PRINTED: 1011472024

z FORMAPPROVED
Bivision of Haallh Servica Requlaiion
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIERICLIA £42) MULTIPLE CONSTRUGTION {X) DATE SURVEY
AND PLAN OF CORRECTICN IDENTIFICATION NUMBER: A BULDNG: COMPLETED
RG
HALDG4037 B. WiNg 0D/26/2024
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
1022 EASTERN AVENUE
THE GARDENS OF NASHVILLE
NASHVILLE, NC 27856
X4} ID SUMMARY STATEMENT OF DEF|CIENCIES D PROVIDER'S PLAN CF CORRECTION 2.3
PREFRIX [EACH DEF{CIENCY MUST BE PRECEDED BY FULL PREFX [EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC [DEHTIFY|HS INFORMMTON] TAG CROSS-REFERENGED TOTHE APPROPRIATE PATE

DEFIZIENCY)

= D00Q| Initle) Comments

The Adult Care Licensure Section conductad an
annual and follow-up survey and complaint
Investigations on 09/24/24 - 08/26/24. A
complaint investigation was inltiated by the Nash
County Depariment of Social Services on
08/23/24,

D 105 10A NCAC 13F .0311(a} Other Requirements

10ANCAC 13F .0311 Olher Requirements

(8} The bultding and all fira Bafaly, slaclical,
mechanical, and plumbing equipment in an adult
care home shall be maintalned In a safe and

-| operating condlifon,

This Rule s not met as evidencad by

Based on observations, inlarviews, and record
review, the facilty falled to ensure that a call bel
syslem was working properly lo alert the staft
through thelr pager system for assisted living
|7 | eskdents who vesided in the facliy and failed to
ensurs {lat shared bathroom slnk plumbing
equipment was oparating in good condition,

The findings are:

Revlew of the facllity’s icense on 08/24/24
revealad:

~Tha facility was licensed for a capacily of 62
resldents,

~The facility was licensed for asslsted living {AL)
resldents onjy,

Raview of the faclfity's cansus gn 09/24/24
revealed 55 resldents resided in AL,

1. Observations of a resident's room on 09/24/24
from 9:58am to 10:23am revgaled:

D 000 In response to the clted defecienciss do
not constltute an admission or afgraement Type tex

by the facillty of the truth of the acls allega

or conclusions set forth in the Statement of

Defenclencies or Corrective Action Report;

the Plan of Correction is prepared solely as

a matter of compliance with State Law.,

D 105 10A NCAG 13F .0311(a) The Gardens of
Nashville will erisure that all mechanlcal
and plumbing equipment shall be
malntalned in a safe operating conditlon,

electron

at all times,

facillty to

Any plumbin :
by facility maintenance will

immediaiely be reperted to be resolvad by
an oufside approved vendor.

Facllity staff have baen in-sarviced on 10/15/24
ensuringr all residents have a working

¢ call bell system, Is answerad
timely and within reach in thelr room

The Malntenance Tech will Inspect the 10/1124
{ electronfc call light system during woekly
room inspactions, Any elactronic call bglj
not functioning properly will be reported to
the Exscutive Director and the Impending
issus will ba resolvag I(ij Maintenance or
by an oulside approve

vendor.

The faclity manaiqars will discuss any 10/1724
impendin? pl
ne

tumbing Issues within the
lude any resident bathroom.
issue that cannot be resolve

Faclltly Maintenance will check water 10/1/24
temps weokly and report an

variance to the Exacutive Ditector, An
vartance to water temps not resolved by
faclilty maltenance.wilt ba raported to an
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Continuad From page 4

-At 10:03am, the siveyor pulled the call bell in
the baihroom,

~There was no audible sound heard but the call
belt did light up.

-There was no response from staff.

-The surveyor was in the restdant room from
9:55am to 10:25am,

Observalions of a second resldent's ronm on
08/24/24 from 10:32am to 10:42arm revealsd;
-At 10:32am, the surveyor pulled the call beli In
the bathroom,

-There was no audlble sound heard but the call
belt dld tight up,

-There was no response from staff after 10
minules.

-The surveyor heard a stalf member in the hall
say helle fo the resident as they passed by the
foom,

Observallons of a third resident's raom on
09/24{24 from 17:05am to 11:36am ravealed:

=At 11:14am, Ihe resident pulled the balhroom eall
ball.

-There was no audible sound heard but the call
bell did light up,

~There was no response from staff for 21
minutes.,

~The: surveyor was in the resident's room from
11:08am to 11:35am.

Interview with a resldent on 09/24/24 at 9:55am
revealed;

-She pushed tha calt bell a few minutes sailiar
that morning and no one came o ses what she
neaded,

-The call bel} system had nol worked Jor days but
she could not recall the exact date,

~When the system dld work, she had to push tha
call bell In her bathroom because she did not

D105

outside vandor,
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have a call bell in her bedroom,
-3he had goften weaker and needed help with
getting her clothes on,

Intorvisw with a second resldant on 09/24/24 at
10:58am ravaaled:

~The call ball in her bedroom worked a couple of
times and then stoppad since she had been fiving
at the facilily, nine months earller,

-She told the facliity's maintenance person who
fixed it five timas then It worked for a litits while
bafore it stoppad agaln,

-The red light tumed on both In the bedroom and
bathroom, but It did not sound fo notify staff that
she needed halp,

-Staff knew that the call bell was not woriing,

Interview with a third restdent on 09/24/24 at
11:05am revealed:

-A personal care alde (PCA), sho could not racall
the name, lold her op Saturday, (09/21/24) that
————- | the call balls were out for avenyonse.

-Sha could not do anything for herself including
transters without help, "I need help with
averything,!

-Another rasldent who visited her raqularly would
go to find a PCA when she needed help.

Asecond interview with the third resident on
09/26/24 at 11:002m ravealed:

-She was Inconlinent with bladder and nesded
stalf to halp with tollefing needs.

*= | -On 08/24/24, no PCA came into her rocm svery
thirty minutes to check on her to see if she
needed asslslance wilh anything,

~On 09/25/24, no PCA came into har room every
thity minutes to check on her ta see if she
needed assistance with anything.

-On 08/26/24, no PCA came Into her room every
thirly minutes ta check on her {o see |f she

Divislon of Heallh Sorvice Regutalion
STATE FORM £203 O5YX1
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naeded assistance with anything,

Inlarview with a PCA on 08/26/24 al 11;18am
ravealed:

~On Tuesday (09/24/24), a resident found her and
sald that the fourth resident neadsd help,

-She walked to the fourth resident's reom and
asslisted hor,

-She was not assignad to the resident and the
PCA who was assigned had baen pulled to the
front lo assist In (he reception araa,

Intervlew with a facility malntenance fechnlcian
manager on 09/24/24 at 4:09pm revealed:

-He was not aware that the call belf syslem was
not werking propetly until today,

-He conlacted his suparvisor about the jssue
around 10:47am and was {old he would follow up.
-He was aware that a resident was rissing her
bedroom call bell a couple of weaks ego and he
loid the Adminisirator who would notify tha

“|=— —— | Mainlenanco Diractor, but no one followed up
about the call bell.

~When ihs call bell was pushed, it went io a panel
at the nursing station and 1o the medication aides'
(MAs) pagers who then aleriad the PCAs on thalr
walkie talkies thaf a resident needed assistance,

interview with the Administrator on 08/24/24 at
4:34pm revealed:

-She was not aware that the eall bel) system was
not werking properly because it was working last
night,

-S?m reachad out to the Malntenance Director
regarding the issue, and he contacted the
company who serviced the call ball.

~They were lo come out today to look al the
system,

-She was nol aware that a resldent was missing
hor bedraom call bell,

Divislon of Health Servica Regulallon
8TATE FORM Lo O5Y%11 ¥ conflnuation shaot 4 of 65
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| knew to coms to asslst,

Interview with the Maintenance person on
08/26/24 &t 4:20pm revealed:

~The call bell softwara was wiped completely out,
therefore the system did not work Properly,

-He had to reset the compuler system In Aptil or
May 2024 to get it working again,

~The enllre system was replaced abouf a month
ago because the software had heen wiped
cleanad,

-The call bell soflware was wiped oui at least
three fimes In the last five months,

-Hls company covered 2 wide range of facifities
using the call bej| system, and he had never seen
where The call ball system went ot completely,

Telephone intarview with tha facility's contracted
primary care provider (PCP) on 09/26/24 at
3:43pm revealad sho had concerns [f there was
ha active call be|| In the bathroam for a resldent if
thay needed assistance due to a falf and no one

2. Obsstvatlon of bathroom sink shared by
residant rooms 201 and 203 on 08/28/24 at
10:44am revealad:

~The hol water faucet knoh was lurned, end no
water came out,

-The het water valve under the sink was {umed
and water did come out,

~The hot water valve was turned off under the
sink to slop the water from coming ouk,

Interview with a resident on 09/24/24 at 9:97am
ravealed;

-The hot water handle on the bathroom sink in
her room did not work unless the hot water shut
off valva under the sink was tumed on,

-She had to jurn the valve under the sink every
lime she wanted lo use hot water In the sink,

e e
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had been broken,

10:44am revealed:

would nat lurn on.

about 1 year ago,

-two months ago,

203.

wafer,

ovar the phone,

~She was unsurs how long the hot waler handle
-Sha moved 1o the room shout bwo weeks 800,
Inlerview with a second resident on 09/26/24 at

~3he had lived in that room for over ona year and
the bathroom sink was broken when she came,
-She must go under the sink and lum on the hot
water valve {o get hot water,

~No one told her how fo turn on the hot water, she
figured It out on her own when the watar Taucet

-She reporied the faucet Issus during & resident
rights mesling when she first eama lo the facility

-She reported It to maintenance and {he
Administrator almost every other month and she
was told they were wailing for perts to fix the sink.
-3he got tlred of asking about when the sink
wauld be fixad, and she stopped asking about

Interview with a faclfity malntenance tachniclan
manager on 09/24/24 at 3:40pm revealed;

-He was aware that the bathroom sink hot water
faucet was broken in between bediooms 201 and

=To {urn on the hot water in that room, cne must
go under the sink and {um on the hot water valva
io gat hot waler then furn It off (0 stop lhe hot

-He told his supesvisor in May 2024 and agalnin
August 2024 about the sink,

-He went to a store fo purchase a faucet knoh,
but they were out, and he could not go clsewhers
hecause it was the only store who took payments

Interview with ihe Administrator on 09/26/24 at

D105
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ST [ 8:47pm ravealed:
-She was not aware that the baihroom shared
between room 201 and 203 hot water faucet dig
not turn on proparly.
~She was not aware the two resldents must go
under thelr sink ta tum on the hot water vaive and
then turn off the hot watar valve to get hot runming
walar,
D113 10ANCAC 13F .0311(d) Other Requlrements D113 {0ANCAC 13F .0311(d) The Gardens of

Nashville will enaure that there Is an adaquate ;
stlrl;[Jplyinf hot water and that ajj resldent rooms
will ma

10A NCAC 13F .0311 Other Requirerments ntain a temperalure at minlmum of 100

(d) The hot water system shalj be of such size ta degrees F and wlil not exceed 116 degrees F,
provide an adequate supply of hot waler to the !
kitchen, bathrooms, laundry, housekeeping The Malntenance Tech was in-servicad by 1011124
closets and sofl ulllity room, The hot watar _ E}xeggg:g gé?"—:r[:’;gg T;ta supply of hot water
temperature at all fixiures usad by residents shall toﬁncmde the mamlaﬂ,,ﬂg of ap ?a%uirad
be maintained at a minimum of 100 dagrees F minimum ard maximum degress F per
(38 degrees C) and shall not exceed 116 degrees State Regulation,
F{d8.7 degrees C), This rule applies to new and The Maintenance Tech will continue weskly |10/1/24 '
exlsting facilliies, water lemp checks as required, will document i
wfalqr |yamps. and rellport any varliar;ga gt;lsldg_ :
{7 = | ThisRule Is not met as evidenced by: Ot minimum or maximum range to (he Exsey Ve |
y Diractor. Any variance that cannol resolved by '
Based on Obsewﬂuﬂns, ]ntemiews..and racord faclmy mﬁfnéﬂance will be resolved by an
reviews, Ihe facility failed Io maintain the waler outislde vandor,
temperatures af the required minlmum of 110 F : .
. aclitly managers will discuss an impending
dagrees Fahrenhelt {*F) and a maximum of watar%aﬁancgs noted during Maﬁitenanca 101724
118°F for.9 of 13 water fixtures in the shared and Tech wator lemperature checks during daily )
commien bathyooms used by rasidents, Stand up, Alllssues not resolvad by facility !
- maintenance will be resolyed by an approved
. outslde vendor. :
The findings are: .

