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€000 Jitial Comments coop
An annual survey was conducted by staff with the
Adult Care ticensure Section on 02/04-05/2015.
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'qf reszdenﬁs

This Rule is.not met.as evidenced by

Based on cbsewaiiens imerviews, anci record
reviews, the famisty failed {0 ensure referral and
folfow up to mzet the foutine and-acute Haalh
care ngeds for'2 of 3sampled residents
{Residents #1 and #3) regarding ordered
laboratory tests and physician respanse fo
pharmacy. recommendations.

The findings are:

A, Review of Resident #3's currént FL-2 datéd
10i27/14 revesled diaghoses included
schizoaffective disorder bipolar type, ‘aneria,
“itamin D deficiency. and hyperension.

Review of Resident #3's record revealed:

<A physiclan's order dated §1/29/15 for a BMP
{vasic metabolic profile) and a CBC {(complete
b%oo‘d cm.i'ni) '

S:.tperuisar—in—ﬂharge {SiC} reueaied

-She did not schadule the !abcratory lests
ordered on' 01/20/15,

<Bhe thought it was the Nurse Praciitioner’s
| {NP's} responsibd;ty to schedile ordered

(b) The facalr&y shail assure refwai and feltow—up'
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iaboratory fests "because she's the one who
wrote the order™.

-An empleyee from a sister facility reutingly
transported alf residents to-any schaduled
gppointments, so if the' NP did not schedulean
appointment, 'she would assume the
transportation employes would do'it

“The'SIC did not call the sister facility to inform
| them of the order for laboratory tests.

~The SIC cnnﬁrmed shie was not sure what her
‘responsibiity was when' the physicsaﬂ wrote

{ orders for fabotatory tests. .

Interview on 02/04/15 at 9:30 am with the SIC of
the sister faciiity reveated:

-There was an employee whose primary’
;responsxbststy was to transport residents from aff
their managed facilities to schedufed
‘appointments.

~It was the respensibility of the SiC at each
individual Taciiity to cali-and schedule.
‘appointments with the transportation employes.

interview on-02/04/16 &t 10:00 am with Resident
#3 revealed shé was unaware the physician had
| ordered laberatnry testing or that the tests had
riot been scheduled.

1'B. Review.of Resident #1's current FlL-2:dated .
08/11/14 revealed diagnoses included: osteopema
-and ostedarihritis.

Review of Resident #1's record revealed:

A pharmacy recommendannn dated 09/30/14
asking the physician to consider adding a calcium:
and vitamin.D supplement to decreass the risk of
fractiire diie 16 the resident’s long fm tse of a
medication which can increase fracture risk,

~The phiarmacy recommendation was signed by

| the physician but did not include a response to
Divsion of Health Service Reguiation B _ S
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the recommendation: 4

There were two "Faxed® stamps onthe

| recommendation mdtcaﬂng it'was faxed fromthe
physician's office to the facd:iy on 10/01/14 and
10/02/34.

-No documentation he famhiy followed: Upwith
the physician to Tequest a-response to the

i regommendation.

Interview on 02/04F15 at 10:20'am with the
Supefwsor-an-Charge {SIC) revealed:

~She faxed the pharmacy recommendation to the
| phvsitian's office..

-She didl fint Kriow why shé did not follow: up with
the physician when the recommendation was
retumned without a response.

| Telephone inferview on 02/04/15 4t 10:45 am with
a representative fom the physidan's office
révéalad:
=The pharmacy fecdimimendation was signed by
the Phisician’ sAssistam {FA) and retlumed tothe:
tacility via fax on 10/0114: and again-on10/02/14,
'+'-She did not know if the- PA’s failure fo respond 0]
the recommendation mean{ she did net want to
starfthe medlcatlen o if the F'A's s;gnatufe
indicated she ag reed with the recommendahoa
‘and wanted the medication started.
~She did not know why the faciity did not follow
up with the dffice for clarification,

| Review of documentation received via fax on
02/04115 after follow up by facifity staff reveaied
the physician wrote an order for Caltrate D twice
dally. (Caltrate Di sa ca!mumlwfemm 3]
‘supplement.}

Based on recdrd review and interviews withystaff,
it was determingd Resident #1 was not

_ interviewable.
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Aamineaion ~ |Shall ensure Hhatte
10ANCAL 136 1604 Medication Administration f’r@f&ra:h% &;"\d

@ Afamﬁy care home shall assure that the .
preparation and administration of medications, 4 Mﬁmw«

