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10A NCAC 13F .0905 Activities Program

{d) There shall be at least 14 hours of a variety
of planned group activities per week that include
activities that promote socialization, physicat
interaction, group accomplishment, creative
expression, increased knowledge, and leamning of
new skills.

This Rule is not met as evidenced by:

Based on cbservations, intervlews, and record
reviews, the facility falled to ensure residents
were provided 14 hours of activities each week.

The findings are:

Observation of the facility on 10/29/24 at 8:20am
revealed there was not an activities calendar
posted in the common areas of the facility.

Observation of resident room 27 on 10/29/24 at
9:17am revealed there was an activity calendar
posted in the resident's room.

Review of the facility's October 2024 activity
calendar on 10/29/24 revealed:

-There were not at least 14 hours of scheduled
activities weekly.

-There were two activities scheduled weekly for
dally devotion at 9:30am to 10:30am and
independent exercise at 1:00pm to 1:30pm.
-There was a Resident Council scheduled on
10/29/24 from 2:00pm to 3:00pm.

-There was a birthday celebration activity
scheduled on 10/30/24 from 2:00pm to 3:00pm.
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D 000 Initial Comments b 000
The Adult Care Licensure section completed an
annual survey on 10/29/2024-10/31/2024.
D 317 10A NCAC 13F 0905 (d) Activities Program D317 Response to cited deficiencies do not

constitute an admission or agreement by
the facillty of the truth or the facts alleged or
the conclusions set forth in the Staternent
of Deficiencies or Corrective Action Report;
the Plan of Gorrection is prepared solely as
a matter of compliance with State Law.

Activity Director and Ed will review the
monthly calendar together prior to posting
for the residents to ensure there are 14
hours of a variety of group activities per
week.

ED and/or designee will monitor the
residents participation in activities to ensure
the activities are promoting socialization,
physical interaction, group accomplishment,
creative expression, increased knowledge
and learning of new skills.
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-There was a trick or treat activity scheduled on
10/31/24 at 7:00pm,

Review of the facility's Life Jounery Program
dated September 2021 revealed:

-The Community will prepare a monthly calendar
of planned activities and posted in a prominent
location.

-There shall be a minimum of 14 hours of a
varisty of planned activities to promote
socialization, physfcal interaction, group
accomplishment, creative expression, increased
knowledge and learning of new skills.

QObservation of activities on 10/29/24 at 9:30am,
there was no dally devotions observed.

Observation of activities on 10/29/24 at 1:00pm,
there was no independent exercise observed.

Review of the Resident Council agenda dated
10/29/24 revealed:

~All residents attended the resident council
meeting.

-The time of the meeting was not documented.

Observation of activities on 10/30/24 at 9:30am,
there was no daily devotions observed.

Observation of activities on 10/30/24 at 1:00pm,
there was no independent exercise observed.

Observation of an aclivity in the dining room on
10/30/24 at 10:15am revealed there were
residents participating in dancing and eating an
assortment of cookies.

Interview with a resident on 10/29/24 at 8:36am
revealed:
-The facility did not offer activities to the residents
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daily,

-The residents used to play "butter bean auction",
-There was an ice cream party held for the
residents last week (date not given).

Interview with a second resident on 10/29/24 at
8:45am revealed:

-He played cards with the residents on
Wednesday.

-Aclivities were held every two weeks.

Interview with a third resident on 10/29/24 at
8:48am revealed:

-The residents played bingo once a month.
-He colored and stretched on his own time. !

Interview with a fourth resident on 10/29/24 at
9:17am revealed:

~The only group activity that was offered to the
residents was bingo about every two weeks,
-The butterbean game was played weekly.
-She could not remember the last time she and
the other residents played bingo.

Interview with a personal care aide (PCA) on
10/29/24 at 10:19am revealed:

-She had assisted with the activities when
needed.

-The residents liked to play bingo and the butter
bean game where the residents could purchase
items with the beans they earned from the game, i
-She could not remember the last time she
assisted with the activities.