Review of tha Environmenta) Health Report dated
T | 0811724 revealed that hot water In resldents'
rooms and eommon restrooms ranged belween
117 degrees Fahrenhsll {°F) and 125°F.

Obsarvation of the hol water femperature In a
resldent's room on 09/24/24 at 9:47am revealed

i {Heallh Sandce Regulation
g!:;l"gn;:] R:l . b DEYX14 If contiuabian ohael 7 of 05
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the hot water temperature in the bathroom sink
was 90.7°F,

Obsarvation of the hot water temperalure in a
second resldent's room on 09/24/24 at 9:55am
revealod:

~The hot waler temperaturs In the bathroom sink
was 98.4°F. _

-The hot water temperature in the bathraom
shower was 91.0°F,

Obsarvalion of the spa bathroom across from
raom 201, on 9/24/24 at 8:56am revealed the hot
water temperature In the sink was 86.4°F,

Observallon of the hot wator temparature in a
third resident's room on 09/24/24 at 10:27am
revealed the hot water temperature in the
bathroom sink was 123.4°F,

Cbservalion of the hot water femperafureina
“mym = | fourth resident's room on 09/24/24 at 1 1:05am
ravealed the hol water femperature In the
hathroom sink was 124.7°F.

Cbservation of the hot water temperature In a fifl
residenl's room on 08/24/24 at 11:42am revealsd
the hot waler temperature In the bathreom sink
was 82°F,

Observation of the hot waltar lemperature in a
aixth resident's room on 08/26/24 at 10:44am
D revealed:

-Tho hot wator temperature In the bathroom sfnk
was 97.5°F,

«The hot waler temperatura in the bathroom
shower was 93°F,

Revlew of the facility's August 2024 waler
tempemture lug raveaied:

Divislon of Hesllth Sarvice Ragulalion
GTATE FORM [0 ] O5YX14
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-There was documeniation on the water
temparature jog that the waier temperature musgt
be between 100°F and 118°F,

-Thers was documentation on the log to notlfy the
district manager if staff could not adjust the water
{temperature within range of the requlred
temperature,

-On 08/01/24, the 100 hall had thres water
fixlures that wera 97°F.

-On 68/02/24, the 100 hall had thres water
fixlures (hat were 97°F.

-On 08/02/24, the 200 hall had three water
fixtures which ranged betwean 83°F to 97°F.

-On 08/09/24, the 100 hall had four waler flxtures
thal were 85°F,

~On 08/09/24, the 200 hall had thrae water
fixlures which ranged belween 85°F to 97°F.

-On 08/14/24, the 100 hall hed three water
fixtures which ranged between 85°F and a97°F.
-On 08/14/24, the 200 hall had three water
fixtures which ranged belween 85°F tp 97°F,

which was 85°F,

~On 08/01/24, the 100 hall had {wo water fixiures
which ranged betwean 120°F and 124°F,

-0n 08f01/24, the 300 hall had threa walar
fixtures which ranged between 118°F ta 120°F,
-0n 08/02/24, the 100 hall he'd eleven water
fixlures which ranged between 118°F to 123°F,
~0On 08/08/24, the 100 hall had five water fixiures
which ranged 117°F and 118°F,

-On 08/14/24, the 100 hall had cna water ficturg

-On 08/23f24, the 100 hajl had one water fixture
{hat was 120°F.

Interview with a resldent on 09/24/24 at 9:47am

revealed:
-Her waler was [ukewarm and had been {ike that
for a couple of months.

Bivislen of Heallh Sarvlca Regulation
STATE FORM e O5YX11
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-She told the staff, and they wera waifingon a
part to fix the water hoatsr,

Interview with a second residant on 09/24/24 at
8:55am revesaled:

~The hot water In the shower was always loo cold
and she was unabls io taks & showar at times.
-She had told the staff some time agn (could not
give axact date} bul no one had fixed it.

Interview with & third rasident on 09/24/24 at
10:27am revealed:

~The hot waler, "gels really ho!", and she had to
add cold water to nat bum hersslf.

~The hol waler had been fika that since she came
to the facillty ons year and five monlhs ago,
-Siaff know about the hot watar, but no ane had
done anyihing about it,

Inferview with a fourth resident on 05/24124 a}
11:088m revealed:

=The hot water had been really hot for the last gix
months,

~Staff knew about the hot water btet it had not
been fixed.

Interview with a fith resident on 08726724 at
10:40am revealed:

~The shower had been cool since she moved into
the room ane year and nine months ago,

~The waler would gst lukewarm sometimes but
nat hot,

~If the water did not get Iukewarm, she did not gat
In tho shower.

-In the winter months the water got worse
because it never hesled up so she could fake a
shower.

-8he told the malntenance staff and tha
Adminlstrator about her waler not getting hot and
she was fold that they would fix it, but it had not
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been fixed,
-She got tired of asking and about wo months
ago she stopped asking.

Interview with a facility maintenance lechniclan
manager on 09/24/24 at 4:09pm revealsad:

-He was aware that the hot water temperature in
soma resldent's rooms was balow 100°F and
above 116°F.

-He routinely chacked the hot waler temperatures
within the facility about ence a week and would
choose six resldent's rooms each Hme to sea I
the waler lemperalures were In compliance,

-Ha kept a log of all waler temperature to keep
track of which rooms had Issues with water
ternperature,

-He adjusted the hot water healsr 1o ensure the
maximum het water temperature was less than
116°F, )

~Ha Informed his supervisor that {he water
temperature in some rooms were helow 100°F
while others wers above 116°F,

-In August 2024, the plumber came out and
confirmed an element part bumed out anda
mixing valve (adds cold water lo the hot water in
the water healer) neaded fo ba replaced,

-The mhxing valve had been orderad but had not
come In,

inferview with the Adminlstratar on 09/24/24 at
4:34pm revealed;

-She was aware of the water tempamburs leauos
in the biiiding,

-In August 2024, the plumber was callsd {could
not remember the exact date) to service the
watar heater and found a mixing valve was
needed,

~-She was stlll wallng for the mixIng valve lo come
in.

D113

Type text here
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Service

10A NCAC 13F .0904 Nutriiion and Food Service
{e) Therapeutic Diets In Aduit Care Homes:

(4) All therapeutic diets, Including nufritional
supplemanis and thickenad lquids, shall ba
servad as ordered by the resldent's physiclan,

This Rule 8 not met as evidenced by:

Based on ohservatlons, Interviews, and record
revlews, tha facilily falled to serve a therapeutic
dlet as orderad by the primary care provider
(PCP) for 1 of 5 sampled resldents (#5) with a
therapeulic diat ordar.

The findings are;

Review of Resldent #5's current FL-2 dated
04/05/24 revealed:

-Dlegnoses included Parkinson's disease, age
related physical debllity, spinal stenosls, and
weaknpss,

-Diet order was mechanleal soft with ground
meafs,

Raview of the facility's posied menu for lunch on

05/25/24 rovealad It included turkey sandwlch,
Califernia blend, white poke cake, and milk,

Revlew of the facllity’s dlet chart on 0872424
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Sacond interview with tha Adminlstrator on
08/28/24 at 5:47pm revealed she could not reca|
the Environmental Health report dated 08/11/24
repaiting the hot water in resldent's ropmg and
common restrooms reached 117°F-125°F angd
that the waler heater {ssugs started In August
2024,
D310 10A NGAC 13F 0904{e)(4) Nulritlon and Food D310 T0A NCAC 13F .0904(e)(4) The Gardens

of Nashvllis shall assure that all resldents
shall be served a therapeutic dist ag
orderad by the primary care physiclan,

The Executive Diractor in-serviced the 10110124

Dietary Manager and all staff on

therapeutic diets and the Ircll}portanca of
rdin

reporting any issues regarding food and
nutrition.
Facility managers will ensure that 10/10/24

therapeulic diels are ssrved as arderoed

by physician during weekly audits and walk
through's during meal time. Any concemns
identified will be addressed Immediately,

Facillty managers will discuss any new 10/10/24
resident diet orders to include therapeutic
diets and any resident diat chandqas made
by a physiclan durlng daily stand up and
ensure dietary staff and facillty care staff is
aware of changas,

o A i——
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revealed Resldent #5 should be sarved a
mechanlcal soft dlet,

Review of the facllity's speclal dist instructlons for
the lurkey sandwich on 09/25/24 revenled there
was a llsting for mechenical soft with Instructions
to "Grind meal to 1/8-inch diced and molston with
condliments, Maistsn soft white bread and cutinto
blte slzed pleces, Shred cheasa,*

Review of the facllity’s speclal diet Instruclions for
Ihe while poke cake on 09/25/24 ravealed there
was a listing for mechanical soft with Insiructions
to "Cut Info bite-sized plecas and molsten with
milk as naeded.”

Observation of Resldent #5 during meal servica
on 08/25/24 from 12:00pm-12:62pm reveaaled:
-A dietary alde (DA) servad the resident a turkey
sandwich, Calllarnla blend, white poke cake and
2 glasses of Juice,

~The furkey she was served was not ground, the
cheese was not shredded, and the bread was nof
molstened,

~The while poke cake shs was served was not
cut Info bite-sized pleces and was nat molstenad
with milk.

-Resldent #5 ate half of tha turkey sandwlch,
using one pleca of bread, and half of the white
pake cake,

Intervlew with the Cook on 09/26/24 at 10:42am
revealed;

-She hud been {he Cook for over a year,

~She knew what diet ench resident was supposed
to have because the dlats were listed on the
board in the kitchan.

-Someone from the frent office provided the
informatlon on residents' diets from thelr records,
~Efther she or the Distary Marager (DM} updated
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Ihe disls on ihe board when receivad,

-She knaw how to prepare therapsutic diets
bacause she had been cooking at facliilies for 24
years.

-She followed the speclal diet instructions
provided on the raclpes for each Individua] ltem
on the menu.

~She was aware Resldent #5's food should have
been of a certalin conslstancy.

-She was not aware Resldent #5 racelved a
whols turkey sandwich and whols piece of while
poke cake,

-A DA must have given Resldent #i5 the wrong
plate.

-The concem with Resident #5 getting the wrong
plate was she could have choked.,

-She fixed Resident #5's plate according to the
speclal diat Instructions listed on the reclpes for
each Individua] ltem,

-She did not know why Roesldent #5 rocelved a
whola turkey sandwich and whole piece of white
+| poke cake.

Interview with the DM on 09/26/24 at 11:08am
revealed;

~She hiad been tha DM for 2 and a half years,
-She had been in the dietary fiald for over 20
years,

-She knaw what dist each rasident was supposad
[ Yo have because she recelved diet order updates
every morning,

-She knew how to prepare each dist because she
followe tha speclal diet Insinuctions on the recipo
sheets.

-The mechanical soft lurkey had to be ground,
-The concem with a rasldent that had a
meghanical soft dlet order receiving a whole
turkey sandwich would be choking,

-She did asslst with cooking but did not cook
lunch on 09/25/24,
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-She was aware Resident #5 had a mechanical
soft dlet ordar,

-She was not aware Resldent #5 recelved 1
whole turkey sandwich and whols plece of white
poke cake for lunch uniil surveyor polnted it out to
her yesterday.

-She did not know vy Resident #5 did not

recelve a mechanlcal soft meal. Type text here

~The DA passed aut the plates.
-DAs were aware of all residants’ diatg becauss
the diets are posted on the beard In the kiichen,

Telephone Interview with Resident #5's pritary
care provider (PCP) on 09/26/24 at 3:43pm
revealed:

~She was rof aware Resident #5 was not
provided with ihe dist as ordored,

-If Resldent #5 had a diet order for meachanical
soft with grourd meats; she should have baen
getling what was ordered,

-Amechanlical soft dlet was orderad to make sure
the resident was gsiting foods that were easy to
chew and swallaw,

~Her concem was the possibiliity of Resldent #i5
choking.

-Her expectation was the staff follow the diat
order,

Interview with the Administrator on 09/26/24 at
3:68pm revealed:

-Diet changes were aeddressed in a masfing every
moming with the management team; the DM was
included in that meeting.

-Diet ordars were Ingged In the electronic
computer system and the DM had ageess to that
gysten,

-Dietary orders were printed every Monday and
given to the DM lo keep In the Kiichen,

~The DM had all diet orders posted on a beard in
the kitchen,

——
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-Dlatary staff had a recipe book that contained
delailed Instructions on afl therapaulls diets.

-She expecled the DM and the Cook to follow the
facility's therapeutic diet menu and PCP dlat
orders for residents.

-She was not awere Resident #5 dld not recelve a
mechanical soft meal for (unch.

