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{D 000} [nitial Comments {D 000} Response to cited deficiencies do not constiz
ute an admission or agreement by the facility
The Adult Care Licensure Secticn conducted an annual fthe tI’UtP OLthe LaCté‘s alleged or the conclus
and follow-up survey from 10/11/22 to 10/12/22. 'ng;ggtﬁg Algtltor? Ré%tgrr{'?ﬁéo;lgﬁg?'enm i
— . . Correctlon is prepared sclely as a matter of
(D358) 10A NCAC 13F .1004{a) Medication Administraticn (D358) compliance with State law.
10A NCAC 13F .1004 Medication Administration (a} An
adult care home shall assure that the preparation and he Stratford shall ensure that the preparation
administration of medications, prescription and non- nd administration of medications, prescrip-
e . ion and non-prescription, and treatments by
prescription, and treatments by staff are in accordance taff are given according to doctors' orders
with: (1) orders by a licensed prescribing practitioner hlch are kept in the residents’ records; the
which are maintained In the resident's record; and (2} acility's policies and procedures, and State
L . o I Rule area .1004(a).
rules in this Section and the facility's policies and
procedures,
he Special Care Coordinator (SCC) notifieg
Based on cbservations, interviews, and record reviews, ReSIdent #6 PCP of resident receiving med-
the facility failed to administer medications as ordered catl?]nz CTUShﬁd that shougj not ha1ve 1been
for 1 of 4 residents (#8) ohserved during the medication rushed per physician's orders on 10/12/22.
pass including errors with crushing medications that
should not be crushed. The Executive Director (ED) in-serviced Med 10/20/22
Techs on the "Do Not Crush" lists regarding:
The findings are: Where to find it, When and How to refer to
& : the list, Reviewing medication labels for 'Do
Not Crush' advisements, How to consult the
1. The medication error rate was 5% as evidenced by pharmacy when unsure of crush status, and,
the observation of 2 errors out of 36 opportunities Medications frequently labeled 'Do Not Crush',
during the 8:00am medication pass on 09/15/22.
The RCC/SCC will ensure 'Do Not Crush' lists
a. Raview of Resident #6's current FL2 dated 06/29/22 are available on all medication carts for Med| 11/26/22
. Tech use.
revealed:
-Diagnoses included vascular dementia, depression, and RCC/SCC will ensure accuracy when approv-
history of stroke. ing physician orders, making sure to follow ;(II
LThere was an order for aspitin delayed release {EC} directions given. RCC/SCC will be sure to | 11/26/22
) ) clarify orders for medications that should nof
ensure medications are given appropriately.
Observation of the medication pass on 10/12/22 at
8:05am revealed: RCC/SCC will complete weekly cart audits
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+The medication aide (MA) prepared 8 tablets to
administer to Resident #6 including aspirin EC 81 mg.
tThe MA crushed Resident #6’s medications including
aspirin EC 81mg.

~The MA administered the crushed aspirin EC 81mg
tablet to Resident #6.

Observation of Resident #6’s medications on hand on
10/12/22 at 8:01am revealed:

rThere were 4 of 7 aspirin EC 81 mg tablets available for
administration in a weekly bubble pack that were
dispensed on 10/05/22 for the week of 10/11/22 to
10/17/22.

rThe pharmacy label did not indicate aspirin was to be
rushed.

Based on observations, record reviews, and interviews,
it was determined Resident #6 was not interviewable.

Refer to the interview with the medication aide {MA)
observed during the medication pass on 10/12/22 at
12:08pm.

Refer to the telephone interview with a pharmacist at
he facility’s contracted pharmacy on 10/32/22 at
11:44am.

Refer to the interview with Resident #6's primary care
provider (PCP} on 10/12/22 at 12:45pm.

Refer 1o the interview with the Special Care Unit
Coordinator {SCUC} on 10/12/22 at 2:20pm.

1D SUMMARY STATEMENT OF DEFICIENCIES (EACH  |D PREFIX |PROVIDER'S PLAN OF CORRECTION (EACH COMPLETE
PREFIX DEFICIENCY MUST BE PRECEDED BY FULL TAG CORRECTIVE ACTION SHOULD BE CROSS- [DATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) REFERENCED TO THE APPROPRIATE
DEFICIENCY)
(D358)  Continued From page 1 D358) for the overall QA of the medication cartto | 11/26/22

nsure the cart is stocked with appropriate
nd accurate medications, as well as an up
o date 'Do Not Crush' list. Any areas of con
ern will be corrected at the time of discove
ompleted cait audits by the RCC/SCC will
e submitted to the ED for verification.

CCISCC will complete a minimum of two
hart audits weekly to ensure all orders hav
een processed accurately, Completed cha
udits will be submitted to the ED for verifica-
ion.

11/26/22

CC/SCC will run EMAR compliance reportg 11/26/22
aily and review for accuracy and complianc

f administration. The report will be discussed

ith the ED in management meeting for follow-

p.

rea Clinical Director (ACD) will complete
andom med pass observations at a minimu
f 3 observations per month to validate that
ed Techs are giving medications accurately,
nd according to MD orders.

