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: Response Preface i
The Adult Care Licensure Section conducted an _ |
annual survey on November 1-2, 2017. The provider submits this Plan of |
Action (POA) in accordance with l
D 358 10A NCAC 13F .1004{a} Medication D 358 l
|

10A NCAC 13F 1004 Medication Administration
(a) An aduilt 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 maintalned 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: _r_
Based on obsarvations, record raviews, and
interviews, the facllity failed to ensure
medications were administered as ordered by a
licensed prescribing practitioner for 1 of 5
sampled residents (Resident #2), who was
crdered a thyroid medication.

Thea findings are:

Review of Resident #2's current FL2 dated
02/13/17 revealsd:

-Diagnoses Included hypothyroidism,
hyperipidemla, diabetgs meliitus and
hypertensian.

-A physician's order for levothyroxine 125 meg 4
tablet dajly (a medication used to traat
hypothyreidism, an underactive thyroid).

Review of Resident #2's signed physician's
orders dated 09/20/17 revealed an order to

The Provider does not denote
agreement with the Statement of
Deficiencies nor does it |
constitute an admission that the
stated deficiencies are accurate.

The Provider submits this POA
with the intention that it be
inadmissible by any third party in
any civil or criminal action
against the Provider or any
employee, agent, officer,
director, or shareholder of the
Provider, The Provider hereby

findings if at any time the
Provider determines that the

adversely influence or serveas a |
basis, in any way, for the l
selcction and/or imposition of |
future remedies, or for any ‘
increase in future rémedies,

whether such remedies are ;
‘imposed by the State of North |
Carolina or any other entity;, or
(2) serve, in any way, to facilitate!

reserves the right to challenge the -

findings: (1) are relied upon to : .
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discontinue levothyroxine 125 mcg and start
levothyraxine 100 mcg 1 tablet daily.

Review of Resident #2's September 2017
medication administration record {MAR) revealed:
-An enfry for levothyroxine 125 meg 1 tablet daily
was documented as administered from 08/01/17
to 09/20/17.

-An entry for levothyroxine 100 mcg 1 tablet daily
was documented as administered from 08/21/17
to 09/30/17.

Review of Resident #2's Qctober 2017 MAR
revealed:

-An entry for levothyroxine 100 mcg 1 tablet daily
was documented as administered from 10/01/17
to 10/16/M17.

-There was a handwritten note documenting
levothyroxing 100 meg had been discontinued on
10/16/17. ¢

Review of Resident #2's October 2017 electronic
medication administration record {(eMAR)
revealed: :

-An entry for levothyroxine 100 mcy 1 tablet daily
was documented as being administered on
10/20/17.

-There was no documentation of levothyroxine
100 meg administered from 10/17/17 to 10/119/17
and 10/21/17 to 10/31/17.

-There was an electronic note documenting
levothyroxina 100 mcg had been discontinued
with a stop date of 10/20/17.

Review of Resident #2's November 2017 eMAR
revealed there was no entry for levothyroxine 100
meg.

Review of Resident #2's physician's orders
revealed there was no physician's order to

i

party against the Provider. Any
changes to Providet's policy or
procedures should be considered
to be subsequent remedial
measures as that concept is
employed in Rule 407 of the
Federal Rules of Evidence and
should be inadmissible in any -

. proceeding on that basis, ﬁ

!
]
I

D 358 o
It is the community’s policy and |
normal practice to assure that the
administration of medications arel
in accordance with the i
prescribing physician’s orders |
utilizing the guidelines as [
outlined in 10A NCAC !
13F.1004 (a). :

l

The community has Iiolicies and |

procedures designed to maintain I
these goals. Routine chart and |
cart audits, RN and pharmacy ‘
consultant audits, and Quality

Assurance audits are all Il
examples of the many |

components utilized.
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Action Plan _
Measures to Correct .