-She helped with the activities because the facility
no longer had an Activity Director,

Interview with the facllity's contracted home
health services on 10/31/24 at 10:37am revealed:
-The agency provided a monthly group activity
with the residents.
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-The last activity was on 10/30/24 arcund 10am,
"Name that Tone" and snacks were provided.

Interview with the Ombudsman on 10/31/24 at
10:14am revealed:

-Residents had expressed their concerns of not
having activities on a regular basis and only being
offered to play bingo.

-The facility reduced their group activities
because the corporate office phased out the
Activity Director position about a year ago.

-She visited the facility on 06/17/24, 08/22/24,
09/17/24 and 10/23/24 and had not observed any
residents engaging in activities.

~During her visit on 10/30/24 she observed the
residents enjoying a dance activity.

Interview with the Transportation Coordinator on
10/31/24 at 11:02am revealed:

-She assisted with activities.

-She facilitated bingo with some of the residents
last weekend.

-She had not assisted with activities on any other
days.

Interview with the Administrator on 10/31/24 at
9:27am revealed;

-She completed the aclivities calendar monthly.
-The facility's Activity Director position had been
vacant for a year due to a Corporate decision.
-She only used the corporate activity's calendar
as a guide to complete the facility's activity
calendar.

-The staff facilitated activities with the residents.
-The independent exercise activity was where
residents walked laps throughout the building.
-The butter bean game will restart in November
2024 because the residents liked the game and
had requested to play the game.

-The contracted home health agencies completed
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group activities with the residents.
-She was responsible for completing the activity
calendar and ensuring the activities were carried
out with the residents,
D 319 10A NCAC 13F .0905 (f) Activities Program D 319

10A NCAC 13F .0905 Activities Program

{f) Each resident shall have the opportunity to
participate in at least one outing every other
month. Residents Interested in being involved in

i the community more frequently shall be

encouraged o do so.

This Rule is not met as evidenced by:

Based on observations and interviews, the facility
failed 1o ensure all residents were offered at least
one outing every other month.

The findings are:

Observation of the facility on 10/29/24 at 8:20am
revealed there was not an activities calendar
posted in the common areas of the facility.

Observation of resident room 27 on 10/29/24 at
9:17am revealed there was an activity posted In
the resident's room.

Review of the October 2024 activity calendar on
10/29/24 revealed there were no outings
scheduled for the residents.

Review of the facility's Life Jounery Program
dated September 2021 revealed:

Activity Director will ensure there is at least
one outing scheduled every other month for ;| 12-15-24 a
the residents to participate in. | ongoing

Activity Director will schedule outings based
on the interest of the residents.

ED will review monthly activity calendar 12-15-24

prior to it being posted to ensure an outing and

has been scheduled every other month, onhgoing
12-15-24

ED and/or designee will assist Activity .and

Director with carrying out scheduled outing.  tongoing

Td
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~Each resident will have the opportunity to i
participate in at least one outing every other
month.

-Residents who are interested in being involved in
the community will be encouraged to do so.

Interview with a resident on 10/28/24 af 8:36am
revealed the facility did not take them shopping.

Interview with a second resident on 10/29/24 at
8:45am revealed:

-The facility used to take the residents to shop
and out to eat.

-She had not been out shopping in a while.

Interview with a third resident on 10/29/24 at
8:48am revealed:

-The residents went on outings sometimes.
-He could not remember the last time an outing
was offered to the residents.

Interview with a fourth resident on 10/29/24 at
9:17am revealed:

-The staff would go shopping for her when she
asked. ;
-Residents did not go out shopping often. :

Interview with the Ombudsman on 10/31/24 at
10:14am revealed:

-Residents had expressed their concerns of not
having outings.

-The facility reduced their group activities
because the corporate office phased out the
Activity Director position.