-prescription anid non-prescription and #ea_t_m_enta 5 . &9\, \
by staff are i accordance with: ‘“@L‘ COhOvs. Pfé' PO
“{1) orders. by a licensed presciibing practitioner : @ tﬁcﬁ {10 a‘g,{‘g fei )

-which are maintained In the resident’s récord- and ™ b(

.2 nules in this Section and the facility's policies
and procedures..

e Neec}me:;t;a _L' -

This Rule: Is riotimet as evidenced by:
‘Based on ohservations, interviews, and record
reviews, the taeility failed to ensure medicatiohs

{probiotics) were administered as ordered for 1 of. _ W '
3 sampled residents (Resident 42). : H\E’ m d&&s f'ﬁ w‘ﬂ}‘
Thefindings are:

4. Review of Resident #2's cument FL.-2 dated
05/20/14 revealed diagnoses included type:l
disbeles,; dysphagia, hypeﬁensnon
gastroesophages! refluk diseass, and
“hypothyroidism.

Review of Resident #2's record Tevealed s
“physician order dated G8I04/44 for an-antibiotic

| {Levaquin), 3 urinary antiinfective. {Cystex} andfor
‘probiglics 1 tablét by mouth dai!y with instnictions
“to "stay on) {prabsoim.} ccnﬂnuuusiy (Pmbio!ics

are micraorganisms used to replenish goed 5"\&“\ \a,e
‘bacteria") ta X5 %7\’
Review of the August 2044 Medication RS [
Adminisiration Record {(WARY) reveaied the ' ¥ 3 MW\% XS ¥ Ack(
pfobloﬂcs order was not iranscribed to the MAR : A4 £ o & rb \N}s 7
for admlmstrahon to the resident, i 1)

1 ot a;\»%t\alalakw Bevle

‘Division of Health Service Regulation.
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Revigw of the sepiembef 2014 MAR through
February 2018 MAR revesled there was np
probiotics scheduled for administration.
‘Review of Resident #2's medications of hand
Tevesled there wias o probictics avaliable for
-administration 1o the resident.

Interview on {}2![}4115 at 2:50:pm w:th a
representatwe from. 1he fac:isty’s contracted
pharmacy revealed:

~The 08/04/14 orders were not faxad to the
‘phaimiacy.

-l was the facll;ty‘s respansab:iity o fax all
fnedication orders; even if being filled by
.someone else; so the medications could be
entered into the system and appear on the MAR
for adminigtration.

“fnferview o 02/04715 8t 320 pmWith a
representative from the logsdl pharmiscy revealed
they filled the antibiotic order but did riot. dispsnse
the other medication because il was available

| aver-the-counter:

| Telephone interviéw on:02/04/15 at 3:30 prywith:
1 Resident #2's family member revealed:

-She purchased & botfle of overdhe-counter

| probistics in August:2014.

| <Bhe gid not know how many tabléts wers In the
bottie or when'the supply was depleted.

“5hg had not purchzsed additional probiotics
because the faci!nty purchased fefills throtigh the
| coritracted pharmacy:

~Shewas confident the facility admlmstered
medications as ordered by the physician.

‘Interview on 02/05/16 at 8:40 am with the : : \
Supenvisor-in-Charge (SIC) revealed:: :

~She did not remember giving the probiotics but

Divisian of Heaith Service Reguiation. _ S N
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‘since it was several months ago, she might have
-{ given it and not remembey.

'} <8hg was riot aware the probiotics were ardered
ta be administered ol @ continual basis:

-=She did Aot know why the probictics crder was
-nét anscribed to the MAR for administration.
«She ihaugb! she did not need to fax medication
ordersito the phaﬂnacy itthe medlcatmn was-
being provided by a family member.

Iterview on 0210511 B at B:45 ani with Resident.

#2 revealed:

- ~She refied onthe facity staff to administer her
medications as ordered by the physxc:an

~Bhe thought the facility administered her
medications as crdered by the physician and had

g} camplaints regardmg her medications.

<She "got ‘soveral things In Auptist 2014 biit was
Tiot sure whether or not'she received the

. probiotics.

~She was not surs whether of not she was taking

the probiotics tuirrently:

2. Reéviswof Resndent #2's record revealed:
«A physiaian s order dated 11;11114 for leomi
cream twice daily Urider ‘breasts with instruchions
16 keep al bedside. (Nizorat is an antifungat
cream.)