11/26/22
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iRefer to the interview with the Resident Care
Coordinator (RCC) on 10/12/22 at 2:30pm.

\IRefer to the interview with the Executive Director (ED}
ton 10/12/22 at 2:45pm.

b. Review of Resident #6’s current FL2 dated 06/29/22
revealed that there was an order for darolutamide
300mg take 2 tablets (600mg) twice daily with food and
Fwallow tablets whole.

Observation of the medication pass on 10/12/22 at
8:05am revealed:

+The medication aide {MA} prepared 8 tablets to
administer to Resident #6 including two tablets of
Darolutamide 300mg,

+The MA crushed Resident #6’s medications including
the two Darclutamide 300mg tablets.

rThe MA administered the two crushed Darolutamide
300mg tablets to Resident #6.

Observation of Resident #6’s medications on hand on
10/12/22 at 8:01am revealed:

rThere were 28 of 120 darolutamide 300mg tablets
available for administration that were dispensed on
09/16/22,

+The darolutamide label on the prescription bottle
indicated that darolutamide tablets should be
swallowed whaole.

Based on observations, record reviews, and interviews,
it was determined Resident #6 was not interviewabla.

(D358)
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Continued From page 3

Refer to the interview with the medication aide {MA)
observed during the medication pass on 10/12/22 at
12:08pm.

Refer to the telephone interview with a pharmacist at
the facility’s contracted pharmacy on 10/12/22 at
11:4dam,

Refer to the interview with Resident #6's primary care
provider {PCP) on 10/12/22 at 12:45pm.

'Refer to the interview with the Special Care Unit
{Coordinator (SCUC) on 10/12/22 at 2:20pm.

Refer to the interview with the Resident Care
Coordinator {RCC) on 10/12/22 at 2:30pm.

Refer to the interview with the Executive Director {(ED)
on 10/12/22 at 2:45pm,

Interview with the MA observed during the medication
pass on 10/12/22 at 12:08pm revealed:

~She was not aware that aspirin 81mg EC and
darolutamide 300mg could not be crushed.

FShe always crushed aspirin 81mg EC and darolutamide
300mg when she administered medications to Resident
#o,

-She thought that Resident #6's medications were able
to be crushed prior to administration.

Telephone interview with a pharmacist at the facility’s

contracted pharmacy on 10/12/22 at 11:44am revealed:

D358)
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FAspirin EC 81mg was dispensed on a weekly cycle fill,
HIf aspirin EC 81mg was crushed and administered, it
would decrease the effectiveness of the medication.
~She would not expect any side effects if aspirin EC
81mg was crushed and administered.

Darolutamide 300mg was not dispensed from the
pharmacy but was dispensed to the facility from a
different pharmacy.

HIf darolutamide 300mg was crushed and administered,
it would decrease the effectivenass of the medication.
LShe would not expect any side effects if darolutamide
300mg was crushed and administered.

Interview with Resident #6's primary care provider
PCP) on 10/12/22 at 12:450m revealed:

-He was not aware Resident #6's aspirin EC and
darolutamide were crushed and administered during
the medication pass on 10/12/22.

~He would not expect any side effects to occur if aspirin
EC 81mg and darolutamide 300mg were crushed and
administered, but the effectiveness of the medications
would be decreased.

FHe expected the facility to administer medications as
ordered.

Interview with the Special Care Unit Coordinator {SCUC)
on 10/12/22 at 2:20pm revealed:

-She was not aware aspirin EC and darclutamide were
crushed and administered to Resident #6 by the MA
‘during the medication pass on 10/12/22.

-She expected MAs to administer medications as
ordered.

Continued From page 4 (D358}
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Continued From page 5

tMAs were responsible to administer medications as
ordered.
+She audited the medication carts monthly.

Interview with the Resident Care Coordinator (RCC) on
10/12/22 at 2:30pm revealed:

FShe was not aware aspirin EC and darolutamide were
crushed and administered to Resident #6 by the MA
during the medication pass on 10/12/22,

FResident #6 was able to swallow medications whole.
~She had never crushed Resident #6's medications while
she was on the medication cart.

-MAs were responsible to administer medications as
ordered.

rThe MAs, the Supervisors, the SCUC and herseif all
performed medication cart audits and they were
supposed to be done weekly.

~Two random resident records were audited weekly.

Interview with the Executive Director (ED) on 10/12/22
at 2:45pm revealed:

~She was not aware aspirin EC and darclutamide were
crushed and administered to Resident #6 by the MA
during the medication pass on 10/12/22.

FShe expected MAs to administer medications as
ardered.

~The MAs, the SCUC, the RCC, and herself were all
rasponsible to ensure that medications were
administered as ordered.

LThe RCC and the SCUC audited medication carts weekly
and audited 2 resident records per week per manager
on a rotational basis.

(D358)
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