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Continued From page 1
annually.
The findings are:

Roview of Resident #2's current FL2 dated
11/25/22 rovealed:
-Diagnoses included chronic obstructive
pulmonary disease, respiratory failure, and
dementia

-ﬂtemﬁt'ler\thadanorderfaoanﬁnuous
oxygen.
-The resident was semi-ambulatory and required

Review of Resident #2's care plan dated 01/20/21
revealed:

-Resident #2 required limited assistance with
eating, ambulation, and transferring.

-He required extensive assistance with toileting,
bathing, dressing, and grooming.

Review of Resident #2's record revealed thers
were no care plans after 01/20/21 available for
review.

Interview with the Supervisor-in-Charge (SIC) on
06/06/23 at 12:30pm and on 06/07/23 at 10:23am
revealed:

-She or the Administrator were responsible for
ensuring care pians wsare completed within 30
days of admission, annually and if there was a
significant change in the resident's condition,

-t was possiblo Residont #2's current care plan
had been removed from the resident’s record and
moved fo an achieve foider.

-She thought Resident #2 had a current care
plan, but she was unabie to locate it.- '
-She tried to complete chart audits for care plans
monthly.

-She completed a chart audit in May 2023, but
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Continued From page 2

she must have overiooked Resident #2 current
care plan.

Interview with the Administrator on 06/07/23 at
11:34am rovealed:
-The SIC or the co-administrator were
responsible for ensuring care plans were

as required.
-He thought chart audits were completed routinely
but he was unsure how cften they were done.

10A NCAG 13F .1004{a) Medication
o e -

10A NCAC 13F .1004 Medication Administration
{a) An adult care home shall assure that the
preparation and administration of madications,
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:

Based on interviews and record reviews the
facility faled to administer medications as
ordered for 1 of 3 sampled residents (#2) related
to a medication t© decrease inflammation

{swelling).

The findings are:

Review of Resident #2°s current FL2 dated
11/25/22 revealed diagnoses included chronic
obstructive pulmonary disease {COPD){lung
disease) and respiratory failurs.

Review of the facility's Drug Management Policy
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dated 06/17/02 revealed a record of medications
gmbeﬂmside!ﬁwaﬂdbekeptandwwld
include: |

- The resident’s name

- The name, strength, and quantity of medication
- Instructions for administering the medication
- The date and fime the medication was
srinistored

- The name or initials of the person who

Review of Resident #2's Emergency Department
(ED) aftor visit summary dated 04/30/23 revealed:
-He was seen in the ED for shoriness of breath
and chest pain.

-Ho was prescribed prednisone (a medication
used to decreass inflammation) 20mg, three
tablets once daily for four days.

Reviow of Resident #2's April 2023 and May 2023
Medication Administration Records (MARs)
revealed there was no endry for prednisone.

Interview with a Pharmacist with the facility’s
contracted pharmacy on 06/06/23 at 4:53pm

| revealed:

| Prednisone 20mg, twelve tablets were dispensed
on 05/01/23 for Resident #2.

-Resident monthyly MARs were printed a few
dayspriortotheendofeachnmﬁ)mddeﬁvered
to the facility so staff had ime to review them and
makeanymmyda‘ngesbafa'eusm&w
MAR on the first day of the month.
-Thefaciiﬂysl:aﬁmﬂdhamnwdedmmed
Resident #2's order for precnisone on his May
2023 MAR because it would not have been

printed on it

interview with Supervisor-in-Charge (SIC) on
06/07/23 at 10:23am revealed:
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it was the responsibility of the staff mamber who |
received a new medication order to write it on the |
resident's MAR.
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