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 D 000 Initial Comments  D 000

The Adult Care Licensure Section conducted an 

annual and follow up survey on April 12 and 13, 

2023.

 

 D 156 10A NCAC 13F .0503 Medication Administration 

Competency

10A NCAC 13F .0503 Medication Administration 

Competency

(a)  The competency evaluation for medication 

administration required in Rule .0403 of this 

Subchapter shall consist of a written examination 

and a clinical skills evaluation to determine 

competency in the following areas:  

(1) medical abbreviations and terminology; 

(2) transcription of medication orders; 

(3) obtaining and documenting vital signs; 

(4) procedures and tasks involved with the 

preparation and administration of oral (including 

liquid, sublingual and inhaler), topical (including 

transdermal), ophthalmic, otic, and nasal 

medications; 

(5) infection control procedures; 

(6) documentation of medication administration; 

(7) monitoring for reactions to medications and 

procedures to follow when there appears to be a 

change in the resident's condition or health status 

based on those reactions;

(8) medication storage and disposition; 

(9) regulations pertaining to medication 

administration in adult care facilities; and 

(10) the facility's medication administration  policy 

and procedures

(b)  An individual shall score at least 90% on the 

written examination which shall be a standardized 

examination established by the Department.

(c)  Verification of an individual's completion of 

the written examination and results can be 

obtained at no charge on the North Carolina Adult 

 D 156
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 D 156Continued From page 1 D 156

Care Medication Aide Testing website at 

https://mats.ncdhhs.gov/test-result.

(d)  The clinical skills validation portion of the 

competency evaluation shall be conducted by a 

registered nurse or a licensed pharmacist who 

has a current unencumbered license in North 

Carolina. The registered nurse or licensed 

pharmacist shall conduct a clinical skills 

validation for each medication administration task 

or skill that will be performed in the facility. 

Competency validation by a registered nurse is 

required for unlicensed staff who perform any of 

the personal care tasks related to medication 

administration listed in Subparagraphs (a)(4), (a)

(7), (a)(11), (a)(14), and (a)(15) as specified in 

Rule .0903 of this Subchapter.

(e)  The Medication Administration Skills 

Validation Form shall be used to document 

successful completion of the clinical skills 

validation portion of the competency evaluation 

for those medication administration tasks to be 

performed in the facility employing the medication 

aide. The form requires the following:

(1) name of the staff and adult care home;

(2) satisfactory completion date of demonstrated 

competency of task or skill with the instructor's 

initials or signature;

(3) if staff needs more training on skills or tasks, 

it should be noted with the instructor's signature; 

and

(4) staff and instructor signatures and date after 

completion of tasks.

Copies of this form and instructions for its use 

may be obtained at no cost on the Adult Care 

Licensure website, 

https://info.ncdhhs.gov/dhsr/acls/pdf/medchklst.p

df. The completed form shall be maintained and 

available for review in the facility and is not 

transferable from one facility to another.
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 D 156Continued From page 2 D 156

This Rule  is not met as evidenced by:

Based on record reviews and interviews, the 

facility failed to ensure 2 of 3 sampled staff who 

administered medications had completed a 

Medication Clinical Skills Competency Validation 

(Staff A, Staff C). 

The findings are:

1. Review of Staff A's, personal care aide 

(PCA)/medication aide (MA) personnel record 

revealed:

-Staff A was hired on 06/27/22.

-Staff A completed the 15-hour medication 

administration training course on 09/15/22.

-There was verification Staff A passed the 

Medication Aide exam on 03/14/23.

-There was no documentation Staff A completed 

the Medication Clinical Skills Competency 

Validation.

Observation of the 9:00am medication 

administration pass on 04/12/23 revealed Staff A 

administered medications to 2 residents.

Review of a Resident's electronic Medication 

Administration Record (eMAR) for February 2023, 

March 2023, and April 2023 revealed:

-Staff A documented the administration of 

medications 11 days in February 2023.

-Staff A documented the administration of 

medications 10 days in March 2023.

