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The Adult Care Licensure Section conducted a
complaint investigation on April 27-28, 2016. The
complaint investigation was initiated by the Lee
County Department of Social Services on April 8,
2018, NCAC 13F .0802(b) D273
D 273 10A NCAC 13F .0902(b) Health Care D273 Rule met as evidenced by . cilita  6/12/16
has ensured referral and follow-Up i
10A NCAG 13F .0802 Health Cara to meet the routine and acute heath
{b) The facliity shall assure referral a2nd follow-up care needs of residents.(1) Facility
‘t)of g:;tet:tesfoutme and acute health care nesds has put in piace a tracking Iog to
' ensure all routine and follow-up
care is being provided.{2)Medtech
will provide documentation to the
This Rule is not met as evidencad by: office manager to schedule transportation
TYPE B VIOLATION for the appointments.Supervisor wit

) monitor daily, office manager will monitor
Based on observations, interviews, and record

- tacility failed 4 = weeKkly and rcc or scu will monitor
:\:err::t':ym:oﬁi‘:‘ca?ion‘fcr zao?‘;s:arfnﬁfﬁ'aa" and monthiy. Administrator will oversee
fesidents (Residents #2 and #5) regarding orders prn.
for International Nomalized Ratio (INR)
laboratory resufts and medication orders far high
blood pressure, enlargad prostate, anxiety,
seizure, blood thinner, and cholesteroi
medications.

The findings are:

A. Review of Resident #5's current FL 2 dated
4/13/15 revealed:

-Diagnoses inciuded bladder outlet obstruction,
CVA, Atrial Fibrillation, urinary tract infections
{(UT), and a history of epilepsy.

-Medications included Coumadin 8 mg at bedtime
(used to treat and prevert blood clots).

Review of Resident #5's Resident Register
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reveaied an admission date of 6/04/14.

1. Review of Resident #5's record revealad:

-A physician's order dated 12/30/15 to change
Cownadin to 8 mg on Monday, Wednesday ard
Friday, and 4 mg on Tuesday, Thursday,
Saturday and Sunday.

-A physician's order dated 2/24/16 to change
Coumadin tc 4 mg on Monday, Wednesday and
Friday, and 8 mg on Tuesday, Thursday,
Saturday and Sunday and to repeai INR in 2
weeks {due 3/08/16).

-Lab resuits collected 3/15/16 and reported to the
physician on 3716716 that did not include an INR.
No INR results were documented in Residemt
#5's record from 2/25/18 to 4/28M16.

-A physician's order dated 4/21/16 to obtain an
INR on the next tab draw.

Review of Resident #5's January 2016 electronic
Medication Administration Record (eMAR)
revealed:

-An entry for Jantoven {a brand of Wartarin in
place of Coumadin) 4 mg every Monday,

Wednesday and Friday in the evening at 8:00 pm.

-An entry for Jantoven 8 mg avery Tuesday.
Thursday, Saturday and Sunday in the evening at
8:00 pm.

-Jantoven was documented as administered as
written on the eMAR from 1/01/16 to 1/31/16.
-Jantoven & myg on Monday, Wednesday and
Friday, and 4 mg on Tuasday, Thursday,
Saturday and Sunday was not documented as
administered as ordered from 1/01/16 to 1/31/16.

Review of Resident #5's February 2016 eMAR
revealed:
-An entry for Jantoven 4 mg every Monday,

Wednesday and Friday in the evening at 8:00 pm.
| -An entry for Jantoven 8 mg every Tuesday,
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Thursday, Saturday and Sunday in the evening at
8:00 pm,

-Jantoven was documented as administered as
written on the eMAR from 2/01/16 to 2/28/186.
~Jantoven 8 mg on Monday, Wednesday and
Friday, and 4 mg on Tuesday, Thursday,
Saturday and Sunday was not documented as
administered as ordered from 2/0116 to 2/2416.

Review of Resident #5's March 2016 and Agpril
2018 eMARs revealed Jantoven was documented
as administered as orgdered from 3/401/16 o
427G,

Interviews 4/27/16 al 1:40 pm and 4/28/16 at
10:00 am with the Administrator revealed:

-The facility had changed to eMARs 10/2015 with
a new phone/intamet system at the same time.
-She reviewed new orders and verified they were
entered correctly on the eMAR.

-She had not noficed the Coumadin entry was
incorrect on the January and February 2016
eMARs.

interview on 4/27/16 with the facility's contract
pharmacy representative revealed:

-The phammacy entered medication orders into
the eMAR system.

-The pharmacy system showed an order dated
12/19/15 for Jantoven 4 rng at bedtime.

-The pharmacy system showed an order dated
12/30/15 for Jantoven 8 mg every Monday,
Wednesday and Friday, and Jantoven 4 mg every
Tuesday, Thursday, Saturday and Sunday.

-The pharmacy system showed an order dated
224116 for Jantoven 4 mg every Monday,
Wednesday and Friday, and Jamoven 8 my every
Tuesday, Thursday, Saturday and Sunday.

-The January and February order entries looked
carrect on the Pharmacy side, but they were not
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correct on the eMAR side. "There was a glitch
when some order entries carried aver onto the
eMAR. It was not caught by the facility's
Administrator or staff”™.

-The pharmacy had swapped fo the eMAR
system when the facility did, so "it had been a
ieaming curve for everyone”.

-The facility was to double check orders entered
onto the eMARs for accuracy and notify the
pharmacy or physician as necessary.

Interview on 4/28/16 at 9.55 am with Residant
#5's primary care physician revealed:

-The Coumadin clinic managed the lab and
Coumadin dosage orders for Resident #5.

-He expected the facility to follow-up with labwork
and medications as ordered.

-He expected the facility to administer Coumadin
a3 ordered.

interview on 4/28/16 at 1:40 pm with a Coumadin
clinic representative revealed:

_The iNR result in their system for Resident #5
was dated 2/24/16 and was 1.3 ([nommal is 0.8-1.2
per the laboratory rasuit sheet).

-Resident #5 waa due to have an i{NR done on
3/09/16 but the laboratory clinic never received a
specimen lo process.

-The clinic would follow-up to remind the facility if
they missed a lab.

-There was not any documentation in the clinic’s
notes that the facility had been contacted, but
"the staff person who handled that was currently
on vacation and unable to confim this”.

e expecied the facility to have labs drawn as
ordered.

-If 8 specimen was sent foday, it would be
processed, and the results sent to the physician
for review. The results and any new orders would
be sent to the facility today.
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interview on 4/28/16 at 1:50 pm with Resident #5
revealed:

-Ha took his medications as the facility
administered them, and expected them to be as
his physician ordered. He did not know what
medications he was ordered, and could not
remember that he was was on a bioed thinner,
-He had his |labwork drawn at the laboratory clinic
next door, and went whenever the facility staff
took him.

Interview with a Medication Aide (MA) on 4/28/16
at 4.25 pm revealed:

it was up 1o the physician when a resident should
got an INR done and some were two weeks apart
and others were 4 weeks apart.

-The MAs would take the physician order and
write down on the calendar whan the next INR
was due.

-Once the iab was abtained they would cross it off
the calendar.

-The previous Resident Care Coordinator {(RCC) !
was responsible for tracking laboratory results
including the INRS.

-This was now her responsibility and today was
the first time she had recorded an INR and
placed the follow-up biood draw on the calendar.

Interview with a second MA on 4/28/16 at 4:39 pm
revealed.

-The MAs had a lab book that they would file all of
the lab results.

-The MAs knew a resigent was o go 1o the
laboratory clinic for their next scheduled labs
because they would post them on a board that
they were able 1o see everyday.

-There were no lab draws due to be drawn per
this board today.

-The RCC that used to work at the facility left
Divisian of Health Senice Regutation
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several months ago and she had her own system
of tracking.

-There was no specific person in charge of
tracking fab orders and verifying when they were
done.

Review of the schaduling calendar revealed no
lab appointment for Resident #5 for an INR that
was due 3/09/16.

2. Review of Resident #5's current FL 2 dated
4/13/15 revealed:

-Medications included Finasteride 5 mg daily
{used to treat enlarged prosiate), Metoprolol 25
myg twice daily {used to treat high biood pressure
and heart failure}, Zoloft 50 mg daily (used to
treat anxiety and depression}, Keppra 1000 mg
twice daily (used to treat seizures), and
Pravastatin 20 mg at bedtime (used to reduce
cholesterol and triglyceride levels in the blood).

Review of Resident #5's record revealed:
-Physican's orders dated 12/24/15 to continue
Finasteride, Metoprolol, Zoloft, Keppra and
Pravastatin.

-No orders were found in Recident #5's racord to
discontinue Finasteride, Matoprolol, Zoloft,
Keppra and Pravastatin.

Review of Resident #5's February and March
2018 eMARSs reveaied:

-An entry for Finasteride 5 mg daily was
administered as ordered from 2/01/16 to 3/31/16
at §:00 am.

-An entry for Metoprolol 25 mg twice daily was
administered as ordered from 2/01/16 to 3/31/16
at 8:00 am and 7:0C pm.

-An entry for Zotoft 50 mg daily was administered
as ordered from 2/01/16 to 3/31/16 at 8:00 am.
-An entry for Keppra 1000 mg twice daily was
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administered as ordered from 2/01/16 to 3/31/16 |
at 8:00 am and 7.00 pm. !
-An entry for Pravastatin 20 mg at bedtime was
administerad as ordered from 2/01/16 to 3/31/16
at 7:00 pm.

Review of Residant #5's April 2016 eMAR on
4/2BH6 revealed:

-An entry for Finasteride 5 mg daily at 8:00 am
was administered as ordered from 4/01/16 to
4/12/16. The last dose was administered on
4/12/16 at 8:00 am. A stop date was entered as
41216. A grey discontinued box was at the entry.
-An entry for Metoprolol 25 mg twice daily at 8:00
am and 7:00 pm was administered as ordered
from 4/01/16 to 4/12/16. The last dose was
administered o 4/12/16 at 7:00 pm. A stop date
was entered as 4/12/16, A grey discontinued box
was at the entry.

