
revealed:

-He got dizzy once In a while but not daily or on a
weekly basis.

-He took a pill for his chest congestion.

-He did not remember if he had taken liquid

medication for chest congastion.

Telephone Interview with Resident #5's hospice
nurse on 07/31/24 at 5:47pm revealed:

-The Guaifenasin was prescribed for chest
congestion.

-Resident #5 should not take both the pill and
liquid form of the Gualfenesin at the same fime.
-Resident #5 should be given a cholcs of which
form of the Gualfenesin he would like to take.

Divisior of Health Seivice Regulation
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Continued From page 8

Interview with a medication alde (MA) on
07/31/24 at 9:18am revealed:

-Resldent #5 had an order for Gualfenssin in the
tiquid and plll form.

-She administerad the liquid form of Guaifenesin
to Resident #5 in the morning and administered
the liguid and pill form at night,

-Resident #5 had not complalhed of dizziness.

Interview with the Resident Cate Coordinator
(RCC) on 07/31/24 at 6:03pm ravealed the
Guaifenesin DM tablet was prescribed for
Resldent #5 because ha was ouf of the
Guaifenesin liguid.

b. Review of Resident #5's physiclan orders

D 344

dated 05/14/24 revealed thero was an order for

Pradniscne 5mg 1 tablet dally to treat dyspnea
(difficulty breathing). (Prednisone Is used to treat
inflammation associated with breathing
preblems.)

Raview of a physician erder dated 06/27/24
revealed an order for Prednisons 10mg 1 tablet
twice daily for 7 days fo treat & rash,

Review of Resident #5's June 2024 slectronic
medicatlon administration record {(eMAR)
revealed:

~There was an entry for Prednisone 10mg 1 tablet
twice dally for itching for 7 days.

-Prednisone 10mg 1 tablet twice daily for 7 days
was documented as administered on 06/28/24 to
06/30/24 at 9:00am, -

~Prednisone 10mg 1 {ablet twice daily for 7 days
was documented as administered on 08/28/24 to
06/30/24. at 8:0Cpm.

~There was an entry for Prednisone bmg 1 tablet
daily for dyspnea.

-Prednisane 5mg 1 tablet daily was documented’

Diviston of Health Service Regulatian
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as administered on 06/01/24 to 06/30/24 at
9:00am.

Review of Resident #5's July 2024 sMAR
revealed: .
-There was an entry for Prednisone 10mg 1 tablet
twice dally for ltching for 7 days.
-Prednisone 10mg 1 tablet twice daily for 7 days
was documented as administered on 07/01/24 fo
07/03/24 at 9:00am.
-Prednisone 10mg 1 tablet twice dally for 7 days
was documented as administered on 07/03/24 fo
07/07/24 at 9:0Cpm.
~There was an entry for Pregnisone 5mg 1 tablet
dally for dyspnea.
o ———. | -Prednisone.Bmg 1 tablet daily was documented

as administered on 07/01/24 to 07/30/24 et~ | =~
9:00am.

Review of Resident #5's physliclan orders
reveated no documentation on how the

Prednisone-was-to-be-administered: i S

Telephone interview with Resident #5 on 07/31/24
at 6:06pm ravealed:

-He used 02 to help with his breathing.

-He did not know which medications he took at
night.

Observation of Resident #5's medications on
hand on 07/31/24 af 5:39pm revealed:

-There was a mulii-dose pack (MDF) dated
07/22/24 with Prednisone 5mg taks 1 fablet once
daily for dyspnea.

-The Prednisone 5mg tablat was packaged In the
MDP for morning medications.,

-There were no Prednisone 10mg tablets ¢h
hand.

{nterview with Resident #5's hospice nurse on
 Divislon of Health Sarvice Regulation
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07/31/24 at 5:47pm revealed the order for
Pradnisone 10mg was increased to treat a rash
on the trunk for 7 days oniy.