-Staff A documented the administration of 
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 D 156Continued From page 3 D 156

medications 5 days in April 2023.

Interview with Staff A on 04/13/23 at 3:55pm 

revealed:

-He administered medications independently and 

documented the administration.

-His Medication Clinical Skills Competency 

Validation was completed by the previous Health 

and Wellness Director (HWD) for the facility, but 

he could not remember the date.

Interview with the Administrator on 04/13/23 at 

2:57pm revealed:

-She was unable to locate the Medication Clinical 

Skills Competency for Staff A.

-Staff A had recently taken the Medication Aide 

(MA) exam and had been administering 

medications to residents independently.

-She thought the Medication Clinical Skills 

Competency Validation was completed by the 

previous Health and Wellness Director (HWD )for 

Staff A.

-The HWD was responsible for ensuring all staff 

were checked off for competency requirements 

and validating completion of requirements 

including competency validations but she had 

recently left employment.

2. Review of Staff C's, medication aide (MA) 

personnel record revealed:

-Staff C was hired on 02/06/20.

-Staff C completed the 15-hour medication 

administration training course on 01/12/22.

-Staff C passed the written MA exam on 04/16/22.

-There was no documentation Staff C completed 

the Medication Clinical Skills Competency 

Validation.

Review of a Resident's electronic Medication 

Administration Record (eMAR) for February 2023, 

Division of Health Service Regulation
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 D 156Continued From page 4 D 156

March 2023, and April 2023 revealed:

-Staff C documented the administration of 

medications 1 day in February 2023.

-Staff C documented the administration of 

medications 9 days in March 2023.

-Staff C documented the administration of 

medications 1 days in April 2023.

Interview with Staff C on 04/13/23 at 3:09pm 

revealed:

-She administered medications to residents 

independently. 

-She had the Medication Clinical Skills 

Competency Validation completed by a nurse that 

is no longer employed by the facility during her 8 

days of on the job training after taking the 

Medication Aide training class, but she did not 

know the date.

Interview with the Administrator on 04/13/23 at 

2:57pm revealed:

-She was unable to locate the Medication Clinical 

Skills Competency for Staff C.

-Staff C had been administering medications to 

residents independently.

-She thought the Medication Clinical Skills 

Competency Validation was completed by the 

previous Health and Wellness Director (HWD) for 

Staff C.

-The HWD was responsible for ensuring all staff 

were checked off for competency requirements 

and validating completion of requirements 

including competency validations.

 D 161 10A NCAC 13F .0504(a & b) Competency Eval & 

Validation For LHPS Tasks

10A NCAC 13F .0504 Competency Evaluation 

and Validation For Licensed Health Professional 

 D 161
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 D 161Continued From page 5 D 161

Support Tasks

(a)  When a resident requires one or more of the 

personal care tasks listed in Subparagraphs (a)

(1) through (a)(28) of Rule .0903 of this 

Subchapter, the task may be delegated to 

non-licensed staff or licensed staff not practicing 

in their licensed capacity after a licensed health 

professional has validated the staff person is 

competent to perform the task.

(b)  The licensed health professional shall 

evaluate the staff person's knowledge, skills, and 

abilities that relate to the performance of each 

personal care task. The licensed health 

professional shall validate that the staff person 

has the knowledge, skills, and abilities and can 

demonstrate the performance of the task(s) prior 

to the task(s) being performed on a resident.

This Rule  is not met as evidenced by:

Based on interviews, and record reviews, the 

facility failed to ensure 1 of 3 medication aides 

(Staff C) had been competency validated for 

licensed health professional support (LHPS) 

tasks by return demonstration including urinary 

catheter care.

The findings are:

Review of Staff C's, medication aide (MA) 

personnel record revealed:

-Staff C was hired on 02/06/20.

-There was no documentation Staff C completed 

a LHPS Validation.

Review of a resident's electronic medication 
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 D 161Continued From page 6 D 161

administration record (eMAR) for  March 2023 

revealed documentation that Staff C had 

performed catheter care on 10 shifts.