-An entry for Zoloft 50 my daily at 8:00 am was
administered as crdered from 4/01/16 to 4/12/16.
The last dose was administered on 4/12/16 at
8:00 am. A stop dale was entered as 4/12/15. A
grey discontinued box was at the entry.

-An entry for Keppra 1000 mg twice daily at 8:00
am and 7:00 pm was administered as ordered
from 4/01/16 to 4/12/16, The last dose was
administered on 4/12/16 at 7:00 pm A stop date
was entered as 4/12/16. A grey discontinued box
was at the entry.

-An entry for Pravastalin 20 mg at bedtime was
administered as ordered from 4/01/16 to 4/12/16
at 7.00 pm. The last dose was administered on :
4/12/16 at 7:00 pm. A stop date was entered as
4/12/18. A grey discontinued box wag at the entry.

Review of Resident #5's Medications on hand on
the medication cart on 4/18/16 revealed
Finasteride, Metoprolol, Zoloft, Keppra and
Pravastatin were available for administration.
Divisicn of Health Service Regulation
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interview on 4/28/16 at 9:35 am and 10:00 am
with the Administrator revealed:

-She was na! aware that Resident #5 had 5
medications (Finastenide, Metoprotol, Zoloft,
Keppra and Pravastatin) thal "feil off the MAR" on
4/12/16 and were not on the current eMAR as of
4728116.

-She expected the pharmacy to contact the
physician if a medication needed a rengwal order.
-A prompi showed on the eMAR that a meadication
needed to be renewed or discontinued anytime
that resident’s eMAR file was opened

-Since the Finasteride, Metoprolol, Zoloft, Keppra
and Pravastatin were "maintenanse medications
{that the resident had been taking for a long
time)", and the medications were on-hand, she
expected that they were to continue to be
administered to Resident #5.

-if a medication was to be discontinued, the
medication was puilted irom the med cart and
retumed to the pharmacy.

-if a medication expired, the MA should notify the
supervisor or Administrator to follow-up with the
physician or the pharmacy.

Interview on 4/28/16 at 9:45 am with a MA
revealed:

“Whean a medication order "runs out, we receie a
notification promgt that the ‘medication is in
review' (on the eMAR) for about one week”.

-The MA should notify ibe supervisor or contact
the physician or pharmacy 1o get the medication
re-ordered.

-She had not notified anyone when the prompt
appeared on the eMAR.

-Meds that were discontinued ¢id not show on the
resident's active medication list They could be

| seen in the history area of tha eMAR.
|
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interview on 4/28/16 at 10:30 am with the facility's
contract phamacy representative revealed:
-Entries for Finasteride 5 g daily, Metoprolol 25
mg twice daily, Zoloft 50 mg daily, Keppra 1000
mqg twice daily, Pravastatin 20 mg at bedtime :
were in the pharmacy systern but not on the i
eMAR as their order date had expired on 4/12/16,
-When a medication's "stop date is exceeded"”, i
the pharmacy would send a notice to the
physician to renew or discontinue the medication
when they filled the medications for the next
"cycle fill". She did not not have a note in the
pharmriacy system that a notice had been sent to
Resident #5°8 physician,

-If the stop date occurred in the middie of the
month, the facifity should contact the physician
when they get the "box that POps up on the eMAR
system tells them the medication needs to be
renewed"”.

-The phamacy did not see the renewal box
prompt from the eMAR system in the pharmacy
medication order systemn.

Interview on 4/28/16 at 11:05 am with a second
MA revealed: I
-The Administrator and 3 MA Supervisor reviewed i
new orders and compared them to the eMARs
when the orders were received

-If a medication "fell of the eMAR, but | noticed no
discontinued arder, then | gave the meds",
Resident #5's Metoprolol, Zoloft, Keppra, and
Finasteride. "Pravastatin is a bedtime medication,
s0 | was not here for that medication”. These
ware “maintenance medications” that Rasident #5
had been taking for a long time.

-MA's were to notify the supervisor to check with
the pharmacy or physician about eMAR
madication prompts.

-The prompt in the aMAR only showed for "about
one week", and "could not be seen today (3
Division of Meaith Service Regulation

S5TATE FGRM [

WZB311 If contruason sheet 8 of 52




Division of Health Service Reguiation

PRINTED: 65M17/2016
FORM APPROVED

STAYEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICANON NUMBER.

HAL053627

(X2} MULTIPLE CONSTRUCTWON
A BULDING

B.WING

(X3} DATE SURVEY
COMPLETED

04/28/2016

NAME OF PROVIDER CR SUPPLIER

STREET ADDRESS, CITY, STATE. 2IP CODE

1407 CARTHAGE STREET
SANFORD, NC 27350

ROYAL QAKS ASSISTED LIVING

{(¥4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIERCY MUST BE PRECEDED BY FULL
REGLLATORY OR LSC IDENTIFYING INFORMATION)

| D ‘ PROVIDER'S PLAN UF CORRECTION

| st

PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
, TAG CROSS-REFERENCED 70 THE APPROPRIATE : DATE

D273

Continued From page 9

weeks later)".

-She had not contacted the physician or the
phamacy regarding the medications not being on
the eMAR.

Interview on 4/28/16 at 1:50 pm with Resident #5
revealed;

-He took his medications as the facility
administered them, and expected them to be as
his physician ordered.

-He did not know what medications he was
ordered,

interview on 4/28/16 at 1:55 pm with the
contracted Pharmacist revealed:

-She was in the facility to performn the quarierly
pharmacy reviews.

-She saw that Resident #5's Metoprolol, Zoloh,
Keppra, Finasteride and Pravastatin had a
discontinue note on the eMAR. She was to check
in the pharmacy system and the Resident's
record to see if the medications had been
discontinued since her last review, then woukd
foliow-up with the physician and the facility.

-If a medication order was received by the
phamacy from a physician, the pharmacy faxed
a copy to the facility for their records, and so
orders could be verified by the facility staff. There
was no order in the pharmacy system or in
Resident #5's record that Metoprolol, Zoloft,
Keppra, Finasteride and Pravastatin had been
discontinued.

Intesview on 4/28/16 at 3:40 pm with Resident
#5's physician's office representative revealed:
-The offite could view the Resident's aMAR and
saw that the Finasteride, Keppra, Metoprolol,
Zoloft and Pravastatin had a stop date of 4112/16
and a discontinued note on the eMAR,

-"Normaily the pharmacy sends a re-order form to
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the physician, or the facility contacted the ‘

physician” to addrasg the renewals,

-The office records shaw that at the 3/14/18 visit,

Resident #5 was sfill on Finasteride, Keppra,

Metoprolol, Zoloft ang Pravastatin.

-The latest visit on 4/18/15 was net completed in

their office recards, so she could not addrasg if |

there were any medication ordar changes mada, J
|

B. Review of Resident #2's current FL 2 dated
10/29/15 revealed: |
-Diagnioses included demantia, depressian, f
chronic obstructive pulmenary disease, '
congestive heart failure, right hemiplegia.
hypertension and systemic lupus erythematosis. ’
-Medication orders included jantoven 4mg 2 ang

1/2 tablets (10mg) daily (also known as I
coumadin, a medication useq te prevent heart

attacks, strokes, ang blood clots )

Review of Resident #2's Resident Register

revesied and admission date of 12/29/08. [
Review of Resident #2's record revealed- ‘
-A physician's order dated 8124115 to continue the :
current dose of coumadin 4mg 2 and 1/2 tablets f
daily and to ra-check the INR in one month,

-A physician’s order dated 9421115 to continue the
current dose of coumadin 4mg 2 and 1/2 mg
tablets daity and 1o reture October 19, 2015 &t [

915 amto the physician office for repeat blood
draw.

-There were no other Intemationat Normalized l
Ratio (INR) orders after this date and ne other !
coumadin orders.

-A consultation report dated 8/24/15 with the INR }
result recorded as 2 (2 {parmal ks 0.8-1.2 per the

laboratory result sheet), a physician order to l
| continkie current dose of coumadin and repeat
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the INR in one month.

Review of a Phammacy Review dated 1/19/16
revealed the phamacist recommended the
facility to place the current INR laboratory result in
the record.

Review of the January 2016 electronic Medication
Administration Record (eMAR) revealed an entry
for jantoven 4mg 2 and 1/2 tablets daily and
decurnented as administered at 5:00 pr: daily
from 1/01/16 through 1/31/16.

Review of the February 2016 eMAR revealed an

| entry for jantoven 4mg 2 and 1/2 tablets daily and
documented as administered at 5:00 pm daily !
from 2/01/16 thraugh 2/29/16. !

Review of the March 2016 eMAR revealed an
entry for jantoven 4mg 2 and 1/2 tablets daily and
documented as administerad at 5.00 pm daily
from 3/01/16 through 3/31/16.

Review of the Aprit 2016 eMAR revealed an entry
for jantoven 4mg 2 and 1/2 tablets daily and
documenied as administered at 5:00 pm daity
from 4/01/16 through 4/26/18.

Interview with Resident #2 during the initial tour
on 4/27/16 at 9:53 am reveale:

-Residant #2 took coumadin daily because she
had a history of having three strokes.

-Resident #2 could not recall the last time they
obtained an INR laboratory result, but knew that it
was "way overdue”.

A sacond interview with Resident #2 on 4/28/16 at
2:28 pm revealed:

-Resident #2's family member used to work at the 5
facility and would transport her to doctor's
Onvision of Health Sedqvice Reguiation
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appointments including her laboratory
appointments.

