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D 000 Initlal Comments D 000
The Adult Care Licensurs Section conducted an
annual and follow-up survey on 08/13/24 -
08/14/24,
D 265 10ANCAC 13F .0901(a) Personal Care and O 269 A. With respact to the resident/situation citad 9/12/2024
Supervisian The Resident Service Director (RSD) provided
pagers to staff mambers and the management
10ANCAC 13F .0901 Personat Care and toam to ensure calls lights are being answered
Supervision in an appropriate amount of ims.
{a) Adult care home staff shall provide personal
care to residents according to the residents’ care The Regianal Director of Health and Weliness
plans and attend to any ofher personal care (ROHW) provided education to the Executive
d dents may be unable to attend to for Dlractor {ED} and Resldent Services Director
neads residen(s may be unable 1o atten (RSD) on appropriate calf jight times on
themsselves. 9/10/2024,
The Executive Director (ED) or the Resident
This Rule s not met as evidenced by: Services Director (RSD) wili provide aducation
Based on observations, Interviews and record to current staif arr appropriate call light ime on
reviews, the facility falled to ensure personal ¢are 9112/2024.
and assistance for 1 of 5 sampled rasldents (#2) .
B, Wit f t the facli
o et asstanc i ot care, The e ot e |10/16202
cail bell ar the bathraom push alert was aclivated
19 fimas, and the response time was 29 minutes The Resident Services Diractor (R3D) will
or more including a wait ime of 107 minutes. diseuss call response times with management
durlng standup meeting each marning. The
The findings are: RSO will discuss call response times with care
stalf each morning and afternaon.
Review of Resldent #2's current FL-2 dated
C. With respect to what systemic measures
06/04/24 revealed: b boon Sut into pt g 10/15/2024
-Diagnoses included hypertensian, multiple
strokes, atriat fibrillation, chronic kidney disease The Resident Services Director (RSD) will
stage 3, histary of deep veln thrombosis, and complete an audit of call light times weekly for
permanent pacamaker. 4 weaks, Bl-Weekly for 4 weeks, weskly for 4
-The resldent was semi-ambulstory and required ."C":fﬁ“a“d t?n;hiﬁm a manth tt° ensure
assistance with bathing and dressing. ' response improvement.
- The resident was confinent of bladder and 0. With respect to how the Plan of Correction
bowel. will be monﬁored 10/15/2024
~The resident's current level of care was Assisted
Living {AL). The QAP! Committee will meet monthly to
Diviston of Health Servica Regutailon
WE%W% SIGNATURE THLE (XB) DATE
< ' , \::chmcdc«\ Spniesie 9 [ Zle [ 2004
L y ' If confinuation sheel 1 of 48

STATE FORM

—

EZWO1H

Reviewed and Acknowledged % C/ 10/04/24




PRINTED: 09/04/2024

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIERICLIA {42) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
HALU9214 B, WING 08/14i2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5219 OLD WAKE FOREST RD
GADENCE NORT LEIGH
N H RA RALEIGH, NC 27609
oWy iD SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX (EACH DEFICIENGY MUST BE PREGERED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROS3-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
B 269| Continued From page 1 D 269 discuss the audit of call Hight limes and monitar
the Plan of Correction and re-evaluate for
additlonal action, or extend the review period as
Review of Resident #2's Resldent Register needed based on the lssues identified or trands
revaaled an admission date of 09/13/23, absetved.

Review of Resident #2's current care plan dated
05/22/24 revealed:

-She raquired assistance with activitles of daily
IIving such as toilleting and bathing.

-She was occasionally incontinent of bladder.

Revlew of Resident #2's call bell and bathroom
push alert histary log dated 07-01-24 to 08-14-24
revealed:

-On 07-02-24, the bathroom push alert was
pushed 1 time at 8:32pm and staff responded at
9:24pm, 51 minutes lafer.

-On 07-03-24, the call bell was pushed 14 limes
beginning at §:44am and staff responded at
8:32am, 107 minutes later,

-0On 07-05-24, the bathroom push alert was
pushed 2 times beginning at 7:38pm and staff
responded at 8:08pm, 31 minutes fater.

-Qn 07-07-24, the call bell was pushed 18 times
beginning at 8:22am and staff responded at
10:04am, 42 minutes later,

-On 07-07-24, the call bell was pushed 2 times
beglnning at 2:42pm and staif responded at
3:11pm, 29 minutes later.

-On 07-08-24, the call bell was pushed 3 times
beginning at 10:46am and staff responded at
11:20am, 33 minutes later.

-On 07-08-24, the call bell was pushed 4 limes
beginning at 4:48pm and staff responded at
5:27pm, 39 minutes later.

-On 07-13-24, the call beil was pushed 4 limes
beginning at 10:48am and staff responded at
11:26am, 36 minutes later.

-On 07-13-24, the call bell was pushed 3 fimes
beginning at 6:59pm and staff responded at
7:30pm, 30 minutes later.
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-On 07-18-24, the call bell was pushed 5 {imes
beginning at 12:03pm and staff responded al
12:34pm, 30 minutes later.

-On 07-18-24, the call bell was pushed 7 times
beginning at 1:29pm and staff responded at
1:58pm, 29 minutes later.

-0n 07-20-24, the call bell was pushed 1 time at
10:53am and staff responded at 11:33am, 40
minutes later,

-On 07-20-24, tha bathroom push alert was
pushed 16 imes beginning at 7:52pm and staff
responded at 8:24pm, 31 minutes later.

-On 07-23-24, the call beli was pushed 7 Umes
beginning at 2:35pm and staff responded at
3:17pm, 41 minutes later,

-0n 07-26-24, the call bell was pushed 4 limes
beginning at 7:02am and staff responded at
7:48am, 45 minutes later.

-On 07-25-24, the bathroom push alert was
pushed 3 imes beginning at 6:34 pm and staff
responded at 7:45pm, 71 minutes later.

-On 07-29-24, the call bell was pushed 3 fimes
beginning at 6:30pm and staff respondad at
7:25pm, 54 minutes later.

-On 07-30-24, ihe call bell was pushed § {imes
beglnning at 2:18pm and staff respondsd at
2:48pm, 29 minutes later, '

-On 08-12-24, the call bell was pushed 12 imes
beglnning at 7:04am and staff responded at
7:55am, 51 minutes later,

Observation of a resident who pushad his call belf
on 08/14/24 at 4:27pm ravealed:

-Staff responded to the cal! bell at 4:35pm, 8
minutes later.

-A medication alde {MA) and a personal care alde
{PCA) came Into the raom and helped him aul of
the hed Into his wheelchair to give him medication
and to take him to the dining hall for dinner.
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Continued From page 3

Interview with Resident #2's on 08/13/24 at
2:15pm revealsd:

-She waited In the bathreom one day in July after
having a bowl movemant and could not get staff
to assist her for about 48 minutes and she had to
clean herself the best that she could because no
ane came lo assist her.

-She pushed the emergency call bell In the
bathrootn becausa no one wauld come after she
pushed the call bell to assist her.

~Thera were many days she had to walt at least
30 minules after pushing the call bell and the
emergency bell In the bathroom far staff to come
to assist her.

-She often pushed her cali bell at least Sto 6
{imes requesting assistance.

Interviaw with Resident #2°s family member on
08/13/24 at 2:15pm revealed:

-Resldent #2 called her In July, cauld not recall
the exact date, crying that she had a bowel
movement and could not get anyone fo halp
clean her for about 48 minutes in the bathroom,
-On 08/12/24, she spoke with the administrator
about the issue of staff not coming to assist when
her family member pushed the call bait.

-The administrator stated that staff should
respond in less than 10 minutes.

interview with a second Resldent residing on the
AL hall on 08/14/24 at 4:20pm revealed:

-Whan he pushed the call bell for assistance it did
take staff at least 20 minules te respond ta his
needs such as needing asslstance in the
resiroom,

-Ha had not reparied the late response to hls call
bell request to anyone at the facliity,

Interview with a third Resident reslding on the AL
hall on 08/14/24 at 4:25pm revealed:

D 269

Divislan of Health Servive Regulation

STATE FORM

s EZWOH

If continustion shaet 4 of 48




Divislon of Health Service Regulatlon

PRINTED: 09/04/2024
FORM APPROVED

STATEMENT OF DEFICIENCIES (1) PROVIDERISUPPLIERICUA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

HALOS214

{22} MULTIPLE CONSTRUCTION
A, BULDING:

8, WING

{X3) DATE SURVEY
COMPLETED

R
08/14/2024

MNAME OF PROVIOER OR SUPPLIER

CADENGE NORTH RALEIGH

STREET ADDRESS, CITY, STATE, 2IP CODE

5219 OLD WAKE FOREST RD

RALEIGH, NC 27609

Xa}io
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S FLAN OF CORRECTION 6)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

D 269

Continued From page 4

“When he pushed the call bell for assistance It did
take staff at least 20 to 30 minutes to respond to
his needs such as naeding his adult underwear
changed or wishing to move from the bed to sitin
his wheelchalr.

Walting for someone to respand to his call bell
was daily.

~The PCA would naver say what took so long 1o
come when he asked.

~Hea had not reporied the lafe response to his call
bell raquest to anyone at the facliity.

Interview with a PCA on 08/14/24 at 3:45pm
rovealed:

-She responded to Resident #2 call bell when it
rung, to see what she needed, and would assist
with personal care such as toiieting care,

-if she was busy, she would page the clher PCAs
to see if they could go to see what Resldent #2
needed.

