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D 000; Initial Commentis Dooo
The Adult Caro Licansure Section and the Hoke
County Deparimant of Soclat Services conducted
a follow-tp sirvay and complalnt Investigation on
05/07/24 - 05/08/24. The complalnt Invastigation
was [nillated by the Hoke County Depariment of
Social Services on 05/02/24.
D 358 1DANCAC 13F .1004(a) Medication 358 -
Administration JF dnall aletays bethe
lfcy of e Coramuny 1o L{J\'] M
10ANCAC 13F .1004 Medlcation Administration mat e p o
{a) An aduit care home shall assure that the Qssure. 0. , g - TS
preparation and adminlstration of medicatiens, ond Odroeait stration med'df‘h ”
prescription and non-preseription, and treatments cription ond m-pm&&- P“" o,
by staff ere In accordance with: Fre& P 15 m s_t.app_ Gy
(1) onders by a llcansed prescribing praciitioner pnd traatments il
which are malntained in the resident record; and tn ACLOrBaneS Wit ordersy
(2) rules In this Section and the faciilty’s policies o \icen sed Preﬁcﬂ bin I )
and procedures, c H'h oneyr” whit ch ore o hi’u\ﬂﬁd
This Rula Is not met as evidenced by: P Y'E.‘S;dei‘*s Vecnyrd 5 Oy
FOLLOW-UP TO TYPE A2 VIOLATION nthe . e rut
Adult Care Licensule

Non-compliancs continues with Increased
saverity resulting in death, sericus physical hamm,
ahuse, naglect, or exploilation.

THIS ISATYPE A5 VIOLATION

Based on observalions, intervlews, and racord
raviews, the facility falled to ensure medicatlons
were administered as ordered for 3 of 7 residenis
(#6, #7, #9) abserved during the medication pass
including errors with a rapid-acling insufln usad to
lowsr blood sugar (#6), a medication for acld
reflux (#7), and an antipsychotlc (#9); and for 2 of
& sampled rasidents (#3, #5) ncluding errors with
a controlled subistance used fo treat moderata to
sevare paln (#3), an Inhaler for shoriness of
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D 358 Continued From page 1 D358 over Qudit. N theevent
breath (#5), and a medication for cough and Mot a e Coion 1S usg YH
ngest X .
congeston () or feeded the. ROMED] Desigdee. .
:;d ‘ghe mgdgca;inn arror r:naf \ggs 10°A;t asm pnun’hOIL and or+amil 4
enced by 3 emrors out of 28 opportunitios i . elive oy
during the 8:00am medication pass on 05/08/24, o stot medication &
Order.
a. Revlew of Resident #8's current FL-2 dated ; w -
04/25/24 revealed diagnoses included franslent “I'H e Cxe Cbt'h VC/‘D\ € QTOVI-Dﬂd@‘If:L—
ischemic attack and prostate cancer. il 0 5‘_‘ ig, Chﬂl'%e‘ IYLIO%\ - (ﬂ 1
will Sheek the 1L
Ravlew of Resldent #5's physiclan's order dated oot ‘J\)EC-K\Y'b erguich H‘d‘i‘
03/15/24 revealed an rder for Novolog insulin count S e o
Inject 3 Umes a day as per sliding scale; 80 - 150 Courtt™ and. narcoffc heet =
=giva 10 units; 151 ~200 = give 12 umits; 201 - cesent; oorie el and meds octpated
250 = give 14 units; 251 - 300 = give 16 units: esetity
301 - 350 = give 18 units; 351 - 400 = give 20 %
untts; 401 - 889 - glve 22 units; held alf insulin if .
blood sugar is less than (<} 120. {Novolog Is TH e. Communi ,I_Y ha,f, covioLd -d the.
rapld-acting insulin used 1o lower blood sugar. d
According to the manufacturer, the Novoleg ﬁm\{ ) aptain or\\/ oraars (ﬂ\—l
Flexpen should be primed wilh a 2-unlt alr dose : e heen
before each use to assure the Insulin is flowing medi caf1ons Hhot-\ay ; be
through the needle and to removs any air reci eved th the Commun™y
bubbles. Once the needle is inserled Into the . + grda1s from e Drormacy
skin, the dose knob should be pushed all the way withou ” AD4he.
In and hald for at least 8 seconds to ensure the and Aenstn bed e
full amount Is injected.) —— runistfonon vec ol 4.
{ hcd \Cﬁt v
Review of Resldant#6’s physiclan's orders anee wil LT[ Ll 1
revealed no dotumentation the orders to The. o RCC, RMCD IDE‘SI ﬂ s, 1‘}'
admlnis;er Novolog sI'rt:lir:g:;1 scale insulin and to come. d ﬂJ IY 40 check rc.Ce_t*/c
hold all insulin had been clarifiad. L ; Yot~
rvedicahong 1O enswe
Review of Resident #6's May 2024 electronic a eds hove. G curfent- gider:
medication administration racord (eMAR) W om hﬁ- .
revealad: Tne, KCo IMCD’ ge Will rgvicinl
~There was an entry for Novolog Insulia inject 3 recewed tnerdigriighs WasK\y
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D 358{ Continued From page 2 D358 ensure. Pt o ofders pdrnl-nlly
times a day as per sliding scale: 80 - 150 = glve missed ave. Gaptured and _
10 units; 151 - 200 = give 12 units; 201 - 250 = e +had ot vMedwceiops
give 14 unlts; 251 ~ 300 = give 16 unlts; 301 - 350 transcned and
= give 18 units; 359 ~ 400 = glve 20 units; 401 - ove. QUrvesy-oders,
§98 ~ give 22 units; hold all insulin if blood sugar
Is less than (<) 120. Tae. ARCCIAMED [lerd mad fech/
~Novolog sliding scale insulin was scheduled at _ . ‘Ql
8:00am, 12:00pm, and 5:00pm, Designee. Witl Continueo b 1 7_4—
~The resident’s blood sugar rangad from 96 - 257 L ‘ltd ol
from 03101724 - 05108124, complete. ocumen
gudits Awite weekly.
Observation of the 8:00am medication pass on i\jl
05/08/24 revealed: —W\Cr 'R.CC-[ MCD I Desgnee W
~Resldent #5' bleod sugar was 96 at 8:05am, ro on Lﬂl"(?—ﬁl'
~The medlcallon alde (MA) dlaled 10 units on the review and 0! fon) 140
Novolog Flexpan and adminlstared insufin into ¥ gudite rwice WC(:I(ly
Residant #8's right abdomen at 8:08am. Vsl ers ord—
<Tha MA did not perform a 2-unit air shot prior to 40 ensure (,lll ( T\ﬂ&s ong. ;Vd-
dialing the Insulin pan to 10 units to ensure no air £or and. 1o 05N
bubbles wera present and to ensure Insulin was mw"ﬂ'ﬂd o n Sm on
flowing from the pen, + 4re. P{epﬂmh oMy angk admy
~The MA field the Insulin pen in the skin for 7 A0 ) scAphion anc
secands but did not hold the dose knob down of o cochons, Tre
after the last click was heard. 5N p.h on, and “treddpents
~The MA did not hold the instlin pen in the skin | Noh- pPre i oncelwith
with the dose knob pressad In for at least 6 51 PP are. Wy ofLo
seconds after injectng the needle and pressing b N ‘5Cd p{Eﬂ (01!’5
the button to allow time for the fufl amount of Ud ers b\l a. LCEN
Insulin to be infected. ch-Honer wnich are "l rauned
Interview with the MA on 05/08/24 at 2:32pm [ he vesidents vecord; ond Al
rovealed: e
~She recalled an order a couple of months ago to Care \icenswe rulesand {’hcﬁ’;l
held Resident#6's insulin if his blood sugar was < gy S icies ong roceddves .
120, %mhh[ 5 policies pr
~She had not noticed the hoeld order conflicted
with tha parameters In the Novolog sliding scale
order.
-She administerad 10 units of Novalog sliding
seals Insulin that moming, 05/08/24, because it
Divisien of Heatth 3arvice Regulston
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cama up on the eMAR to adminlster 10 units.
-She was not sure about nesding to do a 2-unit
air shot with the Novolog Insulin pen.

-She was not aware the dose button needead 1o ba
held In after the last click was heard.

Intervisw with Resldent #8 on 5/08/24 at 5:39pm
revealad:

~The MAs adminlstered Insulin o him every day.
~The MAs did not hold his insulln to his
knowledge,

-He daniad any symptoms of high or low blood
sugar.

Intervlow with the Resident Gare Coordinator
(RCC) on 05/08/24 at 1:58pm revealed:

~The MAs had baen trained and chacked off on
the proper use of insulin pens,

~The MAs were fralned to prima the Insulin pen
with a 2-unit alr shot and thay should hold the
InJection for 10 to 15 seconds,

-She thought Resldant #6's insultn should be hetd
if his blood sugar was <120 regardless of the
s!iding scale Insulin order,

Interview with the Adminisirator on 05/08/24 at
2;13pim revealed:

-Residant #5's Insulin ordars should kave besn
clariiied by the MAs, the RCC, or the Assistant
RGC.

-ihe MAs had been trained on the proper
technigue for use of insulln pens.

Telephone interview with Resldent #8's primary
care provider (FCP) on 05/06/24 at 4:07pm
revealed:

-The MAs should use the proper technique for
Resldent #6's Novolog Flexpen to ensure tha
comect dosage was administered,

=Not using proper technique could cause tha

D358

STATE FORM
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rasident’s bleod sugar to be 2 iittfe more elavataed.
=The order to hold nsulln if blood sugar<120
was for the resldent's Lantus Insulin {long-acting
Insulin),

-No ona from the facility had cantacted her prior
to taday, 05/08/24, to clarify the hold order.

b. Revlew of Resldent #7's cument FL.-2 dated
02/29/24 ravaaled:

~Diagnoses Included chronile ischemie heart
disease, polyneuropalhy, and spinal stenosls.
~There was an order for Pantoprazole 40mg 1
tablet 2 {imes a day for acid refiux, {Pantoprazola
Is used to troat acid reflux.)