Interview with Staff C on 04/13/23 at 3:09pm 

revealed:

-A nurse that was no longer employed by the 

facility completed the LHPS competency 

validation during her 8 days of new MA employee 

training after taking the Medication Aide training 

class, but she did not know the date.

-She demonstrated tasks that included catheter 

care and dressing changes.

Interview with the Administrator on 04/13/23 at 

2:57pm revealed:

-She thought the LHPS validation was completed 

by the previous Health and Wellness Director 

(HWD) for Staff C.

-The HWD was responsible for ensuring all staff 

were checked off for competency requirements 

and validating completion of requirements 

including competency validations but the previous 

HWD was no longer employed by the facility.

 D 358 10A NCAC 13F .1004(a) Medication 

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:

 D 358

Division of Health Service Regulation

If continuation sheet  7 of 216899STATE FORM Y0GR11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 05/02/2023 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

HAL092023 04/13/2023

R

NAME OF PROVIDER OR SUPPLIER

BROOKDALE CARY

STREET ADDRESS, CITY, STATE, ZIP CODE

7870 CHAPEL HILL ROAD

CARY, NC  27513

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 D 358Continued From page 7 D 358

Based on observations, interviews and record 

reviews, the facility failed to ensure medications 

were administered as ordered for 3 of 4 residents 

(#4, #5 and #6) observed during the medication 

pass including errors with a supplement used to 

prevent urinary tract infections (#4), medications 

used to treat constipation (#4 and #6); and an 

antidepressant, an anti-inflammatory medication, 

a topical pain reliever and mineral supplement 

(#5); and for 2 of 3 sampled residents (#4 and #5) 

with orders for medications including an 

antifungal powder and prescription strength 

fluoride toothpaste (#4) and eye drops for 

glaucoma treatment (#5).

The findings are:

1. The medication error rate was 22% as 

evidenced by 7 errors out of 31 opportunities 

during the morning medication passes on 

04/12/23 and 04/13/23.

a. Review of Resident #4's current FL-2 dated 

08/29/22 revealed:

-Diagnoses included constipation, Alzheimer's 

dementia, hypertension, hypothyroidism, lumbar 

spinal stenosis, muscle weakness, osteoporosis, 

and gait abnormalities.

-Medication orders included AZO cranberry 

tablets 2 daily (a urinary tract infection prevention 

supplement) and docusate 100mg twice daily (a 

stool softener).

Review of Resident #4's Order Summary Report 

dated 03/09/23 revealed:

-There was an order for AZO cranberry tablets 2 

daily.

-There was an order for docusate 100mg twice 

daily.

-The primary care provider (PCP) signed the 
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 D 358Continued From page 8 D 358

orders.

Review of Resident #4's April 2023 electronic 

medication administration record (eMAR) 

revealed:

-There was an entry for AZO cranberry tablets 2 

daily at 8:00pm.

-There was an entry for docusate 100mg twice 

daily at 9:30am and 5:00pm.

Observation during the morning medication pass 

on 04/12/23 at 10:00am revealed:

-The medication aide (MA) removed 1 AZO 

cranberry tablet from the manufacturer's foil 

covered bubble package.

-The MA removed 3 other medications from 

individual bubble packs for Resident #4.

-There was no docusate tablet or capsule in the 

medication cup.

-The MA crushed 5 total tablets for Resident #4 

and mixed them in applesauce.

-The MA administered Resident #4's morning 

medications at 10:00am with 1 AZO cranberry 

tablet and no docusate.

Interview with the MA on 04/12/23 at 2:15pm 

revealed:

-Resident #4's eMAR had an order for AZO 

cranberry 1 tablet of 50mg.

-Looking at the eMAR, he must have confused 

docusate which he thought was 50mg 1 tablet 

with the AZO cranberry.

-He was certain he placed 2 AZO cranberry 

tablets and the docusate in the resident's morning 

medication cup before crushing the medications. 

-He did not see the AZO cranberry tablets were 

scheduled for 8:00pm.