-Resident #5 not recelving 2 mechanical soft
meal was a big concern due to the possibility of
cheking,

D 356/ 10A NCAC 13F .1004{a) Madication
Adminlstration

10A NCAC 13F 1004 Medicalion Adminisiration
(a} An adult care home shall assure that the
preparation and administration of medications,
prescriplion and non-prescripllon, and treatments
by staff are in accordance with:

{1) orders by a licensed prescribing practifioner
which are maintained in the rasidenl's record; and

{2) rules In this Section and the faclily's pollcles
and proceduras.

This Rule is not mel as ovidenced by:
TYPE B VIOLATION

Based on observations, interviews, and record
raviaws, the faclbly failed to ensure medicatlons
were adminlsterad as ordered for 3 of 3 resldents
{#5, #6, #7) obsvrved during the medicalion pass
including errors with a controlled substance for
moderale to severe pain and a {opical gel for
arillls paln (#5); madication for depression,
prevenlion of haart diseass, gastrointesiinal

D 358 10A NCAC 13F ,1004(a) The Gardens of
Nashville will assure that the adminsliration
of resident medications are adminlstarad
as ordered by the physician,

the 6 righis
Processing

on hand,

medlcation

madicalion carts, The audits will be
reviawed by tha Executivo Direcior and
Resldent Care Coordinator for compliance
and o ensure accurate medications on

FORM APPROVED
Division of Heallh Service Requiation
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTICN {X3) DATE SURVEY
AND PLAH OF CORRECTION IBENTIFICATION NUMRER: A BULDIG: COMPLETED
R-C
HALDG4031 B.WNG 0912612024
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CNTY, STATE, ZIP CODE
1122 EASTERN AVENUE
THE GARDENS OF NASHVILLE
NASHVILLE, NC' 27658 )
[44) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x%y
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD pE COMFLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSB-REFERENCED TO THEAPFROPRIATE PATE
DEFICIENCY}
" "D31t{ Continued From page 16 D31 Type text hore dddd

The Clinical Nurse Gonsu[tént. RM, In- 10/3/24
servicad Med Techs on high risk
medlcalions, Medigation Administralion,

to medications and the Order
System,

The Clinicai Nurse Consultant, RN, in- 10/3/24
serviced Med Techs on cart audits and the
Importance of ensuring accurate meds are

Med Techs will complete Physlclan orders
to emar fo cart audits per fac%lity schedule 11/8/24
to ensure avaflability and accuracy of

orders and supplies on

heallh, Immune health, seasonal allergles, and hand,
dry eyes (#8); medication for consfipalion {#7),
and acid reflux (#6, #7); and for 1 of 6 sampled
resldents (#8) who did not receive nine oral
Divislon of Heallh Service Regulalon
STATE FORM e O5Y®1 If conEnuatlon sheo! 16 of 65
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. D38| Conlinued From page 16 Dass The Ciinfcal Nurse Consultant, RN, wil 1178124
parform random med pass observations
morning medicalions on 08/25/24 due to the lo ensure Med Techs ars performing
madlcations belng unavailable for adminlstration medication administration appropriately,
Including medlcations for a viral nfectlon, anxlety, Any concems dentified will ba discussed
deprasslon, prevention of heart dissass, high gilh “c‘:e E;cd?cuttwefDl;eﬁlur and Rssldent
blood pressure, seasonal allergles, and Vitamin D ac?cgﬁlor?eﬁ tre{}glr?r stmlRvepan
deflclency (#8). 9.
. The Resident Care Coordinator will condudt 11/8i24
Tha findings are: lat mlnlmumI 2 igslde}:lt chgrt audlts week|
0 ensure all orders have been processe
1. The medication error rate was 29% as pfoperly lo allow for accurate med
evidencad by 11 emors out of 37 opporiunities adminlstration.

during the 8:00am medication pass on 09/25/24,

8. Review of Resident #5's curreni FL-2 dated
04/05/24 vevealed:

-Diagnoses included Parkinson's disease, spina|
stenosls, osteoarthrilis, weakness, and
age-related physical debliity.

-Thera was en order for Oxycodone Smg 1 lahlat
every 12 hours as neaded (pm) far pain,
{Oxycodona is a controfied substance used for
~—}-———— | moderate lo severs pain.)

Review of Residant #5's primary care provider
{PCP) visit note daled 09/06/24 revealed:

-The resident had chronlc low back pan and took
Oxycadene pm for the pain.

~There was an ordar for Oxycodone 5mg 1 tablst
avery 8 hours prn for pain.

Revlaw of Resident #5's physlclan's order shests
dated 08/20/24 revealed an order for Oxycadone
5mg 1 tablet every 8 hours pm for pain,

Review of Resident #5's physician's order dated
09/16/24 revoaled an order for Oxycodons 5mg 1
tablal every 8 hours pm for paln.

Observalion of the 8:00am medication pass on
09/25i24 revealed:

Divislon of Health Servisa Regulation
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= | -Resldent #5's medlcations were packed In
mulll-dose packs (MDPs}) and the labelling
Included the date and time of day printed on the
MBP.,

~The medicatlon alde (MA) pulled Resident #5's
MDP that was labelad, "momlng 08/25/24"
~The MA pasled the isha off the MDP.

~The MA opened the controlled substance lacked
drawer and added one pm Oxycodone Smyg tahlel
to the schedulad morning MDP for Resldent #5.
~Tha MA adminlstered the moming medicatlons
including ene pm Oxycodans Smg tablet to
Resldenl #5 al 8;32am.

~The MA dld not ask the rasident if sha was In
pain and needed the pm Oxycodane fablet,
<Tha MA did not notify the resldent that she had
put a prm Oxycodona tablet in the MDP.

~The resldent did not complaln of pain or ask the
MA {or & pm Oxycodone.

-Oxycodone was administered as a schedulad

| medication Instead of prn as ordered.

Review of Resident #5's September 2024
slectronlc medicafion adminlstratlon record
(eMAR) revealed:

~There was an entry for Oxycadone omg 1 tablet
evary 8 hours prn far pain.

~Oxycodons was listed as prm on the eMAR.
-Oxycodone was documented as administerad on
a pm basls on 28 occasions from 09/01/24 -
09/25/24,

~The last two documented doses adminlstered
were on 09/24/24 at 8:55pm and 068/25/24 at
8:30am.

Observatlon of Resident #5's medications on
hand on 09/25/24 at 8:30am revaaled:

-There was a supply of Oxycodone In a bubble
card stored in the contralled substanca [ocked
drawer.
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~Thera were 5 Oxycodone Smg teblets remalning
In the bubble card with Instrucilons to take 1
tablet every 8 hours prn pain.

Intarview with the MA on 09/25/24 at 4:1 Bpm
revealed:

-She usually edministered Resldent #5' pm
Oxycodone with the resldent's scheduled moming
medications.

-If the resident laoked in the medication cup and
dld not ses the Oxycodone, the residant usually
asked for i,

-The resident would ask for Ihe Oxycodona every
day for about a week and sametimes she would
skip a week and not ask for the Oxycodone,

Interview with Resident #5 on 09/25/24 at 4 i23pm
revealed:

-She took Oxyecdone because of pain related to
spinal curgery, arthritts, and Parkinson's diseasp,
-She used to have to ask for the Oxyeodone but
now tha MAs were just putting Ht In her madication
cup without her asking for it.

~-She was not sure why the MAs were putting the
Oxycodone in the cup with her scheduled
medications unless It was because she had
asked for the Oxycadons frequently,

~The Qxycodone helped some wih her paln,

interviaw with the Administrator on 08/25/24 at
2:23pm revealed;

-She was cumently aversesing the MAs since the
Resident Care Caordinalor {(RCC) posHion was
vacant,

~The MAs should administer prn medicalions
when a resident asked for It if it was within the
correct fimeframe.

-Prn medicalions should not ba administersd as
scheduled medications.
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-
Telephone interview with the on-caft trlaga
provider at Resident #5's primary care providers
{PCP) ofiice on 09/26/24 ot 3:57pm ravealad:
~If a resldant was capable of asking for a pm
medication when [t was needed, lha MAs should
only adminlster the prn msdleation when the
resldent requested It for pain.

-She was concerned that If the Oxycodone wasg
administered too ofien or loo closs together, It
could cause sedatlon,

b. Review of Resident #5's primary eare provider
(PCP) visit note dated 08/02/24 revestad:

~The resident had bilateral primary ostecarthritls
of the knges,

~The resldent requested a prescription for
Diclofenac 1% ge! for pain management,

-There was an arder Diclofenac 1% gelapply a
liberal amount topically to both kness 4 times a
day for chronlz knea paln, {Diclofenac gel Is a
topical medication used Io relieve arihritis pain,}

Qbservalion of the 8:00am medization pass on
09/25/24 revealed:

~The medication alde (MA) preparad and
adminlstered Resldent ##5's moming ora)
medicalions at 8:32am.

~The MA did not prepare or offer to adminlster
Resident #5'a Diclofenac 1% gel,

-Diclofenac 1% gel was not administerod as
ardered.

Revlew of Residant #5's September 2024
alectronie medication administratton record
(eMAR) revealsd:

~There was an ontry for Diclofenac 1% gel apply a
liberal amount topleally to both knees 4 tinas a
day for chronic knea pain,

-Diclofenac 1% gel was scheduled for
adminisiration at 8:00am, 12.00pm, 4:00pm, and

0 ass
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8:00pm.
-Diclofenac 1% gel was documented as
administered from 08/01/24 - 09/25/24 (8:00am).

Observation of Resldent #5's medications on
hand on 09/25/24 at 1:22pm revealed:

-There was a 100-gram (om) tube of Dictofenac
1% gel dispensed on 08/02/24,

~The Instructions were to apply a ibaral amount
topically to both kness 4 fimes a day for chronfc
knee pain.

~The {ube was approximately half ful,

Interview with Resldent #5 on 09/258/24 at 1:23pm
revealed:

-She used Diclofenac gel for her chronic knos
pain.

~The MA usually asked the res!dent If she wanted
to use the Diclofenac gel bul the MA that
moming, 09/25/24, did hot ask or offer the
Plclofenac gel, ;

-The Diclofenac ge) helped “somewhat" with her
knee pain,

Intarview with the MA on 09/25/24 at ti18pm
revesaled:

~The rasldent usually received Diclofenac 1% gel
on both knees when the resident recelvad her
other moming medications,

-She did not apply the Diclofenac 1% gel to
Resident #5 that morming, 09/25/24, because the
rasldent was slill in bed,

~She had not administersd any Dlclofenac 1 % gel
to the resident today, bul 1t vas tims for the
12:00pm dosage to be administered.

Interview with tho Administrator on 09/25/24 at
2:23pm revealed:

-8he was currently overseelng the MAs since the
Resldent Care Coordinator (RCC) position was
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~The MA should have administered Diclofenac gel
lo Resldent #5's knees that morning, 08/25/24,
-The MAs should administer medications
according ta the orders on the eMARs.

Telephone Intervisw with the on-call triage
provider at Resident #5's PGP's office on
08/26/24 at 3:57pm revealed:

-Resldent #5's Diclofenac gel should be
administered as ordered 4 limes s day.

-Nof recalving Diclofenac ge! as ordared could
cause lhe residant to have breakthrough pain,

G. Review of Resldent #6's currsnt FL-2 daled
02/21724 revealad:

-Diagnoses Included mild cognitive Impairmant,
spinal stenosls, essentlal hyperiension, ocelusion
and stenosis of right carolid artery, seasonai
allergle rhinlfis, gastroesophageal reflux disease,
irritable bowel syndroms, constipation,
osteoarihriils, essentlal thrombocytopenla,
dysphagis, chronic kidney diseass, anxiety
disorder, and repeated falls,

-There was an order for Paxil 10mg 1 tablet once
daily. (Paxillg an anlldepressant,)

Review of Resident #6's pimary care provider
{FCP) prescription dated 09/11/24 revealed an
otder for Paxi| 20mgq 1 tablet evary day at noon,

Obsetvatlon of the 8:00am medication pass on
09/25/24 revealad:

-Resldent #6'a medications were packaged In
multl-dose packs {MDPs) by an ocutside pharmacy
provider,

-The labeling on the MDPs included the time of
day printed on the MDPs.

-The medicatlon aida {MA) pulled Resident #18s
MDP that was labaled, "noon” and included one
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Paxil 20mg tablet,

8:41am,

orderad,

(eMAR} revealed:
daily scheduled at 8:00am,

—_—t | inMDPsg,

for 12:00 noon.

reveslad:

noon,

why.