The order did not include 2 stop date.

Remew of ih_e Nevemhgr 2014 Medmahm

adiministration to the resident.

Revisw of the Datember 2014 through February
2015 MARs revealed the Nizoral cream was not
ligted for administration iothe resident,

| Interview on 02/04/45:at 1:10 pro with Resident
Division of Healthy Service Regulation _
STATEFORM L SEMR1Y It onbnuiaticn shest: § of 1§
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| #2 revealed:

+She fikished tbe "breast cream” bitstill had
some incase: she needed some mors,

1 “The resident located a tube of ketoccnazoée

. (ganeﬁc for Nxzorai} in her dresser drawer.

| <The ketoconazole had a local pharmacy label
indicating it was dispensed on 11711714,

In’tewiews on: 02!04315 at 12 45 pry and 92:’953"15
2t 840 am with the Supervisorin:Charge (SI0)
reveaied

~The Nizorat was filled at the jocal pharmacy by
th résident's !amﬁy Trismiber.

~Thé fesident’s Tamily member $aid the
madication could be kept at the bedside, sothe
SIG thought it did not need to be transcribed to
the MAR,

-She did not monitor the resident's use of the

: Nizomi therefore she dld not Know Ehe resedeni
was not appfytng it twice daﬂy a8 ordered.

3. Review of Resident #2's record revesled al
hys:man s prder dated 01/20/15 or- Pciysponn

twice daliy to right cheek surgery as needed for 7

-days. (Polysporin is an antibiotic ointment.).

Review of the-January 2015 Medication
Administration Record (MAR) revealed the
Polysporin was not franscribed to the MAR fof
adminigtration to the resident;

Interview on 02/04/15 at 110 pm with Resident
#2 revealed: o

~She located a tube of Polysporin.in her dresser
draver.

~Sha used the sintivient twicé & day on her cheek.
-The Polysporin had's local phamacy tabs!
indicating # vy dispenged on 01/20A15.

interviews or 02/04/15 at 12:45 pmiand 02105[1 5
-Divasmn of Hesdlth Service Reguiation +
STATE FORM wm SFMRTL it continualion sheet 7 o 18
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at 8:40 am with the Supenvisor-in-Charge (SIC) . _
. reve&ied
e Paiyspcnn was ﬁi%ed at the Eccal ;:harmasy

=The remdent*s family member said the’
medication . couk! be kept atthe bedside, so ihe
SIC thought it did not need to be transcritied to
the MAR.

-She did riot monltar the résident's Use of the
Polysporin; therefore, she did hot know the
resident continiied to useithe cintrment after the.
‘Hime framie ordered by the physician.

4. Review of Resident #2‘3 record revealed:

A physm:an s-order for friamcinglone twice daily
to back. ('{namcanetone s fopical
‘eariicosteroid )

| ~The &rider did not inciide 4 stop date.

Review of the January 2015 Medication
:Adnﬁnfstrahon Record. {MAR} ravealed the
triameinolone was transcribed fo the MAR and
- documented as administered twice dally from
U1120/5 throligh D1/31/15.

‘Revisvwrof aa'e:i-‘ebma_ty 2015 MAR revealed the:
ﬂamﬁﬂﬁiaﬁé_ﬂés Histed orithe MAR for
‘administration to' the resident:

. .thewatmn on 02104115 st1:00 pm of ﬂﬁssdent

“There was alubeof mamcinolone pinteent
Jptored wWith the resident's medications:

~The triamdinolone Had'ajocal pharmady label
Jndicating itwias dispensed on 012015,

“The pharmacy label was from a focal phariacy.
and nct from the facility's confracted pharmacy.

Interview on 02/04/15 at 2:50" m wsth a

representative from the faciity's contracted
Dlvastm of l-éea]th Senvce Reguatation :
STATEFORM Lo SFMRH Heontiruation sheet B of 16
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phamacy revealed:
~The D1/2015 ofder was fiot faxed 1o the
pharmacy.

-}t was the fadility's responsibility to fax all
medication orders, even if béing filled by
someone else, so the medications could be
-entered into the systerr 'and the MARs printed
‘accurately,

Interviews on 02/04/15-at 12:45 pm and 02105115,
4t 8:40 am with'the Supamsar—iﬁ-Charge {SIC}
fevealed:

The triameinolone was filled atthe local
‘pharmacy by ihe resident's family member,

+She did not know why the triamcinofone was not
‘listed on the Februaly MAR for administration to
: tha resndent

She! lhaugh’l shedid not need 10 fait medication
orders 1o the pharinacy if the medication was
being provided by & familly mermber,

<The iramcinolone was no onger being’
| administered tothe resident.
“The SIC did not realize the trimeinolone order
was wrﬁten asa cenhnuous order. wztbeu: & stop
date.