Interview with the transportation coordinator on
10/31/24 at 11:02am revealed:

-She completed her schedule and would Include
taking the residents shopping.

-She took two residents shopping on 10/26/24.
Division of Health Service Regulation
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~8he had not kept a schedule of the shopping
outings. -

-The facility van was handicapped assessable
and was equipped to transport four residents at a
time with one resident being nonambulatory.
-She could make decisions on what outings to
offer to the residents.

-The Reslident Care Coordinator (RCC) was her
supervisor.

Interview with Business Office Manager (BOM)
on 10/31/24 at 10:56am revealed the
transportation coordinator only provided copies of
her scheduled and completed transports of
clinical appointments.

Interview with the RCC on 10/31/24 at 11:10am
revealed:

-She had not supervised the transportation
coordinator for scheduled activity oufings.

~She supervised the transportation coordinator for
scheduled and completed medical and mental
health appointments,

-The transportation coordinator had taken the
residents oh some outings and the last outing
was 10/26/24.

Interview with the Administrator on 10/31/24 at
9:27am revealed:

-Resident outings were scheduled on an as
needed basis and on Fridays.

-Only shopping outings were scheduled for the
residents.

-All outings were documented, and copies were
given to the BOM.

-The RCC supervised the transpertation
coordinator,
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morning medication pass on 10/29/24,

Review of Resident #5's FL-2 dated 12/26/23
revealed diagnoses included stroke,
hypertension, depression, adjustment disorder,
hemiplegia affecting left side, agoraphobia with
panic disorder, and gastroesophageal reflux
disease.

a. Review of Resident #5's FL-2 dated 12/26/23
revealed there was an order for Amlodipine 5mg

mesting daily. Any noted concerns will
have immediate follow up at that time.
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D 358 10A NCAC 13F .1004(a) Medication D 358
Administration
10A NCAC 13F ,1004 Medication Administration Clinical Nurse Consultant re-educated
(a} An adult care home shall assure that the medication aides on the 6 rights of - M-7-24
preparation and administration of medications, medication administratioh, the appropriate i
prescription and non-prescription, and treatments timeframe for reordering medications to
by staff are in accordance with: prevent them from running out, as well as
{1) orders by a licensed prescribing practitioner the requirements to notify the RCC and ED if
which are maintained in the resident's record; and mzdlcatlons are not in the building per MD
(2) rules in this Section and the facility's policles orders.
and procedures.
This Rule is not met as evidenced by:
Based on observations, interviews, and record Med techs will complete cart audits per an
reviews, the facility failed to ensure medications established facility schedule to accountfor 1 .
were administered as ordered for 1 of 5 residents th}ﬁ medécatlons& O?hh?“d "'1 the faC*“‘Ytn and et
{#5) observed during the moming medication will rearder meds that are low In Coun. onaoi
: n
pass including errors with medications used to fC{lJlrnpkfjted cadbautcii]ﬂsl;vclllcbte reviewed I?”d ; going .
treat high blood pressure, medications used to ofowed up on by the RLL o ensure a
t heart attack d strok itami re-ordered meds have arrived. Any
prevenl neart atiacks and sirokes, vitamin medications that di not come in, will have
supplements, medlca‘hoq used to tfreat follow-up by the RCC as appropriate.
depression, and medication used to treat allergy
symptoms.
The findings are:
g RCC and/or ED will print EMAR compliance
I o . reports daily to review for accurate and 12-15-24
'll)'hesmedlcatlon error rate was .27 /;as: ewc;enced compliant medication administration. | and
y 8 errors out of 26 opportunities during the Report will be reviewed in management ' ongoing
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once daily. (Amlodipine is used to treat high blood
pressure,)

Observation of the morning medication pass on
10/29/24 revealed the medication aide (MA) did
not administer Amlodipine 5mg available to
Resident #5.

Review of Resident #5's October 2024 electronic
medication administration record (eMAR)
revealed Amlodipine 5mg was documented as
administered at 8:00am daily from
10/01/24-10/28/24 and 10/29/24 was placed on
hold.

