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Initial Comments

The Adult Care Licensure Section and the
Buncombe County Department of Social Services
conducted a biennial survey on February 5, 2015
and February 6, 2015.

10A NCAC 13G .1004(j) Medication
Administration

10A NCAC 13G .1004 Medication Administration
() The resident's medication administration
record (MAR) shall be accurate and include the
following:

(1) resident's name;

(2) name of the medication or treatment order;
(3) strength and dosage or quantity of
medication administered;

(4) instructions for administering the medication
or treatment;

(5) reason or justification for the administration of
medications or treatments as needed (PRN) and
documenting the resulting effect on the resident;
(6) date and time of administration;

(7) documentation of any omission of
medications or treatments and the reason for the
omission, including refusals; and

(8) name or initials of the person administering
the medication or treatment. If initials are used, a
signature equivalent to those initials is to be
documented and maintained with the medication
administration record (MAR).

This Rule is not met as evidenced by:

Based on observation, interview and record
review the facility failed to assure staff accurately
documented the administration of (Fosamax) on
the medication administration records (MAR) for
1 of 3 residents (Resident #3).

The findings are:
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Review of Resident #3's current FL2 dated
2/28/14 revealed diagnoses of diabetes mellitus
type 2, memory disturbance / loss,
gastroesophageal reflux disease, hypertension,
major depressive disorder, alcoholism and
tobacco dependence.

Medication orders on the current FL2 dated
2/28/14 revealed Boniva (used to prevent and
treat bone loss) 150mg once every month.

Review of Resident #3's record on 2/5/15
revealed:

-A written note from the facility to Resident #3's
physician on 6/10/2014 stated "insurance will not
pay for Boniva ...please discontinue or change."
-A copy of a prescription dated 6/11/14 for
Fosamax 70mg once per week.

Review of Resident #3's November 2014 MAR on
2/5/15 at 10:30am revealed documentation of
Fosamax being administered on 11/5/14,
11/12/14 and 11/19/14.

Review of Resident #3's December 2014 and
January 2015 MAR on 2/5/15 at 10:30am
revealed there was no documentation of
Fosamax being administered.

Review of Resident #3's February 2015 MAR on
2/5/15 at 10:30am revealed documentation of
Fosamax being administered on 2/4/15.

Interview with Resident #3 on 2/5/15 at 9:40am
while on the initial tour revealed no medication
administration issues or concerns.

Interview with Supervisor in Charge (SIC) on
2/5/15 at 12:35pm revealed Resident #3 was in
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and out of the facility multiple times in November
2014, December 2014 and January 2015.

Review of Resident #3's record revealed
documentation of her being out of the facility
from:

-11/25/14 until 12/2/14.

-12/19/14 until 1/13/15.

Interview with SIC on 2/5/15 at 1:50pm revealed:
-She administers medications for all 3 facilities.
-She strives for accuracy of the MAR's.

-"l always check my MAR's and honestly feel this
was a documentation mistake."

-"l would have given the medication, | just didn't
sign the MAR."

Interview with Resident #3 on 2/5/15 at 1:55pm
revealed:

-She knows her pills and medications.

-She self-administers her medications when away
from the facility.

-She is a "fanatic about taking my pills" when
away from the facility and would have taken the
medications that the facility sent home with her.

Interview with a representative from the facility's
contracted pharmacy on 2/5/15 at 2:00pm
revealed:

-A four week supply of Fosamax was delivered to
the facility on 11/26/14.

-A four week supply of Fosamax was delivered to
the facility on 2/2/15.

Interview with Administrator and SIC on 2/6/15 at
9:30am revealed:

-Fosamax was not on the list of medications
given to Resident #3 when she left the facility on
12/19/15.

-Resident #3 was scheduled to receive Fosamax
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on Wednesday, 12/24/14.

-Resident #3 was scheduled to return to the
facility before 12/24/14.

-When Resident #3 did not return to the facility as
scheduled there was one pill remaining in the
11/26/14 bubble pack.

-Administrator stated Resident #3 would have
been administered the 12/24/14 dose of Fosamax
on 1/14/15.

-Resident #3 would have missed 5 doses of
Fosamax (12/24/14, 12/31/14, 1/7/15, 1/21/15,
and 1/28/15).

-SIC stated it was "her error" for not documenting
on the MAR and not reordering the Fosamax until
1/26/15.

Observation on 2/6/15 at 9:30am of list of
medications sent home with Resident #3 revealed
Fosamax was not on the list.

Interview with the Administrator on 2/6/15 at
9:50am revealed:

-Checking the MAR for accuracy is the
Administrator's responsibility.

-At her last chart audit she did only checked the
December 2014 or January 2015 MARs, checked
only the February 2015 MAR.

Observation of Resident #3's medications on
hand at the facility on 2/6/15 at 10:00am revealed
3 of 4 Fosamax 70mg tablets were available.

Phone interview with staff at Resident #3's
physician's on 2/6/15 at 1:30pm revealed the
missed doses of Fosamax would have had "no
adverse effects and the patient is doing well ."
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