=The MA administared the resident's medlcations,
Including lha Paxil 20mag, lo Resident #6 at

~Paxi 20mg was adminislered during the 8:00am
medicatlon pass instead of 12:00 noon as

Review of Resident #ig's Seplember 2024
electronic medication adminlstration record

-There was an entry for Pax)j 10mg 1 tablet once

-Paxil 10mg was documented ag administered
daily irom 09/01/24 - 09725724,

-There was no entry for Paxl| 20mg, and none
was documented as administered.

Observalion of Resldent #6's medications on
hand on 09/25/24 at 8:37am revealed:
-The resident's oral medications

-The MDP contalned ons Paxil 20mgq fablst with
Instructions to fake 1 lablat every day af noon.
-The: Paxil 20mg tablel was packaged In the MDP

interview with the MA on 09/25/24 at 1:25pm

-Resldent #6 uged an outslde pharmacy provider,
-She hed not notlced the eMAR had Paxil 10mg
&nd the medication on hand was Paxi| 20mg,

~The outside pharmacy provider packaged tha
resldent's moming modleations In o MODP labeted

~She did not know why they were labeled noon
and she had not contacled the pharmacy to ask

-The medications in the noon MDP were
scheduled on the eMAR at 8;00am so that was

D 358

were packaged
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why she administersd those madications,
including the Paxil, during the morning medication
pass,

Telephona interview with a pharmacy technician
atthe facility's contracted pharmacy on 09/26/24
at 5:16pm revealed:

“Resident #5 wasg in {halr systam ag proflle only
becauss the resident's madications wera
dispensed by another pharmacy,

-They entered medication orders Into the aMAR
system, and tha facility staff ware responsible for
reviewing and approving orders bafore the orders
were aclive on the eMAR,

~They had not received an order for Paxil 20mg
prior lo today, 09/28/24,

Telephone Inferview wilh g pharmacy technlelan
at Resfdent #8's pharmacy provider on 09/26/24
at 4:59pm revaslad:

~The anly order they had ever had on file for
Resident #6 was Paxl] 20mg 1 tablet at noon,
~They packeged Pexit 20mg In the noon MDP
because that was how It was ordared,

-They did nol have any orders for Paxi] 10mg on
file.

Inferview with the Administrator on 09/25/24 at
2:23pm revealed;

~The MAs should lef her or the Resident Carg
Coondinalor (RGC) know if the eMARSs and the
medlcation labals did not match.

~She or the RCC couki contact the pharmacy fo
clarlfy any disctepancies.

~The RCC position was currenily vacant so the
MAs should hava naliflad her about the
discrepancles with Resident #5's Paxil,

Alterpled {alephone interview with Resldont fi6's
primary care provider (PCP) on 09/26/24 at

F
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3:45pm was unsuceessful,

d. Revlew of Resident #8's physician's order
dated 08/20/24 revealad an order for Papcid
20mg 1 fablet twice delly as neaded {pra),
{Pepcld Is used for heartburn and acid reflux.)

Observation of the B:00am med]cation pass on
0B/25/24 ravealed:

~Resldant #6's medications wers packaged in
mulli-dose packs (MDPs) by an oufslde pharmacy
provider,

~The [abeling on the MDPs included the fime of
day printed on the MDPs,

-The medication alde (MA) pulled Resldent #6's
MDP that was labsled "noon” and Inciudad one
Pepcld 20mg tablsi,

~The MA admin!stered the resident's medlcations,
including the Papcid 20mg to Resident #6 at
841am.

-The resident did not request Pepcid or complain
of hoaribum ar acld refux,

~Peptid 20mg was administerad as a scheduled
medication during the 8:00am medicatian pass
Instead of pm as ordared,

Review of Resident #6's September 2024
sleclronic modleation adminlsiration tecord
{eMAR) revealad there was no entry for Pepcid,
and none was documented as adminsterad.

Observallon of Resldent #8's medications on
hand en 09/25/24 al 8:37am revealed:

-The ragldent's oral madications wero packaged
in MDPs.

-The MDP contained gne Papcld 20mg tablet with
instructions to take 1 tablet iwlce dally,

Interview with Residsnt #6 on 09/25/24 at
12:43pm revealed:

Divislon of Hoalth Servics Regulation

STATE FORM

O8YKNn

. Meonlnuation shea! 25 of a5



PRINTED: 10/14/2024

Inferview with the MA on 09/25/24 at 1:25pm
revesled:

~Resldent #8 used an outside phammacy provider,
-The oulside pharmacy provider packaged the
resldent's moming medications in a MDP [abelad
noen,

=The medlcations in the noon MDP wers
scheduled on the eMAR at 8:00am so that was
why she adminlstered thoss medications,
including the Pepcld, during the moming
medicalion pass,

~-8he had not noticed there was Pepcid in the
MDP, but Pepcid was not listed on the sMAR,

Telaphons interview with a phanmacy techniclen
at the faclily’s contracted pharmacy on 09/26/24
at 5:16pm rovealed:

-Resident #8 was in thelr system as profile only
bacause tha resident's medicalions ware
dispensed by another pharmacy,

=They enfered medication orders Into the eMAR
syslem, and tho faclkly staff were responsible for
reviewIng and approving orders before the orderg
v/are aclive on the eMAR. .
~They had not recelved an order for Pepeid piior
fo today, 08/26/24.

Telephone interviews with a pharmacy technician
at Resldent #6's phamnacy provider on 09/26/24
at 4:59pm reveaied:;

~They had an order for prn Papcld on file for
Resident #6.

-They packaged the Pepcld in the noon MDP
because that was how they wera inslructed to
package It,
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-Sha thought she slarted taking Popcid about a
waek ago,
-She denied any current symploms of heariburn
or acld reflux,
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-Sha did not know If tha faciiity staff or if the
resident inatructed them to package Pepcid with
ihe neon MDP,

-They dispensed Pepcid In the MDPs for 08/22/24
and 00/20/22,

Interview with tha Administrator on 09/25/24 at
2:23pm revealed:

~The MAs should let her or the Resident Care
Coordingter (RCC) know If the eMARs and the
medication labals did not match,

-She or the RCC cauld contact the pharmacy {o
clarify any discrepancies,

-The RCC posltion was currently vacant go the
MAs should have nofified her that Pepeid was in
ihe MDP but not listed on the eMAR.

Altempled telephona Interview with Rasldent £6's
primary cars provider (PCP) an 09/26/24 gt
3:45pm was unsuccessiul,

e. Revlew of Resldent #6's current FL-2 dated
02/21/24 revealad an order for Asplrin EC 81mg 1
table once dally. (Aepirin i3 used (o pravent heart
diseasa.)

Review of Resident #6's primary care provider
{PCP) prescriptlon dated 08/22/24 revealed an
order for Asplrin 81 mg 1 tablet every day at
noan.

Cbservafion of the 8:00am medication pass on
09/25/124 ravealed:

-Resldent #6's medicalions were packaged In
multl-dosa packs (MDPs) by an oulside pharmacy
provider,

~The [abe¥ng on the MDP Included the time of
day pAinted on the MDP,

-Tha medication aide (MA) pulled Resldent #5's
MDP that was labsled, “noon” and Includad one
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Aspirin EC 81mg tablat,

-The MA adminlsterad the resldant'a medications,
Including the Aspirin EC 81mg tablef fo Resident
#6 at B:41em.

-Asplrin EC 81mg was administered during the
8:00am medicatlon pass Instead of 12:00 noon
as ordered.

Raview of Resideni #8's September 2024
electronic medication adminlstration record
(eMAR) revaaled;

-There was an entry for Aspiin EC 81mg 1 tablat
once daily scheduled at 8:00am.

-Agplrin EC 81mg was docitmented as
administered at 8:00am from 09/01/24 -~ 09/25/24,
Instead of 12:00pm as orderad,

QObsarvation of Resldent #6's medications on
hand on 09/25/24 at 8:37am revealad:

~The regldant's oral medications were packaged
in MDPs,

-The MDP conlaled cne Asplrin EC 81myg tablat
with Instruclivns lo take 1 tablet every day at
noon,

~The Asplrin EC 81mg tablet was packaged in the
MDP for 12:00 noon.

Interview with the MA on 05/25/24 at 1:25pm
revealed:

-Resldent #6 used an outside pharmacy provider.
~The outside pharmacy provider packaged the
resldent's morning medlcations In g MDP labalad
noon,

-The medicatlons in Uie noon MDP were
scheduled on lhe eMAR al B:00am so that was
why she adminlstered those medicallons,
Inctuding the Aspirin, during the morning
medicallon pass,

Telephone interview with a pharmacy tachniclan

D 356
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al the facility's contracted pharmecy on 09/26/24
at 5:16pm revealed:

-Resident #6 was In their system as profils only
because the residenl's medicatlons were
dispensed by another pharmacy.

~Thay enterad medication ordars inte the sMAR
system, and the facility staff were responsible for
reviewing and approving orders before the orders
were activa on tha eMAR. _

~They had not tacelved an order for Asplrin fo be
administered at noon prior lo today, 09/26/24,

Telephone Interview with a pharmacy techniclan
at Resldent #6's pharmacy provider on 08/26/24
at 4:59pm revealed:

~The only order they had ever had on file for
Resldent #5 was Asplrin 81mg 1 tablet at noon.
-They packaged Asplrin 81mg In the noon MDP
because that was how it was ordered.

=They did not have sany ordars for Asplrin fo be
adminlstered In the morning,

Interviow wilh the Adminlstralor on 09/25/24 at
2:23pm revealed:

~The MAs should lat her or the Resident Cere
Coordinator (RCC) know [f the eMARs and {he
madication labels did not malch,

-She or the RCC could contact the pharmacy to
clerify any discrepanties.

~The RCC position was curmently vacant sa the
MAs should have nolllied her about Ihe
discrapancies with Resldent #8's Asplrin
administralion lime.

Allempted lalephone Intervlew with Resident #8's
primary care provider (PCP) on 08/26/24 at
3:45pm was unsuccassful,

f. Review of Resident #6's current FL-2 dated
02i21/24 ravealad an order for Artificls) Tears

D 358
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instifl 1 drop In both eyes 4 limes dally as needed
{pm) for In'telive symptoms and dryness.
{Artificlal Tears eye drops are used to freat and
prevent dry, Initated syes.)

Review of Resldent #6's hosplce provider orders
daled 03/20/24 revesled;

~There was an arder {o dlsconlinue Artificlal Tears
1 drop In each eye 4 fimes a day as needed for
imilativa symptoms’and drynass,

~Thete was an order for Artificial Tears 1 dropin
each eye 4 limes dally,

Revlew of Resldent #8's primary care provider
(PCP}) prescription daled 04/16/24 revealed an
order for Artiflclal Tears place 1 drop In each oye
4 limes dally as needed (prn}.

Review of Resident #6's eye care provider
preacriptlon dated 04/29/24 ravealed:
~There was an order for Arlificlal Tears 1 tg 2

drops in both eyes 3 fimes a day pm,
=There was no order for Arlificlal Tears to he
adminlslered on a scheduled basis,

Obssrvation of the 8:00am medication pass on
09/25/24 revealed the madication alde {(MA)
prepared end administered oral madicatlons to
Resldent#6 al 8:41am.

Interview with tha MA on 09/25/24 at B:50am
ravealed:

= -Resident #8 was supposed to raceive Arlifigla)
Toars at 8:008m buf the resident ren out
yestarday and there was none available for
administraflon,

~-8he had ordered the Arificlal Tears and was
golng to pick them up soon.

QObservalion on 09/25/24 at 9:30am revealed:
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| <The MA prepared and administerad Artificlal

Tears eye drops to Resldent #6 at 9:30am.

~The MA did not ask the resldent if she nesdad
the eye drops pilor to administering them,

~The resldent did not complain of dry, Iritated
oyos lo the MA and the resident did not ask for
the aye drops 1o be administerad,

~Artlilclal Tears eye drops were adminlstered as a
scheduled medication instead of prn as ordered,

Review of Resident #6's Septembar 2024
electronlc madication adminisiralion racond
{eMAR) revealad:

~Thers was an entry for Ariificlal Tears Inatill 1
drop In both eyes 4 times a day.

~The start dale for Artlficlal Tears was listed as
03723/24.

-Arificlal Tears was documented as administered
as a scheduled medication 4 times a day from
08/01/24. - 08/25/24 (8:00am).

-There was no enfry for prn Addificial Tears.

Observation of Reskient #68's medlealions an
hand on 09/26/24 at 9:28am revealad:

-There was a bollie of Arlificial Tears eye drops
dispensed on 09/20/24.

~The Instructions ware to place 1 drop In each
eye 4 fimes dally as needed,

Interview with Resident #6 on 09/25/24 at
12:43pm revealed;

-8ha racelved Arlificlal Tears avery day for dry
oyoes.