-The call ball sound want to all PCAs pagers.
-She responded fo call bells as soon as possible
and at least [n 10 minutes when her pager went
off,

Interview with a second PCA on 08/14/24 at
4:40pm revealed:

-She was asslgned to the resident who pushed
the call bell at 4:27pm.

-She was sitting wilh ancther resident in the hall
when her pager sound went off.

~The call bell sound goes to other care givers,
and she thought someane else would find out
what the resident needed.

-Shae normally would get up once she heard her
pager go off but did not that time.

-She had 10 minules to respond to the call bell.
Interdew with a medication alde (MA) on
08/14/24 at 4:50pm revealed:

-The PCA had 10 minutes ta respond to calt bell
request.

0269

Division of Heallk Sarvice Regulation

STATE FORM

eead EZWOM

If continuetion sheet & of 48



Division of Health Service Regulation

PRINTED: 09/04/2024
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

HAL09214

(*2) MULTIPLE CONSTRUCTION
A, BUILDING:

B. WING

(X3} DATE SURVEY
COMPLETED

R
08/14/2024

NAME OF PROVIDER OR SUPPLIER

CADENGE NORTH RALEIGH

STREET ADDRESS, CITY, STATE, ZIP CODE

5219 OLD WAKE FOREST RD

RALEIGH, NC 27608

) o
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENGY MUST BE PRECEDED BY FULL
REQULATORY OR LSG IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH CORRECTIVE ACTION SHOULD 8E COMPLETE
TAG GROSS-REFERENCED TO THE APPROPRIATE DATE

D 269

Continued From page 5

-Onca the PCAwas In the roam, see what the
resident needed and clear the bali that staff had
responded.

-|f the PCA was busy with another resident, they
were to use thelr waikle talkies give the room
number and ask if another PCA could go and
assist the resident.

Interview with the Resident Service Director
(RSD) on 08/14/24 at 5:50pm revealed:

-She was aware that Resident #2 had walted for
staff to respond to the aclivated call ball.

-She expected staff lo respond to the call bell "as
quickly as possible” to assist resldents with their
personal care needs but there was no set fime
that staff should respond to a call bell.

-If the PCA was busy with another resident, they
ware to use their walkie talkies and express that
they needed help and another PCA weuld go ta
assist the resident.

-They had "daily stand up" with the siaff and
reported the call bell histary of which resldent’s
had the longest wait time response and
sncouraged staff o decrease the walt time,
-During regular staff maetings she would discuss
wait time response with call bells to assist with
personal care and encouraged the staff to use
{helr walkie tallies if they were busy during a
resident's call bell activaiion,

Interview with the Administrator cn 08/14/24 at
6:40pm revealed:

-He had a care conference with Resident #2
family member on 08/12/24.

-On 08/12/24, he becarme aware that Resident #2
had waited for staff to respond to the activated
call bell.

-There are things golng on in the "community” the
reason it can take some fime to respond to a
residant's.call hell,

D 269
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-Most respanses were within reason but there
had been some long wait times and did not recall
how many,
-During a meeting with the MAs on last Thursday,
08/08/24, he Insiructed them to pull the call beil
respanse tima on {heir laptops and if notice the
walt was lang go and help or call a PGA to assist
the resident.
-His expectation was staff ware to respond to a
resident's call bell as soon as possibfe to assist
residents with their personal care needs.
b 276 10ANCAG 13F .0902(c)(34) Health Care D 276 AWith respact to the resident/situation cfted 8/16/2024
DC ardet for Resldent #6 Ted Hose Hose was
10A NCAC 13F .0902 Haaith Care obtained for resident #5's TED hose on
(c) The facility shall assure documentation of the 8/30/2024
following In the resident's record:
(3) written pI'OCBdUTGS, freatments of orders from B.With Tespect {o how the faclllly will |d9ntify 81012024
a physician or other licensed health professional; residenis/sliuations for the identifled concerns
and The Regional Director of Health and Weliness
{4) Implementation of procedures, treatments or (RDHW) provided education to the Resident
arders specified in Subparagraph (c)(3) of this Services Director (RSD) on having signed
Rule. : arders for ordered {reaiments on 9/10/24
This Rule Is not met as svidenced by: By 9/10/2024 the Resldent Services Dirsctor
Based on ohservations, interviews, and record (RSD) and Memory Care Director (MCD)
reviews, the facilty failed to ensure physicians' Itiiomp!e{ed an audit of current resident with TED
ose orders to ensure they are present In the
aorders were Implemented for 1 of 5 sampled community, any addltional findings will be
residents (#5) with orders for thromba-embolic corrected immediately.
deterrent hose (TED).
C. With respect to what systemic measures 12/6/2024
The findings are: have been put Into place.
Review of Resident #5’s current FL-2 dated The RSD, MCD, RSC and/ar designee wil
04/03(24 revealed: complete an audit of new resident treatment
orders weekly for 4 weeks, Bi-Weekly for 4
-Dlagnoses Included hemiplegla, hyperiension, waaks, weekly for 4 weeks, and monthly for a
chranlc kidney disorder, and anxiaty disorder. month to ensure to ensure physlcal orders are
-The resident needed assistance with bathing, in the community,
dressing, toileting, and ambulation.
D. With respact to how the Plan of Correction  |12/6/2024
Divislon of Health Service Ragulation
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Review of Resldent #5's physlolan orders dated
04/03/24 revealed thrombo-ambolic deterrent
hose (TED) hose knea high were to be applied
every morning and removed at bedtime.

Raview of Resident #5's licensed heaith
professional services (LHPS) form dated
07/18/24 revealed documentaiion that the
resident wore TED hose.

Review of Resldent #5's August medication
administration record {(MAR) revealed;

~There was an antry for TED hosae to be applied
at 8:00am and removed at 8:00pm dally.

-TED hose were documented as applied and
removed dally from 08/01/24 to 08/14/24,

Observation of Resident #5 on 08/13/24 at
vastous times betwesn 12:00pm-4:00pm revealed
she was not wearihg TED hose.

Obsarvation of Resident #5 on 08/14/24 at
9:00am and 10:30am revealed she was not
waaring TED hose,

interview with Resident #5 on 08/13/24 at 4:15pm
revealad she did not wear TED hose.

Interview with a medication alde (MA) on
08/14/24 at 10:40am revealed:

<The MA's wera responsible for applying and
removing TED hose to Resident #5.

-Resident #5 should have had her TED hose
appiled at 8:00am and removed at 8:00pm dally.
~There wera fimes the MAs put Resident #5's
TED hose on In the afternoon.

-She signed the eMAR that mormning at 8:00am
that she applied Resldent #5's TED hase.

D276 will be monitored

The QAPI Committee will mest monthly fo
discuss the audit of new resident freatment
orders and monitor the Plan of Corraction and
ra-svajuate for additional action, or extend the
review period as needed based on {he lssues
identified or trends observed.

Division of Health Servica Regulation
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Interview with a second medication alde {MA) on
08/14/24 at 10:50am revealed:

-The MAs werg responsible o put on Resident
#5's TED hose in the morning and remove them
at night.

-Staff members took Resident #5's TED hosa off
in the aftenaan if she complained about them,
-She put Residen{ #5's TED hose on at 8:00am
on 08/13/24.

-She did not know why Resident #5's TED hose
wera not on the afternoon of 08/13/24,

Interview with the Resident Services Director on
08/14/24 at 3:00pm revealad:

-She expected the MAs fo apply Resfdent #5's
TED hose every motning at 8:00am and remove
them every night at 8:00pm,

-She expectad the MAs {o sign the eMAR for
application of TED hose after they had been
applied.

-if she was nolified that a resident refused to
wear TED hose then she attempts to get the
order for the TED hose discontinued.

Interview with the Administratar on 08/14/24 at
4:00pm revealed:

-He expected the MAs to follow physician orders
for the application and removai of
thrombo-embolic deterrent hose (TED).

hose,

-MAs were responsible for ensuring that residents
wore their TED hose daily.

-He expected the MAs to sign the electronic
madication adminisiration record (eMAR) for the
TED hose afier thay had been put on the
resident.

~The managers checkad the eMARs regularly to
ensure the MAs were following physiclan orders.

Attempted telephone interview with Resldant #5's
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family member on 08/14/24 at 2:00pm was
unsuccessful.
Attempted telsphone Interview with Resident #5's
primary care provider (FCP) on (8/14/24 at
2:00pm was unsuccessful,
D 358| 10A NCAG 13F ,1004{a} Medication D358 A. With respect to the resident/situation cited | 9/3/2024
Administration
On 8/15/2024 resident #7's eye drops, and
10A NCAGC 13F .1004 Medication Administration inhaler were defivered and made available to
{a) An aduft care home shall assure that the the resident.
praparatl'on and administration of medications, Resident #7s eye drop order was conflrmed and
prescription and nan-prescription, and treatments MAR was updated.
by staff are In accordance wiih:
(1) orders by a licensed prescribing practitioner Residents #7's MiraLAX was deliverad and
which ara maintained in the resident's record; and made avallable to the resident.
(2) rules In this Section and the facility's policies Resldent #6's DIC Nystatin ord ed
esldent #6's ystalin order was recelve
and procadures. on 8/3/2024
This Rule s not met as evidenced by: Resident #1's Lidocaine patches are on the
Based on abservations, Interviews and record madicatlon cart, and avallabls per current order.
reviews, the faclilty falled to ensure medications
wers administered as ordered for 2 of 4 residents B.With respect to how the facliity will identlfy 9{12/2024
(#6 and #7) cbserved during the medication pass residents/sltuations for the Identified concerns
Includl ors with a topical antifungal cream
uding err a top g 9/12/2024 The Reglona Director of Heaith and
(#6), a stercidal eye drop solution and a laxative
47% and for 2 of 3 o residents (i1 and #2 Woeliness (RDHW) provided aducation to HWD
#7); and for 2 of 3 sampled residents (#1 and #2) an ensuring madications are avaitable in the
Including errors with eye pressure reducing aye medication cart per the signed physician orders
drops and topleal pain relief patches (#1) and eye on 9/10/2024
drop was discontinued witheut a dactor's order
@#2), By 9/12/2024 R3D to provide education to
current clinical staff on proper medication orders
The findings are: procedures
i By 9/10/2024 RSD, MCD, RSC and/or designes
The medication arror rate was 9% as evidenced to condugt an audit of current resident arders to
by 3 errors out of 32 apportunities during the ensure medications are available as prescribed.
moming medication pass on 08/14/24,
C. With respect to what systemlc measures 12/6/2024

have besn put into place.
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‘ complets audit of the medication cart weeldy for

1. Review of Resident #7's current FL-2 dated 4 woeks, Bl-Weekly for 4 weeks, weekly for 4 -

08/08/24 revealed diagnoses Included chronic weaks, and monthly for a manth to ensure

ohsiructlve pulmonary disease, hypoxia, and proper compliance with medications

resplratery fallure.