‘D 358 10A NCAC 13F .1004(a) Medicatlon D 358
Administration

10A NCAC 13F .1004 Medication Administration
(a} An adult care home shall assure that the

Techs o
preparation and admintstration of medications, te {(;{,U,CG-‘L& ' @-{l ﬂg"{’t“('\ “t C\ ?'QL‘

prescripticn and hon-prescription, and treatments
by staif are in accordance with :‘ EUAQ— i’ﬁ\rg A&r wb\w W\"d
(1) orders by a licensad prescribing practitfioner ﬁe iV o\fC&U‘Ed
which are maintalned in the resident's record; and art tvet
{2) rules in this Secticn and the facility's policies “Li\ﬁ:l'
el lendprocedures, . .. ._._|.._. “(‘,hvﬁ%\ _Mmeéﬂs_‘ﬁ% I
This Rule is not met as evidenced by: u,}[_t g dd aﬂ“'\'e' s m ) Q\%lm*
Based on observations, interviews, and record MLW ﬂi dm“\ﬁha‘ztflw”\i "
reviews, the faclility falled to ensure madications +6 wag M e,y\,ﬁwrtf\-ﬁ
were administered as crdered for 1 of 5 residents (_p riCi N\U}t’ ond 1 e
(1) observed durlng e medicator pass GR cm.l— gam
including errors with' a rapld-acting insulin and an &t\ w\y_c‘lt 1""‘ P—*
inhaler for breathing problems; and for 1 of 5 ‘0?/ M Uu‘“m
residents (#5) sampled for record review e ‘”5 aﬁe

covn a‘.‘: ezt
?‘h gt -?_-l mmmu’ p
b 8 s PV

The findings ars; : -

including an error with a medlcation used to treat
symptoms of an enlarged prostate.

1. The medication error rate was 7% as . [l hﬂhh

avidenced by 2 errars out of 26 apportunities COJ\" Mound Z[ A C\\%lm{

during the 7:30am, 8:00am, ahd 9:00am . ‘—[?1 P .
medication passes on 07/31/24, k@ldm{ﬁ Pr-LSC(T ‘\‘;F'M%Lmﬁ

a. Review of Resldent #1's current FL-2 dated |
W{}J&'MM

05/21/24 revealed: o rpg YROEW ved ‘ij

-Diagnoses Included type 2 diabetes mellitus, G b ? mﬂal.@[

chronic obstructive pulmonary disease, (ﬂf‘b Pwa'ae,n v S

Divislon of Health Service Regulation .
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unspecified dementia with behavioral
disturbances, essential hypertension,
hyperdipidemia, and Vitamin D deficiency,

-There was an order for Novelog Flexpen, inject 4
units 3 times a day with meals, hald if fingerstick
blocd sugar (FSBS) |ess than (<) 150, (Novolog
is rapid-acting insulin used to lower blood sugar
that starts working 10 - 18 minutes after injection.
The manufacturer recommends eating a meal
within 5 to 10 minutes aiter the Injection.}

Review of Resident #1's July 2024 electronic
medication administration record (eMAR}
revealad:

-Thers was an eniry for Novolog Flexpen Inject 4
sz | Units 3 times a day with meals, hold if FSBS <

150,

-Novolog Flexpen was schedulad to be
administared at 7:30am, 12:30om, and 5:30pm.
-There was an entry for the resident's blood sugar
fo be checked at 7:00am, 12:00pm, and 5:00pm.

=Theresident's blood sugarranged-fromr84=260
from O7/01/24 - Q7/31/24.

~The resldent's blood sugar was documentad as
144 on 07/31/24 at 7:.00am.

Observation on the special care unit (SCU) on
07/31/21 at 8:00am revealed:

-Resident #1 came out of the dining room from
eating breakfast and went to his room at 8:00am.
-At 8:02am, the medication aide (MA) went to
Resident #1's room to prepare and administer
morning medications.