-:)i{na dig not have to ask for Artiticial Tears: the
MAs adminlstered the sya drops to her without

her asking for them,

Intervigw with the MA on 08/25/24 at 1:25pm
rovenled:
~She was not aware the Resldent's most current
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-| at 4:89pm ravealad:

order for Artifictal Tears was for pm desing.
~She administered the Arllficlal Tears as a
scheduled medicatfon at 8:00am because that
v/as when the Artificlal Tears “popped up* on the
eMAR {o be administered.

Telephona Interview with a pharmacy tachnlelan
at the faclllty's contracled phanmacy on 08/26/24
at 5:16pm revealed:

~Resldent #8 was in thelr system as profile only
bacause the residenl's medications were
dispensed by anothsr phamtacy.

~They anterad medicaticn orders inlo the sMAR
syslem and the faclllty staff were responsible for
revlewing and approving orders befors the orders
wers aclive on the eMAR,

~They had not received an order for prn Artificla)
Tears prior fo today, 09/26/24.,

Telephone Interview with a pharmacy tachniclan
at Residenl #6's pharmacy provider on 09/26/24

~They had an order for pm Arificlal Tears for
Residant #8, as Indicatad on the medication labal,
~They did not have an order for Arlificial Tears to
ba administered scheduled 4 {imes a day.

Intervlews with the Adminlstrator on 09/25/24 at
2:23pm and 08/26/24 at 6:41pm ravealed:

~The MAg should adminlster prn medications
when a resident esked for it If It was within the
comect tmeframe,

=Pm medicalions should not be administarad as
scheduled medications,

~The MAs should lel her or the Realdant Care
Coordinater (RCC) know If the aMARS and the
medication labels did not malch.

-She or the RCC could contact the pharmacy to
cledly any discrepancies,

~The MAs were responsible for auditing the
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eMARSs weekly,

-The RCC posltion waa cunonily vacant so the
MAs should have notifiad her about the
discrepancles with Resident #6's Arilficial Toats.

Altemptad tsiephone interview with Rasldent #8's
primary care provider (PCP) on 08/26/24 at
3:45pm was unsuccessful,

g. Review of Resident #6's current FL-2 dated
02/21124 vavenled an order for Elderberry
1000mg 1 capsule once daljy. {Elderberry |s a
supplement that may boost the Immune system.)

Review of Resldent #6's pimary care provider
{PCP) order dated 06/07/24 revealad an order for
Elderberry 1000mg 1 capsule once dally.

Observation of the 8:00am medication pass on
09/26/24 revealed:

-Resident #8's medicatlons were packaged In
multl-dose packs (MDPs) by an outside pharmacy
provider.

~The modication alde {MA) prepared and
adminlstered medications in a MDP {0 Resident
#5 at B:41am,

~The MDP did not Include Elderberry capsule,
-Elderbary capsule was not adminlztered ng
ordercd.

Review of Resident #6's September 2024
electronic medication administration record
(eMAR) revealed:

-There was an antry for Elderberry 1000mg 1
capsule once dally schaduled at 8:00am,
-Elderberry 1000mg capsules were documanted
as administored datly from 09/01/24 -~ 00/25/24.

Observalion of Resident #8's medications on
hand on 09/25/24 at 8:37am revealed:
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<The resident's oral medications were packaged
in MDP3,

~The MDP did not contain any Elderberry
capsules,

=There was no supply of any Elderberry capsules
avallable for adminlsiration for Resldent #8.

Interview with the MA on 09/25/24 at +:28pm
revealed:

-She administered Resident #6's medicatlons
based on what was In the MDPs.

-She had not nollced thare was no Elderbarry
capsule In the resident's MDP adminlstered In the
momings.

~She thought there used to be Elderberry
capsules in {he resident's MDP, hut she could not
recall the [ast ime she saw Elderbeny capsules
In the MDP,

Telephone Interview with a phamacy techniclan
at the facility's conlracted pharmscy on 09/26/24
at 5:18pm revealed:

-Resident #8 was in thalr system as profile only
because the resideni's medicalions were
dispensaed by ancihar phannacy.

~Thsy had not dispensed any Eklerberry capsules
for Resident #8,

Telephone interview with a pharmacy tachniclan
at Resldent #6's pharmacy provider on 09/25/24
at 4:53pm revealad;

-They did not have an arder for Eldetberry
capsules for Resident #6,

=They had not dispensed any Elderberry capsulos

for Resident #8.

Interview with the Adminlsirator on 09/25{24 gt
2:23pm revealed:

-The MAs were responsible for sending orders to
Resldent #6's pharmacy provider and the facillty's
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contracted pharmacy provider.

-The MAs should let her or the Resldent Cara
Coordinater (RCC) know if the eMARs and Ihe
medication lahals dld nof match,

~She or the RCC could contact the pharmacy to
clarify any discrepancies.

~The RCC positlon was currently vacant so the
MAS should have notifled her about the
discrepancies wilh Resident #6's Elderberry
capsules.

Attempled telsphone Interview with Resident #5's
PGP on 09/26/24 st 3:45pm was unsuccessful,

h. Review of Resident #6's eurrent FL-2 dated
02/21/24 revealed an ardar Probiotic Formula 1
capsule once daily. (Probiotic Formula is used
for gastrolntestinal haalth and may be usad to
help pravent infectlons,)

Observation of the 8:00am medication pass on
09/25{24 revealud:

-Resident #8's medications were packapged In
muli-dose packs (MDPs} by an outslde pharmacy
provider,

~The medicatlon aide {MA) prepared and
administered medications in 28 MDP to Restdent
#5 at 8:41am,

~The MDP did not include Problotic Formula
capsule. :

-Probiotic Formule copsule was not administered
as orderad,

Raview of Resident #8's Seplamber 2024
electronic medicalion adminisiration record
(eMAR) revealed:

~There was an entry for Probiotie Formula 14
vapsula cnee dally scheduled at 8:00am.
-Problolic Formula was documanted as
adminislered once dally at 8:00am from D9/01/24
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- 09/25/24,

Observalion of Resldent #8's medications on
hand on 08/25/24 af 8:37am revealed:

-The resldent's oral medications were packaged
in MDPs,

~The MDP did not coniain any Problctic Fermula
capsules,

-There was no supply of any Prohlotic Fermula
capsules available for gdminlstration for Resldent
6.

Interview vvith the MA on 09/25/24 at 1:25pm
ravealed:

-She administerad Resident #6's medicalions
based on what was in the MDPs,

-She had net notlced thera was no Problolic
Formula capsule in the resldent's MDP
administered In the momings.

-She thought there used to be Prablollc Formuja
capsules In the resident’s MDP, but she could not
recall the last ime she saw Problotlc Farmula
capsules in the MDP.,

Telephone interview with a pharmacy techniclan
at the fagiltly's contracted pharmacy on 09726724
at 6:16pm revealed:

-Rosidont #8 was In thelr system as profile only
because the resident's medicatlons were
dispensed by anclher phammacy.

~They had not dispensed any Problolic Formula
capsules for Resident #6.

Telephone Interview with a pharmacy techniclan
at Resident #6's pharmacy provider on 09/26/24
at 4:58pm revealed:

~They did not have an order for Probiolic Formula
capsules for Resldant #8.

~They had not dispensed any Problotic Formula
capsules for Resldent #6,
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Intarview with the Administrator on 09/25/24 at
2:23pm revesled:

~The MAE wers responsibls for sending orders to
Resldent #8's pharmacy provider and the facllity's
contracted phamacy provider.

-The MAs should (et her or the Resldent Care
Coordinator (RCC) know if the sMARS and the
medication labels did not malch.

-She or the RCC could contact the pharmacy to
clarify any discrepancies.

-The RCC position was currently vacant so the
MAs should have natifled her about the
discrepancles with Resldent #6's Probiotic
Fermula capsules.

Aflempted telephone Inlerview with Rasident #ig's
primary care provider (FCP) on 09/26/24 at
3:45pm was unsuccessful,

l. Revlew of Resident #86's current FL-2 daied
02/21/24 rovealed an order for Flonase 50mcg
Nasal Spray Instill 1 spray in each nostril once
dally, (Flonasels used to treat and pravent
seasonal allergy symploms.)

Raview of Resident #8's pimary care provider
{PCP) prescription daled 08/07/24 revealed an
order for Flonase 50mcy Nasal Spray Instil 1
spray In each nostril once dally.

Qbsatvatian of the 8:00am medlcation pass on
09/25/24 revealed:

~The medication alde (MA) preparad and
administered oral medlcations to Resldant #6 at
8:41am,

-The MA did not offer or administer Flonase
Nasal Spray ta Resldent #8 whon she recelved
her other medications scheduled for 8:008m,
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Review of Resldent #/8's Seplember 2024
electronic medication adminisiratlon record
(eMAR) revealed:

~There was an entry for Flonase Nasal Spray
Instill 1 spray In each nostril once daily scheduled
at 8:00am.

-Flonase Nasal Spray was documented ag
administered dally from 09/01/24 - 09/25/24,

Observatlon of Resldent #5's medications on
hand on 08/25/24 at 1:35pm revealed;
=There was a bottla of Flonase 50meg Nasal
Spray dispensed on 12/08/23.

-The Instructions on fhe botile were to use 1
spray in each nostril daily,

Inferview with the MA on 09/25/24 at 1:25pm
ravegied:

~The resident would somelimas use the Flonase
Nasal Spray and somslimes the resldent did not
want io use it

-She forgot to ask the resident that moming,
09/25124, |i the resident wanted to use the
Flonase Nasal Spray.

Infervlew with Resldent #6 on 09/25{24 at
12:43pm revealed,

~She should recelve Flonase Nasal Spray every
day, but she did nol always racelve it avery day.
-She dld not get her Flonase Nasal Spray that
morming, 08/25{24,

-She did not know why she did not racelve
Flonase avery day.

-Her ellargy symptoms were about the same
foday, 09/25/24,

Interview with the Adminisirator on 09/25/24 at
2:23pm revealed:

-She was currently overseelng the MAs since the
Resldent Care Coordinator (RCC) positfon was
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-The MA should have administersd Flonase
Nasal Spray fo Resldent #6's that merning,
09/25/24,

~The MAs should administer medicatlons
according to the orders on the eMARs,

Atlempled telephona Interviow with Resident #8's
PCP on 09/26/24 al 3:45pm was unsuccessful.

J. Review of Resldent #7's cument FL-2 datad
04/11/24 revealed:

-Diagnoses Included syncope and collapse,
hypertensivg chronic kidney disease, macujar
deganeralicn, atrig fibrillation, iron deficiency
anemla, hypolhyroldism, and abnormslilles of galt
and mobllity,

=There was an order for Miralax Powdsr 17
grams (gm) once a day. {Miralaxis a laxativo for
canstipation,)

Ravlew of Resldent #7's physician's orders datod
0920124 revealed an order for Miralax Powder,
mix 1 capful to the Indicated line (17gm)in 8
ounces fluid and take daily,

Cbsarvation of the 8:00am medicallon pass on
09/25/24 revealed:

-Resldent #7's medications ware packaged in
muli-dose packs (MDPs),

~The medication aldo (MA) prapared and
administered medicaticns packeged In o MDP
laheled "morning 09/25/24* to Resldent #7 at
B:41am,

=The MA did not prepars or offer Miralax fo
Resldent#7, :

~Miralax was not administerad as ordered.

Reviaw of Resident #7's Saplember 2024
slectronfc medicatlon administration record
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{eMAR}) revealed:;

~There wag an entry for Miralax mix 1 capful to
the Indicated fine {17gm}) In & ounces fluld and
{ake dally,

-Miralex was scheduled for administration af
8:00am,

~Miralax was documentsd as edministered dafly
from 09/01/24 - pgj24/24,

~Documenlation for Miralax adminlsieation on
09/258/24 was blank with no reason documentsed,

Observalion of Resldent #7's madications on
hand on 09/26/24 at 1:47pm revealed there was
ne Miralax Powder avallable for administration to
the rasident,

Interview with the MA on 09/25/24 at 1:42pm
revealed she did not adminiater Miralax o
Resident #7 becauss the resident would not lake
It uniess ihe residant asked for It,

Interview with Resident #7 on 09/25/24 at
12:56pm revealed:

~She sometimes received Miralax every day and
had loosn slools.

~She did not have Joose stools today, 09/25/24,
but she did not receive any Miralax.

~She usuelly had fo ask for Miralax if she wantad
to get any.