: Interview on 11/02/17 at 9:43 am with the campus On 1_1/_ 1/17, Resident #2’s
facilty's Registered Nurse (RN) and the Resident physician was contacted

Care Coordinator (RGC) revealed: regarding clarification of the
-They were unable to locate a physician's order to

discontinue levothyroxine 100 meg 1 tablet daily.

discontinue levothyroxine 100 mcg 1 tablet daily Le_:vpthyrpxme or'der. Upon J

for Resident #2. ‘clarification, Resident #2

-They had contacted Resldent #2's Primary Care received the medication as ]

_Fgﬂ\'ﬁ% éﬂgPAon.;U(::;?. PCP had re-arderad " prescribed. Resident #2’s TSH 7 |
asident #2's ad re-ordere - i

I'ev?:thyroxine' 100 mcg 1 tablet daily for Resident wyas also_cbe(:ked as ordered by J

#2 and ordered the facliity to obtain a the physician,

|
thyroid-stimulating hormone (TSH) level. |

-The facllity had converted from using paper . Resident #2 continues to receive,
MARS to eMARS on 10/19/17.

i ' . 2 ;
-The facllity's contracted phanmacy had been ' Levothy?o?{me as prescribed by !
responsible for antering the residents’ medication the physician. :
orders Into the eMAR computer system during the :
converslon from paper MARs ta aMARs. ¢ Resident #2°s TSH level was
-The contracted phafhacy had mistakent
entered a stop dEte of 181?20! 17 far Rasidint #2's checked on 11/02/2017 and
levothyroxine. ; 11/14/2017.

-Medication Aldes (MA) would not administer
rmedications beyand the stop date.

? : Measures to Prevent
-The night shift MA was responsible for auditing —

s 4
residents' eMARS one time per month to ensure The community’s RN |
! they were accurate. | - programmed the eMAR software. .
-Ifthe MA found an entry that was inaccurate, she to require a second medication
wauld notify the RGC. technician or member of
-If was the RCC's responsibility to review the i
audlt tog to ensure the audits had been managgmem to validate any )
completed. discontinued, newly added, or
~The RCC was unsure if an audit had been edited medication order that is
completed for Resident #2 since the conversion ) _' Vi .
from paper MARs to eMARs. fnanually entered by facxhty staff
Into eMAR.

Telephone interview on 11/02/17 at 10:13 am with
the Director of Operations for the facility's
contracted pharmagy revealed:
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-The pharmacy had been respansible for the All medication technicians were
electronic conversion of residents' medication “educated on the extra
orders into the eMAR computer system when the precautionary step that is
facifity had converted from using paper MARs to required when di'scontinuing,
eMARs on 10/19/17. . .
-Ateam aof individuals at the pharmacy had gddmg, or changing an order
conducted an "edit" of the residents’ medication manually.
orders to ensure they had been transferred )
correctly. &t
-The pharmacy's computer system indicated that s M_o_glm_n_g '
Resident #2 still had an active order for ! The eMAR software was
levothyroxing 100 meg 1 tablet daity. . programmed to generate an email
-The facility had the capabillty to mark a ' to the RCC, RN, and Exccutive
, medication as being discontinued In the facility's . S i
. 6MAR system. Director for any medications that |
-In order for the pharmacy to know that a = . were manually entered into i
resident's medication had been discontinued, the eMAR by a facility staff member |
f;,:::g::yd to fax a physiclan‘s order to the as being discontinued, newly j
3 » : . i
-He did not have a physician’s order Indicating added or edited. The RCC or !
that Resident #2's levothyroxine had been designee will be responsible for |
discontinued. also reviewing these manual j
-The "change log" in the eMAR system Indicated changes
that the facility's campus RN had performed an g
"override” of the system on 10/20/17 and had -
discontinued Resident #2's levothyroxine. 12/2/2017
Telephone interview on 11/02/17 at 10:49 am with
Rasident #2's PCP revealed:
-She was notified on 11/01/17 that Resident #2
was not administered levothyroxine 100 mcg 1
tablet daily for a total of 16 days.
-She had not ordered for the facility to discontinue
Resident #2's levothyroxine.
-She wanted the facility to continue administering
levothyroxine 100 mcg 1 tablet daily to Resident '
#2,
-Resident #2 had to take levothyroxine to treat
hypothyrcidism.
| -Resident #2's TSH level had been "arcund 1.0 in N
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September 2017 which was too low" so she had
lowered his dose of levothyroxine from 125 meg
{o 100 mecg daily.