Review of Resident #7's primary care provider's
(PCP) order dated 04/01/24 ravealed:

~There was an order to stop Panfoprazole 40mg 1
tablet twlca a day.

~There was an order to start Pantoprazola 20mg

1 tablet twice a day.

Review of Resldent #7's hospltal discharge
summary dated 05/06/24 revealed:;

~The resident was admitted to the hospital on
05/03/24 and discharged on 05/06/24.

<The resident was dlagnosed with a urinary tract
infectlon (UTI).

=There was an order for Panloprazole 40mg 1
tablet twice e day.

Obssrvation of the 8:00am medication pass on
05/08/24 revaaled:

-The medicatlan alde (MA) prepared and
administared one-half of a Panfoprazale 40mg
tablet to Resident #7 at 8:27am.

«The resident was administered Pantoprazola
20mg instead of Pantoprazela 40mg as ordered.

Review of Resldent #7's May 2024 elactronic
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medication administration record (sMAR)
revealed;

~There was an entry for Pantoprazole 20mg 1
tablet 2 times a day for heartburn scheduled at
8:00am and 4:00pr.

-Pantoprazale 20mg was documented as
administerad from 05/01/24 - 05/02/24 (8:00am)
and agaln on 05/06/24 at 4:00pm.

=Pantoprazole 20mg fwice a day was not
documented as administered from 4:00pm on
05/02/24 through 8:00am on 05/08/24,
-Pantoprazels 20mg was documented as
discontinued on 05/06/24.

-There was a second entry for Pantoprazale
40mg 1 tablet 2 times a daey for gastroesophageal
reflux disease (GERD) scheduled at 8;:00am and
8:00pm,

~Pantoprazale 40mg was documented as
administered from 8:00pm on 05/06/24 through
&:00am on 05/08/24,

Observation of Resident #7's medlcations on
hand on 05/08/24 gt {:46pm revealed:

~There was a supply of Pantoprazola 40mg
tablets [n & manufacturer botlle dispansed by a
Vetaran's Adminlstration (VA} pharmacy on
02/28/24.

~The computer printed Instructions on the
prescription labe! were to take 1 tablat twice dally,
=There wera handwritten Instructions in black Ink
on the prescription labs! io “glve 2 tablets” above
the printed Instructions.

~Thera was "20mg" handwritien in black Ink
above the printed medication name,
Panfoprazole.

~There was a sticker just below the printed
instructions with “directions changed, refer to
chart™.

~The Pantoprazole 40ing tablets in the bottle had
hean split and ware half tablets (20mg).

P 358
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Intarviow with the MA on 05/08/24 et 1:44pm
revealed:

-She dld not know who had handwritten
instructions on Resldent #7's Pantoprazole
prescription label,

«She administered one-half tablet of Pantoprazole
that mormning, 05/08/24 because she misread the
label and thought ong-half tablet was 40mg.

Interview with Resldent #7 on 05/38/24 at 5:40pm
revealed:

He received Pantoprazole averyday but he was
not sure how much he recelved.

-He had acld refiux “from tims to time"™.

Interview with the Resldent Care Coordinator
(RCC} on 05/08/24 at 2:06pm revealed:

~The MAS should read the eMAR and administer
maedlcations as orderad.

-Resident #7 complained of having a hard time
swallowing at imes dua to Indigestion and acid
raflux.

Interview with the Adminlstrator an 05/08/24 at
2:23pim revaaled:

-The MAs were supposed to read the aMAR
instructions and the medication [abel and if they
did not match, the MAs were supposad to check
the order I the resident’s record.

~The MA could have administered 2 of the half
tablets of Pantoprazole to equal 40mg.

Telephone interview with Resident #7's PCP on
05/08f24 at 4:07pm rovaaled:

~She was not aware Resldent#7's order and
dosage for Pantoprazole changed whien he was
discharged from the hospital on 05/06/24.

-She did net havae concems about Rosidant #7
recalving 20mg of Pantoprazole Instead of 40mg

b 358
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a3 he had not complained of acld reflux
symploms fo her.

c. Revlow of Resldent #9's current FL-2 dated
05/03/24 revealed;

~Diagnoses Included Lewy bady dementia, rapid
atria! fibrillation, setzura disorder, ansmia of acute
blood foss, essanllat hypartension, and closed
fracture of the Hght distal femur.

~Thera was an order for Haldol $mg in the
moming and 5mg before bedlime. (Haldol is an
antipsychofic and may be used to treat mond
disorders.)

Observation of the 8:00am medication pass on
05/08/24 revealed:

=The medication alde (MA) prepared and
adminislerad one-half of a Haldol 5mg tablet to
Resident #9 at 8:47am,

~The resldent was administered Haldo! 2,.5mg
instead of Maldol 5mg as ordered.

Review of Resident #9's May 2024 elacironlc
medication administration record (eMAR)
raevealed:

~Thare was an enbry for Haldol 5mg give 1 tablet
2 'mos a day for agitation, hold for sedation,
~Haldol 5mg was scheduled for 8:00am and
8:00pm.

-Haldol Smg was documented as administered at
8:00pm on 05/02/24 and from 8:00pm on
05/03/24 thmugh 8:00am on 05/08/24,

~The resldent was documented as hospitalized
from 8:00am on 05/01424 through 8:00am on
(5/02/24 and &t 8:00zm on 05/03/24.

Obsarvation of Resldent #9's medications on
hand an 05/08/24 at 1:16pm revealed;

~Thare was a supply of Haldol 5my tablets
dispensad on 04/13/24 with Instructions to take
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0.6 tablet (2.5mg}) evary 6 hours as nesded far
agitation.

-Each bubble contelned one-half Haldol Smg
tablet (2.5mg)} and thera weare 24 half tablets
remaining.

-There was no supply of whale Haldol Smg
tablets avallable for administration.

Interview with the MA on 05/08/24 at 1:15pm
revealed;

~Thera waa no other supply of Haldol avallablg for
administration for Resident #9,

=She had not noticed the Haldo! supply on hand
was halftablets inslead of whole Haldol 5mg
tablets.

~Thera should have been a direction change
sticker on the medication label,

-Resldent #9 would get agitated and curse, resist
carg, and refuse madications at timas,

Interview with the Mamory Cara Director (MCD)
on 05/88/24 at 1:23pm ravealed:

-The MAs were supposed to nolify her if the
medication labet did not mateh the eMAR,

-No one had reported any discrepancies with
Restident #5's Haldol,

-She was not working on the day Rasident #9
retumed from the hospital on 05/03/24 so she did
not know why the arder was not entared into the
eMAR system.

<The MA an duty at the time the order was
received would have been responsible for
pracessing tha order.

Telephona interview with a pharmacy technician
at the facility’s contracted pharmacy on 05/08/24
at 1:28pm revealed;

=The anly ordar they had on file for Resident #0
was from April 2023 and It was for Haldol Gmg
take % tablet every 6 hours as nesded for
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agitetion.

=The pharmacy did not recalve the hospital
discharge summary or FL-2 dated 05/03/24 with
an onder for Haldol Smg twice & day.

inferview with the Administrator on 05/08/24 at
2:23pm revealed:

-The MAs were supposed to read the sMAR
instructions and tha medicatlon label and if they
did not match, the MAs wers supposed to check
the order in tha resident’s record,

-Tha MA could hava administerad 2 of the half
tablets of Haldol to equal &ing.

Telephone interview with Resident #9's PCP ai
05/06/24 at 4:07pm revesled:

~Resident #9 should have received Haldol Emg
instead of 2.5mg.

-Resident #9 had a history of dementfa,
depression, and behaviors.

-Not reealving the fulf dose of Haldol was
conceming because the resident could start
having hehaviors, ke agltation.

Based on observations, Interviews, and record
reviews, it was detefmined that Resident #9 was
not interviewable.

2. Raview of Resldent #3's current FL-2 dated
03/06/24 ravealed:

-Diagnoses Included chranic pain, fractura of the
shoulder, fraciura of the femur, immaobllity
syndrems, and morb(d obesity,

~There was an order for
OxycadanafAcetaminophen Smg/325mg take 1
tablat evary 6 hours.
{Oxycodone/Acetaminophen Is a controlfed
substance used fo tregt mederata to sevara
pain.}
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Review of Resident #3's Resident Register
revealed the resident was admitted to the facility
an 03/06/24,

Review of Resident #3's incident report dated
04/02/24 at 10:068am revealed:

-The resident was sant to the emergency room
(ER) on 03/12/24 and initially, she was not
supposed to return to the facility.

-The resident returned from the hospital on
Tuesday night, 03/26/24, at almost 10:00pm.
-The resident did not have any of her
OxyccdonelAcetaminophen 5/328mg tablets
available for administration.

~The resident's Oxycodone/Acetaminophen
5/325mg tablets should have been in the
controlled substanca lock box in the medication
cart because 2ll of her other medications were
still at the facifity.

~The facility reached cut to the primary care
provider (PCP) through telemed and requested a
refill for the medication on Wednesday, 03/27/24,
once it was discovered there was none In the
facility.

~They sent over an order for a 3-day supply to the
phamacy to hold her over until the PCP came to
the facility on Friday, 03/29/24,

-The medication aide (MA) reported on Thursday,
03/28/24, that the medication was still not in the
facility.

~The MA was told to get the PCP to write a full
prescription on Friday, 03/29/24, once the PCP
was in the facility.

-The PCP wrole a new prascription on Friday,
03/29/24, and on Saturday, 03/30/24, the
medication was still not In the facility.

~The pharmacy was contacted and the pharmacy
reporfed the resident could not get the medication
filled until 03/31/24.

-The medication was delivered on 04/01/24.
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-The pharmacist reported no medications had
been sent back to the pharmacy:,

-There were 120 Oxycodone/Acetaminophen
5/325mg tablets delivered to the facility on
03/08/24.

-0n 03/11/24, the resident had 110 pills remaining
when a cant audit was completed.

-All MAs were asked about the missing pills and
no one could explain what happened to the
medication.

-The Administrator and the corporate office ware
contacted.

-A health care personne! registry (HCPR) raport
was done and the provider and palice were
contacted.