-Resident #2's family member had not worked in
the facility for about 6 months, but did not know
the axact date.

Interview with a Megication Aide {MA) on 4/28/16
at 4.25 pm revealed: i
"It was up to the physician when a resident should
get an INR done and some were two weeks apan
and others were 4 weeks apart.

-The MAs would take the physician order and
write down on the calendar when the next INR
was due.

-Once the iab was obtained they wouid cross it off
the calendar. The lab was not written on the
calendar but an appointrment was, which was not
kept.

-The previous Resident Care Coordinator (RCC)
was responsible for tracking laboratory resulls
including the INRs,

-This was now her respansibility and today was
the first time she had recorded an INR and

placed the follow-up biood draw on the calendar.

Interview with a second MA on 4/28/16 at 4:39 pm
revealed: '
-The MAs had a lab book that they would file all of
the tab results but the PT/INR for Rasident #2 .
was not in the book. i
-The MAs knew the next scheduled labs because
they would post them on & board that they are
able to see everyday.

-There were no lab draws due to be drawn per
this hoard today.

-The RCC that used to work at the facility ieft
several menths ago and she had her own system
of tracking.

-There was no specific person in charge of
tracking lab orders and venfying when they were i
Division of Health Sarvice Reguiation
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done.

Interview with contract Pharmacist on 4/28/16 at
2:06 pm revealed:

-She did recommend the facility obtain an INR
results for Resident #2 on her last consuit
11918,

-She was nct finished reviewing the resident
records for the Aprit 2016 quarteriy review.

-She would have expected the facility would have
obtained the most recent 1abs for the record

-if the facitity could not cbtain a recent resuit she
expected the facility would have obtained an
order to have the PTANR drawn from the
physician, report the results and follow up
physican orders for the coumadin and future
bload draw.

-if they had not obtained recent INR results she
would contact the physician and rmake sure the
lab was ordered.

Interview with a Nurse from Resident #2's
physician office on /2716 ai 2:31 pm revealed;
-The last INR resuit they had on file at the office
was in August of 2015 with a result of 2.02.
-Threre was an appointment schodulad for
October 19, 2015 but it was cancelied because
"the: facility did not schadule the transport.”
-The appointmant was not rescheduled.

~There were no other changes or labs drawn
since August.

Interview with Administratar on 4/27/16 at 2:40
revealed;

-She was not aware that Resident #2 had not had
an INR drawn since August 2015 and thought that
there had been a follow up appointment.

-She could not obtain any follow-up INR fab
results for Resident #2.

-Resident #2's family mamber used to take
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Resident #2 lo get her biood work drawn and
must have been overlooked since the family
mamber no longer worked at the facility.

-The current RCC was responsible for tracking
INRs and other labwork to assure that they were
compieted but she had not been employed at the
facifity for severat months.

A Plan, of Protection was provided by the facility :
on April 28, 2016 as follows:

-Effective immediately, the Administrator and
RCC would audit all resident records to identify
any orders that have been initiated.

-Any un-met health care needs and un-intended
orders wouid be reported fo the physician and
initiated as ordereq.

-Stafl wili be in-serviced on how 1o initiate
rif:":':- o R ; 10A NCAC 13F .1004(a) Medication |
- I'he Administrator an C will develop a policy P, £

to track lab orders, pharmacy referrats and other Administration

[ i facii
healthcare referrals and educate staff on the new Rule is met as evidenced _by the faciiity
policy and tracking method. assuring that the preparation and _
administration of medications, prescription
DATE OF CORRECTION FOR THE TYPE B ,and treatments by staff in accor_dan
VIOLATION SHALL NOT EXCEED, June 12, with orders by a licensed prescribing| g/12/16
2018.

practitioner which are maintained in ‘
the residen'ts record;and rules in !

D 358 10A NCAC 13F .1004(a) Medication D 358 accordance to NCDHHSR rules anc:l(lj
Admigesstion regulaions,and facility policies/proce‘ ures.
10A NCAC 13F .1004 Medication Administration Staff will be educated on state r UIeS'Jh
(2) An aduft care home shall assure that the andg facm_ty policy and procedures wif
preparation and administration of medications, all new hires{medtechs) and ongoing
prescription and non-prescription, and treatments thereafter. Staff orientator or designe
by staff are in accordance with: will monitor daily Unit coordinator or

{1) orders by a licensed prescribing practitioner
which are maintained in the resident’s record: and
(2) rules in this Section and the facility’s policies
and procedures.

designee will monitor weekly Administrator
or designee will oversee as needed

Division of Heatth Sarvice Regulation
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This Rule is not met as evidenced by:

Based on obsarvation, interview, and record
review, the facility failed to assure medications
were administered as crdered by the licensed
prescribing practitioner for 1 of 4 residents (#1)
observed during a medication pass, and for 4 of 6
sampled residents (#1, #3, #5 and #6) related to
errors with medications (Lactulose, Nexium,
Vitamin B injections, and Coumadin).

The findings are:

A, Review of Resident #1's current FL2 dated
4/25/16 revealed:

-Diagnoses included Altered Mental Status
secondary to Acute Renal Failure, dementia,
ischemic cardiomyopathy, chronic atria!
fibrillation, gastric esophageal reflux disease
(GERD), diabetes, and hypertension,
-Medications included Lactuiose 10 gm/15mi
daily (used to treat constipation),

Review of Resident #1's Resident Register
ravealed an admission date of 11/08/13.

Review of the Aprit 2018 electronic medication
administration record (eMAR) revealed:

-An entry for lactulose syrup 10gm/15 mi solution
{ake two teaspoontul {(10mi) once dadly scheduied
for 8 AM.

Observation of the morning medication pass on
4/28/16 at 7:51 am revealed:

-The Medication Aide (MA) preparad and
administered Resident #1°s oral medications and
omitted administering the lactuiose syrup.

-At 9:20 am Resident #1 had not received tha
lactulose 10gm/15ml.

D 358
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Interview with the MA on 04/28/16 at 5:01 pm
revealed: .
-He had been working at the facility for about 2 !
weeks as 2 MA, l
-He thought he overlooked the lactuiose because !
Resident #1 often refused it j
-He had received training from the facility's Nurse

©n how to pass medication and administer the !
proper dosage. ‘
-He did administer the lactulose to Resident #1 at i
9:20 am after it was brought to his attention that

| the medication was omitted during the marning
medication pass.

B. Review of Residert #3's record revealed
-There was no order for Cyanocabalamin
1000meg/mi on the current FL2 dated 1/14/16.
-A physician‘s order dated 12124115 for
Syanocobalamin 1000meg/mi give Tml
éntramuscularly {IM) every Sunday for 4 doses
then once a month (a medication used t¢ freat i
vitamin B2 deficiency in people with pernicicus ‘
anemia and other conditions.) '

-A physician's order dated 2/25/16 for
cyanocobalamin 1000meg/mi 1M every month,

Review of the January 2016 electronic Medication ’
Administration Recond {eMAR) reveaied: ’
-A computer generated entry for cyanocobaiamin

1000mcg/mi inject one mi every Sunday for four
doses then give once moanthly scheduled at 8:00 J
am.

-Handwritten MA initiale on 1704, 1711, 1/18 and I
1/25.

Review of the February 2016 eMAR revealed: J
-A computer generated entry for cyanocobalamin
1000meg/mi inject one mi every Sunday for fours .
doses then give once ronthly scheduled at 8:00 J
Division of Health Service Regulation
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am.

-Handwritten MA initials on 2/01-2/05, 2/07, 2/08,
2118, 2111 and 2115416,

-Computer generated initials on 2/06, 2/09 2112,
2413, 214, 2116 and 2/17/16.

Review of the March 2016 eMAR revealed.

-A computer generated entry for cyanocobalamin
1000meg/mi inject one vial once monthly
scheduled at 8:00 am.

-Computer generated MAs initials 3/03-3/31/16 :
except for 3/11/16 which was blank.
-Handwritten circles around all of the MAs initials
axcept for 3M15/16.

-No computer generated exceptions or hand
written documentation explaining the circled
initials,

Review of the April 2016 eMAR revealed,

-A computer generated entry for cyanocobalamin
1000meg/mi inject one vial once monthly
scheduled at 8:00 am.

-Computer generated initials 4/01-4/27/16 except
for 4/11/18 which had hand written MA initials.

There was no cyanocobalamin in the facility
available for administration.

Interview with a Nurse from Resident #3's
physician office on 4/27/16 at 9.47 am revealed:
-The cyanocobatamin 1000mecg/mi was to be
administered once a month and it was on
Resident #3's admission paperwork dated
12/30/14 with a refill dated 5/07/5.

-The refill dated in December 2015 was written at
the facility during one of the physician's visits. :
~The cyanocobalamin had never beaen ‘
discontinued.

-They expected that Resident #2 was being
administered cyanocobalamin monthty. ’
Drasion of Heafth Servica Regulabion ‘
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4:08 pm revealed:

just did not notice™.

injection was due

3115 pm revealed: -

injections.

revealed:

3i24/16.

€ of 10 doses.

D358] Continued From page 18

-There was no home health ordar in Resident
#2's record at the office.

Interview with a Medication Aide on 4/28/16 at

-She did not know why she signed out the
Cyanacobalamin repeatedly but stated, ") prabably

-She knew not to give IM injections.
-She notified the administraior (who was also a
nurse) on the 15th of the month that an IM

Interview with the Administrator on 4/27/18 at

-She was not awara the Cyanocobalamin was
scheduled daily on the eMAR.

-Her staff would notify her when injections wera
due and she would administer the injections.
~She did give Resident #3 cyanocobalamin
injections, but did not knaw when the last
injection was administered.