-She had ordered the facliity to check Resident
#2's TSH level 8 weeks after changing the dose
which was 10/31/17,

-Resident #2's TSH level on 10/31/17 was 115
which was “significantly elevated fram the level in
September” s0 she ordered for the lab to check
the level again on the same blood sample on
11/0117.

-Resident #2's TSH level on 11/01/17 was 109
which was "still higher than she expacted" so she
ordered for the facility to obtain an "urgent® TSH
again on 11/02/17,

-Resident #2's TSH level had likely rigen due to
him missing doses of lavothyrexine.

-Sha wanted Resident #2's TSH level to be [ess
than 10.

-Typical symptoms in someone with an slevated
TSH level would be fatigue and difficulty sleeping
but Resident #2 had not complained of these
symptoms. -

-Tha long term effects of someone with
hypothyraldism not taking levothyroxine would be
damage to their heart.

Interview on 11/02/17 at 11:26 am with Resident
#2 revegled:

-The MA had administered his levothyroxine
eariier that morning,

-He was unaware that he had missed doses of
levothyroxine.

-He had not felt any differantly over the past 15
days.

-He had not experienced any increase in fatigue
ar difficulty sleeping.

Observatien on 11/02/17 at 1200 pm of Resident

| #2's medications on hand for administration

D358
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ravealed 1 blister pack containing levothyroxine
100 meg dispensed on 11/01/17 with 29 of 30
tablets remaining.

Attempted phone interviews with 2 night shift MAs
on 1/02117 at 12:34 pm and again at 2:49 pm
were unsuccessful,

Interview on 11/02/47 at 1:10 pm with the lead MA
oh day shift revealed:

; -She was unaware of any process for auditing
resident's eMARSs fo ensure they were accurate.
-If there was a medication marked as being
discentinued on the eMAR, she would typically
check the binder located on the medication cart
to find the physician's order for discontinuing the
medication.

-If she located a physiclan's ordar in the binder to
discontinue the medication, she would then have
to "approve” the order in the computer systerm.
-If she was unable to locate a physician's order in
the binder, she would contact the pharmacy for
clarification.

-She had not administered levothyroxine to
Resident #2 because 1t was scheduled to be
administered by the night shift MA in the
momings prier to the start of her shift,

-She was unaware that Resident #2 had not been
administered levothyroxine because she could
only sea in the computer the medicaticns that

. were due for administration during her shift,

A second interview on 11/02/17 at 2:55 pm with
the RCC revealed:

-The night shift MA would randomly salect 6
residents to audit each month and would
compare their previous month's eMAR fo the
current month's eMAR {o ensure all medications
. were accurate.

| -The MA had not performed an audit of Resident
Division of Heallh Service Regulation
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#2's eMAR since the facility's conversion from
paper MARs to eMARS on 10/20/17.

-She had been informed by the facility's
contracted lab that they could not perfarm urgent
TSH levels and that Resident #2's TSH Jevel
wolld not be resulted until 11/03/17.

A second interview on 11/02/17 at 5:00 pm with
the campus facility's RN revealed:

-She was unaware that she had performed an
“override” of the computer system on 10/20/17
and discontinued Resident #2's levothyroxine.
-She recalled assisting one of the MAs to delete
an order on 10/20/17 and must have discontinued

Resident #2's levothyroxine by mistake.

|
|
|
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