Observation of Resident #5's medications on
hand on 10/29/24 at 2:10pm revealed:

-There was not a bubble pack with Amlodipine
5mg dated 10/29/24 Tuesday morning available.
-There was a bubble pack with Amlodipine 5mg
dated 10/30/24 Wednesday moming available.

Refer to interview with Resident #5 on 10/29/24 at
10:00am.

Refer to telephone interview with the facility's
contracted pharmacy on 10/31/24 at 10:40am.

Refer to interviews with the medication aide (MA)
on 10/29/24 at 9:48am and 2:10pm.

Refer to interviews with the Resident Care
Coordinator (RCC} on 10/29/24 at 9:53am and
2:15pm.

Refer to interview with the Administrator on
10/29/24 2:27pm.

Refer to telephone interview with Resident #5's
primary care provider {PCP) on 10/30/24 at
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9:.40am.

b. Review of Resident #5's FL-2 dated 12/26/23
revealed there was an order for Aspirin (ASA)
81myg enteric-coated coated once daily. (ASA (s
used help prevent heart attacks or strokes.)

Observation of the morning medication pass on
10/29/24 revealed the medication aide (MA) did
not administer ASA 81mg to Resident #5.

Review of Resident #5's October 2024 electronic
medication administration record (eMAR)
revealed ASA 81mg was documented as
administered at 8:00am daily from
10/01/24-10/28/24 and 10/29/24 was placed on
hold.

Observation of Resident #5's medications on
hand on 10/29/24 at 2:10pm revealed: _
-There was not a bubble pack with ASA 81mg |
dated 10/29/24 Tuesday moring available.
-There was a bubble pack with ASA 81mg dated
10/30/24 Wedneasday morning available.

Refer to interview with Resident #5 on 10/29/24 at
10:00am,

Refer to telephone interview with the facility’s
contracted pharmacy on 10/31/24 at 10:40am,

Refer to interviews with the medication aide (MA)
on 10/29/24 at 9:48am and 2:10pm.

Refer to interviews with the Resident Care
Coordinator (RCC) on 10/29/24 at 9:53am and
2:15pm.

Refer to interview with the Administrator on :
10/29/24 2:27pm. |
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Refer to telephone interview with Resident #5's
ptimary care provider (PCP)} on 10/30/24 at
9:40am,

¢. Review of Resident #5's FL-2 dated 12/26/23
revealed there was an order for Centrum Silver
8mg, 400mg, 50mcg once daily. {Centrum Silver
is used freat vitamin deficiency.)

Observation of the moming medication pass cn
10/29/24 revealed the medication aide (MA) did
not administer Centrum Silver to Resident #5.

Review of Resident #5's October 2024 electronic
medication administration record {(eMAR})
revealed Centrum Silver was documented as
administered at 8:00am daily from
10/01/24-10/28/24 and 10/29/24 was placed on
hold.

Observation of Resident #5's medications on
hand on 10/29/24 at 2:10pm revealed;

-There was not a bubble pack with Centrum
Silver dated 10/29/24 Tuesday morning available.
-There was a bubble pack with Centrum Silver
dated 10/30/24 Wednesday morning available.

Refer to interview with Resident #5 on 10/29/24 at
10:00am.

Refer to telephone interview with the facility's
contracted pharmacy on 10/31/24 at 10:40am.

Refer to interviews with the medication aide (MA)
on 10/29/24 at 9:48am and 2:10pm,

Refer to interviews with the Resident Care
Coordinator (RCC) on 10/28/24 at 9:53am and
2:15pm.
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Refer to interview with the Administrator on
10/29/24 2:27pm. E

Refer to telephone interview with Resident #5's
primary care provider {(PCP) on 10/30/24 at
9:40am.

d. Review of Resident #5's FL-2 dated 12/26/23
revealed there was an order for Cholecalciferol
{Vitamin D3) 50mcg once daily. (Vitamin D3 is
used to treat a vitamin deficiency.)