-She would have staff sign out that the injection
was administered after she administered the

Interview with a representative from the
contracted pharmacy on 4/2716 at 10:15 am

-The cyanocobalamin 1000mcg/mi was filled
7417115, 1013115, 171G, 2117118, 2/26/16 ang

-The pharmacy sent 1ml each time it was fitled.
-If Resident #3 was to receive one injection
monthly since July 2015 she would have received

-According o the order dated 1 2724115
Cyanocobalamin 1000meg/mi injection every
Sunday for 4 doses then once a month she would
have received 4 of 7 doses.

D 358

Division of Heafth Sarvice Regulation
STATE FORM

o W2B311

If continuation shea 19 of 52




PRINTED: 051712016
FORM APPROVED
Divigion of Heaith Service Regulation
STATEMENT OF DEFIGIENGIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: - COMPLETED

HALDS53027 B. WING DA/2812046

NAME OF PROVILER OR SUPPLIER STREET ADDHESS, CITY, STATE, ZIP CODE

1107 CARTHAGE STREET
SANFORD, NC 27350

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES o ; FROVIDER'S PLAN OF GORRECTION o5
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FLLL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR (3C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPPROPRIATE DATE
DBEFICIENCY)}

ROYAL QAKS ASSISTED LIVING

D 358 Continued From page 19 D258

Interview with Resident #3 during the initial tour
on 4/2716 at 9:58 am raveaied:
i -Resident #3 had not received her Vitamin 812
injfection {cyanocobalamin) in months.
-Resident #3 has been given monthly injection of
cyanecobalamin for years.
-Resident #3 was given the cyanocobalamin
injections consistently for the first several months
after admission.
-Resident #3 asked one of the MAs about the
injections on two separate occasions and never
received any answers or the injection.

A second irterview with Resident #3 on 4/28/1€ at
3:00 pm revealed:

-She was receiving the cyanocobalamin injections
around the 15th and over time they got later and
tater in the month

-The cyanocobalamin was showing up on her hili '
but was not being administered for at least two
months.

-5he never had home health administer her

| injection.

. -The Administrator may have administered her
injection but typically i was administered by the
previous Resident Care Coordinator.

-She never had a home health nurse administer
the injections.

C. Review of Resident #1's current FL2 dated
4/25/16 revealed:

-Diagnoses included altered rmental status
sacondary {0 acute reral failure, dementia, !
ischemic cardiomyopathy, chronic atrial
fibrillation, gastric esophageat reflux disease
(GERD), diabetes. and hyperension.
-Medications included Nexium 40 mg daily (an
acid blocker).

Review of Resident #1's Resident Register
Division of Heaith Service Regulation
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revealed an admission date of 11/08/13.

Review of Resident #1° record revealed:

-A previous FL 2 daled 4/06/16 with the same
medications and doses ordered 28 on the current
FL 2 daled 4/25/18

-A physician's order dated 1/14116 for Nexium 40
mg twice daily for two weeks, then daily (to start
1729/16).

-A physician's order dated 3/21116 to discontinue
Nexium.

Review of Resident #1's January 2018 elactronic
Medication Administration Record (eMAR)
revealed:

-An entry for Esomeprazole {Nexium) 40 mg
twice daily for 2 weeks with an origination date of
11516 and a stop data of 1/29/16 and scheduied
for administration at 8:00 am and 7:00 pm.
Computer documentation of administration on
1/23/16 at the 800 am and 7.00 pm, and
handwritten initials documented as administered
for 8:00 am and 7-00 pm from 1/16716 to 1/22/16
and from 1/24/16 to 1/29/18.

-An entry for Nexium 40 mg daily at 8:00 am with
an origination date of 1/15/16 and a stop date of
3/21/16. Documentation of administration on
1416116 to 1/31/16 at 8:00 am.

-Bocumentation was that Resident #1 received
Nexium 40 mg twice daily. and 40 mg daity from
1/16/16 to 1/29/16 for a tota of three 40 mg
doses of Nexium daily.

Raview of Resident #1's February 2016 eMAR
revasiad.

-An entry for Nexium 40 mg daily at 8:00 arm and
documented ag administered daily with
handwritten initials from 2101/186 to 2/05/1 B, 2/07,
2/08, and 2110116, ang computer generated
initials 2/06, 2/09, ang from 2114 to 2126115,

D 358
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Review of Resident #1's March 2016 eMAR
reveaked:

-An entry for Nexium 40 mg daily at 8.00 arn with
an ongination date of 1/15/16 and a stop date of
3/21/16, and documented as administered daily
from 3/01/16 to 3/21/16, A discontinued box was
on tha entry line.

Review of Resident#1's April 2016 eMAR
revealed:

-An entry for Nexium 40 mg daily at 8:00 am with
an ongination date of 4/08/16 and docurmented as
administered daily from 4/08/16 to 4/27/16.

Review of Resident #1's medications on hand cn
the medication cart on 4/28/16 and available for
administration revealed:

-Nexium 40 mg daily was available as ordered,
-No "houes supply” bottles for Nexium 40 mg was
cbserved

Interview on 4/27/16 at 1:40 pm and 4/28/16 at
10:15 am with the Administrator revealed:

-The facility had used eMARs since 10/2015.
They had swapped to @ new phone and intarnot
system.at the same time which had caused them
difficuities with synchronizing docurnentation of .
medications into the eMAR. i
-"If L have a medication in stock that is a
frequently used medication tike Nexium, Protonix
or Omaprazole, then we will start that medication
before it is stocked by pharmacy We might
borrow it from someone else if we needed to start
the medication.”

-She approved new orders and verified the
phamacy entered the orders cormectly on the
eMAR.

Interview on 4/27/16 at 3:30 pm with the facility's
Division of Health Service Regutation
STATE FORM neon
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contracted pharmacy
#1 revealed:
| -An order dated 1/1 5/16 for Nexium 40 mg twice
daily for 2 weeks. then thange to daily. The
Nexium 40 mg twice daily order was filled on
1120116 with 28 tablets for 2 weeks. The Nexium
40 mg daily dose order was filed on 1/29/16 for
24 tablets.
~The delay in filing the medication was possibly
1o get approval for a non-generic medication as
requasted by the family.

representative for Resident

Irterview on 4/28/16 at 2:30 pm with Resident
#1's family mernber revesaled:

-She expected the facility to administer
medications as prescribed by Resident #1 's
physician.

-She asked for Nexium to be non-generic. She
was not aware that this could Cause a delay in the
medication being started, or that the facility might
administer medication from a house supply.

Based on observations, record review and
interviews with family and staf. it wag determined
that Resident #1 was not interviawabie.

Interview on 4/28/16 with Resident #1's physician
Wwas unavailabie

0. Review of Resident #5's current FL 2 dated
41315 reveaied:

-Diagnoses included bladder cutlet obstruction,
CVA, Atrial Fibrillation, urinary tract infections
{UTY), and a history of epilepsy.

-Medications inciudeqd Coumadin 8 mg at bedtime
(used to traat gnd prevent biood ciots),

Review of Resident 55 Resident Register
fevealed an admission date of 6/04/14.

|

!
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Review of Resident #5's record revealed:

-A physician's order dated 12/30/15 to change
Coumadin to 8 mg on Monday, Wadnesday and
Fricay, and 4 mg on Tuesday, Thursday,
Saturday and Sunday.

-A physician's order dated 2/24/186 to change
Coumadin to 4 mg on Monday, Wednesday and
Friday, and 8 mg on Tuesday, Thursday,
Salurday and Sunday.

Review of Resident #5's January 2016 electronic
Medication Administration Record (eMAR)
revealed;

-An entry for Jantoven {(a brand of Warfarin in
place of Coumadin} 4 mg every Monday,
Waednesday and Friday in the avening,

-An entry for Jantoven 8 mg was to be
administereg avery Tuesday, Thursday, Saturday
and Sunday in the evening.

-Jantoven was documentad as administered as
entered on the eMAR from 1/01/16 to 1/31/16.
-Jantoven was not administered as ordered on

| 12/30115 for 8 g on Manday, Wednesday and

Friday, and 4 mg on Tuesday, Thursday,
Saturday and Sunday from 1/01/16 to 1/31/16.

Review of Resident #5's Fabruary 2016 eMAR

- revaaled:

-An enfry for Jantoven 4 mg was to be
administered every Monday, Wednesday and
Friday at 8:00 pm.

-An entry for Jantoven 8 mg was to be
administered every Tuesday, Thursday, Saturday
and Sunday at 8:00 pm.

-Jlantoven was documented as administered as
entered on the eMAR from 2/01/16 1o 2/26/16.
-Jantoven was not documented as administered
as ordered on 12/30/15 for B mg on Monday,
Wednesday and Friday, and 4 mg on Tuesday,
Thursday, Saturday and Sunday from 2/01/16 to

D 358
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2/23/M186.

Review of Resident #5's March 2016 ang Agprit

2016 MARs revaaled:

-Jantoven was documented as administered as
ordered from 2/01/16 to 4127116,

Review of Resident #5's Medications on hand on
the medication cart gn 4/2B116 for administration
revealed Jantoven was available as ordered.

Review of a pharmacy review dated 1/1 916

revealad:

-Laboratory resulis were noted, and no
recommendations were made,

“The Coumadin ordar entry

was not documented as being incorrect.

Interviews 4/27/16 at 1:40 pm and 4/28/16 a
10:00 am with the Administrator revealed:

-The faciiity had changed tp eMARSs on 10/2015
with a new phonefinternet System at the same

time.

-She reviewed new orders and verified thay were
entered correctly on the eMAR.

-8he had not noticed the Coumadin enry was
incorrect on the January and February 2016

MARs.

frierview on 4/27/16 with the facility's contract
phammacy representative revealed:
-The pharmacy entered medication orders into

the eMAR system,

-The pharmacy system showed an order dated
1211115 for Jantoven 4 mg at bedtime.