1 interview ol 0270411521 1:10 pim-with Resident
#2 revgaled:

+She used the emi:meni for *back iich™ bt was.

finished with . _
“The staff had more of the triameinclons in case
she needed it again.

C 342 10ANCAC 136 .1004() Medication 3
Administration. ﬁ a n 63:_1-
1BANCAG 13G ;1004 Medication Administration . - {
{j) Theresident's medication administration ' 1 ' : e
record {MAR) shall be accirate: and include the

Division of Health Seivce Regulation
SYAY £ FCRM L SERRST ifzontnuation' sheat Bof 19"




‘Divigion of Health Sérvice R

julation

PRINTED: 02I17/2015
FORM APPROVED

~STATEMENT OF DEFICIENGIES
AND PLAR OF CORRECTION

(X1} PROVICER/SUPFLISR/CLIA
IDENTIFIGATION NUMBER;

FOLO2D00Y

' (42) MULTIPLE CONSTRUCTION
A BULOING::

B.WING

© §048) DATE SURVEY

020512015

NAME OF PROVIDER OR SUPFUER .

WESTANNA FAMILY CARE

STREETADDﬁESS. CITY. STATE. ZF CODE

716 WEST 5TH STREET

LEXINGTON, NC 27292

LA
PREFIX
TAG

BUMMARY STATEMENT. OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LG IDENTIFYING INFORMATION)

A

PREFIK

TAG
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DEFI{BENC‘\‘]
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COMPLETE
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fuﬁomng

: (1} resident's name;

{2) nameé of the medication or tréatmsnt drder;
{3} ‘strengih arid dosage or.quantiy of '

3 medication administered;

{4) mstructtaﬂs {or administering the medication
or treatment

; {5) reason o, justlﬁcau:m for the adminisiration of

rmedications or freatments a8 needed (PRN) and
dowmentmg me resuitmg sffect nn the resident;
.{?j documentaﬁon ef any amlssmn nf

medications.or reatments and the reason forthe

_gmission, lnciud{ng refusals. and

8) name or inifials of the person aﬁm;mstering

,‘ihe medication or ireatment. if inifials are used a
-signature equivalent to those Inials s to be

dosurhinited and maintained with the medigation
administration ecord (MAR).

'This Rule is not met as evidenced by
jBased on obsewaiians, interviews, and record

reviews, the facility failed to ensure the
Medication Adrministration Reoords {MARs) for:2

of 3 sampled résiderts (Resldents#1 and #2)
wére accurate end inchudled the nariie and.

dosage of the medication and instructions for

-administration.

The firdings are:

A, Review of Resident #2's current FL-2 dated

ﬂﬁizeiﬂ revaaled dlagnoses :ﬂduded type |l

_gasﬁ'eesaphagea! reﬁux tisease, anct
“hypothyroidism.

.nhys;cians order dated 08104;1 4 for t.evaqusn

saa mg daly fer 7 days, Cystex 30 codallyior 7

¢34z

Mhe Adn xmw
Shod\ emé.m-f. '“\'f@:

W ﬁu\ﬂ WOA NCACAZE
D6 (3, the petnsin
will onitor g
Medi caton Muwm

Retord,

e -

UST

\ML( \,,(' am labte

Hue tw

Y byor ¢ &WELLJ

ey
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' days and probmiif.m1 tabtet daﬁymth msimcbons

is an annhlotlc Cystex isa nnna:y anuinfechve
: and pfobichcs are microorganisms used to
replenish "good bacteria™.)

| Review of the August 2014 Medication
Administration Record (MAR) revealed:

~<The Levaquin was transciibed and documented
a3 sdministered daily from 08/04/14 through
&S_J‘?.O!M

~Nelther the probiglics nor the Cystex was
ifanscribeﬁ 1o the MAR for adminisiration iothe.
resident:

Review of the. September 2014 MAR through
Febiuary 2015 MAR: reveaied there was ho
‘probiotics iasted orthe MAR for administrahoa

Anterview on 02/04/15 at 2:50 prvwith &
representative fromthe facility’s coftrasted
pharmacy revealed:

“The 08/04/14 orders were not faxed io the
pharmacy.