Telephone interview with a pharmacist from the 

facility's contracted pharmacy on 04/13/23 at 

Division of Health Service Regulation
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 D 358Continued From page 9 D 358

4:17pm revealed:

-The pharmacy had an order dated 03/08/23 for 

docusate 100mg twice daily for Resident #4.

-The pharmacy dispensed docusate with the 

monthly cycle fills on 03/09/23 and 04/06/23.

-The pharmacy had an order dated 03/08/23 for 

AZO cranberry tablets 2 daily.

-Refills for AZO cranberry tablets were not 

automatic and needed to be requested by staff .

-The pharmacy dispensed 50 tablets of AZO 

cranberry for Resident #4 on 02/01/23 and 

03/22/23.

-The AZO cranberry was a manufacturer's box of 

50 tablets which was a 25-day supply.

Based on observations, interviews, and record 

reviews, it was determined Resident #4 was not 

interviewable. 

b. Review of Resident #6's current FL-2 dated 

08/08/22 revealed:

-Diagnoses included presence of a cardiac 

pacemaker, dementia, hypokalemia, 

gastro-esophageal reflux disease, right femur 

fracture, and vasovagal nerve syncope.

-Medication orders included an order for Miralax 

17 grams daily (a laxative).

Review of Resident #6's April 2023 electronic 

medication administration record (eMAR) 

revealed:

-There were 2 entries for Miralax 17 grams daily 

at 9:00am.

-One entry was listed as Miralax 17 grams daily 

and the second entry was listed as the generic 

polyethylene glycol 17 grams daily.

-Both entries had documentation Miralax was 

administered at 9:00am on 04/12/23.

Observation during the morning medication pass 
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 D 358Continued From page 10 D 358

on 04/12/23 at 10:10am revealed:

-The medication aide (MA) prepared Resident 

#6's morning medications which included 7 

tablets which were crushed and mixed with 

applesauce.

-The MA administered the medications to 

Resident #6 at 10:10am with a plain cup of water.

-There was no Miralax powder mixed into the cup 

of water.

Interview with the MA on 04/12/23 at 2:15pm 

revealed he administered the Miralax powder 

mixed in water 5 minutes after observations of 

the medication pass. 

Telephone interview with a pharmacist from the 

facility's contracted pharmacy on 04/13/23 at 

4:17pm revealed:

-The pharmacy had an order dated 10/25/22 for 

Miralax 17 grams daily for Resident #6.

-The pharmacy last dispensed 1 bottle of Miralax 

for Resident #4 on 11/22/22.

-There were 30 doses in one bottle of Miralax. 

-Refills for Miralax were not automatic and 

needed to be requested by staff. 

Based on observations, interviews and record 

reviews, it was determined Resident #6 was not 

interviewable. 

c. Review of Resident #5's current FL-2 dated 

12/09/22 revealed:

-Diagnoses included Alzheimer's dementia.

-Medication orders included Tylenol 500mg daily 

(anti-inflammatory) and calcium/vitamin D3 

600mg/20mcg daily (supplement).

Review of Resident #5's Order Summary Report 

dated 03/11/23 revealed:

-There was an order for Tylenol 500mg daily.
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-There was an order for calcium/vitamin D3 

600mg/20mcg daily.

-There was an order for Voltaren gel 1% topically 

to both knees daily (topical pain reliever).

-The primary care provider (PCP) signed the 

orders.

Review of Resident #5's prescription order dated 

04/10/23 revealed an order for sertraline 50mg 

every morning (anti-depressant).

Review of Resident #5's April 2023 electronic 

medication administration record (eMAR) 

revealed:

-There was an entry for sertraline 50mg daily at 

8:00am.

-There was documentation sertraline 50mg was 

administered on 04/13/23.

-There was an entry for Voltaren gel 1% topically 

to both knees daily.

-There was documentation Voltaren gel was 

administered on 04/13/23.

-There was an entry for Tylenol 500mg daily at 

9:30am.

-There was no documentation entered for Tylenol 

on 04/13/23.

-There was an entry for calcium 600/vitamin D3 

20mcg 1 tablet daily at 9:30am.