-No injuries were observed at the time of the
incident.

-No witnesses were found.

-The person who prepared the incident repart
was documented as the Administrator.

Review of a HCPR 24-hour and 5-day report
dated 04/01/24 revealed:;

-The allegation was diversion of facility drugs.
-There were approximately 108
Oxycodone/Acetaminophen 5/325my {ablets
missing for Resident #3.

Review of Resident #3's hospital discharge
summary dated 03/26/24 revealed:

-The resident was admitted to the hospital on
03112724 and was discharged on 03/26/24.

-The resident required a surgical procedure to
remove her gall bladder.

-There was an order to continue taking
Oxycodone/Acetaminophen 5/325mg.

~There was an order for Oxycodone Smg 1 {ablet
every 8 hours as needed for up to 5 days.
{Oxycodons is an immediate-released contrelled
substance used to treat moderate to severe pain.
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Review of Resldent #3's March 2024 electrenic
medication administration record (eMAR)
revealed:

~Thers was no entry for Oxycodone 5mg 1 every
8 hours as needed and none was documented as
administered.

~There was an entry for
OxycodonefAcetaminophen 5/325mg give 1
tablet every 8 hours for pain scheduled for
2:00am, 8:00am, 2:00pm, and 8:00pm.
-OxycodonefAcetaminophen was documented as
not being administered from 8:00am on 03/12/24
through 8:00pm on 03/26/24 due to the resident
being haspitalized.

-Oxycodone/Acetaminophen was documented as
not baing administered from 2:00am on 03/27/24
through 8:00pm on 03/31/24 due to medication
not In stock, except frorn 8:00pm on 03/29/24
through 2:00pm on 03/30/24 when the resident
was documented as hospitalized.,

-There was a total of 17 doses of
Cxycodone/Acetaminophen documented as not
being administered from 03/27/24 - 03/31/24 due
to the medication being unavailable,

Review of Resident #3's electronic progress
notes for March 2024 revealed:

-Resident #3 retumned to the facility from the
hospital on 03/26/24 at 9:55pm.

-0On 03/29/24 at 8:24pm, the resident was
complaining of abdominal and leg pain; the
resident was given a pm (as needed) Gabapentin
(used to freat nerve pain) but it was ineffective.
-About 1 hour later, the resident asked to be sent
to the hospital so emergency medical services
(EMS) was called.

-On 03/30/24 at 8:46pm, the resident stafed she
could not sleep due to not having her
Oxycodone/Acetaminophen.
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-0On 03/31/24 at 1:13pm, staff documented the
Oxycodone/Acetaminophen was not at the facility.
-On 03/31/24 at 7:26pm, staff documented they
were waiting for a new order for
Oxycodone/Acataminophen.

-On 04/01/24 at 1:16pm, staff decumented the
medication should be in tonight.

-On 04/01/24 at 5:27pm, the rasident stated she
was having pain in her left leg; a "pm" medication
was given (name of madication not spacified);
resident also stated none of her paln medications
were working.

-On 04/03/24 at 2:41am, (after the resident
started back receiving
Oxycodone/Acetaminophen on 04/02/24), staff
documented the resident was not having paln and
resting.

Review of Resident #3's April 2024 sMAR
revealed;

-There was an antry for
Oxycodone/Acetaminophen 5/325mg glve 1
tablet every 6 hours for pain scheduled for
2:00am, 8:00am, 2:00pm, and 8:00pm.
-Oxycodone/Acetaminophen was documented as
not being administered from 2:00am on 04/01/24
through 8:00pm on 04/01/24 due to the
medication belng unavailable.
-OxycodenefAcataminophen was documented as
not baing administered at 2:00am on 04/03/24
due to the resident not having paln and resting.
-Oxycodone/Acetaminophen was documented as
not being administered frem 8:00am on 04/05/24
through 8:00pm on 04/06/24 due to medication
being ordered from the pharmacy and not arrived
yet and resident ran out of medication,
medicaticn had been ordered.
~OxycodonefAcetaminophen was decumented as
not belng administered at 2:00am on 04/10/24
due to the resident resting and not complalning of
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pain.

-There were 2 doses of
Oxycodone/Acetaminophen documentead as not
administered due to the resident resting and nat
havirg pain.

-There was a total of 11 doses of
Oxycodone/Acetaminophen documented as not
being administered from 04/01/24 - 04/06/24 due
to the medication being unavailable.

Review of Resident #3's controlled substance
record {CSR} for Oxycodone/Acetaminophen
5/325mg revealed:

~Thera was a CSR for 120
Oxycodona/Acetaminophen 5/325mg tablets
dispensed and received on 03/08/24.

-The first dose was documented as administered
on 03/09/24 at 2:00am and the last dose
documented was on 03/12/24 at 2:00am, leaving
a balance of 108 tablals.

~There were no doses of
Oxycodane/Acetaminophen documented as
administered from 8:00am on 03/12/24 through
8:00pm on 04/01/24 (resident was hospitalized
from 03/12/24 - 03/26/24).

-There was a second CSR far 12
Oxycodone/Acetaminophen 5/325mg dispensed
on 03/31/24 and received on 04/02/24,

~The first documented dose used from this supply
was 04/02/24 at 2:00am and the last dose was
documented as administered on 04/05/24 at
2:00am, leaving a balance of 0.

-There was a third CSR for 120
Oxycodone/Acetaminophen 5/325mg tablats
dispensed on 04/06/24 and recaived date not
documented.

-The first documented dose from this supply was
04/07/24 at 8.00am and the last dose
decumented was 05/07/24 at 1:51pm, leaving a
balance of 3 tablets.
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~There were no doses of
Oxycodone/Acetaminophen documented as
administered from 8:00am on 04/05/24 thraugh
8:00pm on 04/06/24.

Review of Resident #3's phammacy dispensing
record dated 03/01/24 - 05/07/24 revealed:
-There were 120 Oxycedone/Acetaminophen
5/325myg tablets dispensed on 03/08/24.
-There were 12 Oxycodone/Acataminophen
5/325mg tablets dispensed on 03/27/24.
~Thare were 120 Oxycodone/Acetaminophen
5/325mg tablets dispensed on 04/08/24.

Review of Resident #3's primary care provider
(PCP) triage note dated 03/27/24 revealed:
-The resident just came back last night from the
hospital after gall bladder surgary.

~The resident did not have any pain medication
because the hospital did not send any hard
prescriptions.

~The on-call triage provider ordared a 3-day
emergency supply of Oxycodone/Acetaminophen.
-The facifity was to follow-up with the PCP for a
full prescription before the 3-day supply ran out.

Review of Resident #3's ER visit note dated
03/29/24 revealed;

-The resident arrived to the ER on 03/29/24 at
6:23pm with complaint of knee and leg pain.
-The resident had difficulty ambulating and
intermittent worsening of knee pain.

~The resident started having shamp knee pain last
night.

-The rasident was diagnosed with chronic knee
pain and sent back to the facility.

Review of Resldent #3's PCP visit note dated
03/28/24 revealed:
-The resident was being seen to establish primary
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care for chronic and acute care conditions.

-The resident had a recent ER visit and a recent
surgical procedure.

-The resident reported she was feeling okay
except for chronic pain.

-The PCP noted she would be refilling the
resldent's paln medication today.

Telephone interview with a pharmacy techniclan
on 05/08/24 at 3:15pm ravealed:

-An electronic prescription for
Oxycodong/Acetaminophen 5/325mg was sent to
the phamacy on 03/29/24 at 12:11pm by
Resident #3's PCP.

~The 03/2924 prescription for the
OxycodonelAcetaminophen 5/325mg was profiled
only until it could be filled.

~The original fill date for the
Oxycodone/Acetaminophen 5/325mg was
03/08/24 and 120 tablets were delivered to the
facility on 03/08/24 at 11:36pm.

-The 120 tablets that had been delivered to the
facility on 03/08/24 should have been enough to
get Resident #3 through 04/06/24 and she was
not sure why the resident needed the 3-day
supply that was requested on 03/29/24,

-The first day Resident #3's insurance would pay
again for the Oxycodone/Acetaminophen was
03/31/24.

-On 04/02/24, 12 tablets of
Oxycodone/Acetaminophen 5/325mg were
detivered to the facility.

-The pharmacy was not made aware by the
facility that it was an emeargency situation and if
thay had been notified the
OxycodonefAcetaminophen 5/325mg could have
been delivered on a Sunday, 03/31/24.

-The prescription for Oxycodone Smg 1 every 8
hours as needed for up to 5 days was nevar
dispensed bacause the order did not have the
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drug enforcement agency (DEA) number for the
provider.

-The pharmacy attempted to get the DEA number
and would have alerted the facilily it was needed.

Interviews with Resldent #3 on 05/02/24 at
10:00am and on 05/07/24 at 9:20am revealed:
-When Resident #3 returned to the fagility on
3/26/24 she had a ot of pain in her right leg.
-She described her pain as a 7 on a scale from
1-10 {with 10 being the most sevare pain) whan
sha retumned to the facility from the hospital.
-When she asked for anything for pain she was
told by the MAs that her
OxycodonefAcetaminophen 5/325mg tablets
were missing and she had no crders for pain
medications therefore she could not get anything
for the pain.

-A few days after returning to the facility, she had
a telehealth visit with the PCP and was given an
order for Oxycodone/Acetaminophan 5/325mg.
-On 03/29/24, she asked to be sent to tha local
ER due to being in a lot of pain in her right leg,
-She thought the pain in her right left might have
been a blood clot.

-It was a while befare she was given anything for
pain from tha facility staff.

Interview with a MA cn 05/08/24 at 9;30am
revealed:

-0n 03/12/24, Resident #3 was given one
Oxycodone/Acetaminophen 5/325mg at 2:00am,
the CSR was completed and the remaining
medication was put back In the lock hox on the
medication cart.

-She was told by the Resident Care Coordinator
(RCC) that Resident #3 would not be retumning to
the facility sometime after the resident was
admitted to the hospital on 03/12/24.

-She was not sure who pulled Rasident #3's
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medications from the medication cart.