It was the facility's: respans;b:tﬂy tofax all
medication crders, even if being filled by
someone elée, 5o the medications coudd he
-gntered into the system and the MARs pﬁnted
-accurately.

Telephane | Interview on 02/04/15 at 3:30 pm with
Resident #2'¢ fam!ty member revea!eﬂ,:-
-She purc}wsed evemhe-onunter ptabsobcs and
Cystex in August 2014.

-Shis did-fict know how many doses wete in'sither
‘botfie of wharithe supply was depleted.

-Bhé had not purchased additionat Probiotics

| because the fadllity purchased refills through the
contracted pharmacy.

-Si?e was confident the faciiity: admmistered
Bivision.of Heaiih BendcaReguiation
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€ 342 Continued From page 11 Caz

medications as ordered by he physician.

Anferview or 02/05M15:at B40 ari with the
'Supemsm-m-ﬁha;ge (SIC) revesled:

~She did not remember ghving the Cystex of
-probictics but since it was several months ago,
'shé might Hiave given them and not remember.
+She was not aware the problotics were orﬂered
1o be administered on a continual basus

-Bhe did notknow why the GEH4H S order for
probiotics and Cystex was not franscribed to the
MAR fc’r admlnzslratmn

'mi%‘. tothe phiarmacy if the medaat_mﬂ was
‘being provided by a family member.

'3ntemew on 02/05/15 at 8:45 am wﬂh Resident
#2 revealed:

-Shé refied 6 the Taciity SYAff tir administer hér
‘medications gy ordered by the physician,.

=8he gat several tmﬂgs“ in August 2014 butwas.
not sure the names of the: medicat:ons

| <Shehad no complainis fegarding her
medicatians

2. Review of Resident #2's record revealed:

A physician's brder dated 11711714 for Nizorat
_cream twice dally under breasts with Instrtictiofis.
10 keep at bedside. (Nizcralis =n antifungal
-~The-order did not include a:stop date,

Review of the November 2014 Medication
Adminisiration Record (MAR) revgaled the
Nizoral cream was hot rénscribied 1o the MAR for
administration to the sesident,

2015 MARs reveaied ihe szora! cream w&s nat
listed for admzmsiratian fothe resldent
Division of Health Service Regtilation’
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Vindicating it was. dEspensed on wm 3
~The phiamnacy label was from & local pharmacy
“and riot from the facility's contratted pharmacy.

interviaw on D2A04/15 1 110 pin with Resident
#2 revéaled:

~She finished the "breast creant” but stilt had
some in ‘casd she needed some more,

“The resident located a tube of ketoconazole

‘{generic for Nizaral} in her dresser drawer.

=The ketoconazole had a pharmacy labet

Interviewan | 02/04/15 at 2:50 pm with g

- represertiative from the facaﬁty’s coniracteﬁ

phatmacy revealed:
“The 11111144 dider’ was not faxed to the

‘phaimasy.
=it was the Tacility's responsibility 1o fax all

medication orders, even if being fifled by

_gomgone else, sothe medications could be
‘entered into: the syster and the MARs printed
‘acctirately.

interviews on 02/04/15 at 12:45 pi ang 02/05/15"

‘At B0 am with the Supervisor-in-{:harge {snc)

reveated

the reé;&eﬁsﬂ fami!y member

~The resident's famsiy membar said the
medication could be kept at the bedside, so the:
sic thougm it did not need to be tranacribed to

‘e MAR.

~She thotight she did not heed {o fax madicatich
-orders to the pharmacy if the medication was:
i)emg provided by a family member.

-She did not monitor or document the: resident's
usa of the-Nizoral.

3. Revisw ol Resident #2'srecord fevealed a

_physician's order dated cmzoms for Pctyspcnn

{
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“bwice daily to right cheek: surgery as neededfor?
days.. {Polysporin is an antiblotic oinfroent
Review.of the January 2015 Medication

Adiinistration Récord (MAR) revealed the
-Polysporiniwas not transcribed 1o the MAR for
‘gdministration to {he resideni,

Interview on 02/04/15 at 1:10 pm with Hesident'
#2 revealed:

-She located a tube of Polyspoiin in hier dresser
drawer;

-She ysis the olntment twice a day on her cheek.
-The Polysporin had a pharmacy label indicating it
wag dispensed on 01/20/15,

~The pharmacy label was from a Jocal. pharmaey
and not from the fagility's oomracted pharmacy.