Interview with the Administrator on 09/25/24 at
2:23pm revaalad:

~She was currently overseeing the MAs since the
Resldent Care Coordinator (RCC) position was
vacant,

~Tha MA should have administered Miralax to
Resident#7 that morning, 09/25724,

-The MAs should adminlsier modicaticns
according to the orders on the eMARs,
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Allempted tslaphone Inlerview with Resident fi7's
primary care provider (PCP) on 09/26/24 at
4:54pm was unsuceassful,

k. Review of Resident #7's current FL-2 dalsd
04/11/24 rovealed an order far Protonix 40mg 1
tabletonce a day. {Protonix is used to ireat and
prevent acld reflux.)

Obsarvallon of the 8:00am medication pass an
09/25i24 revealed:

~Residant #7's medicationa woro packaged in
mulli-dose packs (MDPs).

-The medication aide (MA) prepared and
administered medications packaged In a MDP
labeled "moming 08/25/24" to Rasidant #7 al
841am.

~The MDP did nof include Protonlx,

-Prolonlx was not administered as ordered,

Revlaw of Resident #7's Seplember 2024
elsctronic medication administration record
(eMAR) revealed:

~There was an aniry for Protonix 40mg 1 tablet
onca daily scheduled at 8:00am.

~Prolonlx was documented as administered dally
from 09/01/24 - 00124/24.

-Documentation for Protenlx adminisiration on
09/25/24 was blank with no reason documentad.

Observation of Resident #7's medicallons on
hand on 09/25/24 at 1:47pm revaaiad:

~The resident oral morning medications were
packagod in o MDP,

~There were no Protonix 40mg tablets packaged
in the moming MDPs,

~-There was a supply of Protonix 40mg packagad
In a bubble eard that was dispsnsed on 08/05/24,
-Thae Instructions on ihe label for the bubible card
warg to take 1 tablet once dally,
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-There were 14 of 28 teblefs remalning,

Interview with the MA on 08/25/24 at 1:42pm
ravealad:

-Resident #7's Protonix was nol packagedin a
MDP,

~The Protonix was packaged In a bubble card.
~She did not administer Resident #7's Protonix
because she thought it might be administerad
befara breakfast by third shiit staff.

-She had not noticed Pratonix was nat
decumented as administered on 09/25/24,

Interview with Resldent #7 en 09/25/24 at
12;66pm revealed:

~She usually recalved a pill for acid reflux,

=She did not usually have a problem with acld
reflux If she received that madication and ate
small bites of food slowly.

-5ha denlad any currant symptoms of acld reflux,

Intervlaw with the Administrator an 09/25/24 at
2:23pm revealed:

-She was currently overseelng the MAs since tha
Resldent Care Coordinator (RCC) position was
vacant.

~The MA should have administered Protonlx to
Resldent #7 that moming, 09/26/24.

-The MAs should administer medications
according to the arders on the sMARs,

Attempled telophone interview with Resident #7's
prAmary care provider (PCP) on 08/26/24 at
4:54pm was unsuceessful,

2, Revlew of Resldent #8's current FI-2 dated
05/10/24 ravealed:

-Diagnaoses included type 2 diabefas mellltus,
bipolar disorder, a viral infaction, hypertension,
hyperiensive retinopathy, aortocorcnary bypass
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; graft, alherosclerotic heart disease,
i proteln-calorle mainutrition, gastrossophageat

- reflux disease, and hyperipldemla,

~There was an order for Acyclovir 460mg 1 tablet
twice dafly, (Acyclovir is used to treat vira)
Infections.)

~Thera was an order for Aspirin EC 81mg 1 tablet
once dally, {Asplrin Is used o prevent heart
disense.)

-Thero was an arder for Busplrons 7.5mg 1 tablst
3 times daily, (Buspirons Is used io fregt
depression and anxisty.)

~There was an order {or Cefirizine 10mg 1 tablet
once dally. {Cetirizine Is used for seasgnal
allergles.}

~-There was an order for Vitamin D3 5000 units 1
capsula once daily. {Vitamin D3 is used to froat
Vitamin D deficlency.)

-There was an order for Duloxeline 80mg 1
capsule once dally, (Duloxetine Is an
antideprassant.)

~Thers was an onder for Lamotrigine 25mg 1
{ablet onca daily. (Lamotrigine is used ia treat
mood disordars.,)

~There was an order for Lisinoptil 2.5mg 1 tablet
ance dally. (Lislnopril Is used to lower blood
pressura.}

-There was an order for Metoprolol Tarirate 50mg
1 tablel iwice daily. {Motoprolol Tarirate is used o
lower blood pressura.)

Raview of Realdent #0's physiclan's order datad
07/13/24 revealed an order changs for Vilamin
D3 2000 unlts 1 tablet once dally,

Ravlew of Resldent #8's September 2024
elecironic medlcation adminisiration record
{eMAR) ravealed:

-Thare was an entry for Acyclovir 400mg 1 tablet
twice dally scheduled at 8:00am and 9:00pm.

Diviston of Health Service Regulation
STATE FORM

O5YX11

It cantinuallon sheel 43 of 65




PRINTED: 10/4/2024

~There waa an entry for Asplrin EC 81mg 1 tablel
once daily schaduled at 9:00am.

-There was an entry for Buspirone 7.5mg 1 tablet
2 times dally scheduled at 9:00am, 3:00pm, and
9:00pm.

-There was an entry for Cefirizine 10mg 1 tablet
once dally scheduled at 9:00am,

=Thers was an enfry for Vitamin D3 2000 units 1
tablet onice dally scheduled at 8;00am.

~Thers was an eniry for Duloxaling 80mg 1
capsula once daily scheduled at 8:00am.

-~There was an entry for Lamotrigine 25mg 1
tablet once daily schadulad at 8:00am,

~Thera was en enlry for Lisinoptil 2.5mg 1 tablet
once dally scheduled at 8:00am,

-There was an entry for Mstoprolo] Tartrate 50mp
1 iablsl twice dally scheduled at 9:00am end
8:00pm.

~Acyclovir, Asplrin, Buspirone, Cetirizine, Vilamin
D3, Duloxetine, Lamotrigine, Lisinopril, and
Metoprolol Tartrate ware documented as not
administered an 09/25{24 due to the medications
belng unavailzbla.

Cbservatlon of the morning medicatlon pass on
08/25/24 from 8:20am ~ 8:49am ravealad:
~Resldont ##8 approachod the medication cart and
asked the medication alde (MA) for her morning
medications.

-The MA told the resident that she would get her
meadieations to her.

-The resident walked away from tha medicatlon
cart and went back down the hallway,

-The MA continued preparing medlcations for
other resldents,

Interview with tha MA on 09/25/24 at 10:42am
ravealad:.

-She had not adminislared Resldent #8's oral
moming medications today, 09/25/24, because
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the vesident's oral moming madications vere not
In ihe madlcation cart,
-Resident #8's medicatlons came from an outside
pharmacy provider.

-Resident #8's pharmecy provider did not sand
automatic cycle fills; the resldent's medicaflons
had to be ordered and pleked up at the
pharmacy.

-She usually tied (o call In tha resident’s refilis
when the rasident was on the last pack,

~She reslized a faw minutes ago that Resldent
#8's moming oral medicatlons were not In the
medlcatlon cart,

-She had to go to the outslde phanmacy to plck up
the resident’s medicatlons,

Second interview with the MA on 08/25/24 at
12:26pm revaealad:

~She went to the Resident #8's pharmacy thal
moming fo pick up the resldent's medications but
ihe pharmacy staff would not allow her to getthe
medlcatlons becausa she dld not know the
rasiden!'s date of hirth.

-Tho Adminlstrator was golng (o send somechs
clse to pick up the rosidonts medications.
-Resldent #8 dld not racelve ker oral moming
medications today, 09/25/24.,

Observatlon on 09/25/24 at 1:18pm revealed:
-Resident #8 walked up to the MA at the
medication carl and sald she naeded hor
medications,

-The rasldent reported she was sweating and not
foeling good of all,

Observation of Resident #8 on 09/25/24 at
1:53pm revealed:

-The residant was lylng in bed, staring toward the
window.,

~The resldent had a sad sxpression on her facs,
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Interview with Realdent #8 on 00/25/24 at 1:53pm
ravaaled:

=She did not recelve her oral medicatlons that
moming, 09/25/24,

~The MA sald they were going lo get her
medications,

«This was the first tfme she had not received har
morning medlcations.

-She uabally got medicatlon to help with her pain
and medications for her bipolar disorder.

-She had a headache, and she was hurling &)l
over.

-She was warried because she did not gel her
morming medicalions.

Inlerview with the Adminisiralor on 09/25/24 at
2:23pm revealed;

-She was not aware Resldent #8 had not recslved
her moming medications foday, 09/25/24,

-The MAs should notily her If medications were
not avallabla In the facllity.

A second interview with tha Administrator on
09/256/24 at 2:53pm ravealed the facHily's
Business Office Manager (BOM) had gone now to
pick up Resldent #8's medicallons from the
phamacy.

Telephons Intervlew with a pharmacy technlclan
at Resident #8's oulside pharmacy provider on
09/26/24 at 4:59pm ravealed:

= -Resident #8's oral medications were packaged In
mulit-doso pocks (MDPa),

~The resldent's medicalions were dispensed on
09/19/24 and had been ready for pick up since
that time.

-The facility was notifled the medicatlon was
ready for plck up on 09/20/24 via autemated

message to a phons Jinked fo the facllity's
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Administrator,

-On 09/25/24, the MA at the faclfity called the
pharmacy and she was lold the medlcation had
besn ready for pick up for 8 days

~The facility was supposed to notify the phammacy
when there was 1 to 1 % wasks of medication
remalning.

~They had offered to daliver medlcations to the
facility In the past but lhe facllity declined {not
sure what date),

~Tho firat facllily ataff that came yasterday,
09725{24, could not glve the name or date of birth
of the resident per pharmacy pollcy, so that stalf
did not get the medications,

-Another staff picked up Resldent #8's
medlcations somstima later on 09/25/24 but sho
could no! recall the time.

Afthird Interviaw with the Administrator on
08/26/24 at 6:41pm revealed:

~Resldant #8 received her medications from an
outslde phamacy provider.

-The outslde pharmacy provider did not send
automatic cycle fiils.

-The MAs were responsible for ordering Residgent
#8's medications a couple of days befora the
resident ran out of medication,

-One of the facllity's office phones had bean sat
up lo recalve autornatic voice massages from the
outslde pharmacy provider when medicallons
ware ready to be picked up,

-When {he MAs recalved the message, they were
supposed o et her know so she could mske
arrangoments for the medication to be picked up,
-No one had notlfied her that Residant #8's
madications were ready and needed to be ploked
up untll vesterday, 08/25/24.

Telephone interview with Rosident #8's mental
heaith provider (MHP) on 08/26/24 at 4:40pm-
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~She ordered all those medications on 04/11/24
with 10 refills so Ihe resldent should nat have run
aut of those medications,

-It was Important for Resident %8 to recelve lhose
medications as ordered lo keep her mood sfable,
~The rasldent was on a low dose of Lamotrigine.
~If the resident had been on a higher dose of )
Lamolrigine and it wes stoppad abruplly, it could
cause the resldent to devafop Stevens-Johnson
syndrome (a rars, serious disorder of tha skin
and mucous membranes),

Atlermpted telephons interview with Resident #8's
primary care provider (PCP) on 09/26/24 at
3:57pm was unsugccessful,

The facility falled to administer medicaticns as
ordered for 3 of 3 residents observed during the
8:00am medication pass on 00/25/24. Resident
#5 did not recalva a eontroiled substance for
moderate {0 severs paln asg ordered pufiing the
resident at risk of sedation and did not recolve a
toplcal paln medication, putting the resident at
risk of having breakihrough knee pain, There
were 7 errors observad with Rosldent #8's
madlcations administered on 09/25/24. Resident
i#8 did not receive a medication used o prevant
canstipatlon and & medication used for acid
reflux, Resldent #B did not receive nine oral
maorning medieations on 08/25/24 due to the
medications belng unavallable for adminfstration,
including missing doses of threa madicatlons
used to freat mood disorders, anxlsly and
depressien that need to be adminlstered as
crdered lo keep the resident's mood stable, The
feilure of the facility to administer madications as
ordered was defrimental to the health, safely, and
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i revoaled:
-Sha prescribed Busplrons, Lemotrigine, and
Duloxetine for the resident,
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Administration

10A NCAC 13F ,1004 Medication Administration
() The restdent's madicallon administration
racord (MARY) shall be accurate and include the
following:

{1} resident's nama;

(2) name of the medication or treatment order;
(3) strongth and dosage or quantity of medicatlon
adminlstered;

(4} instructions for administering the medication
or freatment;

{5) reason or Juslification for the adminlsiration of
medications or treatments as needed (PRN) and
documenting the resulting effect on the resident;
(6) dete and fime of adminlstration;

(7} documentalion of any omisslon of
medlcations or irsalinen!s and the reasan for the
omission, including refusals; and,

(8) name or Infilals of the peraon administering
the medicalion or treatment. Ifinilials are used, a
signature equivalent to those Inltials is to be
documented and maintained with the medication
administration record (MAR).