-The phamacy system sho

12130415 for Jantoven g mg every Monday,
Wednesday and Friday, and Jantoven 4 mg avery
Tuesday, Thursday, Saturday and Sunday.

-The pharmacy System showsd an order dated

D358

on the January sMAR

wed an order dated
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212416 for Jantoven 4 mg every Monday,
Wednesday ang Friday, and Jantoven 8 mg every
Tuesday, Thursday, Saturday and Sunday.
-The January and February order entries looked
correct on the Phamnacy side, but they were not
! cormect on the eMAR side. "There was a glitch
when some order entries carried over into the
eMAR. it was not caught by the facilty's
Administrator or staff.
-The pharmacy had swapped ta the eMAR
system when the facility did, so "it had been a
leaming curve for everyone".
-The facility was to doubie chaeck orders entered
into the eMARS for accuracy and notify the
pharmacy or physician as necessary.

Interview on 4/28/16 at 5:55 am with Resident
#5's primary care physician revaaled:

-The Cournadin ¢linic managed Coumadin
dosage orders for Resident #5.

-He expected tha facility to administer !
medications as ordered. i

interview on 4/28/16 at 1:50 pm with Resident #5
revealed:

-He took his medicationa as the facility

| administered them, and expected them to be as
his physician ordered.

-He did not know what medications he was
ordered.

| 4120116

D 367 10A NCAC 13F .1004(j) Medication D 367 10A NCAC 13F .1004()) MEDICATIOIJ
Administration ADMINISTRATION

RULE MET :
10A NCAC 13F 1004 Medication Administration ASIEMIDENCED BY:STARF

{i) The resident's medication administration EDUCATED 4/29/16 AS EVIDENCED!
record (MAR) shail be accurate and include the BY STAFF EDUCATED ON IDENTIFYING
following: RESIDENT NAME ,AND NAME OF
| (1) resident's name; MEDICATION OR TX ORDER;strength

Division of Health Service Regulation
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D 387 Continued From page 26 D367 and dosage or quanity of medication

(2} name of the medication or treatment order;
{3) strength and dosage or quantity of medication
administered:;

(4} instructions for administering the medication
or {reatment;

{5) reason or justification for the administeation of
medications or treatments as needed {PRN} and
docymenting the resulting effect on the resident:
(6} date and time of administration;

{7} documentation of any omission of
medications or treatments and the reason for the
omission, including refusale; and,

{8) name or initials of the person administering
the madication or treatment. If initials are used, a
signature equivalent to those Initials is to be
documented and maintained with the rmedication
administration record (MAR).

This Rule is not met as evidenced by:

Based on observation, record reviews, and
mterviews, the facility failed to assure the
electronic Medication Administration Records
(eMARS) were accurate for 4 of 5 sampled
residents (Residents #1, #3, #5, and #6).

The findings are:

A. Review of Resident #5's current FL 2 dated
4/13/15 revealed-

-Diagnoses included bladder outiet obstruction,
CVA, Atrial Fibrillation. urinary tract infections
(UTH), and a history of epilepsy.

-Medications included Goumadin & myg at bedtime
(used to treat and prevent blood clots).

Review of Resident #5's Resident Register
fevealed an admission date of 5/04/14.

. Review of Resident #5's record revealed:;
i -A physician's order dated 12/30/1 3 to change

administered;instructions for administering
the medication or treatment;reason of
justification for the administration of
medication or treatments as needed
{(prn} and documenting the resuiting dffect on
the resident:date and of administration:
documentation of any omission of
medication or treatments and the rea'Fon

for the ommission, including refusals:

and, name or initials of the person administering
the medication or treatment. As part of
education .nurse consultant/pharmady
will perform medication administratich
audits as needed.
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Coumadin to 8 mg on Monday, Wednesday and
| Friday, and 4 mg on Tuesday, Thursday,
Saturday and Sunday.

-A physician's order dated 2/24/16 fo change
Coumadin to 4 mg on Monday, Wednesday and
Friday, and 8 mg on Tuesday, Thursday,
Saturday and Sunday and to repeat INR in 2
weeks {due 3/09/16)

Review of Resident #5's January 2016 electronic
Meadication Administration Record (eMAR)
tevealed:

-An entry for Jantoven (a brand of Warfarin in
place of Coumadin) 4 mg every Monday,
Wednesday and Friday in the evening.

-An entry for Jantoven 8 mg was to be
administered every Tuesday, Thursday, Saturday
and Sunday in the evening.

-dantoven was docurmnentad as administered as
entered on the aMAR from 1/01/16 to 1/31/16.
-Jantoven was not docurmnentad as administerad
as ordered on 12/30/15 for 8 mg on Manday,
Wednesday and Friday, and 4 mg on Tuesday,
Thursday, Saturday and Sunday from 1/01/18 to
131/16.

Review of Resident #5's February 2016 eMAR
revealed:

-An entry for Jantoven 4 mg was 1o be
adminisiered every Monday, Wednesday and
Friday at 8:00 pm.

-An entry for Jantoven 8 mg was 1o be
administered every Tuesday, Thursday, Saturday
ang Sunday at 800 pm,

-Jantoven was documented as administered as
antared on tha eMAR from 2/01/18 to 2/28/15.
~dantoven was not documented as administered
as orderad on 12/30/15 for 8 mg on Monday,
Wednesday and Friday, and 4 mg on Tuesday,
Thursday, Saturday and Sunday from 2/01/16 to ;
Division of Health Service Regulation :
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2/231e.

Review of Resident #5's March 2016 and April
2018 MARS revealed:

-dantoven was documented as administered as
ordered from 3/01/16 to 4/27/18.

Interviews 4/27/16 at 1:40 pm and 4/28/16 at
10:00 am with the Administrator revealed;

-The facility had changed to eMARS 10/2015 with
4 new phane/internet systern at the same tirme.
-She reviewad new orders and verified they were
entered correctly on the eMAR.

-3he had not noticed the Coumadin entry was
incorrect on the January and February 2018
MARs.

Interview on 4/27/16 with the contract pharmacy
representative revealed:

-The pharmacy entered medication orders into
the eMAR system.

-The phamacy system showed an orgder dated
12(111/18 for Jantoven 4 my at bedtime.

-The pharmacy systam showed an order dated
12/30/15 for Jantoven B mg avery Monday,
VWednesday and Friday, and Jantoven 4 mg avery
Tuesday, Thursday, Saturday ard Sunday.
-The phammacy system showed an order dated
2/24/16 for Jantoven 4 g every Monday,
Wednesday and Friday, and Jamoven B mg every
Tuesday, Thursday, Saturday and Sunday.
-The January and February order entries looked
correct on the Phamnacy side, but they were not
correct on the eMAR side. "There was a glitch
when some order entries carried over into the
eMAR. It was not Caught by the facitity's
Administrator or staff”.

-The pharmacy hag swapped to the eMAR
system when the facility did, so "it had been a
leaming curve for averyona”.
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Continued From page 29

-The facility was to double check orders entered

| into the eMARs for accuracy and notify the

pharmacy or physician as necessary.

interview on 4/28/16 at 1:50 pm with Resident #5
revealed.

-He took his medications as the facility
administered thern, and expected them to be as
his physician ordered.

-He did not know what madications he was
ordered.

Interview on 4/28/16 at 1:55 pm with a facility's
coniracted Pharmacist reveaied:

-She was in the faciiity to perform the pharmacy
review of resident racords. She had slarted the
cther day but had not finished going through her
notes to complete her reviews,

-She had not noticed a discrepancy in the
Coumadin orders and the eMAR entries,

2. Review of Resident #5°s current FL2 dated
4/13/15 revealed medications included
Finasteride 5 mg daily {Jsed to treat enlarged
prostate), Metoprolol 25 mg twice daily (used to
treatl high blood pressure and heart failure), Zoloft
50 mg daily {used to treat anxiety and
depression}, Keppra 1000 mg twice daily {used to
treat seizures), and Pravastatin 20 mg at bedtime
{used to reduce cholesterot and triglyceride levels
in the blood),

Review of Resident #5's record reveaied:
-Physican's orders dated 12/24/15 to continue
Finastaride, Metoprolol, Zaloft, Keppra and
Pravastatin.

-No orders were found in Resident #5's record to
discontinue Finasteride, Metoprolol, Zoioft,
Keppra and Pravastatin.

D367
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Review of Residant #5's February and March
2016 eMARs revealed:

-Finasteride, Metoprolol, Zoloft, Keppra and

: Pravastatin were documented ag adrinistered as
ordered from 2/01/18 to 3/31118.

Review of Resident #5's April 2016 eMAR on

4/28/16 reveaied:

-An entry for Finasteride 5 mg daily at 8:00 am
was administerad ag ordered from 4/01/16 to
4/12/16. The last dose wasg administered on
4/12116 at 8:00 am, A stop date was entered as
4/12116_ A grey discontinueg box was at the entry.
-An entry for Metopralol 25 mg twice daily at 8:00
am and 7:00 pm was administered as ordered
from 4/01416 10 4712118 The iast dose was
administered on 4/12/16 at 7:00 pm. A stop date
was enlared as 4/12/18. A grey discontinued box
was at the entry.

-An entry for Zoloft 50 Mg daily at 8:00 am wag
administered as ordered from 4/01/16 10 41216,
The last dose was administered on 4/12/15 at
8:00 am. A stop date was entered as 4/12116. A
grey discontinued box was at the entry.

-An entry for Keppra 1000 mg twice daily at 8:00

am and 7:00 pm was administered as ordered
from 4/01/16 1o 4112716 The last dose was
administerad on 4/12/16 at 7:00 pm. A stop date
was entered as 4/12/16. A grey discontinued box
was at the entry.