-The MA did not check Resident #1's blood sugar.
-The MA did nat administer any Novelog insulin to
the resident. :

Interview with the MA on 07/31/24 &¢ 8:02am
revealed;

-The breakfast meal was tsually served around
Divislon of Health Service Regulation )
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7:30am.

-She hzld Resident #1's Novolog Insulin because
the resident's bicod sugar was documsanted as
144 &t 6:00am on the eMAR when third shift
checked it,

-She did not check the resident's blood sugar in
the morning because the third shift MA checked
the resident's blood sugar at 6:00am.

-She used the blocd sugar reading from the third
shift blood sugar check (at 6:00am} to determins
whether to administer or hold the Novolog Insulin
at breakfast,

Interview with the Resldent Care Ceordinator
(RCC) on 07/31/24 at 10:58am revealed:

_|~The third shift MAs usually checked moming _

| blood sugars fo help save time for first shift staff.
~She was not aware of Resfdent #1 having any
symptoms of high cor low blcod sugars,

~She would check with the resident's primary care
provider (PCP) about the timing of the blood

SUTAT Ceuks A anministetingor otaing the
insulin.

Interview with the Administrator on 07/31/24 at
11:13am revealed:

-Resident #1's bicod sugar would not be the
same at 8:00am as it was at 6:00am,
-Administering or holding the Novolog insulin
based on a blood sugar taken 2 hours prior to
breakfast could cause the resident's blood sugar
to be foo high or too low. '

Telephene interview with Resident #1's PCP on
07131724 at 6:07pm revealed:

-Checking the resident's blood sugar at 6:00am
was too early to determine if the resident's
Novolog insulin should be held or administered
with breakfast.

~The resident's blood sugar should be checked
Divislen of Health Service Regulation

STATE FORM tese PFRG11 If contlnuation sheet 13 of 47




PRINTED: 08/20/2024

N FORM APPROVED
Blvision of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING: COMPLETED
B. WING R
HALD63023 ' 07/31/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
292 MCDOUGALL DRIVE
SEVEN LAKES ASSISTED LIVING
WEST ENB, NC 27376
(%4) ID SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORREGTION (X5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULE BE COMPLETR
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
_ DEFICIENGY)
D 358! Continued From page 13 D 358

just before the breakfast meal,

-Holding or administerlng insulin based ona
blood sugar taken 2 or 3 hours before a meal
could cause the resident to have high or low
blood sugars,

Basad on observations, interviews, and record
review, It was determined that Resident #1 was
not interviewable.

b, Review of Resident #1's current FL-2 dated
05/21/24 revealed an order for Breo Ellipta
100-25meg dose inhaler, inhale 1 puff by mouth
once dally, rinse mouth after use, do not swallow,
(Breo Ellipta is used fo treat chronic ohstructive
I, N _{ pulmonary disease, Breo Ellipta contains an

inhated sterold used (o treat Inflammation and
breathing problems, According to the
manufacturer, the mouth should be rinsed after
using Breo Ellipta to prevent irritation and
infections of the mouth.)

Review of Resident #1's July 2024 electronic
medicaticn administration record (eMAR)
revealed: _

~-There was an enfry for Breo Eliipta 100-25meg
inhale 1 puff cnee daily, rinse mouth with water
after use, do not swallow,

-Breo Elipta was scheduled for administration at
8:00am.

Observation of the 8:00am medication pass on
07/31/24 revealed:

-The medication aide (MA) prepared and
administered 1 inhalation of Breo Ellipta to
Resident #1 at 8:09am.

-The MA told the resident to drink some mora
water after he used the inhaler,

-The resident drank the rest of the water in the
water cup provided with his oral morning
Division of Health Service Regulation
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meadications.

-The rasident did not rinse and splt out the water
after using the inhaler as ordered.

-The MA did not Instruct the resident to rinse his
mouth after using the Breo Ellipta Inhaler.