-There was no documentation entered for 

calcium/vitamin D3 on 04/13/23.

Observation during the morning medication pass 

on 04/13/23 at 9:15am revealed:

-The medication aide (MA) removed 1 tablet from 

a pharmacy labeled bubble pack and placed the 

tablet in Resident #5's morning medication cup.

-The pharmacy label on the bubble pack had 

Resident #5's name and instructions for sertraline 

25mg 1 tablet every morning and was dispensed 

on 03/21/23.
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-The MA crushed Resident #5's morning 

medications, mixed them in applesauce and 

administered them to the resident at 9:16am.

-There was no Tylenol or calcium in the 

medication cup.

-The MA placed topical pain relief patches on the 

resident's back and left the room.

-The MA did not apply any topical gel to the 

resident's knees before leaving the room.

Interview with the MA on 04/13/23 at 9:15am 

revealed:

-There was no Tylenol or calcium on hand for 

Resident #5.

-The medication carts were restocked the night 

before (04/12/23 into 04/13/23).

-The old bubble packs of Tylenol and calcium 

must have been removed from the cart.

-It was the facility's process to remove all bubble 

packs from the medication carts and return them 

to the pharmacy when the cart was restocked 

with new bubble packs each month.

Second interview with the MA on 04/13/23 at 

9:35am revealed he administered the Voltaren gel 

to Resident #5 earlier that morning (before 

9:15am on 04/13/23).

Interview with Resident #5's primary care provider 

(PCP) on 04/13/2023 at 10:40am revealed:

-The Voltaren gel was for Resident #5's comfort 

and used to treat pain from osteoarthritis in his 

knees.

-The sertraline was increased from 25mg to 

50mg daily on 04/10/23 by the mental health 

provider (MHP).

Telephone interview with a pharmacist from the 

facility's contracted pharmacy on 04/13/23 at 

4:17pm revealed:
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-The pharmacy had an order dated 04/10/23 to 

discontinue sertraline 25mg daily and start 

sertraline 50mg daily for Resident #5.

-The pharmacy dispensed 30 tablets of sertraline 

50mg on 04/10/23, but it was dispensed for the 

wrong resident.

-The pharmacy dispensed Tylenol and calcium 

with vitamin D3 for Resident #5 on 03/11/23 and 

04/13/23.

-The pharmacy dispensed 1 tube of Voltaren gel 

on 03/06/23 for Resident #5.

Based on observations, interviews, and record 

reviews, it was determined Resident #5 was not 

interviewable. 

Refer to interview with the facility's contracted 

primary care provider (PCP) on 04/13/23 at 

10:40am.

Refer to interview with the Health and Wellness 

Coordinator (HWC) on 04/13/23 at 5:08pm.

Refer to interview with the Administrator on 

04/13/23 at 12:00pm.

2. Review of Resident #4's current FL-2 dated 

08/29/22 revealed diagnoses included 

constipation, Alzheimer's dementia, hypertension, 

hypothyroidism, lumbar spinal stenosis, muscle 

weakness, osteoporosis, and gait abnormalities.

a. Review of Resident #4's current FL-2 dated 

08/29/22 revealed an order for nystatin powder 

topically under the breasts twice daily (antifungal).

Review of Resident #4's Order Summary Report 

dated 03/09/23 revealed an order for nystatin 

powder topically under the breasts twice daily.
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Observation of Resident #4's medications on 

hand on 04/13/23 at 11:27am revealed:

-There was a small bottle of nystatin powder with 

a pharmacy label.

-The pharmacy label had Resident #4's name 

and instructions for nystatin powder twice daily as 

needed for redness.

-The bottle was approximately one third full.

Review of Resident #4's February 2023 electronic 

medication administration record (eMAR) 

revealed there was an entry for nystatin powder 

topically under the breasts twice daily at 6:00am 

and 6:00pm.

Review of Resident #4's March 2023 eMAR 

revealed there was an entry for nystatin powder 

topically under the breasts twice daily at 6:00am 

and 6:00pm.