-She knew they had been pulled because she
saw them in the medication room on the counter
-She had not noticed if the
Oxycodona/Acetaminophen 5/325mg medication
was on the counter as well.

-When Resldent #3 returned she was informed by
the on-call supervisor that it was okay for the
resident to be given her prescribed medications,
all the medications were in the facility except for
the Oxycodone/Acetaminophen 5/325mg.

-She was never asked directly about the missing
Oxyeodone/Acetaminophen 5/325mg.

-She heard about it in passing about two weeks
later.

-The night Resident #3 came back into the
facility, the resident was in pain, asked for pain
medication, but there was nothing to give her.

Interview with the Assistant Resident Care
Coordinator (ARCC) on 05/08/24 at 8:35am
rovealed:

-A couple of days after Resldent #3 was sent to
the ER on 03/12/24 and admitted, sha was
informed that after discharge from the hospital
the resident would be discharged to a skilled
nursing facitity.

~She was not sure why Resident #3 had to be
discharged to a skilled nursing facility.

-The RGC asked a former MA to take all of
Resident #3's medications from the medication
cart

-5he was not sura if that had been done.
-There was nothing to show if the medications
had been taken off the cart or if they had been
sent back 1o the pharmacy.

-Resident #3's maintenance medications were
still on the counter in the medication room,
however the Oxycodone/Acetaminophen
5/325mg was not there.
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-She had no knowledge of who handled the
Oxycodone/Acetaminophen 5/325mg last

-No one In the facllity had knowtedge of anything
"baing off "with the Oxycodone/Acetaminophen
5/325mg until Resident #3 came back o the
faclity on 03/26/24.

A superviser should have checked behind the
MA to make sure Resident #3's medications had
been pulled and properly disposed of.

Interviow with the RCC on 05/08/2024 at 11:10am
revealed:

-YWhen Resident #3 was in the hospital In March
2024, she had taken Resident #3's regular
medications out of the medication cart but left the
Oxycodone/Acetaminophen 5/325mg in the
locked box in the medication cart.

-Tha medications were put in the medication
storage room.

-She planned cn sending the medications back,
to the pharmacy however, she never got around
tolt.

-She did not know the timeframe in which the
meadications should have been sent back to the
phammacy.,

-MAs could send medications back to the
phamacy but none of the MAs were instructed to
sand Resident #3's medications back.

-She felt the Oxycodone/Acetaminocphen
5/325mg would be safe in the meadication cart as
they ware in the controlled substance locked box.
~-The CSR for Resident #3's
Oxycodone/Acataminophen was stilt in the C3
bock on the medication cart.

-The MAs should have continued to count the
Oxycodone/Acetaminophen 5/325mg at change
of each shift.

-if the MAs had counted the
OxycodonefAcetaminophen $/325my at each
shift change the missing medication could have

D 358
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been caught sconer.

-She had no idea the Oxycadone/Acetaminophen
5/325mg was missing until Resident #3 returned
to the facility on 03/26/24.

-She thought Resident #3 was just out of the
Oxycodone/Acetaminophen 5/325my or that they
had been sent back to the phammacy.

~She was not sure if Resident #3 received any
medication for pain while she was waiting for the
Oxycodone/Acetaminophen 5/325mg to ba
deliverad.

-Cn Wednesday, 03/27/24, she requasted a refill
of the Oxycodone/Acetaminophen 5/325mg
through the PCP's telemed sysfem.

-She was notified on Thursday, 03/28/24, by a MA
that Resident #3's Oxycodone/Acetaminophen
$/325mg had not been delivered to the facility.
-Resident #3's PCP wrote a prescription for
Oxycodone/Acetaminophen 5/325mg on Friday,
03/29r24.

-Resident #3's Oxycodone/Acetaminophen
5/325mg was still not deliverad on Saturday,
03/30/24.

-8he called the pharmacy {o find out why the
Oxycodone/Acetaminophen 5/325mg had not
been delivered.

-She was informed by the pharmacy it was too
early for the Oxycodone/Acetaminaphen 5/325mg
to be filled, the earliest it could be filled would be
03/31/24.

-She was informed by the pharmacy that none of
Resident #3's medications Including the
OxycodenefAcetaminophen 5/325mg had been
sent back to tho pharmacy.

-Resldent #3's Oxycodone Smg 1 every B hours
for up to 5 days was never recaivad by the facility
because the pharmacy said there was a conflict
with numbers.

Interview with Administrator on 05/08/24 at
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4:03pm revealed:

-She was made aware on 04/01/24 by the RCC
that Resident #3's OxycodonefAcetaminophen
5/325mg could not be found.

-8he was not aware Resident #3 had missed
taking any of her pain medicaticns until the RCC
made her awara on 04/01/24.

-The RCC had taken Resident #3's regular
medications off the medication cart, howaver, the
Oxycodone/Acstaminophen 5/325mg tablets
were [eft in the locked box an the medication cart
where the RCC felt they would be safe.

-The RCC ordered Resident #3 some more
Oxycodone/Acelaminophen 5/325mg the next
day after she retumed to the facility from the
hospital but they never came.

~3he could not answer why the MAs were not still
counting the OxycodonefAcetaminophen
5/325mg every shift since the GSR and
Oxycodone/Acetaminophen 5/325mg where still
on the medication cart.

-The MAs should have still been counting the
OxycodonefAcetaminophen 5/325mg since the
CSR was still on the cart,

Telephone [nterview with Resident #3's PCP on
05/08/24 at 4.05pm revealed:

-She conducted a telehealth visit with Resident #3
aon 03/29/24.

-Resident #3 complained of pain in her back,
shoulder, knees and lags.

-On 03/29/24, she wrote a prescription for a 3-day
supply {12 tablets) of Residant #3's
OxycodonefAcetaminophen 5/325mg.

-Before the telehealth visit on 03/29/24, she was
not notified the resident was not receiving
OxycodonefAcetaminophen for pain.

-She was not made aware of the missing
Oxycodone/Acetaminophen 5/325my tablets.
-The missed doses of

D 358
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Oxycodone/Acetaminophen 5/325mg would
cause Resident #3 more discomfort and paln.

3. Review of Resldent #5's current FL-2 dated
04/02/24 revealed diagnoses included type 2
diabetes meliitus, gastroenteritis, and
hypertension.

Interview with Resident #5 on 05/07/24 at
10:00am revealod:

~The resident was seen by her primary care
provider (PCP) approximataly two weeks ago.
-The PCP prescribed an inhaler and cough syrup
to the resident due to congestion and cough,
~The resident had been waiting over a week for
her inhaler and cough syrup.

-The resident continued to have cough and
congestion.

-The facility had net administered any cough
syrup or an inhaler to her.

Telephone interview with Resident #5's
contracted pharmacy provider on 05/08/24 at
4:45pm revealed:

-The pharmacy recsived an order far Ventolin
HFA inhaler {used for shortness of breath) and
Chest Congestion Relief DM (a cough
suppressant and expectorant for congestion)
from the PCP on 05/03/24.

~The pharmacy sent the Ventolin HFA Inhater and
Chest Congestion Relief DM to the facility on
05103124,

Review of Resldent #5's May 2024 electronic
medication administration record (eMAR)
revealed there was no entry for Ventolin HFA
inhaler or Chest Congestion Relief DM for the
month of May.

{Observation of Resident #5's madications on
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hand on 05/08/24 at 10:00am revealed there was
no Ventolin HFA inhaler or Chest Congestion
Reliaf DM for the resident on the medication cart.

Interview with the Resident Care Coordinator
{RCC) on 05/08/24 at 4:50pm revealed:

-The facility received Resldent #5's Ventolin HFA
inhaler and Chest Congestion Relief DM on
05/03/24.

-Resldent #5's new medications should have
been on the eMAR and available to administer to
the resident on 05/03/24.

-The MAs were respansible for ensuring new
medications sent from the pharmacy wera
entered onto the eMARs.

Interview with the Administrator on 05/08/24 at
5:35pm ravealed:

-Resident #5's medications should have been
entered on the eMARs as soon as they were
received by the phammacy.

-The facility did not have a policy for entering in
new prescriptions onto the eMAR when they
came from the pharmacy.

-She expected the MAs to ensure new
medications sent from the pharmacy were
entered onto the eMARs.

Telephone interview with Resident #5's PCP an
05/08/24 at 4:30pm revealed:

-The resident was sean by her on 05/03/24,
-She prescribed Resident #5 Vantolin HFA inhaler
and Chest Congestion Relief DM.

-She sent the orders fo the phannacy on
05/03/24.

-If Residant #5 did not recelve her prescriptions,
the resident's cough and congestion could
worsen and she may need {o be sent fo the
haspital.
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The fzcility failed to administer madications as
orderad fo 3 of 7 residents observed during the
meadlcation pass on 05/08/24, including emrors
with rapid-acting insulin, an antipsychotic, and a
medicalion for acid reflux. Resident #3 missed
28 doses of OxycodanefAcetaminophen, a
narcollc paln smadication used {o relieve moderale
to sevare pain, after retuming from a
hospitallzation requiring surgleal removal of her
gall bladdsr. The resldent also {ook the
medlcation for chranic mea and leg paln, The
resident described her pain as a 7 on a seals
from 1-10 (with 10 being the most severe pain)
when she missed the doses of pain medication
and she required a hospltal emergency reom
(ER) visit on 03/29/24 due to the paln in her legs
and knees. The resident also naver recelved pm
(as needed) Oxycodane for up fo 5 days affer
refuming from {he hospital related to surgery.
The fallure of the facillty to edminister
medications as erdered resulted in serfous
physlcal harm and neglect and constifutes a Type
AT Viotatlon,

Tha facility pravided a plan of protaction in
accordance with 5.8, 131D-34 ¢h 05/08/24 for
this violation,

CORRECTION DATE FOR THE TYPE A1
VIOLATION SHALL NOT EXCEED JUNE 7,
2024,

10A NCAC 13F 1004 {i) Madication
Administration

10A NCAC 13F .1004 Medication Admlinlstration

{i) The racording of the administration on the
medlcalion administration recard shall be by the