Observation during the maming medication pass Silrgghnzgﬁﬁgfé é° how the Plan of Gorrection | 12/8/2024

an 08/14/24 at 8:54am revealsd: ,

-The medication alde (MA) prepared Resident The QAP Committes will meet monthly to

#7's momning medications which included 8 and %2 discuss the audit of medication carts and

pills, 1 topledl ged, an Inhaler and eye drops. monitar the Plan of Corraction and re-evaluate

for additional aclion, or extend the review
perlod as neaded based on the issues [dentified
or trends observed.

-The MA announced she was requesting reflils
elactronically from the pharmacy for 2
medications that were not on the medication cart
for Resldent #7.

-The MA administered the medications lo
Reslident #7 In his rcom with water {no additive).

Interview with the MA on 08/14/24 at 8:56am
revealed:

-She did not know how long Resldent #7's
medications had been out of stock because she
had been off for 2 days.

-Sometimes electronic refill requests did not
always go through to the pharmacy.

a. Review of Resident #7's current FL.-2 daled
08/06/24 revealed an order for pradnisolone 1%
ophthalmic solution 1 drop in the right eye 4 limes
dally, (Predniscione ophthalmic solution is used
to treat mild to maderate eye inflammation and
allergfes.)

Observation during the moming medication pass
on 08/14/24 at 8:54am revealed Resldent #7 did
not recelva prednisolone eye drops.

Raview of Resident #7's Juns, July, and August
2024 elestranic medication administration records
(sMARs) revealed:

~There was an entry for prednisolons 1% one

Divislon of Heallh Service Regulation
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drop into the right eye 4 times dally at 8:00am,
42:00pm, 4:00pm and 8:00pm.

Thers was documentation pradnisolone 1% eye
drops were administered from 8:00am on
06/01/24 through 08/14/24 at 8:00am,

Interview with Resident #7 on 08/14/24 at 2:55pm
revealed:

-He had not been given eye drops 4 times daily
for 3-4 days or a week.

-He askad the medication aide (MA) where his
aye drops were and was teld they had io be
ordered.

.He had cataracts, and his eye doctor ordered the
drops which had helped him a lot.

Telephone Interview with a pharmacist at the
facliity’s contracted pharmacy an 08/14/24 at
41:82am revealed:

-The pharmacy had an order dated 07/19/23 for
pradnisolone 1% one eye drop to the right eye 4
times dally for Resident #7.

-The pharmacy dispensed a 10ml botile of
prednisolone eye drops for Resident #7 on
04/30/24 and 06/30/24,

-Each 10ml bottle of prednisclone contained
15420 drops per mi or 150-200 drops per hotlle
which would last Restdent #4 between 37 and 50
days.

-The pharmacy had not received a reflll request
since 06/20/24, for Resldent #7's prednisolone
untll today.

b. Review of Residant #7’s current FL-2 dated
08/06/24 revealed an order for Miralax 17 grams
in & gunces of liquid daily wilh breakfast. (Miralax
Is uged to treat constipation.)

Obsetvatlon during the morning medication pass
on 08/14/24 at 8:54am revealed Miratax was not

D 358
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Continued From page 12
administerad to Residant #7.

Review of Resident #7's Junsg, July, and August
2024 slecironic medication administration records
(eMARs) ravealed:

-There was an entry for Miralax 17 grams In 8
aunces of liquid daily with breakfast at B:00am.
-Thare was documentation Miralax was
administered from 8:00am on 06/04/24 through
08f14/24 at 8:00am.

Intarview with Resident #7 on 08/14/24 at 2:55pm
revealad;

-He did not have any problems with constipation
bacausa he got Miralax every day.

~The Miralax was a powder that was mixed into
his water and made the water grayish so he could
see it in the water,

interview with the medicatlon aide (MA) on
08/14/24 at 3:04pm revealed:

-Resldent #7 had his botlle of Miralax on the
medication cart when she documented
administering the Miralax on 08/04/24, 08/05/24,
and 08/07/24 through 08/12/24,

<Resident #7's Miralax just ran out and she
orderad a refill today.

Telephone Interview with a pharmacist at the
facllity's contracted pharmacy on 08/14/24 at
41:32am revealed:

~The pharmacy had an order dated 07/19/23 for
Miralax 17gm dally with breakfast for Resident
#7.

~The pharmagy dispensed 1 boftle of Miralax far
Rasident #7 on 02/06/24 and today.

-One hattle of Miralax contalned 510 gm and
which was a 30-day supply.

-The pharmacy had not received a reflll request
since February 2024, for Resident #7's Miralax

D 368
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untll taday.

Intarview with the Resident Service Director
{RSD) an 08/14/24 at 4:00pm revealed:

-MAs might have been borrowing Miralax for
Resident #7.

-MAs should not have borrowed medications.
-MAs wara responsible for requesting refills for
residents' medications from the pharmacy.

Attempted telephone Interview with Resident #7's
Primary Care Pravider an 08/14/24 at 5:01pm
was unsuccassful,

Refer to interview with the Resident Service
Dlrecter (RSD) on 08/14/24 at 4.00pm.

Refer o Intarview with the Administrator on
08/14/24 at 4:45pm.

¢. Revlew of Rasldent #6's current FL-2 dated
05/20/24 revealed:

-Dlagnoses Included dementia and diabetes
meilitus,

-Medication orders included Nystatin 100,000
gramsfunit 1 applicalion externally twice daily,
{Nystatin Is used to treat yeast or fungal
infections.)

Observatlon during the moming medication pass
on 08/14/24 at 8;31am revealed:

~The medication aide (MA) prepared Resldent
#6's morning medications which included 7 pliis
which were crushed and mixed In applesauce.
-The MA assisted Resident #8 with eating the
applesatce and medication mixture.

-The MA documented on Resident #6's electronic
madication administration record (eMAR) after
administering the applesauce and medication
mixture.

D 358
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-The MA did not remove Nystatin cream from the
medicatlon cart nor apply Nystatin cream to
Resldent #6.

Review of Resident #6's June, July and August
2024 eMARs revealad:

~There was an entry for Nystatin 100,000
gramsfunit topical to affected area twice dally at
8:00am and 8:00pm.

-There was documentation doses of Nystalin
were administered twice daily from 8:00am on
06/06/24 through 8:00am on 08/14/24.

Interview with the medlcation alde {MA) on
08/14/24 at 3:21pm revealed:

-She could not find Resident #86's Nystatin,

-She thought the order for Resldent #6's Nystatin
might have been discontinued and that was why
there was nane on the medication cart.

-The Nystatin cream was being applled under
Resfdent #6's breasts and it was healed.

-She thought the last ime she applied the
Nystatin cream under resident #6's breasts was
yesterday {08/13/24).

-She callad the pharmacy for a refill on Resident
#6's Nystatin cream and was told there were no
refills avaliable,

-She did not know why she did not document the
Nystatln cream was not administered today on
the aMAR.

-The new eMAR system raquired a note when a
maedication was not administered,

-She thaught she clicked administered to save
tima and avoid blank entries on the eMAR,

Observalion of Resident #6 on 08/14/24 at
3:30pm revealed there was no redness or
lritation under the resident's breasts.

Telephona Interview with a pharmacist at the

D 368
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facllity's contracted phammacy on 08/14/24 at
11:32am revealed:

-The phatmacy had an order dated (6/04/24 for
Nystatin cream 100,000 units/gm 1 applicalion
twice dally for Resident #8,

-The Nystatin cream was ordered for Resldent #6 -

{o treat yeast dermatitis, and the application site
was not specified,

~The pharmacy dispsnsed one 30gm tube on
06/05/24.

-|t depended on where the Nystalin cream was
applled for how tong one 30gm tube would last; at
meost a 30gm tube was a 30-day supply.

«The pharmacy had not dispensed Nystatin
cream for Resldent #6 since 06/05/24.

Interview with the Resident Service Director
(RSD) on 08/14/24 at 4:00pm revealad MAs were
respansible for requesting refills for residents’
medications from the pharmacy.

Attempted telephone Interview with Resident #8's
Primary Care Providar on 08/14/24 at 5:03pm
was unsuccessful.

Based on observations, interviews and record
reviews, it was determined Resldant #8 was not
interviewable.

Rafer to Interview with the Resident Service
Director {RSD) on 08/14/24 at 4:00pm.

Refer to interview with the Administrator on
0814/24 at 4:45pm.