Review of Resident #4's April 2023 eMAR 

revealed there was an entry for nystatin powder 

topically under breasts twice daily at 6:00am and 

6:00pm.

Telephone interview with a pharmacist at the 

facility's contracted pharmacy on 04/13/23 at 

4:17pm revealed:

-Resident #4's current order for Nystatin powder 

topically under breasts twice daily was dated on 

10/27/22.

-Nystatin powder was used to treat yeast 

infections.

-The pharmacy dispensed 15 grams of nystatin 

powder for Resident #4 on 10/11/22 and 

01/05/23.

-Refills for nystatin powder were not automatic 

and needed to be requested by staff. 

b. Review of Resident #4's current FL-2 dated 
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08/29/22 revealed an order for PreviDent 5000 

booster paste 1.1% twice daily (prescription 

strength fluoride toothpaste).

Review of Resident #4's Order Summary Report 

dated 03/09/23 revealed an order for PreviDent 

5000 booster paste 1.1% twice daily. 

Observation of Resident #4's medications on 

hand on 04/13/23 at 11:27am revealed:

-There was a tube of Clinpro 5000 paste 1.1% 

with a pharmacy label.

-The pharmacy label had Resident #4's name, 

indicated Clinpro was substituted for PreviDent, 

and had instructions to use twice daily in place of 

toothpaste.

-The pharmacy label indicated the Clinpro was 

dispensed 09/08/22 and the tube was 

approximately one third full.

Review of Resident #4's February 2023 electronic 

medication administration record (eMAR) 

revealed:

-There was an entry for PreviDent 5000 booster 

paste 1.1% twice daily at 6:00am and 5:00pm.

-There was documentation PreviDent was 

administered twice daily 02/01/23 through 

02/28/23.

Review of Resident #4's March 2023 eMAR 

revealed:

-There was an entry for PreviDent 5000 booster 

paste 1.1% twice daily at 6:00am and 5:00pm.

-There was documentation PreviDent was 

administered twice daily 03/01/23 through 

02/28/23.

Review of Resident #4's April 2023 eMAR 

revealed:

-There was an entry for PreviDent 5000 booster 
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paste 1.1% twice daily at 6:00am and 5:00pm.

-There was documentation PreviDent was 

administered twice daily 04/01/23 through 

04/13/23 except at 6:00am on 04/09/23 for which 

there was no entry documented.

Telephone interview with Resident #4's family 

member on 04/13/23 at 3:07pm revealed:

-She visited the resident at the facility daily.

-She was concerned that oral care was not being 

done for Resident #4.

-The resident only had 8-10 teeth remaining.

-There was frequently "gook" and food particles 

around the resident's teeth when she visited. 

Telephone interview with a pharmacist at the 

facility's contracted pharmacy on 04/13/23 at 

4:17pm revealed:

-Resident #4's original order for PreviDent 5000 

booster paste 1.1% twice daily was dated on 

07/09/20.

-PreviDent was a prescription fluoride toothpaste 

used in place of regular toothpaste.

-The pharmacy last dispensed 1 tube for 

Resident #4 on 09/08/22.

-Prior to 09/08/22, the pharmacy dispensed 1 

tube of PreviDent for Resident #4 on 12/09/20. 

-Refills for PreviDent paste were not automatic 

and needed to be requested by staff. 

Based on observations, interviews, and record 

reviews, it was determined Resident #4 was not 

interviewable. 

Refer to interview with the facility's contracted 

primary care provider (PCP) on 04/13/23 at 

10:40am.

Refer to interview with the Health and Wellness 

Coordinator (HWC) on 04/13/23 at 5:08pm.
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Refer to interview with the Administrator on 

04/13/23 at 12:00pm.

3. Review of Resident #5's current FL-2 dated 

12/09/22 revealed:

-Diagnoses included Alzheimer's dementia.

-Medication orders included an order for 

Latanoprost 0.005% ophthalmic solution 1 drop in 

each eye daily at bedtime (glaucoma treatment).