-The MA did not instruct the resident not {o
swallow the water after using the Breo Ellipta
inhaler,

Observation of Resident #1's medications on '

hand on 07/31/24 at 10:41am revealed: !
-There was a Breo Ellipta Inhaler dispensed on
07/08/24 with an open date of 07/18/24.

-The Instructions ware to inhale 1 puff by mouth
once daily, rinse mouth with water after use, do
e not swallow.

Interview with the MA on 07/31/24 at 10:40am
revealed:

-Sheusually had Resident #1 to swish and spit
out water after the resident used the Breo Eliipta

inhaler:

-She forgot to have the resident rinse and spit out

| the water after using the inhaler that morning,

07131724,

-Resldent #1 had not complained of any mouth
soreness or infections.

Interview with the Resident Care Coordinator
(RCC) on 07/31/24 at 10:58am revealed:

The MAs had besan trained to read the
instructions on the eMAR and administer
medications as ordered.

-The MA should have instructed Resident #1 to
rinsa his mouth with water and spit it out after the
use of the Breo Ellipta inhaler.

Interview with the Administrator on 07/31/24 at
11:13am revealed:

-The MAs should follow the medication orders
Divlislon of Health Service Regulation
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and instructions,
-She was not aware of Resident #1 having any
issues with mouth soreness or Infections,

Telephone interview with Resident #1's primary
care provider (PCP) on 07/31/24 at 6:07pm
revealed;

-The MAs should have Resident #1 rinse his
mouth with water after using the Brao Ellipta
inhaler to pravent mouth Irritation,

-She was not aware of Resident #1 having any
issues with mouth sorsness or Irrtation.

Based on cbssrvations, interviews, and record
review, it was determined that Residant #1 was
not Interviewable,

2. Review of Resident #5's FL.2 dated 05/14/24
revealed diagnosas Included chronic pulmonary
disease, prediabetes, hyperlipemia, malignant
neoplasm of upper right, right bronchus or lung,
atherosclerosis_of-native.arterles-ofextremities

with infermittent claudication, bilaterai fegs,
secandary malignant neoplasm of brain and
solliary pulmonary nodule.

Review of a physlcian order dated 06/12/24
revealad there was an order for Tamsulosin
0.4mg 1 tablet daily. (Tamsulesin is used to treat
symptoms of enlarged prostate such as urinary
retention,) .

Review of a telephone order dated 07/09/24
revealed: '

~-There was an order for Tamsulosin "to bedside™.
-The dosage was not documented.

-The order was not signed by the primary care
provider {PGP).

Review of Resident #5's June 2024 electronic
Division of Health Service Regulaticn
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medleation administration record (sMAR)
revealed:

~There was an entry for Tamsulosin 0.4mg 1
capsule daily at 9:00am,

~The Tamsulosin 0.4mg was documented as
adminfstered on 06/15/24 to 06/30/24 at §:00am,

Review of Resident #5's July 2024 eMAR
revealed:

-There was an entry for Tamsulosin C.4mg 1
capsule dally at 9:00am,

-The tamsulosin 0.4mg was documented as
administered on 07/03/24 at 9:00am and at
9:00pm.

e Observation of Resident #6's madications on .
—————+hand.on-0H31/24-at-6:39pM revealaa ——-— o rm s el s e e s e e

-There was a multi-dose pack (MDP) dated

07/22/24 with Tamsulosin 0.4mg 1 capsule at

hedtime for urinary flow.

-The Tamsulosin capsule was packaged in the

MDP for bedtime medications.

Interview with Resident #5's hospice nurse on
07/31/24 at 6:06pm revealed he did not know
which medications ha took at night.

Telephone interview with Resident #5's hospice
nurse an 07/31/24 at 5:47pm revealed:

-The Tamsulosin 0.4mg was prescribed to treat
urinary issues for Resident #5.

~The order for "bedside" on 07/09/24 was to be

administered at bedtime Instead of the morning,
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