2. Revlew of Resident #1's current FL-2 dated
02/21/24 revealed diagnoses included dementia.

a. Review of Resident #1's current FL-2 daled
02/21/24 revealed an order for lidocaine 4% apply

D 358
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2 palches to the lower back every morning and
remiove 12 hours later, (Lidocaine Is used to treat
pain.}

Review of Resident #1's June, July, and August
2024 electronlc medication administration record
(eMAR) revealed:

~There was an eniry for Lidocaine 4% apply 2
patches to the lower back every morning and
remove 12 hours later scheduled at 9:00am and
9:00pm.

-Thera was documentation of Lidocaine pafches
application and removal dally from 06/01/24
through 08/11/24 except application on 07/20/24,

Observatlon of Resident #1's medlcations on
niand on 08/13/24 at 3:00pm revealed:
~There was a genaric hox of § lidocaine 4%
patches with 2 pharmacy label which had
Resident #1's name and instructions for 2
patches applled to the lower back daily and
removed 12 hours later,

-The pharmacy label Indicated there were 10
fidocaine patches dispensed on 03/23/24.

{nterview with the medication alde (MA) on
08/14/24 at 3:00pm revealed she did not know
why Resldent #1 had a box of lidocalne paiches
dispensed In March 2024 bacause the resident
used the patches avery day.

Telephone interview with a pharmaclst from the
facllity's contracted pharmacy on 08/13/24 at
3:20pm revealed:

-The pharmacy began servicing tha faclity In
February 2023,

-Resident #1 had an existing crder for lidacalne 2
patches topleal to lower back every moming and
remove avery evening,

-The pharmacy dispensed 10 lidocaine patches

D 368
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for Resident #1 on 03/23/24 and 30 on 06/24/24.
-The pharmacy dispensed a total of 20 days'
supply of lldocaine patches for Resident #1 since
03f24/24.

Lidocaine was not on ¢cycle fifl arders; a refilt had
{o be raquested by staff.

Telephona interview with Resident #1's ptimary
care provider (PCP) on 08/14/24 at 11:32am
revealed:

-Lidocalne patches were for Resldent #1's
chronlc arthritls pain.

-Resident #1 had advanced dementia; the PCP
had not noticed any paln on examination of the
resident.

-Stie had not thought ta check for placement of
lidocalne patches on resident #1.

-She expecied staff to administer medications as
otdered.

-She expecled staff to talk to her if a medication
was not administered so that she could review
the medication andlor discontinus the medication.
-Staff had not contacted her regarding lidocaine
palches for Resident #1.

Interview with the Memory Care Director (MCD)
on 08/14/24 at 3:35pm revealed:

MAs stocked lidocaine patches for Resident #1
by placing louse patches from plastlc bags into
the box,

-The Supervisor and Resldent Service Director
(RSD) checked for medications that were old or
expired when they completed medication cart
audits.

b. Review of Resldant #1's current FL-2 dated
02/21/24 revealed an order for Rocklatan
0.02%-0.006% one drop inte each eye daily at
bedtime. (Rockiatan aye drops are used to
reduce high eye pressure due lo glaucoma or

D358
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ocular hypertension.)

Review of Resldent #1's June, July, and August
2024 electranic medication administration record
{sMAR) raveslad:

-There was an anlry for Rocklatan 0.02%-0.006%
one drop into each eye dally at bedtime
scheduled at 9:0Cpm.

~There was documentation Rocklatan was
administerad daily from 06/01/24 through
08/11/24.

Observation of Resident #1's medlcations on
hand an 08/14/24 at 3:00pm revealed thare were
no Rocklatan eye drops on the medication cart for
Resident #7.

Sacond observation of Resident #1's medicatlons
on hand on 08/14/24 at 4:09pm revealed:

-The eye drops were stored in the medication
refrigerator on the assisted living (Al.) side.
-There were 2 manufaciurer's hoxes of Rocklatan
ophthalmic solution with pharmacy labels that hed
Resldent #1's name and Instructions for 1 drop
into both eyes daily befaore badtime,

-The pharmaey label indicated the 3 remaining
boxes were part of B (2.5ml each) bottles
dispensed on 06/29/23,

-There was a 3rd manufacturers box of
Racklatan eye drops on the medication cart on
the special care unit (SCU).

-The Rocklatan box had a pharmacy label with
Resldent #1's name and indicated it was 1 of &
dispensed on 06/29/23.

-There was a handwritten date of "8/13" (no year)
on the pharmacy fabel.,

Interview with the madlcation alde (MA) on
08/14/24 at 3:00pm revealed;
-There were Rockiatan aye drops on the

D 358
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medlcation cart that morning {08/14/24),

-The pharmacist audiling the medicatlon cart took
the hottle of Rocklatan because Resident #1's
family member had provided the medication.

Telophone Interview with a pharmacist from the
facllity's contracted pharmacy on 08/13/24 at
3:20pm revealad:

-Rocklatan eye draps were not covered by
Resldent #1's Insurance.

-The pharmacy left a message wilh Resldent #1's
ophthaimeloglst and faxed a notification to the
facliity on 05/24/24,

Telophone Interview wilth Resldent #1's mall order
pharmacy on 08/14/24 at 10:65am revealed:

-The pharmacy last filled Rocldatan aye drops for
Resident #1 on 04/04/23 and 06/28/23 with
42.5mt which was a 90 day supply.

-The pharmacy had not dispensed Racklatan for
Resident #1 since 06/28/23.

Interview with the Memory Care Dirsctor (MCD)
on 08/13/24 at 4:01pm revealed:

~Resident #1's Rocklatan eye drops were In the
facility.

-The pharmaclst removed the open bottle of
Rocklatan on the medication cart because she
thought the apen date was for (2) February 2024,
but it was for (7) July 2024,

-There ware 5 boltles of Rocklatan eye draps in
the medication refrigerator on the assisted living
{AL) slde,

-New Rocklatan eye drops were placed on the
medication cart today.

-He did not know why the pharmacy labsi
indicated the Rocklatan was dispensed over one
year ago.

-He only had eye draps for Resident #1 baged on
what tha family member provided.
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Second nterview with the MA on 08/13/24 at
4:17pm revealed she administerad Rockiatan eya
drops to Resldent #1 today.

¢. Revlew of Resldent #1's current FI.-2 dated
02/21/24 revesled an arder for Simbrinza
1%-0.2% one drop Into each eye every marming.
(Simbrinza eye drops are used to reduce high eye
pressure due to glaucoma.}

Review of Resident #1°s Juns, July, and August
2024 electronlc medication administration record
(sMAR) revealed:

-There was an entry for Simbrinza 1%-0.2% one
drop Into each aye avery momning scheduled at
9:00arm,

-Thera was documentation Simbtinza was
adminlsterad daily from 06/01/24 through
08/11/24 except an 07/20/24.

Observalion of Resldent #1's medications on
hand on 08/14/24 at 3:00pm revealed there were
no Simbrinza eye drops on the medication cart for
Resident #7.

Interview with the medication aide (MA) on
08/14/24 at 3:00pm revealed:

-There were Simbrinza eye drops on the
medication cart that morning (08/14/24).

-The pharmacist auditing the medication cart took
the bottla of Simbrinza because Resident #1's
family member had provided the medication.

Telephone Interview with a pharmaclst from the
faciiity's contracted pharmacy on 08/13/24 at
3:20pm revealed:

~Stmbrinza eye drops were not covered by
Resident #1's insurance.

-The pharmacy left a message with Resldent #i's

D 358
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ophihalmelogist and faxed a notification to the
facllity on 05/24/24,

Telephone Interview with Resldent #1's mall arder
pharmacy on 08/14/24 at 10:55am revealed:

<The pharmacy last fliled Stmbrinza eye drops for
Resident #1 an 04/01/23 and 07/04/23 with a 80
day supply.

-The pharmacy had not dispensed Simbrinza for
Resident #1 since 07/04/23.

Second Interview with tha MA on 08/13/24 al
4:17pm revealed.

-She administerad Simbrinza eye drops fo
Residant #1.

~The Simbrinza eye drops ran out today.

-She was walling for Resident #1'a family
member lo bring a new hattle of Simbrinza eye
drops for Resident #1.

Interview with the Memory Care Director (MCD)

an 08/13/24 at 4:01pm revealed he did not know
there wara no Slmbeinza eye drops for Resident
#1.

Telephone interview with a family member on
08/14/24 at 9:03am revealed:

-He called Resident #1's ophthaimologlst today
after the staff called and told him the resident ran
out of her eye drops.

-He was on his way to the faclllty to figure out why
Resident #1's eye drops ran out and where it was
ordered from lasi.

-The copayment for Resident #1's aye drops was
too high whan the faciiity contracted with the new
pharmacy (February 2023}

-He gave a staff {did not remember har name)
information for Resident #1's pharmacy insurance
plan for mail order back then.

-Ha did not remember exacily when that was last
Divislon of Heallth Sarvice Regulation
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year.

-He had providad the staff with samgple eye draps
from the ophthalmologist's office before the mail
arder,

-He had not provided samples from the
aphthaimologist's office since then,

-Resident #1 was legally blind in her left eye.
-The eye drops were to keep her from losing her
vision in her right eye and from having any pain in
her lsft eye.

Telephons interview with Resident #1's primary
care provider (PCP) on 08/14/24 at 11:32am
rovealed:

-Resident #1's tamily membar took the resident to
her ophthalmalogist's appoiniments,

-The Rocklatan and Simbrinza were used te treat
glaucoma; the eye drops prevented eye pressure,
-Increased eye pressure from glaucema could
{ead to headaches, eye pain, vlsion changes and
vislon loss.