Review of Resident #5's Order Summary Report 

dated 03/11/23 revealed an order for Latanoprost 

0.005% ophthalmic solution 1 drop in each eye 

daily at bedtime.

Observations of Resident #5's medications on 

hand on 04/13/23 at 11:39am revealed:

-There was a bottle of Latanoprost 0.005% 

ophthalmic solution with a pharmacy label.

-The pharmacy label had Resident #5's name 

and instructions for Latanoprost 0.005% 

ophthalmic solution 1 drop in each eye daily at 

bedtime.

-The pharmacy label indicated the bottle was 

dispensed on 02/16/23 and was approximately 

half full.

Review of Resident #5's February 2023 electronic 

medication administration record (eMAR) 

revealed:

-There was an entry for Latanoprost 0.005% 1 

drop in each eye at bedtime scheduled for 

9:00pm.

-There was documentation Latanoprost was 

administered daily from 02/01/23 through 

02/28/23. 

Review of Resident #5's March 2023 eMAR 

revealed:
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-There was an entry for Latanoprost 0.005% 1 

drop in each eye at bedtime scheduled for 

9:00pm.

-There was documentation Latanoprost was 

administered daily from 03/01/23 through 

03/31/23. 

Review of Resident #5's April 2023 eMAR 

revealed:

-There was an entry for Latanoprost 0.005% 1 

drop in each eye at bedtime scheduled for 

9:00pm.

-There was documentation Latanoprost was 

administered daily from 04/01/23 through 

04/12/23. 

Telephone interview with a pharmacist at the 

facility's contracted pharmacy on 04/13/23 at 

4:17pm revealed:

-The pharmacy had an order for Latanoprost 

0/005% 1 drop in each eye daily at bedtime dated 

12/16/22 for Resident #5.

-Latanoprost was used to treat glaucoma and not 

using it as directed might result in increased eye 

pressure.

-The pharmacy dispensed 1 bottle of Latanoprost 

for Resident #5 on 12/28/22 and 02/16/23.

-One bottle of Latanoprost lasted approximately 

25 days. 

Based on observations, interviews, and record 

reviews, it was determined Resident #5 was not 

interviewable. 

Refer to interview with the facility's contracted 

primary care provider (PCP) on 04/13/23 at 

10:40am.

Refer to interview with the Health and Wellness 

Coordinator (HWC) on 04/13/23 at 5:08pm.
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Refer to interview with the Administrator on 

04/13/23 at 12:00pm.

______________________________

Interview with the facility's contracted primary 

care provider (PCP) on 04/13/23 at 10:40am 

revealed:

-She expected all medications to be administered 

as ordered.

-It was concerning when medications were not 

administered as ordered.

-There was a disruption in the processing of 

orders since the former Health and Wellness 

Director (HWD) left the facility last week 

(04/07/23).

Interview with the Health and Wellness 

Coordinator (HWC) on 04/13/23 at 5:08pm 

revealed:

-She started working as the HWC at the end of 

January 2023.

-She and the former Health and Wellness 

Director (HWD) were responsible for processing 

medication orders.

-New orders were handed to them by the provider 

or faxed.

-She and the former HWD faxed orders that were 

handed to them to the pharmacy.

-She and the former HWD divided the orders and 

entered them on to residents' eMARs.

-The former HWD was responsible for medication 

cart audits.

-MAs were responsible for reporting medication 

concerns to her.

-Third shift MAs were responsible for putting new 

medications on the carts.

-MAs were responsible for contacting the 

pharmacy for any medications not on hand for 

administration.
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Interview with the Administrator on 04/13/23 at 

12:00pm revealed:

-Medication aides (MAs) were responsible for 

administering medications as ordered.

-MAs were responsible for documenting 

accurately on the electronic medication record 

(eMAR) after observing administration of 

medications.

-The HWD was responsible for medication cart 

audits and random medication pass observations.

-The last HWD was no longer working at the 

facility as of last week (04/07/23).

-She and the HWC were new to the facility and 

working to develop systems of monitoring 

medication administration including medication 

cart audits and random medication pass 

observations.
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