Observation of the moming medication pass on
10/29/24 revealed the medication aide (MA) did
not administer Cholecalciferol 50meg to Resident
#5.

Review of Resident #5's October 2024 electronic
medication administration record (eMAR})
revealed Cholecalciferol 50mcg was documented
as administered at 8:00am daily from i
10/01/24-10/28/24 and 10/29/24 was placed on
hoid.

Observation of Resident #5's medications on
hand on 10/29/24 at 2:10pm revealed:

-There was not a bubble pack with Cholecalciferol
50mcg dated 10/29/24 Tuesday morning
available.

-There was a bubble pack with Cholecalciferol
50mcg dated 10/30/24 Wednesday morning
available,

Refer to interview with Resident #5 on 10/29/24 at .
10:00am. |

Refer to telephone interview with the facility's
contracted pharmacy on 10/31/24 at 10:40am,
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Refer to interviews with the medication aide (MA)
on 10/29/24 at 9:48am and 2:10pm.

Refer to interviews with the Resident Care
Coordinator (RCC) on 10/29/24 at 9:53am and
2:15pm.

Refer to interview with the Administrator on
10/29/24 2:27pm.

Refer to telephone interview with Resident #5's
primary care provider (PCP) on 10/30/24 at
9:40am.

e. Review of Resident #5's FL-2 dated 12/26/23
revealed there was an order for Citalopram 20mg
once daily. (Citalopram is used fo treat
depression.)

Observation of the morning medication pass on
10/29/24 revealed the medication aide (MA) did
not administer Citalopram 20mg to Resident #5.

Review of Resident #5's October 2024 electronic
medication administration record (eMAR})
revealed Citalopram 20mg was documented as
administered at 8:00am daily from
10/01/24-10/28/24 and 10/29/24 was placed on
hold.

Observation of Resident #5's medications on
hand on 10/29/24 at 2:10pm revealed:

-There was not a bubble pack with Citalopram
20mg dated 10/29/24 Tuesday morning available.
-There was a bubble pack with Citalopram 20mg
dated 10/30/24 Wednesday morning available.

Refer to interview with Resident #5 on 10/29/24 at
10:00am.
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Refer to telephone interview with the facility's
contracted pharmacy on 10/31/24 at 10:40am.

Refer to interviews with the medication aide (MA)

on 10/29/24 at 9:48am and 2:10pm.

Refer to interviews with the Resident Care
Coordinator (RCC}) on 10/28/24 at 9:53am and
2:15pm.

Refer to interview with the Administrator on
10/29/24 2;27pm.

Refer to telephane interview with Resident #5's
primary care provider (PCP} on 10/30/24 at
9:40am,

f. Review of Resident #5's FL-2 dated 12/26/23
revealed there was an order for Clopidogrel 756mg
once daily. (Clopidogrel is a blood thinner used to
prevent platelets from sticking together and to
prevent bloed clots, heart attacks, and strokes.)

Observation of the morning medication pass on
10/29/24 revealed the medication alde (MA} did
not administer Clopidogrel 76mg to Resident #5.

Review of Resident #5's October 2024 electronic
medication administration record (eMAR)
revealed Clopidogrel 75mg was documented as
administered at 8:00am daily from
10/01/24-10/28/24 and 10/29/24 was placed on
hold.

Observation of Resident #5's medications on
hand on 10/29/24 at 2:10pm revealed:

-There was not a hubble pack with Clopidogrel
75mg dated 10/29/24 Tuesday morning available,
-There was a bubble pack with Clopidogrel 75mg
dated 10/30/24 Wednesday morning available.

D 358
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Refer to interview with Resident #5 on 10/29/24 at

10:00an.

Refer to telephone interview with the facility's
contracted pharmacy on 10/31/24 at 10:40am.

