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PREFIX bEFIClENCY MUST BE PRECEDED BY FULL

SUMMARY STATEMENT OF DEFICIENCIES (EACH 1D PREFIX PROV!DER'S PLAN OF CORRECTION {(EACH ICOMPLETE

TAG

CORRECTIVE ACTION SHOULD BE CROSS-

DATE

{a) An adult care home shall assure that the preparationi
and administration of medications, prescription and ‘
on-prescription, and treatments by staff are in \
ccardance with:
Fl) orders by a licensed prescribing practitioner which .
re maintained in the resident’s record; and ,
£2) rules in this Section and the facility’s policles and
procedures.

This rule Is not met as evidenced by:
|

‘ sed on observations, interviews and record reviews,
he facility failed to ensure a medication prescribed by

licensed prescriber was administered as ordered for 1
of 5 sampled residents {#3) related to an antipsychotic
jmedicatinn.

The findings are;

i
i
Review of Resident #3's current FL2 dated 09/13/22
revealed:

rDiagnoses included memory loss and depression.

rResident #3 was Intermittently confused.

H

Review of physician’s orders for Resident #3 dated ‘
07/28/22 revealed Seroquel (antipsychotic medication) l
50mg every night.

|

eview of Resident #3's electronic Medication
dministration Recard (eMAR} for 10/01/22 - 10/18/22
evealed:

TAG ?\EGULATORY OR LSC IDENTIFYING INFORMATION} TREFERENCED TQ THE APPROPRIATE i
1 : F)EFICIENCY]
L -
Pnitial Comments i l i
The Adult Care Licensure Section conducted an annual |
survey oh 10/18/22 — 10/19/22, j J |

! !

0358 élDA NCAC 13F .1004{a) Medication Administration ;

10A NCAC 13F .1004 Medication Administration ! ‘
358

Immediate correction

Review all resident MARS to ensure

physician orders are being administered for

compliance.

Resident audit to be completed by
12.15.22

Prevent future issues

*

All MT receive a refresher class: including
refill policy, refusal policy and missed
medication review

© Refresher classes to be completed

by 121522

Healthcare Director or designee will run
internal medication reports to ensure
mediations are being administered and
available as ordered by physician
Random medication cart audits will be
conducted by Healthcare Director or
designee
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-There was an entry for Seroquel 50mg tablet every
evening with an administration time of 8:00pm.

-There was documentation the Seroquel 50mg was not
administered on 10/11/22 — 10/17/22.

-Resident #3 refused the Seroquel on 10/11/22 -
10/13/232, the Seroquel was not available for
administration 10/14/22 — 10/16/22, and Resident #3
refused on 10/17/22.

Observation of Resident #3's medications on hand for
administration on 10/18/22 at 2:15pm revealed there
was not any Seroquel available for administration.

Telephone interview with the Pharmacist at the
facility's contracted pharmacy on 10/18/22 at 2:35pm
revealed:

-The pharmacy had received a faxed physician’s order
from the facility on 07/29/22 for Seroquel 50mg every
evening.

-A 30 day supple of Seroguel 50mg was deliverad
monthly to the facility.

-On 10/03/22 the pharmacy had dispensed a bubble
pack of Seroque! 50mg, 30 tablets, and delivered by
courier the same night.

-The hubble pack with the 30 tablets of Seroquel S0mg
should have been started on 10/06/22.

interview with a medication aide (MA) on 10/18/22 at
3:30pm revealed:

-She was not aware Resident #3 had been out of
Seroquel.

-She did not know why she had documented Resident
#3 had refused the medication.

-She knew that when a resident was out of a
medication, she was to request a refill within the
eMAR,
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Telephone interview with a second MA on 10/1B/22 at
3:55pm revealed:

-The Seroguel was not in the medication cart to
administer on 10/16/22,

~She had reported it missing to the next shift.

~5he had not telephoned the pharmacy or requested
the refill within the eMAR because she had been
trained that only the day shift MAs were to refill
medications so that medication refills were not
duplicated.

-There was no way to check the eMAR if 2 medication
had already been ordered.

Interview with the Memory Care Director {MCD) on
10/19/22 at 10:00am revealed:

-Medication cart audits were completed weekly by the
third shift MA supervisor.

~They were to check for missing medications at that
Time,

-All MAs were able to reorder medications via the
2MAR if there were a few left in the bubble pack, or
telephone the pharmacy if the medication was
completely out or missing.