-She expected staff to talk to her if a medication
was not administered so that she could review
the medication and/or discantinue the madication.
-Staff had not contacted her with any concerns
related to Resident #1's eye drops.

Interview with the Memary Care Director (MCD)
on 08/13/24 at 4:01pm revealed:

-Resident #1's family member brought her eye
drops to the facillty; he was supposed ta bring the
drops today (08/13/24).

-New orders went to the Resldent Service
Director {(RSD) and she faxad the orders to the
pharmacy,

-The pharmacy entered provider orders an the
MAR; the RSD was able to enter orders on the
MAR sometimes too,

-The pharmacy and the RSD wers able to
discontinue orders an the MAR.
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-The Supervisor and the RSD completed
medication cart audits.

-A medioation cart was completed yesterday
(08/12/24) and the pharmacy audited the
medication cart today (08/13/24).

Infarview with the MCD on 08/14/24 at 3:36pm
revealed:

-It was part of the medlcation administration
process to meke sure medications were on the
medication cart and avaiiable for administration.
-Resident #1's famlly membar was respansible
far supplying the resident's eye drops.

-He did not know what else MAs could have heen
dona I the famity member did not supply
Resldant #1's eye drops.

-MAs should have documented Resident #1°s eye
drops were not administered due to waiting for
delivery from the family member.

He never ardered aye drops through the mail
order pharmacy for Resident #1.

-The MA called Resldent #1's family member
when eye drop refills were needed.

“The MA did not document contacting Resident
#1's famlly member anywhere,

interview with the Resident Service Director
(RSD) on 08/14/24 at 4:00pm revealed:

-MAs were responsible for contacling Residant
#1's family member ane week before a
medication would run out to request a refill.
-MAs were responsibls for documenting contact
with the famity mamber in the resident's pragress
notes.

-She, medication aides (MAs}, the Memory Care
Director (MCD), and the Resident Gare
Coordinatar (RCC) were responsible for the
medlcation order process from new orders ta
discontinuing medications.

“The staff mamber that retrleved the madication

Divislon of Healih Service Regulation
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order from the fax machine was responsible for
faxing the order to the pharmacy.

-Ordars that were faxed to the pharmacy went to
her ar the RCC for review and approvai on the
etectronic medication administration record
(eMAR) system,

-The pharmacy entered medication orders on the
aMAR and she reviewed and approved the orders
on the sMAR.

-She and the MCD complsted medicatlon cart
audits ance weekly.

-MAs wera responsible for completing medication
cart audits up until MayAlune 2024,

-A medication cart audit in May/June 2024
showed non-oral medicatlons were not stocked,
outdated or dispensed months prior.

-MAs were retrained on medication administration
and the medication cart audit process was
changed.

-Checking dispense dates was part of the
medication cart audit process.

-MAs wera responsible for administering
madications as ardered by the provider.

-She completed observations of medications
passes In May 2024 and July 2024 to ensure
compliance with the medication administration
process,

Interview with the Administrator on 08/14/24 at
4:45pm revealed:

-MAs ware responsible for contacting the familly
member for eye drop refills for Resident #1,
-MAs were responsible far documenting contact
with the family member In the resident's progress
notes.

-MAs were responsibie for administering
madications to residents according to the
provider's arder.

-MAs, the RCC, and the RSD were responsible
for ansuring medications were on hand and

D 358
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available for administration.

~The RSD was responsible for oversight of the
medication administration process,

-The RSD monitored reports generated by the
elactronic charting system.

-Report monitoring was only as accurate as the
information entered into the system,

-The RSD was responsible for completing weekly
medication cart audits.

-The madication cart audit tool did not currently
screen for discontinued medications and months
old dispense dates,

-Medications not on hand should have been
plcked up by the medication cart audit teol,

-He was responsible for monitoring quality
improverment reports related to the madication
administration process,

-He developed Initlatives for improvement
whanever an area of concern was Identified.

Alternpted telephone interview with Resldent #1's
ophthalmologist on 08/14/24 at 10:46am was
unsuccassful.

Basad on cbservations, Interviews and record
reviews, it was determined Residant #1 was not
interviewable.

D 367 10A NCAC 13F .1004(j) MedIcafion D 367 A, With respect to the resident/situstion cited | 8/15/2024

Administration
On 8/15/23 resldent £7's eye drops, and inhaler

were delivered and made avallable to the

10A NCAC 13F .1004 Medlcation Administration
resident.

() The resident's medication administration
record (MAR} shall be accurate and include the Resident #7s eye drop order was confirmed
fallowing: and MAR was updaled.

(1) resident's name;
(2) name of the medication or treatment crder; Residents #7's MiraLAX was delivered and
(3) strength and dosage or quantity of medication made avallabls to the rasident.

administered; Resldent #6's DG Nystatin order was recelved

Division of Health Service Regulation
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(4) instructions for administering the medication Rasident #1's Lidocaine patches are on the

or treatment; medication cart, and avaltable per current order.

{5) reason or justification for the administration of
medicatlons or treaiments as neaded (PRN} and
documenting the resulting effact on tha resldent;

B.With respect to how the facliity will identify 91212024
residents/situations for the identifled concerns

(8) date and tims of adminisiration; On 9/10/2024 The Reglonal Diractor of Health
(7} documentation of any omission of and Wellness (RDHW) provided education to
medications or treatments and the reason for the HWD on ensuring medications are available In
omiasion, including refusals; and, the medication cart per the signed physiclan
(8) name or inliials of the person administering arders. ,

the medication or treatment. If inifials are used, a .

signature egulvalent to those Initials Is to be Egrf;;ffngf;fsstfﬂ‘gnpp‘i;f:rfgggﬁﬁgf
documented and maintained with the medication orders procedures

administration record (MAR),
By 9/10/2024 RSD, MCO, RSC and/or

This Rule is not met as evidenced by: deslgnee to conduct an audit of currant restdent
Based on observations, Interviews and record arders to ensure medications are avallable as
reviews, the facllity falled to ensura the prescribed. oH6/2024
administration or nen-administration of C. With respact to what systemic meastres
medications was documented on the medication
have been put into place,
administration racord for 4 of 7 sampled residants
(#1, #2, #6 and #7). The RSD, MCD, RSC andfor desfgnae wiil
complete audit of the medication cart weekly for
The findings are: 4 wesks, Bi-Weekly for 4 weeks, weekly for 4
waoks, and monthly f_or a month to ensure
1. Review of Resident #7's current FL-2 dated proper compilance with medications.
08/06/24 revealed diagnoses included chronic D. Wiih respect to how the Plan of Gorrection | 12/6/2024

obstructive pulmonary disease, hypoxia, and will be monitared
respiratory failure.
The QAP| Committea will meet monthly to

a, Review of Resldent #7's current FL.-2 dated discuss the audit of medicatlon carts and
08/06/24 revealed an order for prednizolone 1% moniter the Plan of Gorreclion and re-svaluate

ophinalmic solution 1 drop In the right eye 4 limes R o o nataad e odend tha roview
dally, (Prednlsolone opthalamic sclution is used identifled or trends obssrved.

fo treat mild to moderate eye inflammation and
allergles.)

Review of Reskiant #7's Jure, July, and August
2024 atectronic medication administration racords
{eMARs) revealed:

Divlatan of Health Service Regulation
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~There was an entry for prednisolone 1% one
drop Into the right eye 4 times dally at 8:00am,
12:00pm, 4:00pm and 8:00pm.

-There was documentation prednisclane 1% eye
drops were administerad fror 8:00am on
06/01/24 through 08/14/24 at 8:00am.

«There was no documentation doses of
pradnisclone that were not administered.

Observation during the morning medication pass
on 08/14/24 at 8:54am revealed there were no
prednisalone eye drops avallable to administer to
Rastdent #7.

Interview with Resident #7 on 08/14/24 al 2:56pm
revealed:

-He had not been given eye drops 4 times dally
for 3-4 days or a week.

-He asked the medication alde (MA) where his
eye drops were and was told they had to be
ordered.

-He had cataracts, and his eye doctor ordered the
draps which had helped him a lot.

Telephane interview with a pharmacist at the
facHily's contracted pharmacy on 08/14/24 at
11:32am revealed:

«The pharmacy had an order dated 07/19/23 for
prednisolone 1% one eye drop to the right eye 4
times dally for Resldent #7.

-The pharmacy dispensed a 10ml bottle of
prednisalone eye drops for Restdent #7 an
04/30/24 and 06/30/24,

~Each 10m| bottle of prednigolone contained
15-20 drops per ml or 150-200 drops per bollle
which would last Resldent #4 between 37 and 80
days.

-The pharmacy had not received a refill request
since 06/20/24, for Resldent #7's prednisclone
untif today,

0 ag7
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b. Review of Resldent #7's current FL-2 dated
08/06/24 revealed an order for Miralax 17 grams
In 8 ounces of llquid daliy with breakfast. (Miratax
is used to treat constlpation.)

Review of Resldent #7's June, July, and August
2024 electroric medication administration records
(eMARs) revealed:

-There was an entry for Miralax 17gm In 8 ounces
of liquid dally with breakfast at 8:00am.

~There was documentation Miralax was
administered from 8:00am on 06/01/24 through
08/14/24 at 8:00am.

—There was no documsentation of dosas of Miralax
that were not administered.

Observation durlng the morning medilcation pass
on 08/14/24 at 8:54am revesaled there was no
Miralax avallable for administration to Resident
#7,

interview with Resident #7 on 08/14/24 at 2:55pm
revesled:

-He dld not have any problems with constipation
because he got Miralax every day.