D358

B 366
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slaff parson who adminfsters the medication -
Immediately following administration of the of Hhe vesident eciually
misdicalion fo the resident and observation of the Aaking the, mcdu ation ol QFD“L*
resident actually taking tha medieation and prior inlStradton
1o the administration of another resident's Prior “he adimind .
medicatlon. Pre-charting Is prohiblted. op W vesl dﬂl‘ﬁ"ﬁ meaiaiTon.
This Rule is not mat as evidenced by: .
Based on observations, interviews and record The C,Of“m(.mt‘l'}( hela a Sy
revlsws, the facllity falled to enstre medication — ' .E wd 5} 1‘
staff who administered medications actually Med - Tecl meedt
abserved 1 of 5 residants (#8) taking thelr | which-included
medications during the moming medication pass med-"Tech s i bl
observed in the special care unit (SCU)on - : Oﬂd view
05/06/24, an servi Cei: U .
‘ ne \T1€S - Ny N
The findings are: 2 C_Dmmm ¢ g cs
ol Cies and tre. speci
Revlew of the facllity’s Medication Administration . (i
Pallcies and Procedures with effective date of OF Qub HEde laF IOD!{- Cl\l
10/01/20 revealed the recording of the i1l ol
adminlstration on the medicatlon administration —ﬁ;& CDMW\U-N{"! will
racord (MAR) shall bs by the staff person who ) Cor U‘ZD ‘Z"l
administered the medication immediately monthly INSEY vites
follawing administration of the medication to the o) M B
resident and cbservation of the resident actually Med- Techs YO vew
taking the medication prior to the administration +o
of ancther resident’s medleation. PD“'C‘; s and pro ceduces,
Reviaw of Resldent #8's current FL-2 dated mnclude. ot not \\‘N’\td-ow?
04/05/24 revealad: veotic C
-Diagnosts included unspacified dementia, S C,hOWj&; na CO“t‘T
<The resident was documented as Intermittently +re, (roce ss for rosgis S
disorented.
-The resident was documented as having -l'hf’/ popcr p{OCCT."_i..H'é’S f i
wandaring behaviors, ﬂdlﬂ’li n»‘ Sl . in SULih, md
Revlew of Restidant #8's physiclan's order dated cadwint ; obsaw
04/29/24 revealed an ordar for Miralax 179 P‘I'DF ! S oy a
(grams) mived vih 8 ounces of flid onca dally pnd_docuimentaion of weduaion.
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ignee [@/l
hold for loosa stool. (Miralax is laxative used to |h€/ RC‘C’I M CD’ DC5 g Q) l Lf.
treat and prevent constipatian.) will eomp lede, twice wegk y
Revisw of Resident #8's May 2024 electronic ' : on pa S5 Obxrvctht DRSS
medication administration record {sMAR) mtdl Ca'h : .
revealed: 1o ensute that medication
=There was an entry for Miralax Oral Packet give . 11
17g one time a day, mix with 8 sunces of fluid rechnilians Qe doeerv
scheduled at 8:00am . : Y Lo {
v . ‘ I
-Miralax was dotumanted as adminlstorad from OLI | med fcahOns m' ‘12 Sreitd ba:j
05/02/24 - 05/08/24. e vesiderds ,
hﬂl‘@h D\I gcR)V'EJ will k,”,
Observation of the 8:00am medication pass in the N its entw
special cara unit {SCL) on 05/08/24 revealed: d [y Anciher
-Resldent #8 was sitting at a table with 3 other away an
restdents In the SCU dining room eallng S,
breakfast, W.S *
~There wera 2 personal care aldes (PCAs) sitiing 1 Cl'O'fl s (e
at the table providing feeding assistance to other T‘  Execuhve. Dive Dﬁ—"ﬂ‘
residents at tha table, he—' h eed L
<fhe medicatlon aide (MA) prepared moming . l ‘ cDm pld?f 0s [ +_
medications for Resident #8, including 17g of Wi 10 eng et tino:
Miralax mixed in water in a 7-otince cup. e&k'.l CJ(\CGK-S -
~The MA gave the resldent the cup with Miralax W \{ . . "l‘&chmﬂah Q’zﬁ }Z”
mixed In water fo tha resident to take his aral pills '{hf/ mccl! ca.'f'r oN '
at 8:38am. _ ng ot ol! reeds f}lVﬁ“
~The resident drank about half of the water with is e ] . \
Miralax and put the cup on the table. s enh C‘]'\[
=The MA did not attempt to have the resident ve g CARLE
drink the rest of the water with Miralax whils she Nau(mﬂ aW6N nd
was observing, bg% (s
~The MAwalked away from the resident and : piner pass-
stated she would come back to check on the b Cﬂlhﬂ “ﬂ on
rasidant later.

~The MA did not stay in the dining room to
obssrve the resident and did not notify the PCAs
there was medication In the residant's water cug,
<The MA left the dining room, went back to the
nurses’ station and to the madication cart,

-The MA prepared madications for another
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resident in the SCU and walked down the hall
away from the dining room.,

-The MA went in the last room on the right of the
hallway to administer medications to the other
resident

-The MA could not sea the dining room or
Resldent #8.

-The MA finlshed administering medications to
the other resident, walked back up the hallway
and returned to the medication cart to docurnent
administration of the medications.

-At 8:49am, the MA went back into the dining
room to Resident #8's table and retrieved the cup
that was used for Resident #8's Miralax.

-The cup with Miralax was empty.

Interview with the MA on 05/08/24 at 1:15pm
revealed;

-She was aware she was supposed to ohserve
residents take thelr medications.,

-She should have stayed and obsarved Rasident
#8 drink alt of the Miralax.

Interview with the Memory Care Director (MCD)
on 05/08/24 at 1:35pm revealed:

-The MAs had been trained and knew they ware
supposed fo observe all residents take all thelr
medicatlons.

-The MA should have encouraged Resident #8 to
drink all the Miralax while she was cbserving the
resident.

~The PCAs were not qualified MAs and not
qualified to observe resldents take their
medlcations.

Interview with the Administrator on 05/08/24 at
2:19pm revealed:

-The MAs had been trained to stay and observe
each resident take their madications.
-Resldent #8 was In the SCU and the MA should
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thave observed the resident drink afl tha Miralax.

Based on cbservations, Interviews, and record
review, it was determined that Resldent #8 was
not Interviewabls,

10A NCAC 13F .1008 (a) Controlied Substances D as2

10ANCAC 13F .1008 Controlled Substances

(a} An adult care homs shall assure a record of
contralled substances by documenting the
receipt, administration, and disposition of
conlrolled substances. These records shall ba
maintalned with the resident’s record in the facllity
and in such an arder that there can be eccrate
reconcifiation of controlled substances,

This Rula I3 not met as avidanced by
TYPE A1 VIOLATION

Based on observatiens, Intarviews, and record
reviews, the facility falled to ensure accurata 5
reconciliation of the administration of a controlied
substances for 1 of 4 samplad resldents (#3) who
missed muitiple doses of a controlled substance
used fo treat moderate to severe pain due to the
medication bolng missing, unaccounted for, and
unavaiiable for administration resutting in severe
pain for the resident,

The findings ara:

Revisw of the fecllity’s controlled substances
polleles and pracedures dated 10/01/20 revealed:
-ltwas the poliey of the facility to ensure the
special handling, storage, dlspasal, and record
keeping of controlied substances according to
applicable regulatery standards,

-Prior to the end of each shift, the authorized

Tidail dwoys bete folic
ad procadure, o the Comns
0 neswe . Yelord of Confroed
subbstances By documenting ¥
recgipt, Ghministiation, addisp
of controtted Sulsinces. Thed
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associate thatwas reporting off duty would count whenevesr o megdicahion s
the controlled substancas with the authorized ) .
associate who was reporting on duty, admnistered tne M AR, Nawveohe.
=t 1he event the count did not match the - . :
controllad substances on hand, the Health ang GW’and pl ‘[56\':: W all ref ecyt-
Waellness Director (HWD) would be notified Odmi B\i adion .
immadiately. PVOPCI"
=The HWD was responsibio for Invastigating . ;
discrepancies to determine the cause of such lﬂ ond v o mdfcg_ is oy
accumences, & u COMW\U.T\.\ v vnee C.,
Reviaw of Resldent #3's current FL-2 dated Ztbinours e medicohon
03/06/24 revealed: '{'h in _
-Diagnoses Included chronic pain, fmcu:ire of the wi| \ b& pU.“Cd Qﬂd p\a_c,&d n (_flﬂqlﬂ-’-
shoulder, fraclure of the femur, Immobility ‘ b oX
syndroms, and morbld abesity, 0. Segure. drop, (OCEC
~There was an order for 1:\
Oxycodons/Acetaminophen Smp/325mg take 1 urder doubles 1o k.. e St
tablat evary 6 howrs, )
(Oxycodane/Acetaminophan Is a controlled unfil refurned . ol
substance used to freat moderate to severs e ch MOD l Dgsgnee woilf} U[ l
— Oheak. fhis douly O ensur
Reviow of Residant #3's Resident Register C< ore, QLLDuYEd for.
revealed the resident was admitted {o the facllity oil meO'h S |
on 03/06/24, ) C. COU
Prytime:Hhe. nareoh '
Raview of Resident #3's incident report dated ) oned Jeol ! Dz g nese.
04/02/24 at 10:08am revealed: 15 DF‘p e W
~The resident was sent fo tha emergency room i nﬁbm\ e ’RC,C, MCO Ddsgmee.
{ER) on 03112124 and initially, shs was not Wik | . i
supposed to retum to the faclllty. "“'\ a'I" e Wmh& Coun 1S
=The resident returned from the hospltal en - Neds catr b
Tuesday night, 03/26/24, at almost 10:00pm. o missi ang.the
=The resident did not have any of her i be. dotined o, - 125_ =
Oxycodone/Acetaminophen 5/325mg tablets W il
avaliable for adminlstration, oo Ihe, ReC|MeD| Designee. v
~The resident's Oxycodone/Acatam nophen. . .
5/325mg tablets should hiave been In the -'r‘(E/ Phﬂme'y.! il and lefsl ag
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medicatlon carl bacausa all of her other
madications were st &t the facility,

~The facility reached out te the primary care
pravider (PCP} through telemed and reguested =
refill for the medication on Wednesday, 03/27/24,
once it was discovered there was none in the
facility.