-An entry for Pravastatin 20 g at bedtime was
administered as ordered from 4/01/16 to 4112116
at 7:00 pm. The last dose was administered on
412116 at 7:.00 pm. A stop date was entered as
412116, A grey discontinued box was at the antry.

Interview on 4/28/16 at 9:35 am and 10:00 am
with the Administrator reveaied:

-She was not aware that Resident #5 had 5
medications {Finasteride, Metoprolol, Zoioft,

D 357 ‘
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Kegppra and Pravastatin) that "fell off the MAR" on
4/12/16 and were not on the current eMAR as of
AI28/16.

-She expected the pharmacy to contact the l \

!

!

i

D 367 | Continued From paga 31 D 357 \
|

1

— e —f——

physician if & medication needad & renewal order,
.& prompt showed on the eMAR that a medication
needed to be renewed or discontinued anytime
that resident's eMAR file was openad.

-Since the Finasteride, Metoprolol, Zoloft, Keppra
and Pravastatin were "maintenance medications” \

(the resident had been taking them for a long

time), and the medications were on-hand, she

expected that they were to continue to be ]
administered to Resident #5. :

_if a medication order expired, tha MA should !

notify the supervisor of Administrator to follow-up

with the physician or the pharmacy. \

interview on 4/28/16 at 3:45 am with a MA
reveated:

_When a medication order "runs out, we receive a :
notification prompt that the ‘medication is in I
review' {on the eMAR} for about one week”. After
ona week, the prompt disappeared.

_The MA should notify the supearvisor of contact
tha physician or pharmacy try get the medication
re-ordered

.She had not notified her supervisor, the
physician or the phafmacy {hat madication orders
were needed.

P R e

interview on 4/28/16 a1 10:30 am with the facility's
contract pharmacy representative revealed.
_Entries for Finasteride, Metoproio!, Zoloft,
Keppra, and Pravastatin were in the pharmacy ‘
system but not on the eMAR as their order date ‘
had expired on 4/12/16.

Imerview on 4/28/16 at 11:05 am with a second 1
MA revealed:

Bision of Health Service Reguiation
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-The Administrator and a MA Supervisor reviewed
new orders and compared thern to the eMARs
when the orders were received.

-If a medication “faell of the eMAR, but | noticed no
discontinued order, then | gave the meds”,
Resident #5's Metoprolol, Zoloft, Keppra, and
Finasteride. "Pravastatin is a bedtime medication,
so | was not here for that medication”. These
ware mainienance medications for Resident #5.
-MA's were to notify the supervisor to check with
the pharmacy or physician about eMAR
medication prompts.

-She had not contacted the physician or the
phamacy regarding the medications not baing on
the eMAR.

Interview on 4/28/16 at 3:40 pm with Resident
#5's physician's office representative revealed:
-The office records show that at the 3/14/16 visit,
Resident #5 was slill on Finasteride, Keppra,
Metoprolof, Zoloft and Pravastatin.

B. Review of Resident #1's current FL 2 dated
410816 revealed;

-Diagnoses included attered mentat status
secondary to acute renal failure, dementia,
ischemic cardiomyopathy, chronic atrial
fibrillation, gastric esophageal refiux disease
(GERD), diabetes, and hypertension.

1. Review of Resident #1's record revealed:

-A physician’s order dated 2/22/16 for Pyridium
100 mg every 8 hours for 3 days (an analgesic for
symptoms causad by Urinary Tract Infections).

Review of Resident#1's February 2016 sMAR
revealed:

-An entry for Pyridium 100 mg every 8 hours for 3
days and scheduled to be administered at 7:00
am, 3:00 pm and 11:00 pm. It had an origination

D387
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date of 2/22/16 and a stop date of 3/07/16.
-Pyridum 100 mg was documentad as
administered every 8 hours for 8 days starting on ‘ |
2/22/16 at 3:00 pm. The last dose was :
documented as administered at 2/28/16 at 11:00 \
pm.

Review of Resident #1's March 2016 eMAR :
revealed:
-An entry for Pyridium 100 mg every 8 hours for 3
days and scheduled to be administered at 7:00 !
am, 3:00 pm and 11:00 pm. it had an origination
date of 2/22/16 and a stop date of 3/07/16. There
was a grey discontinued box on the entry. !
-Pyridium 100 mg was documented as | |
administerad every 8 hours for 16 days starting ! |
on 3/01/16 at 7:00 am. The last dose was ‘
documented as administered at 3/15/16 at 3:00
pm. There were handwritien circles around the
printed intials from 3/6/16 at 7:00am to 3/15/16 at
3:00 pm.
_There weTe no entries at the "exception” area on
the eMAR for why the Pyridium administration
entries were circled, or for what reason.

Review of Resident #5's medications on hand on
the medication cart on 4/27/16 revealed no
Pyridumn was available to be administared.

contract pharmacy representative revealed:

“The contract pharmacy staff entered orders into
the eMAR. ‘
-The physician's order for Pyridium 100 mg avery

|

\nterview on 4/27/16 at 3:30 pm with the facifity's I
!

1

8 hours for 3 days was "received and filled

2122116 with 18, 50 mg tablets. This would be 6

tablets per day for 3 days.”

-She would "enter an end date of 4 days in case |
the facility did not start the medication right away, :
but not everyone entared the orders this way” J
Dreision of Health Service Reguiation .
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-The facility's Medication Aides {MAs) "could hit
‘end’ when the Pyridium ran out so the
administration notices for Pyridium would be
stopped on the eMAR,

-If the Pyridium order was started on 2/22/1 6 at
3:00 pm, the last dose shoufd have been 2/28/16
at 7:00 am. The facility staff would be out of
medication.

-The pharmacy had no refill orders or requests for
Pyridium in their system,

Interviews 4/27/16 at 1:40 pm and 4/28/16 at
10:00 am with the Administrator revaaled:

~The facility had changed to eMARs 10/2015 with
a new phone/intemnet system at the same time.
-She reviewed new orders and verified they were
entered correctly on the eMAR.

-She had not neficad the Pyridium orger for
Resident #1 continued on the March 2016 eMAR.
No staff had notified her that there was no
medication availabie.

-The eMAR copies printed for Resident #1
showed Pyridium was documented as
adrinistered after the stop date. *| knew this was
not possible since wa did not have the medication
after the stop date, so ) had my staff circle the
initialed entries. It was not possible to correct it on
the eMAR."

-Tha MA's needed to be more attentiva to what
they were documenting.

Interview on 4/28/16 at 11:05 am with a MA,
revealed:

-The Administrator and a MA Supervisor reviewed
new orders and compared them to the eMARSs
when the orders were recaived.

Interview on 4/28/16 at 230 pm with Resident
#1's family member reveaied they expected the
facility to administar medications as ordered by

D 367
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the physician. ’

Based on observations, record review and
intervigws with staff, family and the resident. it

was determined that Resident #7 was apt

interviewable.

Interview on 4/28/16 with Resident #1's physician
was naot availabie.

|
!
2 Review of Resident #1's current FL 2 datad ! ;
4/25/16 revealed medications included Nexium
40 mg daily (an acid blocker).

Review of Resident #1's record revealed: !
-A previous FL 2 dated 4/06/16 with tha same '
medications and doses ordered on the current FL |
2 date 4/25/16. i .
-A physician's order dated 1/14/16 for Nexium 40
mg twice daily for two weeks, then daily.

-A physician's order dated 3/21/16 to discontinue
Nexium.

Review of Resident #1's January 2016 eleclronic
Medication Administration Record (eMAR)
fevealed;

~An entry for Esomeprazoie {Nexium) 40 mg
twice daily for 2 weeks with an origination date of
1/15/16 and a stop date of 1/29/16 and scheduied ;
for adminigtration at 8:00 am and 7:00 pm. ‘
Documentation of administration on 1/23/16 at
the 8:00 am and 7:00 pr, and handwritten initials
documented &s administered for 8:00 am and
7:00 pm from 1/16/16 to 1/22/16 and from
1/24/18 10 1/29/16.

-An entry for Mexium 40 mg daily at 8:00 am with
an origination date of 1/15/16 and a stop date of
3/21/16. Documentation of administration on |
1/16/16 to 1/31/16 at B:00 am._

-Documentation was that Resident #1 received
Division of Health Service Regulation
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Nexium 40.mg twice daily. and 4
1116116 to 1/26/16 for a total of three 40 mg
doses of Nexium daily.

Review of Resigent #1's March 2016 g
2018 eMARs revealed

Nexium 40 mg was g
and discontinued an
4/27/18.

d

Raview of Resident #1'
administration on 4727
Mg was availabie to be
There were no "house

3 medications on hang
16 revealed Nexium 40

Interview an 4727116
10:15 am with the Ad;
-The facility had

at 1:40 ptn angd 4/28/16 a
Thinistrator fevealed:

same time which h,
difficulties with gynchro
madications into the eMAR,

~If have g medication in stock that sa
frequantly used medication like Naxium, Proto
or Omeprazale, then
before it is stocked by
borrow it from someo
the medication.*
-She approved new orders and verifisd the
pharmacy entered the order comrectly on the
eMAR,

pharmacy. We might

Interview on 4/27/16 at 3:30
contracted pharma.
#1 revealed:

-An order 1/15/46 for Nexium 40 mg twice dail
for 2 weeks than change to daily. The Nexium
Mg twice daily was fillad on 1/20/16 with 28
tablets for 2 weeks. The Nexium 40 mg daily
dosa was filled on 1/29/16 for 29 tabiets.

administered ag ordered.
Supply”™ Nexium observed.

ad cause them
nizing documentation of

we will start that madication

ne else if we needed to start

pm with the facifity's
Cy representative for Resident

0 mg daity from

nd April

Qcumentey as administered
as ordered from 30116 to

for

t

rix

Y
40

BE e
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-The delay in filling the medication was possibly

to get approval for a non-generic medication as
requested by the family.