~The Miralax was a powder that was mixed into
his water and made the water grayish so he could
seo [t In the water,

Intervisw with the medicaton aide (MA) on
08/14/24 at 3:04pm revealed:

-Resident #7 had his bottle of Miralax on the
medlcation cart when she documanted
administering the Miralax an 08/04/24, 08/05/24,
and 08/07/24 through 08/12/24.

-Residant #7's Miralax Just ran out and she
ardered a refill today.

Talephone Interview with a phammacist at the
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facliity's contracted pharmacy on 08/14/24 at
11:32am revealed:

~The pharmacy had an order dated 07/19/23 for
Miralax 17gm daily with breakfast for Resldent
#7.

-The pharmacy dispensed 1 bottle of Miralax for
Resldent #7 on 02/06/24 and today.

-One botile of Miralax contained 510 gm and
which was a 30-day supply.

-The pharmacy had not received a refill request
since Februaty 2024, for Resident #7's Miralax
untii foday.

interview with the Resident Service Diractor
(RSD) on 08/14/24 at 4:00pm revealed MAs
might have besn barrowing Miralax for Resident
#7,

Refer to Fnte{vlew with the Resident Service
Director (RSD) on 08/14/24 at 4:00pm.

Refer to Interview with the Administrator en
08/14/24 at 4:45pm.

2. Review of Resident #5's current FL-2 dated
05/20/24 revealed;

-Diagnoses Included dementia and diabetes
meliitus.

-Medication orders included Nystatin 100,000
grams/unit 1 application externally twice daily.
{Nystatin Is used to treat yeast or fungal
infactions.)

Review of Resident #8's Junae, July and August
2024 slectranic medication administralion records
{eMARs) revealed:

-There was an enlry for Nystatin 100,000
gramsiunit topical to affected area twice daliy at
8:00am and 8:00pm.

-There was documentation doses of Nystatin
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ware administered twice dally from 8:00am on
06/06/24 (hrough 8:00am on 08/14/24,
-There was no documentation that doses of
Nystatin wers nat administerad.

Interview with the medication alde (MA) on
08/14/24 at 3:21pm revealed:

-She could not find Resident #6's Nysialin,

-She thought the arder for Resident #8's Nystatin
might have been discontinued and that was why
thers was none on the medication cart,

~The Nystatin cream was being applfed under
Resident #6's breasts and it was healed.

-Sha thought the fast time she applied the
Nystatin cream under resident #6's breasfs was
yasterday (08/13/24).

-She called the pharmacy for a refllf on Restdent
#6's Nystatin cream and was told there were no
refllls avallable.

-She did not know why she did not document the
Nyslatin cream was nol given today on the
sMAR,

-The new sMAR system required a note when a
medication was not administered.

-She thought she clicked administared to save
time and avoid blank entries on the eMAR.

Telephona interview with a phamacist at the
facility’s contracted pharmacy on 08/14/24 at
11:32am revealed:

-The pharmacy had an order dated 06/04/24 for
Nystatln cream 100,000 units/gm 1 application
twice daily for Resident #6,

-The Nystatin cream was ordered for Resident #1
to treat yeast dermatitls, and the applicalion site
was not specified,

-The pharmacy dispensed one 30gm fube on
06/05/24.

-H dependad on where the Nystatin cream was
applied for how long one 30gm tube would last; at

D 387

Division of Health Service Regulailon

STATE FORM

haaid EZWOH

if cantinuallon sheat 31 of 48




Division of Healih Servica Regulation

PRINTED: 09/04/2024
FORM APPROVED

STATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION INENTIFICATION NUMBER:

HAL09214

(%2) MULTIPLE CONSTRUCTION
A, BUILDING:

B, WING

{X3) DATE SURVEY
COMPLETER

R
08/14/2024

NAME OF PROVIDER OR SUPPLIER

CADENCE NORTH RALEIGH

STREETADDRESS, GITY, $TATE, ZIP CODE

5249 QLD WAKE FOREST RD

RALEIGH, NC 27602

(X4} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PREGEDED BY FULL
REGULATORY OR LSC [DENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION o)
PREFIX (EAGH CORRECTIVE AGTION SHOULO BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

D 3687

Conlinued From page 31

most a 30gm tube was a 30-day supply.
-The pharmacy had not dispensed Nystatin
cream for Resident #6 since 06/05/24,

Basad on observations, interviews and record
reviews, it was determinad Resldent #6 was not
Interviewable.

Refar to Interview with {he Resident Service
Direcior (RS} on 08/14/24 at 4:00pm.

Refer ta interview with the Administrator on
08/14/24 at 4:45pm.,

3. Review of Resident #1's current FL-2 daled
02/21/24 revesled diagnoses Included dementla.

a. Raview of Resident #1's current FL-2 dated
02/21/24 revealed an crder for idocaine 4% apply
2 patches to the lower back every morning and
remove 12 hours later, {Lidocalne is used to treat

pain.}

Review of Rasidant #1's June, July, and August
2024 electronic madication adminisiration record
(eMAR) revealed:

_There was an enlry for Lidocaine 4% apply 2
patches to the lower hack every morning and
remove 12 hours later scheduled at 9:00am and
9:00pm.

~There was documentation of Lidocaine patches
application and removal daily from 08/01/24
through 08/41/24 except application on 07/20/24,
—There was no documentation doses of jidocalne
patches were not administered,

Observation of Resident #1's medications on
hand on 08/13/24 at 3:00pm revealed:
~Thera was a generic box of 5 lidocaine 4%
patches with a pharmacy label which had
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Resident #1's name and instructions for 2
patches applied to the lower back daily and
removed 12 hours fater,

-The pharmacy label Indicated there were 10
lldocaine patches dispensed on 03/23/24,

Interview with the medication aide (MA} on
08/14/24 at 3:00pm revealed she did not know
why Resident #1 had a box of lidocaine patches
dispensed In March 2024 on the medication cart

because the resident used the patches every day.

Telsphaone interview with a pharmacist fram the
facliity's contracted pharmacy on 08/13/24 at
3:20pm revealed:

-The pharmacy began servicing the facility in
Febhruary 2023,

-Rasident #1 had an existing order for lidocaine 2
patches topical to lower back every marning and
remove every evening.

-The pharmacy dispensed 10 lidocalne patches
for Resident #1 on 03/23/24 and 30 on 06/24/24,
“The pharmacy dispensed a total of 20 days'
supply of lidocaine patches for Resident #1 since
03124124,

-Lidocalne was nct on cycle fill arders; a refilt had
to be requested by staff.

b. Review of Resldent #1's current FL.-2 daled
02/21/24 revealed an order for Rocklatan
0.02%-0,006% one drop Into each eye daily at
bedlime, (Rocklatan eye drops are used to
raduce high eye pressure dus to glaucoma or
acular hypertenston.}

Review of Resldent #1's June, July, and August
2024 slectranic medication administratlon record
(eMAR) revealed:

There was an entry for Rocklatan 0.02%-0.006%
one drap Into sach eye dally at bedlime
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scheduled at 9:00pm.

<Thera was documentation Rocklalan was
administered dally from 06/01/24 through
08/11/24.

-There was no dacumantation dosss of Rocklatan
were not administered,

Observatlan of Resident #1's medications on
hand on 08/14/24 at 3;00pm revealed there were
no Rockiatan eye drops on the medication cart for
Resident #7,

Second observation of Resident #1's mediealions
on hand on 08/14/24 at 4:08pm revealad:

-The eye drops were stored In the medication
refrigerator on the assisled living {AL) side.
-There ware 2 manufaclurer's boxes of Rocklatan
ophthalmic solution with pharmacy labels that had
Resident #1's name and Instructlons for 1 drop
into both eyes daily befors bedtime.

-The pharmacy label indicated the 3 ramaining
boxes ware part of 5 (2.5ml each) bottles
dispensed on 06/28/23,

-There was a 3rd manufacturer's box of
Rocklatan eys drops an the medication cart on
the special care unit {SCU).

-The Rocklatan box had a pharmacy label with
Resident #1's name and indicated it was 1 of 5
dispensed on 06/29/23,

-Thare was a handwiitten date of "8/13" (no year)
on the pharmacy fabel.

Intarview with the madication aide (MA) on
08/14/24 at 3:00pm revealed:

-There were Rocklatan eye drops on the
medication cart that morning {08/14/24).

-The pharmaclst auditing the medication cart took
the boltle of Rocklatan because Resident #1's
family member had provided the medication.
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Tolephione Interview wilh a pharmacist from the
facility's coniracted pharmacy on 081324 at
3:20pm rovealed:

-Racklatan eye drops were not cavered by
Resldent #1's insurance.

-The pharmacy left a message with Resident #1's
ophthalmologist and faxed a notification to lhe
facliity on 06/24/24,

Telephane interview with Resident #1's mail order
pharmacy on 08/14/24 at 10:55am revealed:

-The pharmacy last filled Rocklatan eys drops for
Resldent #1 on 04/01/23 and 06/28/23 with
12.5ml which was a 90 day supply.

-The pharmacy had not dispensed Rocklatan for
Resldent #1 since 06/28/23,

¢, Review of Resldant #1's current FL-2 dated
0221124 revealed an order for Simbtinza
19%%-0.2% one drop into each eye every moming.
(Simbrinza eye drops are used to reduce high eye
pressure due to glaucoma.)

Review of Rasident #1's June, July, and August
2024 elactronlc medication administration record
(eMAR) revealed:

-There was an entry for Simbrinza 1%-0.2% one
drop Into sach eye every marning scheduled at
9:00am.

