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i

Administration

| 10A NCAC 13F .1004 Medication Administration

(a) An adult care home shall assure that the
preparation and administration of medications,
prescription and non-prescription, and treatments
by staff are in accordance with:

(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.

| This Rule is not met as evidenced by:

FOLLOW-UP TO TYPE A2 VIOLATION

The Type A2 Violation was abated.
Non-compliance continues.

Based on observations, interviews, and record
reviews, the facility failed to administer a
medication used to treat high eye pressure for 1
of 5 sampled residents (#2).

The findings are:

Review of Resident #2's current FL2 dated
10/02/22 revealed:

-Diagnoses included chronic obstructive
pulmonary disease, diabetes mellitus type 2, and
neuropathy.

-There was an order for lantanoprost 0.005%
(used to treat a condition called hypertension of
the eye) 1 drop in each eye daily at bedtime.
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{D 000} Initial Comments {D 000}
The Adult Care Licensure Section conducted a ‘ ]a ’a_; l: )
follow-up survey on 11/21/22 and 11/22/22 with m\/ zf\ m
an exit conference via telephone on 11/22/22. \ - .
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Review of Resident #2's Nurse Practiticner's W\ d pr DU\ 5 5G )
order dated 06/28/22 revealed lantanoprost wq( : . + name
0.005% 1 drop in each eye daily at bedtime. %S re S\ d-U:‘ \' m
| Review of Resident #2's August 2022 Medication ed i hins., e a
Administration Record (MAR) revealed: ,
-There was an entry for lantanoprost 0.005% 1 ¥4 9 ¥ or CLM— 0\41‘61'
drop in each eye daily at bedtime scheduled for \ 0 M Q
Theion documentod nd W S 4O
-The lantanoprost was mented as . Y i
administered as ordered from 08/01/22 to W\Ad.l Ca—hm
08/31/22. \ % Ve brWL ‘
i Review of Resident #2's September 2022 MAR TW 9 wi W bQ,
revealed:
~There was an entry for lantanoprost 0.005% 1 (\/mw b ‘}
drop in each eye daily at bedtime scheduled for
8:00pm. M rwk S A
-The lantanoprost was documented as d
administered as ordered from 09/01/22 to o\ MiF ¥S (2
09/30/22.
| . reviewed by |
Review of Resident #2's October 2022 MAR (;4\' 6 w SU\S :
revealed: i LVW
-There was an entry for lantanoprost 0.605% 1 3“/\ C— L w Y7y .
i drop in each eye daily at bedtime scheduled for “,\ A v»
1 8:00pm.
“The lantanoprost was documented as % U WY oroef
administered from 10/01/22 to 10/07/22 and from . ‘5 )
10/09/22 to 10/31/22. $W 5 L A\\
-The lantanoprost was documented as not b WA -
administered on 10/08/22. (‘LU\ M ~l~
-There was no documented reason the ‘S ofLC
lantanoprost was not administered on 10/08/22, Yeen 9 W W X ! ’
. Review of Resident #2's November 2022 MAR ﬁV\C\ u’ c’
: revealed: D N ue Ol
-There was an entry for lantanoprost 0.005% 1 X
drop in each eye daily at bedtime scheduled for wadica Hns e M
8:00pm. _ veen YeOrdgwel
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-The lantancprost was documented as (W ' ml
administered as ordered from 11/01/22 to : C‘ mwl lm-"
11120122, wmon e ‘ :
D 0
Observation of Resident #2's medications on ? & SS Dr\ !
11/21/22 at 2:22pm revealed there were no d‘m -t sk,{ F ‘}' S
lantoprost 0.005% eye drops available. L l
QY\ i @
Telephone interview with the contracted facility b &f\ 5M p ;
pharmacy on 11/21/22 at 2:38pm revealed: . S-V)‘ k/
-They received an order dated 06/28/22 for \‘M m
lantanoprost 0.005% 1 drop each eye dally at wi Ole bired
bedtime for Resident #2. . SW]
-There were refills available for the lantanoprost M o h’W\ MWN
through December 2022. Al
-The lantanoprost 0.005% eye solution was last W\ d w Fofcq—d "“\Q— :
dispensed for Resident #2 aon 08/09/22 (a 25-day 't ;
supply). : e
-The lantanoprost 0.005% eye solution was also V oli r’U m‘ CO((
dispensed on 06/22/22 (a 25-day supply) and 0 ]
07/07/22 (a 25-day supply). ? o edfe 5 | GHA
-Eye drops were not automatically refilled and 3 L n ‘V &A[
sent to the facility by the pharmacy. 6(\
-Facility staff were required to request eye drop \ S “-\ w( “’
refills when needed. i S P ﬂlﬂ-
( ) d Fialiall y" L
Interview with Resident #2 on 11/21/22 at 2:30pm b ‘H"Q/
revealed she had not received the lantanoprost .\D S igmh@ )
eye drops for "a couple months.” \‘W
Telephone interview with Resident #2's Nurse J t
Practitioner (NP) on 11/21/22 at 4:10pm revealed: (’ ; gg
-She ordered the lantanoprost eye drops for (’ a a ) _
! Resident #2 to treat glaucoma (a group of eye m ﬁ'n— n D‘
i conditions that can cause blindness). {
-If the lantanoprost eye drops were not &UL(XI {' 5 UA“ U
administered as ordered, the pressure in . W 2L
Resident #2's eyes could be affected. Cm H n'Q’
-If the pressure in Resident #2's eyes got tco ‘o \l, \ '
high, she could experience decreased vision. “’S H(
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Interview with the Resident Care Coordinator
{RCC) on 11/21/22 at 3:20pm revealed:

<The lantanoprost eye drops should have been
ordered if they were unavailable for
administration.

-The medication aides (MAs) were supposed to
perform weekly cart audits for an assigned
number of residents to ensure all medications
were avallable for administration.

-The weekly MA audit missed the lantanoprost
eye drops not being available.

-The MAs were supposed to fill out a request to
recrder a medication and give it to the MA
Supervisor when a medication was unavailable.
-The MA Supetrvisor was then responsible to
recrder the medication and worked with the
phammacy to get the medication as quickly as
possible.
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