Intervigion 0210415 at 2:50 pmith a
representafive from the facility's contracted
pharmacy revesled:

““Thie 01/20/15 order was not faxed to: the
pharmacy. o

<l was the facilty's responsibifity to fax ali
-medicatson orders, even if being filied by
:‘sémeéone else, §0 the medications colld be

- enfgred into the systern ‘and the MARs printed
desrately. '

Interviews on 0204415 al 12:45 prm and 02/08/15
‘8t 40 am with the Supemsor-ln-Charge sicy
revesled:
~The: Potysponn was filled atthe local pharfiacy
: by the resident's farm}y member:
“The resident's family mempber said the:
“medication.could be kept at the bedside; so the
SIC thought it did notneed to.be transcribed to
the MAR,
<She thﬁught she:did not need to-fax medication
orders to the pharmacy it the medicauan was
Division of Health Service Regulaﬁon )

“SYATE FORM it SFMR11 W contiruation shest 14 of 19

ES




PRINTED: 02/{2/2015

“being pfwzded by a family member.
'-Sha gid fipt monifor or document thie- ramdems

e of the Polysporin.

4, Review of Resident #2's recortl fevealed:

<A physician's order for iriamcinolone twice dally-
10 back. {Triamcmei oneis 2 topical
 corticosteroid.)

: -_'I‘_he order did not include a stop date.

Review of the- January 2015 Medicaticn
Adminisiration Resord (MAR) tevealed the
‘Hamcinolons was trangcribed 1o the MAR and

documented as admlnistered twice daﬁy from

Q472045 through D1/34/15.

‘Raview of the Fabruary 2015 MAR revealad the
“iamcinglong was listed on the MAR for
_administration to the resident,

‘Observation on 02/04/15-at 1:00. pm of Resident

#2s med aatscns an hand reveated
.--E'here was a tube of mamc:nolone o:ntment

.»?he inamemoioae had a pharacy: Eabel
‘indicating it was dispensed on 01/20/15,

~The pharmacy label was from g local pharmacy
:and not-from the facliity’s contracted phisrmacy.

Interviewon  02/04/15 2t 2:80 priwith a
representative from the facﬁ:ty‘s contractes

pharmacy revedled:

=The 81120115 order was not faxed 16 the.
pharnacy.

|-l was the Taclity's responsibility to fax all.
medication orders, even if being filed by
‘someone else, so tiza medications, could be

entered info ﬂ:e system and the MARS printed’
accurately,
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1 ‘Gontinued From page 18
‘Interviews on D2/04/15 at 12:45 pm.and 02/05(15

at 8:40 am with the Supemsor-a’k(}ha?ge {SiC)
reveaied

“The triameinclone was filled 4t the lucal
.pharmacy by the resident's faimily member.

<Bhe did ot know why the friamcinolone was sigl

‘listed on the February MAR for administration to
4he resident.

-She thought she did not need to fax: medication
orders fothe’ pha:ma y ifthe meé:cataon was
t:eang provided by 8 farm!y member:

<The tiiamcinolone was:no lofiger being
administered 1o the resident.

“The SIC did not realize the Hamcinolone order
was writlen as a continuaus order without 2 stop

date.

Inferview on D2/04/5 at 110 pm "with Resideint
#2 revealed:
-8he usedihie gintmentfor *back Heh™ but was

| finighed with:it,

‘The siaff. had-muore ofthe mammnulane incase
she needed it again,

| B, Review of Resident #1's curent FL-2 revealed

disdnioses included Alzheimer's dementia,
hypertension, chronic-ohsinictive pulmonary
disease, and angina,

‘1. Review of Resident #1's record revealed:

A physm:an s order. Galed 12122114 o1 Trazodene
50 mg as needed every night at bedtime.

' {T razodone s an antidepressant often used for

sleep)

A subsequerit physician's order dated 01405415
10 degrease the Trazoddne to 25 mg nightly.

-A subsequent physitian’s order daled 01/18/15
1o discontinue the Trazodone.

| Review-of the December 2014 Medicaticn

Loz
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Continued From page 16

Administration Record (MAR) revealed
“Trazodone 50 mg was documented: as
_admmstered nigh!iy from. 12128!14 through
12}'311 14,

‘Review of the January 2015 MAR revéaied:

<The Trazodone 50 g entry was'nat

discontinued.on.01/06/15 as ordered by the

hys]clan
~The 01/05/15 order fof Trazodone 25 mg nightly
‘was not franscribed fo the MAR.