~There was documentatlon Simbrinza was
administered daily from 06/01/24 through
08/11/24 except on 07/20/24.

~There was no documentation doses of Simbrinza
were not administered,

Observalion of Resident #1's medications on
hand on 08/14/24 at 3:00pm revealed there were
no Slmbrinza eye drops on the medication cart for
Rasident #7.
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Interview with the medication alde {(MA) on
08/14/24 at 3:00pm revealed:

-Theate were Simbrinza eye drops on the
medication cart that morning (08/14/24).

-The pharmacist auditing the medication cart took
the bottle of Simbrinza because Restdent #1's
family member had provided the medicatlon.

Telephorie interview with a pharmaclst from the
facliity's contracted pharmacy on 08/13/24 at
3:20pm revealed:

-Slmbrinza sye drops wers not covered by
Resldent #1's Insurance,

-The pharmacy left a message with Resident #1's
aphthaimologlist and faxed a notification to the
facility on 05/24/24.

Telephone Interview with Resident #1's mail order
pharmacy on 08/14/24 at 10:55am revealed:

-The pharmacy last filed Simbrinza eye drops for
Resldent #1 on 04/01/23 and 07/04/23 with a 80
day supply.

-The pharmacy had not dispensed Simbrinza for
Resident #1 since 07/04/24.

Sacond interview with the MA an 08/13/24 at
4:17pm revealed:

-Sha adminlsterad Simbrinza eye drops to
Resldent #1.

~The Simbrinza eye drops ran out today,

-She was walling for Resident #1's family
member to bring a new botlle of Simbrinza eye
drops for Rasident #1.

Interview wilh the Memory Gare Director (MCD)

on 08/13/24 at 4:01pm revealed he did not know
there were no Simbrinza eye drops for Resident
.

Telephons interview with a family member on
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08/14/24 at 9:03am revealed:

-He called Resident #1's ophthalmologist today
after the staff called and tald him the resident ran
out of har aye drops.

-He was on his way ta the facility to figure out why
Resident #1's eye drops ran out and whers it was
ordered from last,

-The copayment for Rasident #1's eye drops was
too high when the facliity contracted with the new
pharmacy (February 2023).

-He gave a staff {did not remember her name)
information for Resident #1's pharmacy insurance
plan for mall order back then,

-He did not remember exactly when that was last
| year,

-He had provided the staff with sample eye drops
from the ophthalmologist's office before the mall
order,

-He had not provided samples from the
ophthalmologist's office since than.

[nterview with the MCD on 08/14/24 at 3:35pm
revealed:

-MAs should have documented Resident #1's eye
drops ware not administered due to waiting for
delivery from the family member,

-MAs documented adminlistering the eye drops
supplied by Reslident #1's farmily member.

-Tha family member supplied many batfles of eye
drops that lasted & long time.

Based on observations, interviews and record
reviews, it was determined Resldent #1 was not .
Interviewable.

Refer to Interview with 1he Resldent Service
Director (RSD) on 08/14/24 at 4:00pm.

Refer to interview with the Adrinistrator on
08/14/24 at 4:45pm.

b 367

Divislon of Health Service Regulation
STATE FORM

sass EZWa11 1f sentinuation shaed 37 of 48




PRINTED: 09/04/2024

FORM APPROVED
Divislen of Health Service Regulation
STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIERICLIA (%2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
HALO9214 B. WiNG 08/14/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5249 OLD WAKE FOREST RD
CADENCE NORTH RALEIGH
RALFIGH, NC 27609
o) o SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION e}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG GCROSS-REFERENGED TO THE APPROPRIATE DATE
DEFIGIENCY)
D 367 Continued From page 37 D 367

4. Review of Rasident #2's current FL-2 dated
06/04i24 revealed:

-Dlagnosss included hypertension, muitiple
strokes, atrial fibrillation, chronic kidnay disease
stage 3, history of deep vein thrombosis, and
permanant pacemaker.

The resident was semi-ambulatary and required
asslsiance with bathing and dressing.

-The resident's current level of care was Agsisted
Llving (AL).

Review of Resident #2's physiclan order dated
07/02/24 revealed an order for Dorzolamide HCL
2% eye drap, 1 drop into each eye twice a day.

Review of Resident #2's Resident Ragister
revealed an admission date of 09/13/23.

Review of Resident #2's currant care plan dated
05/22/24 revealed an order for Dorzolamide HCL
29 eye drap to be given two thmes per day, every
day at 9:00am and 9:00pm (a medication used to
treat high pressure inside the eye).

Review of Resldent #2's Augusl 2024 electronic
medlcation administration record (8MAR)
revealed: .
~There was an entry for Dorzolamide HCL 2% aye
drop 1 drop In each eye twice a day scheduled at
9:00am and 9:00pm.

~There was an entry for Dorzolamide HCL 2% eye
drop adminielered at 9:00am and 8:00pm on
08/01/24 and 08/02/24,

-Daorzotamide HCL 2% eye drap was documented
as discontinued (D/C) at 9:00am and 9:00pm on
08/03/24 to 08/12/24,

Interview with Resident #2's on 08/1 324 ot
2:15pm reveated:
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-On 06/40/24, she racelved Dorzalamide HCL 2%
aeye drap in each eye at 8:00am.

.On 08/11/24, she recsived Dotzolamide HCL 2%
eye drop In @ach eye at 8:00am and at 8:00pm.
.On 08/12/24, she recelved Dorzolamide HCL 2%
eye drop in each eye at 8:00pm.

Interview with Resident #2's family membsr an
08/13/24 at 2:15pm revealed:

-Resident #2 called her family member on
08/10/24 and stated that she did not recelve har
8:00pm eye medication.

-The MA stated that the Dorzolamide HCL 2%
aye medication was discontinuad but the famlly
member had spoken with the pharmacy and
confirmed that that the medication was on
Resident #2's profile and was active,

-The family member called the pharmacy on
08/12/24 and re-ordered the aye medication.

Telephone Interview with the faclity's contracted
Pharmacist on 08/14/24 at 2:30pm revealed:
_Dorzolamide HCL 2% eye drop was an aclive
new script on for Resident #2 on 07/02/24 and i
was filled and sent lo the facllity on 07/02/24 with
60-day supply.

-On 07/02/24, the medication was changed from
1 drop In the right eye twice a day to 1 drop in
both eyas twice a day.

-There was no DIC order for this medication.

Interview with a medication aide (MA) on
08/14/24 at 4:50pm reveaied:

-Resident #2's Dorzolamide had been
discontinued on the eMARs.

-She did not see a stop date on the aMARS.

interview with the Resident Service Director
{RSD) on 08{14/24 at 5:50pm revealed!
-On 0B/01/24, she sent & request to the pharmacy
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that all of Resident #2's medications be changed
fo 8:00am and 8:00pm.

-On 08/03/24, the Resident Care Coordinator
{RCC) changed the medication administration on
all medication on the MARs and D/IC'd the
Darzolamide by mistake,

.She was unaware of this change, and i was
brought to her attention an 08/1 224 when she
had a mesting wilh the residenl’s family.

-On 08/12/24, she called the pharmacy, and they
confirmed that that tha medication had not been
D/C'd, she then added the medication back to the
eMARs,

-A cart audit was dane by her fo look for
expirafion date of medicalion, apen dates of
madication, If medication was organized by
residents and only used on one resident,

.5he had not checked for accldental changes of
physictan's orders on the sMARs during this
fimeframe.

Interview with the Administrator an 08/14/24 at
6:40pm revealed:

-He was aware that (hat the RCC accldentally
DIC'd the Dorzolamide on Resident #2's eMAR.
-A cart audit was done by the RSD, and it
included looking for ascidental changes of
physician's orders weekly and then turned In fo
him.

Refer {o Inferview with the Resldent Service
Director (RSD) on 08/14/24 at 4:00pm.

Refer to Interview with ihe Administrator on
08/14/24 at 4:45pm.

interview with the Resldent-Sarvice Director
(RSD) an 08/14/24 at 4:00pm ravesaled:

-She and the Memory Care Dirsclor (MCD)
completed madication cart audits once weekly,

D 367
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-Medication aldes (MAs) were responsible for
completing medication cart audits up untll
May/June 2024,

-A medication cart audit In May/une 2024
showed non-cral medications were not stocked,
outdated or dispensed months prior.

-MAs were retrained on medicailon administration
and the medication cart audit process was
changed,

-Checking dispense datea was part of the
medication cart audit process,

-MAs were responsible for administering
medications as ordered by the provider and
documenting medication administration
accurately.

-MAs were respansible for documenting
medicatians that were not administered on the
aMAR as not administered and the reason.

Interview with the Adminlstrator on 08/14/24 at
4:45pm revealad:

-MAs were rasponsible for documenting
madication administration accurately on the
rasident's eMAR.

Mhs wera rasponsible for documenting
medications not as administered as not as
administerad on the aMAR,

-MAs, the Residant Care Coordinator (RCC), and
the RSD were respansible for ensuring
medications were on hand and availabte for
administration,

_The RSD was responsible for oversight of the
medication adminisiration process.

_The RSD monitared reports generated by the
electronic charting system.

~Report monltoring was only a8 accurate as the
information enterad Into the system.

“The RSD was responsible for completing weakly
madication cart audits.

The medication cart audit taol did not currently
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scraen for discontinued medications and months
old dispense dates.
.Medications not on hand should have been
plcked up by the medication cart audtt toal,
-He was responsible for monitoring quality
impravement reports related to the medication
administration process.
-He developed Initiatives for impraoverment
whenever an area of concern was identifled.
D 204 10A NCAC 13F .1008 (c & d} Controlled D394  |AWith respect to the resident/sliuation cited | 8/16/2024

Substance
Riesident #1's marphine was written and signed
on 2/24/24.