Based on observations, record review and :
interviews, it was determined that Resident #1
was not inderviewable.

Interview on 4/28/16 with Resident #1's physician
was unavailable.

C. Review of Resident #3's current FL2 dated
1/14/16 revealed diagnoses included vitamin 812
deficiency, dementia, depression, chronic pain
syndrome, delirium secondary to polypharmacy, /
generalized anxiety disorder, history of stroke and
narcotic dependence.

Review of Resident #3's Resident Register
revealed that Resident #3 was admitted 12/30/14.

Review of Residert #3's record revealed:
-Current FL2 dated 01/14/16 revealed there was
ne order for cyanccobalamin 1600meg/mi,

-A physician's order dated 12/24/15
cyanccobalamin 1000meg/ml give 1mi !
intramuscularly (IM) every Sunday for 4 dosas |
then once a month {a medication used 1o treat
vitamin B12 deficiency in peopie with pemicious
anemta and other conditions.)

-A letter from the contracted pharmacist dated
2/11/16 the listed 5 medications that required
clarification which included cyanocobalamin
1000meg/mi. The letter was stampad with a
physician's signature and "D/C* {(discontinue) was
written aver cyanocobalamin 1000meg/mi.
-Subsequent physician orders dated 2/11/16 that
included cyanccobaiamin 1000meg/mt IM avery
month,

-A physician order dated 2/25/16 for
¢cyanocobalamin 1000meg/mi IM injections every
Division of Health Service Regulation
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Review of the January 2616 Electromic
Medication Adminisiration Racord (aMAR)
revealed;

-A computer generated entry for cyanocobalamin
1000mog/ml give 1mil IM every Sunday for 4
doses then once a month and documented as |
administered with hand written initials at 8:00 am |
on 1704, 411, 1718 and 1/25/18.

-Computer generaled initials with a circle on
12316 with an exception documented as
“withheld per MD/RN orders”.

Raview of the February 2016 eMAR revealed a
computer generated entry for cyanocobalamin
1000mecg/mi give 1mi intramuscularly evary
Sunday for 4 doses then once a month at 8:00
am and documented as administered 2/01-2/17
and discontinued 2117/16,

Review of the March 2016 eMAR revealed:

-A computer generated entry for cyanocobalamin
1000meg/mil inject contents of 1 vial once
morithly at 8:00 am and documented as
administered with computer generated initials and
hand written circles around all of the initiale which
included 3/03-3/10, 3/12-3714 and 3/16-3/31.

~0On 3f15/16 there was computer generated
initials of a MA without a circle araund them.
-There was no documentation which explained
the circled initials.

Review of the April 2016 eMAR revealsd;

-A computer generated entry for cyanocobalamin
1000meg/ml inject contents of 1 vial once
monthly at 8:00 am and documented as
administered with computer generated initials
from 4/071 through 4727716,

-On 4/09/16 the computer generated initials were f
Drvison of Heelih Service Regolation
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circled and the exception was docurnanted as
“withheld per MD/RN orders”.

Interview with Resident #3 during the initial tour
on AR27116 at 5:58 am revealed:

-Resident #3 had not received her Vitanin B12
injection {cyanocobalamin} in months.

-Resident #3 has been given monthly injection of
cyanocobalamin for years.

-Resident #3 was given the cyanocabalamin
injections consistently for the first several months
after admission.

~-Resident #3 asked about the injections on two
separate occasions and never received any
answers or the injection.

A second interview with Resident #3 on 4/28/16 at
3:00 pm revealed:

-She was receiving the cyanocobalamin injections
around the 15th and over time they got later and
{ater in the month.

-The cyanocobalamin was showing up on her bill
but was not being administered for at least two
months.

-She never had home health administer her
injeclion.

-The Administrator may have administered her
irfection but typically it was administered by the
old Resident Care Coordinator.

interview with the phamacist from the contracted
pharmacy on 4/28/16 g1 1:58 pm revealed:
-When the facility staff go in the computer to
verify orders they can set up the day of the month
and time they want to administer the medication.
-The phammacy sent a technician aut to train the
fatility staff on two separate occasions.

-The electronic MAR and order entry verification
was a part of this training.

-She would expect that the facility go in and

D 367
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select time and dale the medication showld be
given as a part of the entry verification process,
-She expected that the facility staff woulg cafl the
pharmacy if ataff did not know or remember how
1o verify the order entry and phamacy staff could
teach them over the phaone.

-She expected that facility staff would cail and
request the pharmacy to thange the time ang
date of a medication.

Interview with a Medication Aide on 4/28/16 at
4:08 pm revealed:

~She did not know why she signed out the
cyanocobalamin Tepaatedly but stated, "| protiably
just did not notice”

-She knew not o give IM injactions.

-She notify the administrator {who is also a nurse)
on the 15th of the month that an IM injection was
due.

-She was now responsibie for checking the
accuracy of the eMARs from month to menth.

-it was the responsibility of the Resident Care
Coordinator to check the accuracy of the MARs
from month to month but she left the facility
several months ago.

-t was now her fespansibility to check the eMARSs
for accuracy from month to month and did so by
comparing the medications that the pharmacy
sent for the monthly cant fills with the sMARSs on
the computer.

-Hthe rharmmacy sent something that was
discontinued she would send it back to the
pharmacy.

-There would be no way to know if there was an
order in the record that the pharmacy never
received and it would not be sent or in the sMAR.
-She does not know how to change data in the
eMAR and wouid call the pharmacy if g change
was required.

-She did nat call the pharmacy about the

D 367 J
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cyanacobalamin injections.

Interview with a second Medication Aide on
4/28/16 at 4:47 pm revealed:

-She knew not to give IM injections and had not
administered Resident #3 cyanocobalamin,
-She would notify the Administrator if it came up
on the eMAR.

-They shouid have called and notified the
pharmacy that the injection was scheduled for i
everyday and requested they change it.

Interview with the Administrator on 4/27/15 at
3:15 pm revealed:

-Bhe was not aware the cyanocobalamin was
scheduled daily on the eMAR.

-Her staff would notify her when injections were
due and she would administer the injections.
-She did give Resident #3 cyanocobalamin
injections but did not know when the tast injection
was administerad. \
-She wouid have staff sign out that the injection '
was administered after she administered the ’
injections.

Interview with 2 Nurse frorm Residant #3's
physician office on 4/27/16 at 9:47 am revealed:
-The cyanocobalamin 1000meg/ml was to be
administered once a month and it was one
Resident #3's agmission paperwork dated
12/30/14 with a refill dated 5/07/15.

-The refill dated in December 2015 was written at
the facility during one of the physician’s visils, !
-The tyanocobalamin had never been
discontinued. |
-They expected that Resident #2 was being
administered cyanocobalamin monthly.
-There was no home health order in Resident
#2's record at the office,
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diabetes mellitus, hyperlipidemia
cerabrovascular accident,

DACe a waek.

FSBS once a week,

Interview with MA on 428116 at 7
check with his Supervisor.
4/28/16 at 7:35 am revealed:

Monday's only.
-She selected the exception “with

only.

saveral months ago.

couid ask when they should obtai

D. Review of Resident #5's current FL2 dated
6/11/15 roavealed diagnoses inctuded
hypertension, generalized muscie weakness,

Review of Resident #5's Resident Register
revealed that Resident #6 was admitted 7/30/08.

Review of Resident #6's record reveaied:
-A physician's order dated 12/04/15 to obtain
Resident #6's finder stick blood sugar (FSBS)

-A subsequent physician order dated 2/1/16 for
Observation of medication Pase on 4/28/16 at
7:32 am revealed an electronic Medication

Administration Record {eMAR} entry prompting
the MA to obtain a FSBS on Resident #5.

he was not sure but ha thought that the FSBS
was obtained by third shift and he needad to
interview with Quality Contro! Aide (QCA) on

~The MAs obtained Resident #6's FSBS on

orders” because the order was for once a week

-She knew the FSBS was obtained on Mondays
only bacause she had worked there for two years
and the order was charged 1o once a week

-She expected ather staff would either know that
the FSBS should be taken on Menday or they

D367

and

:33 am revealed

held per MD/RN

n it
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-An entry to check FSBS
am

of the 4 days it was to he

of 142 on 1/04, FSBS of

1/26418.

-An entry to check FSBS
am,

of 199 on-2/09, FSBS of

Review of the March 201
-An eniry to check FSES
am.

of the 4 days it was to be

Review of the April 1-27,
-An entry to check FSBS
am.

Raview of the January 2016 eMAR revealed:

~Résid&ni_#6’s FSBE was obtained 19 times out
-Examples include a FSBS of 112 on 1/02. FSBS

114 on 1/10, FSBS of 119 on 1714, ESBS 118 on
1716, FEBS of 102 on 1/21 and FSBS of 118 on

Raview of the February 2015 eMAR revealed:

-Resident #6's FSBS was obtained 9 timas out of
the 4 days it was to be obtained.
-Examples include a FSBS of 224 on 2/03, FSBS

134 on 2120 and FS8S of 225 on 2/27/16,

-Resident #8's FSBS was obtained 16 times out

-Examples include a FSBS of 294 on 3/01, FSBS
of 205 on 3406, FSBS of 228 on 307, FS$BS of
198 on 3/10, FSBS of 198 on 311, FSBS of 182
on 3/23, FSBS of 221 on 3724, FSBS of 158 an
3/25 and F3BS of 156 on 3/26/16.

-Resident #6's FSBS was obtained 11 times out
of the 4 days it was to be oblained.

-Examples include a FSBS of 146 on 402, FSBS
of 112 on 4/03, FSBS of 189 on 407, FSBS of
172 on 4/08, FSBS of 213 on 4/11. F3BS of 178

D a6y

once a week at 8:00

obtained.