“Trazodone 50 tng was documénted as

administered nightly from 01/01/15 through

O118185:

Revigw of the February 2015 MAR revealed:
~-Trazodane 25 g was. Scheéuied for
| administration nighiiy at 8:00 pm.
~Trazodone 25 my was dottmerited as
-~adntinistered nightly fram 02/01/15 through
92/04/15. '

interview on 02/04/15 at 11:05 am with the
Supenvisor-in-Charge {SIC) revealed:

Whign she received the 01/05/18 oider to
decrease the Trazodone, shie was instiscted by
the pharacist fo cut he 50 mg tablets in half
angd give a half tablet.

-She oniy gave a half tablet of Trazgdong 50 mg
fraim 03/05M45 through 814 BI'E 5.

~She knew she was' suppcse& to change: the.

entfy on the January MAR o the new dosage and

lnstzucuans‘ but she did not know why shie did not

_change #.

+She discontinded the Trazodotie as orderedoh
B85, but Inadverienty signed the February-
MARas having agministered the medication:

She did not administer any Trazotone'to.
Resident #2 in February.

{342
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Interview on 2/04415 at 11:17.am with a
representative from the facliity's contracted
phamacy reveated the 01/18/16 order 1o
“digcontinge the Trazoc!ane was not faxed to the:
pharmacy therefore, it was niot discontinued in
the complter system and continued to appear on
e MARSs for administration,

Observation on Resident #1's medications on
hand revealed:
-A bubbie pack of Trazodone 50 mg whole tablels
with a dispense date of 01/02!16.
- ~Thefe were 22 of the 30 dispensed tabléts
remaining in the pack:.
~-Asecond bubble pack of Trazoﬁcne 50 myg Half
tablets with & dispense date of {31126!15
{ ~There were 30 of the 30 d spensed halﬂab!e:ls
femaining in the pack:

‘Based on record review and interviews ith staff,
i Was deterrnined Resident#1 wasinot.
intervigwabie:;

2 Remew of Resident #1's record revealed 2

'_physiman s order dated 01/05/15 for Naprosyn
500 mg twice daily for 7 days (Naprusyn isa

ngnsieroldal anti-inflammatery drigl)

‘Reviewof the January 2015 Medication
Administration Record {MAR) revealed the
Naprosyn.was not franscribed tothe MAR for
;admimstratmn tothe tesident.

intenview on-02/04715 at +:05 anvwith the
Supeniser-dh-Charge (SIC) revedléd:

+Bhe knew she adminigtered the Naprosyn as
‘ordered by the physician: :
«She did not know why shie did niot franscribe the _ \
order to the MAR or document the administration :
&f the meédication.
Divisicny of Health Service Regulation
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Interview on 020415 at 11:17-amwith:a
representative from the facﬂaty’s contracted
pharmacy revealed 14 tablets of Naprcsyn 500
mg were dispensed on 01 10551 5.
“Based on'recond review and interviews: with staff,
it waa determiried Resident #1 was not
interviewable.
CRision o Fealth Sevice Reguiaton _
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Shook, Linda

A T T S ]
From: Moore, Bonnie
Sent: Tuesday, March 24, 2015 8:12 AM
To: stout, nina
Cc: Shook, Linda
Subject: Plan of Correction for Westanna Family Care
Attachments: Westanna Family Care 2015-02-05 POC SFMR11.pdf

Please find attached to this email the approved Plan of Correction for Westanna Family Care, FCL-029-001 Davidson
County.
Thank you,

Bonnie Moore, RN

N.C. Depariment of Health and Human Services

Facility Survey Consultant - Bivision of Health Service Regulation
Adult Care Licensure Section

12 Barbetta Drive

Asheville, NC 28806

Phone: 336-341-8130

Fax: 828-260-5040

Bonnie.moore@dhhs.nc.gov

www.ncdhhs.gov/dhsr

Email correspondence to and from this address is subject to the North Carclina Public Records Law and may be disclosed to third pariies by an autherized State
official. Unauthorized disclosure of juvenile, health, legally privileged, or otherwise confidential informaticn, including confidential information relating to an engoing
State procurement effort, is prohibited by faw. If you have received this e-mail in error, please notify the sender immediately and delefe all records of this e-mait.