10A NCAC 13F .1008 Controlled Substance
Resident #1's Tramadol was written and signed

(c) Controlled substances that are expired,

discontinued or no longer requlred for a resident on 2/21/24.

shall be retur.ned to the pharmacy within 80 days B.With respect to how the facllity will identify 9/12/2024
of the explration or disconlinuation of the residents/situations for the identifled concarns

controlled substance or failowing the death of the

resident. The facility shall docurnant the On 9/1/2024 lock boxes were received to place

resident's name; the name, sirength and dosage discontinued medications awalting relum to the

form of the controlled substance; and the amount pharmacy.

retumed. There shall also be documentation by On 9/10/24 RDHW provided education to HWD
the pharmacy of tha receipt or return of the on proper procedure with narcotics being
controlled substances. removed from the medication cart after a DIC
(d) If the pharmacy wili not accept the return of a order is received.

controlled substance, the administrator or the

administrators designee shall destray the By 9/10/2024 The RSD, MCD, RSC and/or

designee completed an audit of current
residents receiving narcotics to ensure all
medications as well as orders are avaliable.

cantrolied substance wiliin 90 days of the
expiration or discontinuation of the controlled
substance of following the death of the resident.

The destruction shail be witnessed by a licensad By 9/12/2024 RSD to pravide education to
pharmaclst, dispensing practitioner, or designee current clinical staff on proper narcolic removal
of a llcensed pharmacist or dispensing procedure following a D/C order.

practitioner, The destruciion shall be conducted )
so that o person can use, administer, sell or glve C. With respect to what systemic measures 12/6/2024
have been put into place,

away the contralled subslance. Records of ,
The RSD, MCD, RSC and/or designee will
conirollad substances destroyed shall Include the complete atdit of the medication cart we ekly for
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weeks, and monthiy for a month to ensure
resident's name; the name, strength and dosage proper compliance with medications.
form of the conirolled substance; the amaunt
destroyed; the method of destruction; and, the D: With respﬁd to how the Plan of Cotraction 12/6/2024
signature of the administratar or the will be monitared
administrators de:‘:lgnee and the signature of the The QAP! Committes wlli meet monthly to
licensed pharmacist, dispensing practitioner or discuss the audit of medication carts and
deslgnee of the lisensed pharmacist o manitor the Plan of Correction and re-avaluate
dispensing practitioner. for additional action, or extend the review period
ae nesded based on the issues identifled or
trends observed.
This Rule is not met as evidenced by:
Based on observations, interviews and recard
reviews, the facliity falled to ensure discontinued
controlied substances used to treat pain were
returmed to the pharmacy or destroyed within 80
days of being discon{inued for 1 of 2 sampled
residents with provider orders for controlled
substances (#1).
The findings are:
Revlew of Resldent #1's current FL-2 dated
02/21/24 revealad diagnoses Included dementia.
a. Raview of Resident #1's FL-2 dated 02/21124
tevealed thera was no order for marphine,
{Morphine is a controlled substance used to treat
pain.) A
Review of Resident #1's order summary report
Divisfon of Health Savice Regulation
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dated 0B/05{24 ravealed there was no order for
morphine.

Review of Resident #1's June, July and August
2024 electronic medicatton administration record
(eMAR) revealed ihere was no entry for
morphine.

Observatlon of Resident #1's medications on
hand on 08/14/24 at 3:00pm revealed:

-There was a plastic bag with a pharmacy label
which had Resident #1's name and instructions
for marphine 0.5mi (10mg) every 2 hours as
needed for pain or shortness of braath.

-The pharmacy label Indicated 30 morphine ¢.5ml
prefilled syringes were dispensed on 08/25(23.
—There were 30 morphine 0.5mi prefilled syringes
ramalning.

Review of Resident #1's conlrolled substance
record dated 08/25/23 revealed:

-There was a pharmacy labet with Resident #1's
name and Instruciions for morphine 0.5ml {10ma)
every 2 hours as nesded for paln ar shortness of
breath.

-The pharmacy label indlcated 30 marphine 0.5m|
prefilled syringes were dispensed on 08/25/23.
-There was no documentation of morphine
syringes being remaved from the count,

Telephone Interview with a pharmacist from the
facllity's contracted pharmacy on 08/13/24 at
3:20pm revealed the pharmacy had an order
dated 02/24/24 to disconiinue morphine for
Rasident #1.

Upon request on 08/13/24 and 08/14/24, the
order to discontinue morphine for Resident #1
was not provided for review.
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interview with a madication alde (MA) on

‘| 08/13/24 at 3;56pm revealed:

-She did not know when Resident #1's morphine
was discontinued.

-Resldent #1's morphine was an as neaded
meadication which might have been why it was
missed and not removed from the medication cart
since 02/21/24.

Intarview with the Memory Care Directar (MCD}
on 08/13/24 at 4:01pm revealed Resident #1's
morphine might have been missed because the
pharmacy return bin was full.

b. Raview of Resldent #1's FL-2 dated 02/21/24
revealed there was no order for tramadol.
{Tramadot is a cantrolled substance used to treat
pain.)

Revilew of Resident #1's order summary report
dated 08/05/24 revealed there was na order for
tramadeal.

Review of Resident #1's June, July and August
2024 electronic medication administration record
(eMAR) revealed there was no entry for ramadol.

Obsarvation of Resldent #1's medications on
hand on 08/14/24 at 3:00pm revealed:

“There was a hubble pack with a pharmacy labet
which had Resident #1's name and instructions
far Tramadoi 50mg one half tablet (26mg} twlce
dally as needed for pain.

-The pharmagy label Indicated 14 Tramadol 5Qmg
tableis {28 half tablet doses) were dispensed an
08/25/23.

~There were 28 tramadol 50mg haif tablets
remaining.

Review of Resident #1's controlled substance
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record dated 08/25/23 revealed:

~There was a pharmacy label with Residant #1's
name and instructions for tramaclel 50mg one half
tahlet {25mg) twice dally as needed for pain.

-The pharmacy label indicated 14 tramadol 50mg
tablets (28 half table! doses) were dispensed on
08/25/23.

-Thers was no documentation tramadol lablets
wera removad from the count,

Telophone interview with a pharmaclst from the
facllity's contracted pharmacy on 08/13/24 at
3:20pm revealed the pharmacy had an order
dated 02/21/24 to discontinue tramadol for
Resident #1.

Upon request on 08/13/24 and 08/14/24, the
order to discontinue ramadol for Resident #1 was
not provided for review.

Interview with a medication alde (MA) on
08/13/24 at 3:56pm revealed:

.She did not know when Resldent #1's framadol
was discontinued.

-Resident #1's tramadol was an as needed
medication which might have bean why it was
missad and not removed fram the medication cart
since 02/21/24.

_The Resident Service Director (RED) was
responsible for processing medication orders,
-MAs wers responsible for removing discontinued
medications from the medication cart and placing
them in tha pharmacy relum bin.

-The Memory Cara Directer (MCD) would have
infarmation regarding medicalion cart audlts.

interview with the MCD on 08/13/24 at 4:01pm
revealsd;

Resident #1's framadal might have been missed
because the pharmacy return bin was full.

[y 394
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-MAs did not place controlled substances In the
pharmacy return bin when it was full to prevent
the controlled substances from getting lost or
taken. .

-Tha MAs were responsible for remaving
discontinued medications from the madication
cart and placing theni In the pharmacy return bin.
“The RSO notifled the MA when a medicalion was
discontinued,

Telephons interview with the Clinical Manager at
Resident #1's former hospice agency on 08/14/24
at 4:38pm revealed:

-Hosplee did not write orders when a resident
was discharged from hosplce.

-Rasldent #1 was discharged from hosplce an
12/08/23.

Interview with the Resldent Service Director
(RSD) on 08/14/24 at 4:00pm revealad:

-She, MAs, the MCD, and the Reslident Care
Coordinator {(RCC) were responsible for the
medication order process from new orders to
discontinuing medications.

The staff member that refrieved the medication
ordar from the fax machine was respensible for
faxing the order to the pharmacy.

-Orders that were faxed 1o the pharmacy went to
her or the RCGC for review and approval on the
oMAR systam.

The pharmacy entered medication orders on the
eMAR and she reviewed and approved the orders
on the eMAR.

-MAs were respansible for removing discontinued
madications off the medication cart, compleling a
medication reconcillation form for returm, and
placing discontinued medications In the pharmacy
return bin.

-She and the MCD compleled medication cart
audits once weekly.
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-MAs were responsible for completing medication
cart audits up until Mayhlune 2024,

-Checking dispense dates was part of the
medication cart audit process.

-MAs forgot to return Resident #1's controfled
substances,

Medication cart audits should have caught the
discontinued contralled substances stlll an the
cart.

Interview with the Adminlstrator on 08/14/24 at
4:45pm revealed:

“The RSD was responsible for completing weekly
medication cart audils.

“The madication cart audit toat did nat currently
screen for discontinued medications and months
old dispense dates.

-MAs were responslble for removing discontinued
medications from the medication cart the same
day the discontinue order was written.

-He did not know controlted substances were to
be returned to the pharmacy within 80 days of
being discontinued.

-The RSD was responsible for ensuring
discontinued controlled substances were
removed from the cart by following up on the
order to discontinue the controlled substance,
-He was responsibie for monitoring quality
lmprovemant raports related to the medication
administration process.

-He developed initiatives for Improvement
whenever an area of concern was identifled.
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