Refer to interviews with the medication aide {MA)
on 10/29/24 at 9:48am and 2:10pm,

Refer to interviews with the Resident Care
Coordinator (RCC}) on 10/29/24 at 9:53am and
2:15pm.

Refer to interview with the Administrator on
10/29/24 2:27pm.

Refer to telephone interview with Resident #5's
primary care provider (PCFP)} on 10/30/24 at
9:40am. ‘

g. Review of Resident #5's FL-2 dated 12/26/23
revealed there was an order for Lisinopril 7.5mg
once dally. (Lisinopril is used to treat high blood
pressure,)

Observation of the morning medication pass on
10/29/24 revealed the medication aide {MA) did
not administer Lisinopril 7.5mg to Resident #5,

Review of Resident #5's October 2024 electronic
medication administration record (eMAR)
revealed Lisinopril 7.5mg was documented as
administered at 8:00am daily from
10/01/24-10/28/24 and 10/29/24 was placed on
hold.

Observation of Resident #5's medications on
hand on 10/29/24 at 2;10pm revealed:
-There was not a bubble pack with Lisinopril
Division of Health Service Regulation
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7.5mg dated 10/29/24 Tuesday morning
available.

-There was a bubble pack with Lisinopril 7.5mg
dated 10/30/24 Wednesday morning available,

Refer to interview with Resident #5 on 10/29/24 at
10:00am.

Refer to telephone interview with the facility's
contracted pharmacy on 10/31/24 at 10:40am.

Refer to interviews with the medication aide {MA)
on 10/29/24 at 9:48am and 2:10pm.

Refer to interviews with the Resident Care
Coordinator (RCC) on 10/29/24 at 9:53am and
2:15pm.

Refer to telephone interview with the
Administrator on 10/29/24 2:27pm,

Refer to telephone interview with Resident #5's
primary care provider (PCP) on 10/30/24 at
9:40am.

h. Review of Resident #5's FL-2 dated 12/26/23
revealed there was an order for Loratadine 10mg
once daily. (Loratadine is used to treat allergy
symploms.)

Observation of the moming medication pass on
10/29/24 revealed the MA did not administer
Loratadine 10mg to Resident #5.

Review of Resident #5's October 2024 electronic
medication administration record (eMAR}
revealed Loratadine 10mg was documented as
administered at 8:00am daily from
10/01/24-10/28/24 and 10/29/24 was placed on
hold.
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Observation of Resident #5's medications on
hand on 10/28/24 at 2:10pm revealed:

-There was not a bubble pack with Loratadine
10mg dated 10/29/24 Tuesday morning available.
-There was a bubble pack with Loratadine 10mg
dated 10/30/24 Wednesday morning available.

Refer to interview with Resident #5 on 10/29/24 at
10:00am.

Refer to telephone interview with the facility's
contracted pharmacy on 10/31/24 at 10:40am.,

Refer to interviews with the medication aide (MA)
on 10/29/24 at 9:48am and 2:10pm.

Refer to interviews with the Resident Care
Coordinator (RCC) on 10/29/24 at 9:53am and
2:15pm.

Refer to interview with the Administrator on
10/29/24 2:27pm.

Refer to telephone interview with Resident #5's :
primary care provider (PCP) on 10/30/24 at
S:40am.

Interview with Resident #5 on 10/29/24 at
10:00am revealed she missed getting her
morning medications a couple times a month and
occasionally her afternoon medications were not
administered.

Telephone interview with the facllity’s contracted :
pharmacy on 10/31/24 at 10:40am revealed: i
-The pharmacy had not received a request for the
morning medications that were not given on
10/29/24.

-The cycle medications for this week began on
Division of Health Service Regulation
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Thursday 10/21/24 and the facility received a
seven-day supply.

Interview with the medication aide (MA) on
10/29/24 at 3:48am and 2:10pm revealed:

-She was unable to locate the bubble pack for
Resident #5's morming medications.