This Rule s not met as evidenced by:
Based on observalions, Interviews, and record

Nashville will assure the Resident's EMAR
is accurate for Med Administration.

serviced Med Techs on Medication
Adminsitration to include to imporiance of
accuracy of EMAR's and the 6 Right's

to Medication Administration.

serviced the Med Techs on High Risk
Medleations, Medlcation Administration ang
the Order Processing System.

order to emar to cart audit per facllliy io
ensure avallabllity and accuracy of
medications on med cards, Tha audits
will be reviewed by the Executive Director
and Resldent Cara Coordinator,

The Clinical Nurse Consultant, RN, In- 10/3/24

The Clinical Nursa Consultant, RN, In- 10/3/24

The Med Techs will complete physician 11/8/24
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walfare of the residents and constitutes a Type B
Violallon,
The facllity provided a plan of protection in .
agcordance with G.S. 131D-34 on 09/25124 for
this violation,
CORRECGTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED NOVEMBER
10, 2024,
D 387| 10A NCAC 13F .1004(f) Madfcalion D367 10A NCAC 13F .1004(]) The Gardens of
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Conlinued From page 48

reviews, tha facility falled to ensure the
medleation adminlsiration records were accurate
for 1 of 8 sampled residenls (#8) Including
medicalions used to treat acid raflux, dapression,
prevantion of heart disease, gasirointestinal
health, Immune health, seasonal allargles, and
dry eyes,

The findings are;

Review of Rasident #8's current FL-2 dated
02/21/24 ravealed diagnoses Included mild
cognilive Impalrment, spinal stenosls, essentia)
hyperiension, occiuslon and stenasis of right
carolid artery, seasonal allergic rhinitls,
gastraesophageal raflux dissase, Irrifable bowal
syndrome, constipation, astaoarthritls, essentlal
thrombocytopenla, dysphagla, chronie kidney
disease, anxiety disorder, and repealed falls,

a. Review of Resident #5's cument FL-2 dated
02/21/24 revealed an order for Paxil 10mg 1
tablel once dally. (Paxilis an antidepressant.)

Review of Resident #6's primary care provider
{PCP} prescription dated 0%/11/24 revealed an
order for Paxil 20mg 1 tablet every day at noon.

Observation of the 8:00am medlcation pass on
09/25/124 revealad:

-Resident #/6's medications were packaged in
mulil-dose packs (MDPs) by an outslda pharmacy
provider.

~The medication alde (MA) putlled Resldent #6's
MDP thal was labeled, "noon" and Included one
Paxif 20mg tabloet,

-The MA administerad the resident’s medications,
Including the Paxl] 20mg, to Resident #6 at
8:41am.

D3s7

Resldent Care Coordinator will pull 11/8/24
amar compliance reports dally and review
during dally, weekly stand u meetings with
Execullve Director for coimpliance, Any
noted areas of concem wil| have

follow up as appropriate, Including MD
nolifications and clarifications.

Residant Care Coordinator will complate 11/8/24
a minimum of 2 resdlent chart audits
weekly to ensure that all orders have been
processed properly {o allow for accurate
med administration. Completed chart
audils wll be reviewed with the Exscutive
Director for compliance.
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Reviaw of Resident #5's Septamber 2024
electronic medication administraflon record
(eMAR) rovealed;

~There was an enlry for Paxil 1 Omg 1 tablet anca
dally scheduled at 8:00am,

-Faxll 10mg was decumented as administarad
daily at 8:00am from 09/01/24 - 09/25/24,

~The MA documanlad Paxil 10tng was
administered during tha 8:00am madicallon pass
on 09/25/24, when Paxi| 20mg was obsorved to
be administered.

-Thera was no entry for Paxll 20mg 1 tablet at
noon and na Paxil 20mg documented as
administered at any tima,

-The eMAR was not accurate,

Observalion of Resldent #6's medicalions on
hand on 00/25/24 at 8:37em reved[ed:

~The resident’s oral medlcations wera packaged
(n mult-dose packs (MDPs),

~The MDP contalned one Pax)| 20my tablet wilh
Instructions 1o take 1 tablet avary day at noon,
-The Paxil 20mg tablat was packaged in tha MDP
for 12:00 noon.

~There was no Paxil 10mg tableis avaliabls for
administration.

Interview wilh the MA on 08/25/24 at 1:28pm
revealed:

~Resldent #6 used an outside pharmacy provider,
~She had not noliced the oMAR had Paxil 10mg
and the medlcation on hand was Paxlj 20mg.
-The medications in the noon MDP were
scheduled on the eMAR at B:00am so that was
why sha administered those medications,
including tho Paxij, during the morning medication
pass,

~8he documented the administration of Paxil on
the eMAR wilhoul noticing the eMAR was Paxil
10mg, but the resldent recelved Paxi] 20mg,
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Telephone Interview with 8 phamacy tachniclzn
at he facily's contracted phermacy on 09/26/24
at 6:18pm ravealed:

-Rosident #6 was in their system as profile only
bacause the resident's medications were
dlspensed by ancther pharmacy.

-They enterad medication orders Into the eMAR
system, and the facllity staff ware rasponsibla for
reviewing and approving orders bafore the orderg
ware active on the eMAR,

~They hed not recelved en order for Paxil 20mg
prior {o today, 00/26/24,

Telephone Interview with a pharmacy technleian
at Resldent #6's phammacy provider on 09/26/24
at4:58pm reveajed:

-The only order they had ever had on file for
Resident #8 was Paxll 20mg 1 tablet at noon,
~They packaged Paxll 20mg in tha noon MDP
becausa that was how it was ordered,

- = | ~They did not have any orders for Pax) 10mg on
file,

Inferview with the Administralor on 09/25/24 at
2:23pm revealed the Resldent Care Coordinator
(RCC) position was curently vacant so ths MAs
should have notifled her about the eMAR and
label discrapancies with Resident #8's Paxil,

Refer 1o Interviews with (he Administrator on
06/25/24 el 2:23pm and 08/26/24 at 5:41 pm,

b. Ravlew of Resldont #8's physiclan's order
dated 08/20/24 revealed an arder for Pepcid
20mg 1 tablet iwlco dally es neaded {pm).
{Pepcid Is used for heariburn and acid reflux.)

Observation of the 8:00am medication pass on
09/25//24 ravaslad:
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~Resldent #6's medications were packaged In
muli<iose packs (MDPs) by an outsida pharmagy
provider,

-The medlcation aida (MA) pulled Resldont #6's
MDP that was labeled "noon" and included ona
Pepold 20mg tabiet,

-The MA adminlstered the resident's medications,
Including the Popcid 20mg to Resident #8 at
8:41am.

-Tha resident did not raquest Pepeid or complaln
of hearibum or acld reflux.

-Papcld 20mg was adminlstered as a schaduled
medication during the 8:00am medication pass
Instead of pm as ordared.

Review of Resldent #6's September 2024
electronle medication administration record
(sMAR) rovealed

~There was no entry for Papcid, and none was
decumentad as adminlsterod,

-The eMAR was nof aceurate,

Observallon of Resident #6's medicallons on
hand on 09/25/24 at 8:37an reveaied:

~The resident's oral medications wers packagad
In MDPs,

~The MDP conlained ona Pepeld 20mg tablet with
Instiuclions to take 1 tablat twica dally,

Interviow with the MA on 09/25/24 at 1 25pm
ravealed: ;

-Resldent #8 used an outslde phamacy provider.,
~She had not noticed thera was Pepceid In the
MBP or that Pepcid was hot llsted an the aMAR
and decumented as administered.

Telephone interview with a pharmacy techniclan
at he facliity's contracted pharmacy on 08/26/24
at 5:16pm reveaied;

-Resldont #6 wag In their system as profile only

D3sr
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because the resldent's medications were
dispensed by another phammacy.

~They enfered medicatlon orders Info the eMAR
system, and the facllity staff were responsiblae for
reviewing and approving ordars before the orders
ware active on the eMAR,

~They had not received an order for Pepcid prior
to today, 09/26/24, which was the reason Pepcld
was not Included on the eMAR.

Telaphone Interview with a pharmacy lechniclan
at Resldent #8's pharmacy provider on 09/26/24
at 4:58pm revealed:

-They dld nof enter any orders into the facility's
aMAR system,

-They had an order for pm Pepcld on fila for
Resident #8.

~-They digpenssd Pepeld in the MDPs for 08/22/24
and 09/20/22,

Inlerview with the Administrator on 08/25/24 at
2:23pm revealed the Resldent Care Coordinator
{RCC} position was currently vacant so the MAs
shauld have notiflad her that Pepcld was In the
MDP but not listed on the eMAR,

Refer to Interviews with the Administrator on
09/25/24 at 2:23pm and 09/26/24 at 6:41pm,

¢. Review of Resldent #6's current FL-2 dalod
02/21/24 revasled an order for Aspirin EG Bimg1
table once dally, (Asplirin is used to pravent heart
disease,)

Reviaw of Resldant #6's primary care provider
(PCP) prescription dated 08/22/24 revealed an
order for Aspirin 81 mg 1 tablet every day at
noon,

Observation of the 8:00am medication passon
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08/25//24 ravealed;

-Resldant #8's medications wera packaged in
mulil-dose packs (MDPs) by an outside phamacy
providar.

~-The medicatlon aido (MA) pulled Resldent #6's
MODP that was labelsd, "noon™ and Included ona
Asplrin EC 81mg tablet.

~The MA administered the resident's medicatlons,
Including e Asplrin EC &1mg {ablet to Residant
16 at 8:41am.

Review of Resident#8's September 2024
eleclrenic medicalion edminisiration record
(6MAR) rovenjad:

~There was an entry for Asplrin EG 81mg 1 tablet
once dally scheduled at 8:00am, Instead of
12:00pm as ordered,

-Asplrin EC 81mg was documented as
adminisiéred at 8:00am from 05/01/24 - 0925124,
instead of 12:00pm as ordered,

~The eMAR was Inaccurate and did not malch the
most current order for Aspirin EC 81mg 1 tablat at
12.00 noon.

Observalion of Resident #6's medications on
hand on 00/25/24 at 8:37am revealed:

~The resident's oral medicallons were packaged
In MDPs,

~The MDP contained one Aspirin EC 81mg table!
with Insinuclions to take 1 tablet avery day at
noon,

«The Aspirin EC 81my tablet was packaged In tha
MDP for 12:00 noon.

Interview with the MA on 09/25/24 at 1:28pm
revealad:

-Resident #6 used an outside pharrnacy provider.
-The outside pharmacy provider packaged the
resldent’s moming medicalions in a MDP labeled

nooh,

Dasy
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-The medlcations in tha noon MDP warg
scheduled on the eMAR at 8:00am so that was
why sha administered lhose madieations,
Inciuding the Asplin, during the morning
medication pass,

-She had not thought o notlfy anyone about tha
scheduled time on the aMAR not reatching the
label.

Telephone Interview with a pharmacy {echniclan
at the facilly's contracted pharmacy en 09/26/24
at 5:16pm revealad:

-Rasldent #6 was In (heir system as profils orly
because the resident's medlcations were
dlspensed by anoclher pharmacy,

-They entered mad!eation orders into the sBMAR
systsm, and the facilily stalf ware responsible for
reviewing and approving orders before the ordars
were active on the eMAR,

~They had not recelved an crder for Aspirin to bs
administered at noon prior to {oday, 09/26/24,

Telephone interview with a pharmacy technician
af Reslident #8's pharmacy provider on 09/26/24
at 4:58pm ravoalad:

~They did not enter orders Into the factiity's eMAR
system.

=The only order they had ever had on fils for
Resldent #6 was Asplrin 81mg 1 tablet at noon.
-They did not have any orders for Asplrin fo be
administered in the moming,

Interview wilh the Administrator on 08/25/24 at
2:23pm revealad the Restdent Care Coordinaior
{RCC) position was cumrently vacant so the MAs
should have notlfied her about the discrepancles
wilh Resident #6's Asplin adminlstration time on
ihe eMAR,

Refer to Inlerviews wilh the Administrater on
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prevent dry, irritated eyes.)

dafed 03/20/24 revealad:

each eye 4 times dally.