116 on 1/07. FSBS of

once a week at 8:00

128 on 2/12, FSBS of

6 eMAR revealed;
once a week at 8:00

obtained.

2016 eMAR revealed:
once g week at 8:00
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on 4/12, FSBS of 182 on 4/17 and FSBS of 367
on 4/18,

Interview with a MA on 4/28/18 at 4:16 pm
revealed:

-She knew that Resident #6's FSBS werg taken
only once a week.

~She did call the pharmacy and requested the
fraquency be changed to once a week as
accarding o the order, but did not know when.
-Sha did not follow up with phamacy to have the
entry changed.

~-Someone did not fax the new order and that was
why it was not changed in the eMAR.

-She knew that the FSBS was taken an Mondays.
-# was her responsibility to check the eMARs for
accuracy from month to month and did so by
comparing the madications that the phamacy
sent for the monthly cart fills with tha eMARs on
the computar.

Interview with a second MA on 4/2B/16 at 4:45 pm
revealed:

-She would initial the entry and pick the exception
"withheld per MOVRN orders” bacause it says
once a week.

-She thought that the FSBS was obtaired for
Residant #5 on Moendays.

-She never called the pharmacy to request the
entry be changed because sha overiooked it
-She did not know how to change the entries in
the computer.

-She expected that any one of the MAs should
have called and requested the entry be changed.

Interview with the pharmacist from the contracted
pharmacy on 4/28/16 at 2:00 pm revealed:
-When the facility staff go in the computer to
verify orders they can set up the day of the week
they want to take the FSBS.
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-The pharmacy sent a technician out to train the
faciity staff on two separate occasions.

-The electronic MAR and order entry verification
was a part of this training.

-She would expect that the facility go in and
select ime and day of the week the FSBS should
be obtained as a part of the entry verification
process

-She expected that the facility staff would call the
pharmacy if staff did not know or remember how
to verify the order entry and pharmacy staff could
teach them over the phone.

-She expected that facility staff would call and
reques! the pharmacy to change the time and
date of enfry.

Interview with the Administrator on 4/27/16 at
3:20 pm revealed:

-3he was not aware the FSBS wera scheduled
daily on the eMAR..

-She did have the Resident Care Coordinator
(RCC) review eMARSs from one month to another
to assure accuracy, but the RCC was no longer
employed at the facility.

~The eMAR was naw to the faciiity as of October
2015 and the facility staff wers having prohlems
that were not anticipated.

interview with Resident #8 on 4/28/16 at 4:.30 pm
revealed:

-Resident #6 knew that her bicod sugar was only
to be obtained once a week.

-Resident #65 denied any pain in her fingarips,

10A NCAC 13F .1009(a)(1) Pharmaceutical Care

10A NCAC 13F .1009 Pharmaceutical Care
(a) An adult care home shall obtain the services
of a licensed pharmacist or a prescribing

0367

D 400

10A NCAC 13F .1009 Pharmaceutical
Care

Rule met as evidenced by, facility
Administrator has partnered with MD |
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practitioner for the provision of pharmaceuticai
care al least quartarly. The Department may
require more frequent visits if it documents during
monitoring visits or other investigations that there
are medication problems in which the safety of
residents may be at risk_

Pharmaceutical care involves the identification,
prevention and resolution of medication related
problems which includes the following:

(1) an on-site medication review for each resident
which includes the following:

{A) the review of information in the resident's
record such as diagnoses, history and physical,
discharge Summary, vital $igns, physician's
orders, progress notes, iaboratary values and
medication administration records, including
current medication administration records, to
determine thal medications are administered as
prescribed and ensure that any undesired side
effects, potential and artual medication reactions
of interactions, and medication &rrors ate
identified and reported to the appropriate
prescribing practitioner: and

(B) making recommendations for change, if
necessary, based on desired medication
outcomes gnd ensuring that the appropriate
prescribing practitioner is so inforrred; and

(C) documenting the results of the madication
raview in the resident's record.

This Rula is not met as evidenced by:

Based on cbservalions, record reviews, and
interviews, the facility failed to agsure adequate
medication reviews were completed for 1 of 5
(Resident #5) sampled residents in the areas of
changing Coumadin arders and incomplete
laboratory valuye foliow-up.

practice,and pharmacy care, RCC will
will organize visits quarterly and prn
Administrator will oversee.

| 6/03/16

|
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The findings are:

Review of Resident #5's current FL2 dateg
4713115 revealed:

-Diagnases included CVA, Afrial Fibrillation, and a
history of epilepsy.

-A physicians order for Coumadin 8 mg at
bedtime {used to treat and prevent blood clots),

Review of Resident #5's Resident Register
revealed an admission date of 6/04/14.

Review of Resident #5's record revealed:

-A physician's order dated $2/30/15 to change
Coumadin to 8 mg on Monday, Woadnesday and
Friday, and 4 mg on Tuesday, Thursday,
Saturday and Sunday.

-A physician's order dated 2/24/16 to change
Coumadin to 4 mg on Monday, Wednesday and
Friday, and 8 mg on Tuesday, Thursday,
Saturday and Sunday.

Review of Resident #5's January 2016 electronic
Medication Administration Record (eMAR)
revealed:

-An entry for Jantoven {a brand of warfarin in
place of Cournadin) 4 mg every Monday,
Wednesday and Friday in the evening,

-An entry for Jantoven 8 mg every Tuesday,
Thursday, Saturday and Sunday in the evening.
-Jantoven 4mg was documented as administered
evely Monday, Wednesday and Friday in the
evening, and Jantoven 8 mg was documented as
administered every Tuesday. Thursday, Saturday
and Sunday in the evening from 1/01/16 to
131118,

Review of Resident #5's February 2016 eMAR
revealed:
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-An entry for Jantoven 4 mg was to be
administered every Monday, Wednesday ang
Friday at 8:.00 pm.

-An entry for Jantoven 8 mg was to be
administered avery Tuesday, Thursday, Saturday
and Sunday at 8:00 pm.

~Jantoven 4mg was documented ag administered
every Monday, Wednesday and Friday in the
evening, and Jantoven 8 mg was documenied as
administered every Tuesday, Thursday, Saturday
and Sunday in the evening from 2/01/16 to
2/29/16.

-Jantovan 4mg was documented as administered
every Monday, Wednesday and Friday in the
&vening, and Jantoven 8 Mg was documented as
administered every Tuesday, Thursday, Saturday
and Sunday in the avening comrectly from 2/24/18
to 2/2916.

Review of Resident #5's March 2016 and April
2016 eMARS revesled:

=Jantoven was documented as administerad as
ordered from 3/01/16 o 4/27186,

Review of a pharmacy review dated 1/19/1a
reveaied:

-Laboratory results were noted, and no
recommendations were made.

-The Coumadin order eniry on the January eMAR
was not documented as being the wrong dose on
the wrong days.

~There was no mention about clarifying that
Jantoven was {0 be administered in place of
Coumadin.

Interviews 4/27/16 3t 1:40 pm and 4/28/16 at
10:60 am with the Administrator revesled:
-The {acility had changed to eMARSs on 10/2015

with a new phone/internet systerm at the same
time,
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-She reviewed new orders and verified they were
entered correctly on the eMAR,

-She had not noticed the Cournadin entry was
wrong for which dose was to be administered on
which days on the January and February 2016
MARs.

-There was no dlarification performed with the
physician that Jantoven was to be administersd in
place of Coumadin.

Interview on 4/27/16 at 3:30 pm with the facility’s
contract phamacy representative revealed:

-The pharmmacy entered medication orders into
the eMAR system.

-The phamacy system showed an order dated
12/11/15 for Jantoven 4 mg at bedtime.

-The pharmacy system showed an order dated
12/30M5 for Jantoven 8 mg every Monday,
Wednesday and Friday, and Jantoven 4 mg every
Tuesday, Thursday, Saturday and Sunday.

-The pharmacy system showed an order dated
2124116 for Jantoven 4 mg every Monday,
Wednesday and Friday, and Jantoven 8 mg every
Tuesday, Thursday, Saturday and Sunday.

-The January and February order entnes looked
correct on the Pharmacy side, but they were ot
correct on the eMAR side, “There was a glitch
when some order entries camied over into the
eMAR. It was not caught by the facility's
Administrator or staff”.

-The pharmacy had swapped to the éMAR
system when the facility did, so "it had been a
leaming curve for sveryone”

-The facility was to double check orders entered
into the eMARSs for accuracy and notify the
pharmacy or physician as nacessary.

Interview on 4/28/16 at 1:55 pm with the
contracted Pharmacist revealed:
-She was in the facility to perform the pharmacy
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review of resident records. Sha had started the
other day, but had not finished going through her
notes to complate her reviews.

-When she reviewed Resident #5's record, if she
didt not find a current INR, she would contact the
physician. She could not femember without
laoking at her notes if she had noficed the lack of
INR results and orders on Resident #5's records.
-She had not noticed a discrepancy in the
Coumadin orders and the eMAR entries.

D912 G.5. 131 D-21(2} Deciaration of Residents' Rights

G.5. 131D-21 Declaration of Residents' Rights
Every resident shall have the following rights:
2. To receive care and services which are
adequats, &ppropriate, and in compliance with
relevant federal and state laws and rules and
reguiations,

This Rute is not met as evidenced by:

Based on observations, intervisws, and recorg
reviews, the facility failad to ensure every resident
received care and services which wers adequate,
appropriate, and in compliance with ralevant
federal and state laws and rues and requiations
related to Health Care.

The findings are:

Based on observations, interviews, and record
reviews, the facility failed to £nsure physician and
pharmacy notification for 2 of 5 sampled
residents (Residents #2 and #5) regarding orders
for Intemational Nomalized Ratig {INR)
laboratory results ang medication orders for high
bloed pressure, enlarged prostate, anxiety,

D 400
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