-The third shift MA superviser was responsible for
reviewing the eMARs for missed medications and
bringing it to her attention.

-The third shift MA supervisor did not reorder the
Seroquel for Resident #3 or she had missed it.

Interview with the Executive Director (ED) on 10/19/22
at 10:15am revealed:

~The MAs on any shift had the ability to reorder
medications by telephoning the pharmacy or refilling
via the eMAR.

~The MCD and the Health and Wellness Director (HWD)
were responsible for reviewing the eMAR and regularly
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?ieviewing the missed medications report. ‘ ‘
tMedications were delivered from the pharmacy on : | |
third shift. i

-The third shift MA supervisor would account for all ‘

rmedications and place them in the appropriate

rredication cart.

ﬁ'elephone interview with the hospice Nurse _
ractitioner (NP} for Resident #3 on 10/18/22 at ' ' |

F:dapm revealed:

rResident #3 had been prescribed the Seroquel for

; gitation and resistance to care. 935
The resident was at risk of decreased safety awareness| Immediate -
nd an increase in agitation missing 7 doses of the ‘ *  Allemployee files will be audited by
erogueil. 3 Business Office Manager or designee to
e
ased on observations, interviews and record reviews, tr:?::: 3ll MT have the approved 15 hour
esident #3 was not interviewable. . g ———
e audited by
D 935 S. 131D-4.5B(b) ACH Medication Aides; Training and 12.15.22
ompetency ©  Any MT's needing the 15 hour
| class, will be trained prior to
.5, 131D-4.58{b) Adult Care Home Medication Aides; | working as a MT moving forward
raining and Competency Evaluation Requirements. ‘ *  All new clinical MT staff will have approved
. 15 hour medicati i ;
b) Beginning October 1, 2013, an adult care home is WUrkin; jnic::it'r” Cfer‘trﬂcate prior to
rohibited from allowing staff tc perform any brought with th:r: ?roz:nMT whether
unsupervised medication aide duties unless that or conducted by Har Previous employer
ndividual has previously worked as a medication alde e Random pers:)nyal ﬁ]:lor;:; RN .
during the previcus 24 months in an adult care home or the Business Office Msa:a be au:lted by
successfully completed all of the foliowing: compliance ELRReRsigpesey
(1) a five-hour training program developed by the ,
Department that includes training and instruction in all
of the following:
a. The key principles of medication administration.
B. The federal Centers for Disease Control and
Prevention guidelines on infection control and, if
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Applicable, safe injection practices and procedures for
monitoring or testing in which bleeding occurs or the
potential for bleeding exists.

(2) A clinical skills evaluation consistent with 104 NACA
13F .0503 and 10A NCAC 13G .0503.

{3) within 60 days from the date of hire, the individual
must have completed the following:

1. The key principles of medication administration.

2. The federal Centers of Disaase Control and
Prevention guidelines on infection control and, if
applicable, safe injection practices and procedures for
monitoring or testing in which bleeding oceurs or the
potential for bleeding exists.

B. An examination developed and administered by the
Bivision of Health Service Regulation in accordance with
subsection {c) of this section.

This Rule i3 not met as evidenced by:
The findings are:

Review of S5taff A’'s (MA) personnel record revealed:
-Staff A was hired on 08/24/21.

~There was documentation of 3 MA test on 06/15/12.
-There was no documentation of 1S hours of MA
training.

! There was no documentation verifying prior MA
employment.

Review of a resident’s Qctober 2022 electronic
Medication Administration (eMAR) revealed there was
documentation that Staff A had administered
medications on 10/04/22, 10/11/22, and 10/12/22.

Interview with the Health and Wellness Director (HWD)
on 10/19/22 at 11:5Cam revealed:
~-She was responsible for ensuring the MAs completed
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the 15 hours of MA training.
-She did not know Staff A had not completed the
training.

personnel records for required training.
I

Interview with the Business Office Manager {BOM) on
10/18/22 at 1:21pm revealed:

-He never audited persennei records for reguired
training.

-The corporate clinical director audited the personnel
records, but he was unsure how often.

interview with the Executive Director (ED) on 10/19/22
at 1:25pm revealed:

-The BOM was responsible for auditing all personnel
records for required training and documentation.

was missing.
|

Attempted telephone interview with Staff A on
10/19/22 at 1:15pm was unsuccessful.

-She did not know who was responsible for auditing the

She did not know why Staff A’s 15 hours of MA training.
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