4 fimes delly prn,

(aMAR) ravealad:

03/23/24,

09/25/24 at 2:23pm and 09/28/24 at 6:41pm,

d. Review of Rasident #8's cument FL-2 dated
02/21/24 vevealed an order for Artificlal Tears
instill 1 deep in both eyes 4 limes daily as needed
(prn}) for imitative symptoms and dryness,
{Arlificia) Tears ey drops are used to treat and

Review of Resldent #i6's hospice providar orders

-Thers was an order fo discontinue Arlificial Tears
1 drop in each oye 4 imes a day as needed for
Irritative symploms and dryness,

-There was an order for Artificlal Teara 1 drop In

Review of Resldant ##6's primary care provider
{PCP} prescriptlon dated 04/16/24 revealed an
order for Artificial Tears place 1 drop Ineach aya

Review of Resident #6's sys care provider
prescription dated 04/29/24 revealad:
~Thera was an arder for Arliliclal Tears 102
drops in bolh eyes 3 fimes a day prn.

~There was no order for Ariificlal Tears lo be
administerad cn a schedulad basis,

Review of Resldent #6's Sepfember 2024
eleclronlc medication edminisiration record

~There was an entry for Arlificlal Tears instll 4
drop In both eyes 4 times a day,
~The slart data for Artificial Tears was lisied as

-Artlficial Tears was documentod as administerad
as a schaduled madication 4 times a day from
09/01/24 - 092524 (8:00am),

-There was no entry for prn Ariificlal Tears.

D 3s?
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-The eMAR was not accurate and did not have an
enlry for the most current order for pm Artificial
Tears.

GCbsarvatlon during the 8:00am medication pass
on 08/25/24 at 9:30am rovealed:

-The MA prepared and adminlstered Arlificial
Tears eye drops o Resident {5 at 9:30am,

-The MA did not ask the resident If she needed
the aye drops priar to adminisiaring them.

-The resldent did not complain of dry, inrliated
oyes to the MA and ihe resident did niot ask for
the eye drops to ha administered,

-Artiflclal Toars eye drops were administered as g
scheduled medicatlon Instead of pin as ordered,

Observation of Resident #i5's medicatlons on
hand on 09/25/24 at 9:28am revealad:

-There was a bottlo of Arlificia) Tears eye drops
dispansed on 09/20/24,

~The instructions were lo place 1 drop in each
8ya 4 imes dally pen.

Interview with the MA on 09/25/24 at 1:25pm
ravealad:

-She was noi awara ihe residont's most current
order for Ariificial Tears was for pm dosing.
-She adminlstered the Arilficlal Tears as a
schedulad medicatlon at 8:00am because that
was when the Artificial Tears "popped up” on tha
eMAR {o be administered,

Telephone Inferview with g pharmacy lechnician
at the facilly's contracted pharmacy on 08/28/24
at 5:18pm ravealed;

~Realdent #6 was In their system as profils only
bacause tha resident's medications were
dispensed by anothar pharmagy,

-They entered medication orders Into the sMAR
system, and the facility staff were rasponsibje for

D387
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reviewing and approving orders before the ordars
were aclive on the eMAR,

~They had not received an ordar for prn Arificin]
Tears prior o today, 09/26/24,

Tolephone interview with a pharmacy tachnician
at Rasldent #6's pharmacy provider on 09726124
at 4:59pm revealad;

~They did not enter orders into the facllity's sMAR
systam,

-They had an order for prn Arifficial Tears for
Resldent #6, as indlcated on the medlcation laba),
~They did net have an order for Artlficial Tears to
ba administered schedulad 4 times a day.

Interview with tha Administrator on 08/25/24 at
2:23pm revealed the Resident Cara Coordlnator
(RCC) positlon was cutrently vacant so the MAg
should have nolified her about the discrepancies
on the eMAR with Resident #6's Arlifiglal Tears,

Refer to interviews with the Administrator on
0B/25/24 at 2:23pm and 08/26/24 at 6:41pm.

8. Revlew of Resldenl #6's current FL-2 dated
02121124 revealed an order for Elderbarry
1000mg 1 capsule once dally. {Elderberry Is a
supplemant that may boost the Immune system.,)

Revlew of Resldent #6's primary care provider
(PCP) order dated 08/07/24 revealed an order for

Elderbarry 1000mg 1 capsuls once daily,

Obsorvation of the 8:00am medicalion pass on
09/25/24 revealed;

-Resldent #6's medicatlons were packagad In
mulli-dose packs (MDPs) by an outside pharmacy
provider,

-The medication alde (MA) prepared and
administered medleations In a MDP o Resldent
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16 at 8:41am,

~Tha MDP dld not Includs Elderbemy capsule,
~Elderberry capsula was not administered ag
ordered,

Revlew of Resident #i6's September 2024
elecironic medication administration record
{sMAR) revealad:

~There was an entry for Elderberry 1000mg 1
capsule once daily scheduled at 8:00am.,
-Elderbany 1000mg capsulss wera documented
as adminlsterad dally from 09/01/24 - 10/25/24,

Observatlon of Resident #6's madications on
hand on 09/25/24 at 8:37am ravealed there was
no supply of any Eiderbarry capsules avallable for
administralion for Resident #8.

Interview with the MA on 09/25/24 at 1:25pm
revealed:

-She administered Resident #6's medications
based an what wae In (he MDPs,

-She had not noticed there was no Elderberry
capsule In tha resident's MDP adminlstered in the
memings.

~Sha thought there used fo be Elderberry
capsules in the resldent's MDP, but sha could not
recall the ast tima sha saw Eiderbarry capsules
It the MDP.

-She had not noticed there was an entry for
Elderberry on the eMAR system that was being
documented as adminlsterad svan {houghk

Eiderbery was nol belng administorad,

Tolephono interviaw wilh a pharmacy lachniclan
at the facillty's contracted Pharmacy on 09/26/24
at 5:16pm revealed:

~Resident ##6 was In thelr system as profile only
because the resldent's medications were
dispensed by another Pharmacy,
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~They had not dispensed any Elderberry capsules
for Resident #6.

Telaphona Interview with a pharmacy fachniclan
at Resldent #6's pharmacy providar on 09/26/24
at 4;68pm rovealed:

~They dld not enter ordars info the facllity's eMAR
system,

~They did not have an order for Eiderbarry
copsules for Rasldent #8.

~Thay had not dispensed any Elderberry capsules
for Resident #8,

Interviaw with the Adminlstrator on 08/25/24 at
2:23pm revealed:

-Fhe MAs should not document Elderbarry was
being administered on the eMAR If there was
none availabls for adminlstration,

-The Resldent Care Coordinator (RCC} position
was currently vacanl, so the MAs sheould have
notified her about lhe discrepancies with Resident

- | #6's Elderborry capsulas.

Refer to intarviews with the Adminlstrater on
08/25/24 at 2:23pm and 09/26/24 at 6:41pm,

f. Raview of Resident #6's current FL-2 dated
02/21/24 ravealed an order Problotic Formula 4
capsule once daily. (Probiolic Formula Is used
for gestreintestinal health and may be used to
help prevent infections,)

Observalion of the 8:00am madication pass on
CB/26/124 revoalad:

-Resident #§'s medications were packaged in
multl-dose packs {(MDPs) by an outslde pharmacy
provider,

-The medlcalion alde (MA) prepared and
administered medications In &8 MDP to Resldent

#6 at 8:41am,

O
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Review of Resldont #6's Seplember 2024
eleclronic medication adminisiralion record
(sMAR) revealad:

-There was an entry for Probiollc Formula 1
capsule once dally scheduled at 8:00am,
-Probiolic Formula was documented as
administered once dally at 8:00am from 09/01724
- 09/25/24,

Observatlon of Resldent #8's madicalions on
hand on 08/26/24 at 8:37am revealed:

-Tho resident's oral medications wera packagsed
In MDPs,

~-The MDP did not contein any Probiotic Formulg
capsules.

~There was no supply of any Probiotie Formula
tapsules avaitable for adminlstration for Resldent
#8.

Interview with the MA on 09/25/24 at 1:25pm
revealed:

~She administered Resldent #6's medications
based on what was In the MDPa.

-She had not noticed there was no Problotic
Formula capsule in the resident's MDP
administered In the mornings.

-She thought there used 1o be Probiotlc Formula
capsules [n the resident's MDP, but she could not
recall the last ima she saw Problolie Farmula
capsules in the MDP,

-5Sha hed not noticed there was an entry for
Problotic Formula on the eMAR syslem that was
belng documented as adminlstered even though
none was not being adminfsterad,
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~The MDP did not include Problofie Formula
capsule,
-Probloiic Formula capsule was not administered .
ag ardarad,
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Telephone interview with a pharmacy techniclan
at the facllify's confracted pharmacy on 09/26/24
ak 5:18pm revealod:

~Resldent #6 was in thelr system as profilo only
because the residenl's medicalions wera
dispensed by another pharmacy.

~Thay had not dispensed any Problotlic Formula
capsulas for Resldent #8.

Telephona interview with a pharmacy techniclan
at Resldeni #16's phermacy provider on 09/26/24
at 4:59pm revealed:

~They did nof enter orders into the facliity's eMAR
Bystem,

~They did not have an order for Problotic Formula
capstles for Resldont #6.

~Thay had not dispensed any Problolic Formula
capsules for Resldant 46,

Inferview with the Administrator on 00/25124 at
2:23pm revealed:
~The MAs should not document Problotic Formula

*| was belng adminlsterad on the eMAR If there was

none avalablo for adminlstration,

~The RCC posltion was currently vacent so the
MAs should have noliflad her about the
discrepancies with Resident #8's Probiotie
Fomula eapsules,

Refer to Interviaws with the Adminlstrator an
(09/25/24 at 2:23pm and 09/26/24 at 6:41 pm,

9. Review of Resident #8's current FL-2 dated
02/21/24 revealad en order for Flonase 50mcg
Nasal Spray instij spray in each nosirll once
dally. (Flonase is used to freat and prevent
seasonal allergy symploms.)

Raview of Residant #6's primary care provider
{PCP) prescription dated 06/07/24 revezlad an
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order for Flanase 50mcg Nasal Spray Instill 1
spray In each nostrll once dally.

Observation of the 8:00am medlcation pasa on
Q5725124 revaaled:

-The medication alde (MA) prepared end
administered oral medications to Resident #6 al
8:41am,

-The MA did nol offer or adminlster Flonase
Nasal Spray to Rasldent #6 when she recelved
her othar medications scheduled for 8:00am.

Review of Resldant #6's September 2024
slactronlc medlcation adminisiration record
(eMAR) ravealed:

~There was an entry for Flonase Nasal Spray
Instill 1 spray In each noslrl! once dally schedulzd
at B:00am,

~Flonase Nasal Spray was documented as
adminlstered dally from 09/01/24 - 09/25/24,

Obsarvation of Res!dent #6's medicatlons on
hand on 08/25/24 at 1:35pm revealed:
-Thera was a boltle of Flonase 50meg Nasal
Spray dispensed on 12/08/23,

~The Instructions on the boltle ware to use 1
spray in each nostril daity.

Interview with Resident #6 on 09/25/24 at
12:43pm revaaled:

-She shauld receive Flonase Nesal Spray every
day, but she did not always recslve It avery day,
~She did not gel her Flonase Nasal Spray that
moming, 08/25/24,

~She did not know why she did not recalye
Flonase every day,

-Har aliergy symptoms ware ahout the same
today, 09/25/24,

interview with the MA on 08/25/24 at 1:25pm
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revealed:

~Sha forgot to ask the rasldent that tnorming,
09/25/24, if he resident wanled to use the
Flenase Nasal Spray,

-She could not explain why she documented the
Flonase Nasal Spray as being adminfsierad on
08/25/24 at 8:00am when sha falled 1o administer
i,

Interview with the Adminlstrator on 09/25/24 at
2:23pm revaaled the MA should not documeant a
medicatlon was administerad on lhe aMAR ifit
was not administered,

Refer to inferviews wilh the Administrator on
08/25124 at 2:23pm and 09/26/24 at 6:44 pm,

Interviews with the Administrator on 00/25/24 at
2:23pm and 09/26/24 at 6:41pm revealed;

-She was currently oversesing the MAs since the
Resident Care Coordinator {RCC) posllion was
vacant.

~The facility's coniracted pharmacy usually
ahtared the orders Into the eMAR systern,
~Efther she or the RCC wera responsible for
feviewing and approving the orders In the eMAR
syslem bsfore lhe orders became aciive,

~The MAs were responsibla for checking the
8MARs for accuracy and doing medleation cart
audlts waakly,

~The MAs should Ist her or the RCC know if the
eMARs and the medicatlon labels did not match,
-| -She or the RCC could conlact tha pharmacy to
clarify any discrepanclos.
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