=Theay sant ovar an order for a 3-day supply to the
pharmacy to hold her over until tho PCP came to
the facilily on Friday, 03/29/24.

-The MA reporled on Thursday, 03/28/24, that the
medication was still net in the facility.

-The MAwas told to get the PGP to wiite a full
presctiption on Friday, 03/29/24, once the PCR
was In the facility.

-The PCP wiote a new prescription on Friday,
03/28/24, and on Saturday, 03/30/24, the
medication was stiil not in the facilify.

~The pharmacy was contacted and the pharmacy
reporied the rasident could not get tha medicatfon
filled until 03/31/24,

~-The medication was delivered on Q4/01/24,

~The pharmacist reported no medicalions had
been sent back to the pharmacy.

<Thare wara 120 Qxycodone/Acelaminophen
6/326mg tablats dellverad fo the facility on
03/0B/24,

-On 03/11/24, the resident had 110 pills remaining
whoen & cart audit was completed.

=All MAs were asked about the missing pills and
no one ceuld explaln what happened to the
medication.

~The Administrator and the corporate office were
contacted.

=A health care parsonne! ragistry (HCPR) report
was dons and the provider and pelice wara
contacted.

=No Injuries were obsarved at the time of the
incident,

~No witnasses were found.
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-The person who prepared the incident report
was docurnented as the Administrator,

Review of a HCPR 24-hour and 5-day report
dated 04/01/24 revealed:

-The allegation was diversion of facility drugs.
-There ware approximately 108
Oxycodone/Acataminophen &/325mg tablets
missing for Resident #3,

Review of Resident #3's tospital dischargs
summary dated 03/26/24 revealed:

~The resident was admitted to the hospital on
0312/24 and was discharged on 03/26/24.
-The resldent required a surgical procedure to
remove her gall bladder.

-There was an order to continue taking
OxycadonefAcetaminophen 5/325mg.

Review of Resident #3's March 2024 electronic
medication administration record (eMAR)
revealed:

~There was an entry for
Oxycodene/Acetaminophen 5/325mg give 1
tablet every 6 hours for pain scheduled for
2:00am, 8:00am, 2:00pm, and 8:00pm,

~There were 12 doses of
OxyoodonefAcelamincphen 6/325mg
documented as administered from 03/08/24 -
03112424 (2:00am} prior to the resident being
admitted to the hospital on 0312124,
-OxycodonefAcetaminophen was documented as
not being administered fror 8:00am on 03/12/24
through 8:00pm on 03/26/24 due to the resident
being hospitalized.

-Oxycodone/Acetaminophen was documented as
not being administered from 2:00am on 03/27/24
through 8:00pm on 03/31/24 due to medication
not In stock, except from 8:00pm on 03/29/24
through 2:00pm on 03/30/24 when the resident
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was documented as hospitalized.

-Thare was a total of 17 doses of
Cxycodone/Acetaminophen documented as not
being administered from 03/27/24 - 03/31/24 due
to the medication being unavailable.

Review of Resident #3's electronic progress
notes for March 2024 revealed:

-Resident #3 returned to the facility from the
hospltal on 03/26/24 at 9:55pm.

-0n 03/29/24 at 8:24pm, the resident was
complaining of abdominal and leg pair; the
resident was given a prn {as needed) Gabapentin
(used fo treat nerva pain) but it was ineffective.
-About 1 hour later, the resident asked to be sent
{o the hospital so emergency medical servicas
(EMS) was called.

-0n 03/30/24 at 8:46pm, the resident stated she
could not sleep due to not having her
QOxycedons/Acetaminophen.

-On 03/31/24 at 1:13pm, staff documented the
Oxycodone/Acetaminophen was not at the facility.
-On 03/31/24 at 7:26pm, staff documented they
were waiting for a2 new order.

~0n 04/01/24 at 1:16pm, staff documeanted the
Oxycedone/Acetaminophen should be in that
night.

-On 04/01/24 at 5:27pm, the resident stated she
was having pain in her left leg; a prn medication
was given {(name of medication not specified);
resident alse stated none of her pain medications
were working.

-On 04/03/24 at 2:41am, (after the resident
started back recelving
Oxycodene/Acetaminophen on 04/02/24), staff
documented the resident was not having pain and
resting.

Review of Resldent #3's April 2024 eMAR
revealed:
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-There was an entry for
Oxycodone/Acetaminophen 5/325mg give 1
fablet every 6 hours for pain scheduled for
2:00am, 8:00am, 2:00pm, and 8:00pm.
-Oxycodons/Acetaminophen was documented as
not belng administered from 2:00am on 04/01/24
through 8:00pm on 04/01/24 due {o tha
medication being unavailable,
-Oxycodore/Acetaminophen was dosumeanted as
not being administered at 2:00am on 04/03/24
due to the resident not having pain and resting.
-Oxycodone/Acetaminophen was documented as
hot being administered from 8:00am on 04/05/24
through 8:00pm on 04/06/24 due {o medication
being ordered from the phammacy and not arrived
yat and resident ran out of medication,
medication had been ordered.
-OxycodonefAcetaminophen was documented as
not being administerad at 2:00am on 04/10/24
due to the resident resting and not comptaining of
pain.

-There was a total of 2 doses of
Oxycodone/Acataminophen documented as not
being administered due to the resident rasting
and not having pain.

-There was a fotal of 11 doses of
Oxycodone/Acetaminophen documented as not
belng administered from 04/01/24 - 04/05/24 dus
ta the medication being unavailable,

Review of Resident #3's controlled substance
record (CSR) for Oxycodone/Acetaminophen
5/325mg dispensed on 03/08/24 revealed:
~There were 120 Oxycodone/Acetaminophen
513258mg tablets dispensed and received on
03/08/24.

-Tha first dose was documented as administered
on 03/09/24 at 2:00am and the last dose
documented was on 03/12/24 at 2:00am, leaving
a balance of 108 tablets.
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~There were no doses of
Oxycodone/Acetaminophen docutmented as
administered from 8:00am on 03112124 through
8:00pm on D4/01/24 (resident was hospitalized
from 03/12/24 - 03/26/24).

~There was no documentation on the CSR to
reconcile and account for the remaining 108
tablets of Oxycodone/Acetaminephen 5/325mg
tablets that were dispensed on 03/08/24.

Review of Resident #3's CSR for
Oxycodone/Acetaminophen 5/325mg dispensed
on 03/31/24 revealed:

~There were 12 Oxycodone/Acetaminophen
5/325mg dispensed on 03/31/24 and receivad on
04/02/24,

~The first documented dose used from this supply
was 04/02/24 at 2.00am and the last dose was
documented as administered on 04/05/24 at
2:00am, leaving a balance of D.

Review of Resident #3's CSR far
Oxycodone/Acetaminophen 5/325mg dispensed
on 04/06/24 revealed:

-There was a third CSR for 120
OxycodonefAcetaminephen 5/328mg tablets
dispensed on 04/06/24 and racsived date not
documented.

~The first documented dose from this supply was
04/07/24 at 8:00am and the [ast dose
documented was 05/07/24 at 8:00am, leaving a
balance of 4 tablats.

~There were no doses of
Oxycodone/Acetaminophen documentod as
administered from 8:00am on 04/05/24 through
8:00pm on 04/06/24.

Review of the controlied substance shift count
sheets for the assisted living (AL) side of the
facility revealed:
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-There was a sheet with dates ranging from
03/24/24 - 04/01/24 with no discrepancies for the
shift counts documented.

-There were 14 occasions that only one staff
(off-going or oncoming) signed the shift count
sheets.

-There were 10 shifts where staff failed to
document whethar the count was correct

-No shift count was documented as being done
on 03/31/24 at 3:00pm.

Observation of Resident #3's medications on
hand on 05/07/24 at 10:45am revealed:
-Thare was a supply of
Oxycodone/Acetaminophen 5/325mg tablets
dispensed on 04/06/24.

~There were 4 of 120 tablets remaining,

Review of Resident #3's pharmacy dispensing
record dated 03/01/24 - 05/07/24 revealed:
-There were 120 Oxycodens/Acetaminophen
5/325mg tablets dispensed on 03/08/24.
~There were 12 Oxycodone/Acetaminophen
5/326mg tablels dispensed on 03/27/24,
-There were 120 Oxycodone/Acetamincphen
5/325mg tablets dispensed on 04/06/24.

Review of Resident #3's PCP triage note dated
03/27/24 revealed:

-The resident just came back last night from the
hospital after gall bladder surgery.

-The resident did not have any pain medication
because the hospital did not send any hard
prescriptions.

-The on-call triage provider ordered a 3-day
emergency supply of Oxycodone/Acetaminophen,
-The facility was to follow-up with the PCP for a
full prescription before the 3-day supply ran out.

Reaview of Resldent #3's ER visit note dated
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03/29724 revealed:

-The resident arrived {o the ER on 03/29/24 at
8:23pm with complalnt of knee and leg pain.
-The resident had difficulty ambulating and
intermittent worsening of knee pain.

-The resident started having sharp knee pain last
night.

-The resident was diagnosed with chrenic knee
paln and sent back to the facility.

Telephone interview with a pharmacy technician
on 05/08/24 at 3:15pm revealed:

-An electronic prescription for
Oxycodene/Acetaminophen 5/325mg was sent {o
the pharmacy on 03/29/24 at 12: 11pm by
Resldent #3's PCP.,

-The 03/29/24 prescription for the
Oxycodone/Acetaminophen 5/325mg was profiled
only until it could be filled.

-The ariginal fill date for the
Oxycodone/Acetaminophen 5/325mg was
D3/08/24 and 120 tablets were delivered to the
facility on 03/08/24 at 11:36pm.

-The 120 tablets that had been deliverad io the
facility on 03/08/24 should have been enough to
get Resident #3 through 04/06/24 and she was
not sure why the resident needed the 3-day
supply that was requested on 03/29/24.