-She informed Resident #5 that she was unable
to locate the bubble pack for her morning
medications. '

-She informed the Resident Care Coordinator
(RCC) that she was unable to locate the bubble
pack for Resident #5's morning medications.
-She only administered the medications on the
day they were labeled.

Interview with the Resident Care Coordinator
{RCC) on 10/29/24 at 9:53am and 2:15pm
revealed she notified the facility's contracted
pharmacy that they needed the morning
medications for Resident #5 after being told they
were not available; she said that when they
ordered medications it would take about 6 hours
for the medications to arrive,

Interview with the Administrator on 10/29/24
2:27pm revealed:

-The MA sheuld have administered the morning
medications on 10/28/24 using the bubble pack
labeled 10/30/24.

~The MA should have called the pharmacy and
have them send a morning pack of medications
to be administered on 10/30/24.

Telephone interview with Resident #5's
contracted primary care provider (PCP) on
10/30/24 at 9:40am revealed.:

-She was not concemned with Resident #5 only
missing one dose of her scheduled morning
medications.
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-She was concerned that the morning
medications were not available to be
administered on Tuesday.
D 366 10A NCAC 13F .1004 (i) Medication D 366
Administration
10A NCAC 13F 1004 Medication Administration CNC re-educated Med tech on 6 rights of
medication administration, the importance 11.7.24
(i) The recording of the administration on the of ensuring all medications are being o
medication administration record shall be by the adminstered per physician orders and
staff person who administers the medication signed for after watching the resident take
immediately following administration of the the medications.
medication to the resident and observation of the
resident actually taking the medication and prior
to the administration of another resident's
medication. Pre-charting is prohibited. .
CNC will complete random Med tech
This Rule Is not met as evidenced by: observatlonbs durlng med passes to ensure 12-15-24
Based on observations, interviews, and record at least 2 observations per month are and
completed. This will check compliance ongoing

reviews, the facility failed to ensure medication
staff who administered medications actually
observed 1 of 5 residents (#5) taking their
medications during the morning medication pass
observed on 10/29/24.

The findings are:

Review of Resident #5's FL-2 dated 12/26/23
revealed diagnoses included stroke,
hypertension, depression, adjustment disorder,
hemiplegia affecting left side, agoraphobia with
panic disorder, and gastroesophageal reflux
disease.

Observation of the morning medication pass on
10/29/24 at 9:50am revealed:

-Resident #5 was lying in her bed.

-The Medication aide (MA) prepared 2

with giving medications correctly
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medijcations to administer 1o Resident #5.

-The MA placed the two medications in a plastic
cup.

-The MA set the plastic cup on Resident #5's
bedside table that contained the medications and
left the room.

-The MA did not observe Resident #5 take her
medications.

~The MA did not go back into Resident #5's room
after leaving medications on the bedside table,

Interview with Resident #5 on 10/29/24 at
10:00am revealed that some of the MAs left her
medications in her room and did not watch her
swallow them.

Interview with the MA on 10/29/24 at 1:.07pm
revealed;

-She was aware she was supposed to observe
residents take their medications.

-She was not sure why she did not observe
Resident #5 take her medications.

Interview with the Resident Care Coordinator
(RCC) on 10/29/24 at 2:15pm revealed:

~The MAs had been trained and knew they were
supposed to observe resldents take all their
medications.

-If the MA did not observe Resident #5 take her
medications the resident could discard the
medications without taking or ancther resident
could ingest the medications. '

Interview with the Clinical Nurse Consultant
{CNC} on 10/31/24 at 9:46am revealed:

-MAs had been trained not to leave medications
in a resident's room.

-8he had provided medication administration a
few manths earlier which included not leaving
medications in resident rooms.
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Interview with the Administrator on 10/29/24 at
2:27pm revealed:

-The MAs should cbserve the residents take their
medications.

-If Resident #5 was not observed taking her
medications, the resident might not take the
mediegations or another resident could take the
medications.
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