-The first day that Resident #3's insurance would
pay for Oxycodone/Acetaminophen $/325mg
again was 03/31/24.

-0On 04/02/24, 12 tablets of
Oxycodone/Acetaminophen 5/325mg were
delivered to tha facility.

-The pharmacy was not made aware by tha
facility that it was an emergency situation and if
they had been notified the
Oxycodone/Acstaminaphen 5/325mg could have
been delivered on a Sunday.
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Telephone interview with the Pharmacy Manager
at the facility's contracted pharmacy on 05/08/24
at 4:51pm revealed:

~They had not recelved any retum of Resident
#3's 108 unaccounted for
Oxycodone/Acetaminophen 5/325mg tablets.
~There was no documentation that any supply of
Resident #3's Oxycodona/Acetaminophen
5/325ma tablets had been returned to the facility.

Interviews with Resident #3 on 05/02/24 at
10:00am and on 05/07/24 at 9:20am revealed:
-When Resident #3 returnad to the facllity on
J26/24, she had a lot of pain in her right leg.
-She described her pain as a 7 on a scale from
1-10 {with 10 being the most severe pain) when
she returned to the facility from tha hospital,
-When she asked for anything for pain she was
told by the medication aides (MAs) that her
OxycodonefAcetaminophen £/325mg {ablets
were missing and she had no orders for pain
medications, therefore, she could not get
anything for tha pain.

-A few days after retuming to the fagility, she had
a telehealth visit with the PCP and was given an
arder for Oxycodonef/Acetaminophen 5/325mg.
-0On 03129124, sha asked to ba sent to the local
ER dus to being in a Iot of pain in her right leg.
-She thought the pain in her right left might have
been a blood clot.

-It was a while before she was given anything for
pain from the facility staff.

Interview with a MA on 05/08/24 at 9:30am
revealed:

-0On 03/12/24, Resident #3 was given one
Oxycodone/Acetaminophen 5/325mg tablet at
2:00am, the CSR was completed, and the
remalning medication was put back In the locked
box in the medication cart.
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-She was told by the Resident Care Coordinator
(RCC) that Resident #3 would not be returning to
the facility some time after the resident was
admitted to the hospital on 03/12/24.

-She was not sure who pulled Resident #3's
medications from the medication cart.

-She knew they had been pulled because she
saw them in the medication room on the countar.
-She had not noticed if the
Oxycodone/Acetaminephen 5/325mg medication
was on the counter as wall.

-When Resldent #3 retumned she was infotmed by
the on-call supervisor that it was okay for the
resident to be given her prescribed medications;
all the medications were in the facility except for
the Oxycodone/Acetaminophen 5/325mg.

-She was never asked directly about the missing
Oxycodone/Acetaminophen 5/325mg.

-She heard about it in passing about fwo waeks
later.

-The night Resident #3 came back into the
facility, the resident was in pain, asked for pain
medication, but there was nothing to give her.

Interview with a second MA on 05/07/24 at
9:30am revealed:

-The MAs did controlled substance counts and
the end of each shift.

-This was supposed to include all contrelled
substances In the medication cart.

~There ware some missing pills a few months ago
for Resident #3.

-She was not at the facility when the pills were
missing so sho had not administered any of the
Oxycodone/Acstaminephen to the residant.
-She was not aware of any other missing
controlled substances or discrepancies.

Interview with a third MA on 05/07/24 at 10:15am
revealed:
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~The MAs did controlled substance counts each
shift

-Resident #3's Oxycodone/Acetaminophen was
on hand and available when she last
administered it but she could not recall the date.
~She could not recall if Resident #3's
Oxycodone/Acetaminophen was in the
medication carf and being coaunted during shift
counts while the resident was in the hospital.

Interview with the Assistant Resident Care
Coordinator {(ARCC) on 05/08/24 at 8:35am
revealed:

-A couple of days after Resident #3 was sent {o
the ER on 03/12/24 and admitted to the hospital,
she was informed that after discharge from the
hospital the resldent would be dischargedto a
skilled nursing facility,

-8he was not sure why Resident #3 had to be
discharged to a skilled nursing facility.

-The RCC asked a former MA, to take all of
Resident #3's medications from the medication
cart

-She was not sure if that had been done.

-There was nothing to show if tha medications
had been taken off the cart or if they had besn
sent back o the pharmacy,

-Resident #3's maintenance medications were
still on the counter in the medication room,
howaver, the Oxycodone/Acetaminophen
5/325mg was not there,

~She had no knowledge of who handled the
Oxycodone/Acetaminophen 5/325mg last,

-No ona in the facility had knowledge of anything
“being off “with the OxycodonefAcstaminaphen
£/325mg until Resldent #3 came back to the
facility on 03/26/24,

-A supervisor should have checked behind the
MAs to make sure Resident #3's medlcations had
been pulled and properly disposed of.
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Intarview with the RCC on 05/08/24 at 11:10am
revealed:

-When Resident #3 was in the hospital in March
2024, she had taken Resident #3's regular
medications out of the medication cart but Ieft the
Oxycodone/Acetaminophen 5/325mg in the
locked box in the medication cart

-~The regular medications were put in the
madication storage room.

-She planned on sending the medications back to
the pharmacy but sha never got around to it.
-She did not know the timeframe in which the
medications should have been sent back to the
phammacy.

-MAs could send medications back to the
pharmacy but none of the MAs were instructed to
send Resident #3's medications back.

-She felt the Oxycodonef/Acetaminophen
§/325mg would be safe in the medication cart as
they were in the controlled substancs locked box.
~The CSR for Resident #3's
Oxycodone/Acetaminophen was siill in the C8
book on the medication cart.

-The MAs wera responsible for doing controlied
substance counts prior to changing shifts and
exchanging the medication cart keys.

~-The MAs should have reported any
discrepancies to her, but none were reported.
-The MAs should have continued to count the
Oxycodone/Acetaminophen §/325mg at the
change of each shift even though the residant
was out of the facllity.

-If the MAs wera counting the
Oxycodone/Acetaminephen 5/325mg at each
shift change, the missing medication should have
been identified soonar.

-8he had np idea the Oxycodone/Acataminophen
5/325mg was missing until Resident #3 returned
to the facility on 03/25/24,
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-Bhe thought Resident #3 was Just out of the
Oxycedone/Acstaminophen 5/325mg or that they
had been sent back to tha pharmacy.

-She was not sure if Resident #3 received any
medication for pain while she was waiting for the
Oxycodone/Acetaminophen 5/325mg to be
delivered.

-On Wednesday, 03/27/24, she requested a refill
of the Oxycodone/Acataminophen 5/325mg
through the PCP's telemed system.

-She was notified on Thursday, 03728/24, by a MA
that Resident #3's Oxycodone/Acetaminophen
5/325mg had not been delivered to the facility.
-Resldent #3's PCP wrote a prescription for
Oxycodone/Acetaminophen 5/325mg on Friday,
03/29/24.

-Resident #3's OxycodonefAcetaminophen
5/325mg was still not delivered on Saturday,
03/30724.

~She called the pharmacy to find out why the
Oxycodone/Acetaminophen 5/326mg had not
been deliverad.

-She was Informed by the pharmacy it was tao
early for the Oxycodone/Acetaminaphen 5/325mg
to be filled, the earliest it could be filled would be
03131724,

-She was informed by the pharmmacy that none of
Resident #3's medications including the
Oxycodone/Acataminophen 5/325mg had been
sent back to the pharmacy.

[nterview with Administrator on 05/08/24 at
4:03pm revealed:

-She was made aware on 04/01/24 by the RCC
that Resident #3's Oxycodone/Acetaminophen
5/325mg could not ba found.

-She was not aware Resident #3 had missed
taking any of her pain medications until the RCC
made her aware on 04/01/24.

-The RCC had taken Resident #3's regular
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medications off the medication cart, however, the
Oxycodone/Acetaminophen 5{325mg tablats
were left in the locked box in the medication cart
where the RCC felt they would be safe.

-The RCC erdered Resldent #3 more
OxycodonefAcetaminophen 5/325mg the next
day after she returned to the facility from the
hospital but they never came.

-She could not answar why the MAs wera not still
counting the Oxycodone/Acetaminophan
5/325mg every shift since the CSR and
Oxycodone/Acetaminophen 5/325mg were still on
the medication cart,

-The MAs should have still been counting the
Oxycodone/Acetaminophen 5/325mg since the
CER was still on the cart.

Talephana interviaw with Rasident #3's PCP on
05/08/24 at 4:05pm revealed:

-She conducted a telehealth visit with Resident #3
on 03/29/24.

-Resident #3 complained of pain in her back,
shoulder, knees and legs.

-0On 03/29/24, she wrote a prescription for a 3-day
supply (12 tablets) of Resident #3's
Oxycodone/Acetaminophen 5/325mg.

-Bafore the telehealth visit on 03/29/24, she was
not nofified the resident was not receiving
Oxycodone/Acetaminophen for pain.

-She was not made aware of the missing
Oxycodone/Acetaminephen 5/325mg tablats.
~-The missed Oxycodons/Acetaminophen
5/325mg would cause Resident #3 mora
discomfort and pain,

The facility failed to ensure accurate
recongiliation and aceountability for Residant #3's
Oxycodone/Acetaminophen, a controlled
substance used to treat moderate to severe pain.
Resident #3 had chrenic leg and knee paln and
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had an order to take Oxycodone/Acetaminophen
scheduled avery 6 hours. When the residsnt
returned from a hospitallzation requiring surgery
to remove her gall bladder on 03/26/24, thero
were 108 Oxycodone/Acetaminophen tablels
missing and unavallable for administration,
rasulting In multiple missed doses and the
resident having sevsre pain and requising an
emergancy room visit on 03/29/24 for leg and
knee pain. The failure of the facllity to accurately
account for and reconcile the controlled
substance resulted in sefious physical harm and
neglest and constitutes a Type A1 Violation,
The facility provided a plan of protection In
accordance with G.8. 131D-34 on 05/08/24 for
this viotafion, . +0
0 Ll
GORRECTION DATE FOR THE TYPE A1 -+ sl condiny cedire.
VIOLATION SHALL NOT EXGEED JUNE 7, & ohey and pro
2024, be the P ‘ n
of the. community P | Wi
D 39% 10A NCAC 13F 1008 (h) Controlled Substance D398 1‘ed
all Knowin O SUSPEE
10 NCAC 13F .1008 Controlled Substance drug dversons pe veporied 10
{h} The facility shall ensure that 2l known drug Wﬂ ey, (ol
diversions are reported to the pharmacy, local law +ne.- jocal tf‘l' ¥ Y
enfarcement agency and Health Care Personnsl Corement ar. he
Reglstry as required by state law, and that el low €n ‘
suspected drug dlversions are repotied o the ¢ repn e
pharmacy. Thera shall ba documentation of the H‘CG—H"” Ca < e
coninet and action taken. qu‘sh(\{ .
pr——
The RCC/MeD| Deagnee il
will veport ol suspected| U2ty
or Knpwn dn) diversons
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This Ruls (s not met as evidsnced by:

Based on Inferviews and record reviews, the
facifty falled to ensure a suspectad drug
diversion of 108 tablsts of a controlled substanca
used o treat modsrate to severe painfor 1 of {
resldent (#3) was raported 1o the faclllty's
contracted phamacy.

The findings ere:

Review of the facility's confrolled substances
policies and procedures dated 10/01/20 revealad:
-The facllity would ensure that all known drug
diversions wera reported fo the phamacy, local
law enforcament agency, and Health Care
Personnel Reglstry (HCPR) a5 required by state
law, and that all suspected drug divarsions were
rapotted {o the pharmacy.

<There would be documentation of the eanfact
and action taken.

Review of Resident #3's currant FL-2 dated
03/06/24 revealed:

-Diagnoses included chronle pain, fracture of the
shoutlder, fracture of the famur, immobility
syndrome, and morbid obssity.

~There was an order for
Oxycodons/Acetaminophen Smaf325my take 1
tablet evary 6 hours,
(Oxycodone/Acetaminophen s a controlled
substance used to treat moderate to severe
paln.)

Review of Resldent #3's incident report datad
04102724 at 10:06am revealed:

=The resident was sent to the emargency roosm
{ER) on 03/12/24 and initially, she was not
suppesed 1o return fo the faclllty,

~Tha resident returnad from the hospital on
Tuesday night, 03/26/24, at almost 10:00pm,
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-The resident did not have any of her
Oxycodone/Acataminophen 5/325mg tablets
available for administration,

-The resident's Oxycodone/Acetaminophen
5{325mg tablets should have been in the
controlled substance locked box In the
medication cart because all of her other
medications ware still at the facility.

-The facility reached out to the primary care
provider (PCP} through telemed and requested a
refill for the medication on Wednesday, 03/27/24,
once it was discovered there was none in the
facllity.

-Thay sant over an order for a 3-day supply to the
pharmacy to hold her over until the PCP came to
the facility on Friday, 03/29/24.

-The medication alde (MA) reported on Thursday,
03/28/24, that the medication was still not in the
facility,

-The MA was told to get the PCP to write a full
prescription on Friday, 03/29/24, once the PCP
was in the facility.

-The PCP wrota a new prescription on Friday,
03/29/24, and cn Saturday, 03/30/24, the
medication was still not in the facility.

-The pharmacy was contacted and pharmacy
raported the resident could not get the medication
filled until 03/31/24.

~The medication was delivered on 04/01/24.

-The pharmacist reporied no medications had
been sent back to the pharmacy.

-There were 120 Oxycodone/Acetaminophen
5/325mg tablets delivered to the facility cn
03/08/24.

-On 03/11/24, tha resident had 110 pills remaining
when a cart audit was completed.

-All MAs were asked about tha missing pills and
no ane could explain what happened to the
medication.

-The Administrator and the corporate office were
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contacted.

-A HCPR report was done and the provider and
police were contacted.

-No injuries were observed at the time of the
incident.

-No witnesses were found.

-There was no documentation that the facility's
contracted pharmacy was nofified of the
suspected drug diversion.

-The person who prapared the incident report
was documented as the Administrator.

Reviaw of a 24-hour HCPR Initial Allegation
Report dated 04/01/24 revealed:

~The allegation was diversion of resident drugs.
~The date of the incident was documented as
04/01/24 at 5:00pm.

-The accused individual information was blank
with no one documented as accused.

-The allegation description included there were
approximately 108 Oxycodone/Acetaminophen
5/325mg tablets missing for Resident #3.

-It was documented there was reasonable
suspicion of a ciime, and the incident was
reported to the [ocal police depariment on
04/01/24 at 6:30pm.

-There was no documentation that the suspected
drug diversion was reported to the facility's
contracted pharmacy.

-The report was signed by the Administrator and
dated 04/01/24.

Review of a 5-day HCPR Investigation Report
dated 04/05/24 revealed:

~The accused individual was documeanted as
"unknown".

-The zllegation was diversion of resident drugs.
-The date of the incident was documented as
04/01/24 at 5:00pm.

-The allegation description included there were
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approximately 108 Oxycodone/Acetaminophan
5/325mg tablets missing for Resident #3.

-There were no witnesses documented.

-The allegation was documented as substantiated
by the Adménistrator, hut the facility was unsure
who took the medication.

-The incident was reported to the local county
Department of Social Services (DSS) on 04/03/24
and local law enforcement on 04701724,

-There was no doccumentation the suspected drug
diversion was reported to the facility’s contracted
phamacy.

-The report was signed by the Administrator and
dated 04/05/24.

Interview with the Resident Care Coordinator
(RCC) on 05/08/24 at 11:10am revealed:

-When Resident #3 was in the hospital in March
2024, she had taken Resident #3's ragular
medications out of the medication cart but left the
Oxycodone/Acetaminophen 5/325mg in the
tocked box in the medication cart.

-She planned on sending the medicatlons back,
to the phammacy however, she never got around
ta it

-She had no idea the Oxycodone/Acetaminophen
5/325myg tablets were missing until Resident #3
returned to the fagility on 03/26/24.

~At first, she thought Resident #3 was just out of
the Oxycodone/Acetaminophen 5/325mg or that
they had been sent back to the pharmacy by a
MA.

-On Wednesday, 03/27/24, she requested a refill
of the OxycodonefAcetaminophen 5/325mg
through the PCP's telemed system.

-She was nolified on Thursday, 03/28/24, by a MA
that Resident #3's Oxycodone/Acetaminophen
5/325mg had not been delivered to the facility.
~Resident #3's PCP wrota a prescription for
Oxycodone/Acetaminaphen 5/325mg on Friday,
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03/29/24.

-Resident #3's Oxycodone/Acetaminophen
5/325mg was still not delivered on Saturday,
03/30/24.

-She called the pharmacy to find out why the
Oxycodone/Acetaminophen 5/3258mg had not
heen delivered.

-She was Informed by the facility's contracted
phamaey that it was too early for Resident #3's
Oxycodone/Acetaminephen 5/325mg to ba filled;
the earliest it cauld be filled was 03/31/24.

-She was informed by the facility’s contracted
pharmacy that none of Resident #3's medications
including the Oxycodone/Acetaminophan
5/325mg had been sent back to the pharmacy.
-She did not nolified the pharmacy of the missing
and suspected drug diversion of Resident #3's
Oxycodone/Acataminophen 5/328mg tablats
because she did not know it needed to be
reperted to the phanmnacy.

Inferview with Administrator on 05/08/24 at
4:03pm revealed:

~-She was made awars on 04/01/24 by the RCC
that Resident #3's Oxycodene/Acetaminophen
5/325mg could not be found,

-She was not aware Resfdent #3 had missed
taking any of her paln medications until tha RCC
made her aware on 04/01/24.

-She had no idea what happened Resident #3's
Oxycodone/Acetaminophen 5/326mg tablats.
-The RCC notified Resident #3's PCP of the drug
diverslon,

-She called local law enforcement and the
facility's corporate office and made them aware of
the drug diversion.

-She thought she had called the facility's
contracted pharmacy and notified the of the drug
diversion but she had nof documentation of the
notice to the phamacy.
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Telephone interview with a pharmacy technician
orn 05/08/24 at 3:15pm revealed:

-An electronic prescription for
Oxycodone/Acetaminophen 5/325mg was sent fo
the phamacy on 03/25/24 at 12:11pm by
Resident #3's PCP.

~The 03/28/24 prescription for the
Oxycodone/Acetaminophen 5/325mg was profiled
only until it could be filled.

~The original fill date for the
Oxycodone/Acetaminophen 5/328mg was
03/0B8/24 and 120 tablets were delivered to the
facility on 03/08/24 at 11:36pm.

-Tha 120 tablets that had bean delivered {o the
facility on 03/08/24 should have been enough to
get Resldent #3 through 04/06/24 and she was
not sure why the resident needed the 3-day
supply that was requested on 03/29/24.

-The first day Resident #3's insurance would pay
for any Oxycodone/Acetaminophen 5/325mg
again was 03/31/24.

-On 04/02/24, 12 tablets of
Oxycodone/Acetaminophen 5/325mg were
delivared to the facility.

-The pharmacy was not made aware by the
facility that it was an emergency situation and the
medication was missing; if they had been nofified
the Oxycodone/Acetaminophen 5/325mg could
have been delivered on a Sunday, 03/31/24.

Telephone interview with the Phammacy Manager
at the facility's contracted pharmacy on 05/08/24
at 4:51pm revealed:

-Nona of Resident #3's
Oxycodone/Acetaminophen 5/325mg tablets had
been retumed to the phammacy.

~The phamacy had not received notification of
the missing and suspected drug diversion of
Resident #3's Oxycodone/Acetamincphen
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5/325mg tablets.
~The only call the pharmacy recelved about the
suspacted drug diversion was that moming,
05/08/24.
-Someone from the facility called that moming,
05/08/24, and wanted documentation that the
facllity had called the pharmacy about the
suspected drug diversion of Resident #3's
OxycodonefAcetamincphen 5/325mg tablets.
-There was no documentation of the facility
notifying the pharmacy of the suspected drug
diversion.
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