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C 000 Initial Comments 

The Adult care Licensure Sedion -and the 
C8bamis County Department of Social Serviees 
conducted an annual survey and follow-up on 
011G2Q5. 

C 282; 10A NCAC :t3G .0904 (e)(2) Nutrition And Food 
I Service 

10A NCAC 13G .0904 Nutrition.And Food Service 
(•)�Diets •in Family Care Hol'1)8S: 
(2) Physician orders for n�al S\.Q>plemanl$
shall be in-writing from,� �• phy�n
ani:t be bran� u� � 'f&Qltty has
defined_-a house •supplement .in lts,communication
to the physician, and shall-� qu"'lntity and
fi'equency. 

This Rule 1s not met-as evidenced by: 
Baaed on Interviews and record reviews the 
facility-failed to ensure -1 of 1-sampled resident 
(Resident #3) had =Iii-written pflysldan's order for a 
nutritional supplement that�-P9JJ,1�-spe,cific 
and specified ,the quantity :anct·fr_.uency. 

The findings are: 

Review of Retldent#3's current FL2 dated 
06120f1A-rwealed: 

-Diagnoses included cbrqnic obstructive 
pulmonary disease, hypertipidemia, vascular 
dementia, leukopenja, anemia, and right Inguinal 
her:nia. 
-Nwttional ,status incl!Jded "regular diet",
•aupplementar and "intake and outpI,t''.
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C 282 Continued From page 1 

Review of Resident#3'a Resident Register 
rewaled an admission ,date of 05/27123. 

Review of Resident #3's record on 01102124 
revealed there was no WI lthln ptwsician order for 
a brand specific nutritional supplement. 

lnterviaw with the SuP8M$0f in Charge (SIC) on 
01102124 at 12:06pm revealed: 
-Resident #3 received a nutritional drink ( Boost) 
with every meat. 

lnt81View with the Administrator on 01 /02.rJ.4 at 
12:1 Opm revealed: 
-When an FL2 was received, she reviewed the 
medications. 
-8he1hought ,R~ #3's diet,order was for a 

l regular clet. 
j -Rasident #3 did :not recaiV;e .a-nutritional 
I supplement 
! -8he ,purchased nutritiQnal_ drinks (Boost).. 
1 -Resident a was oriented:and asked for Boost 
i and Iha gave .it 'to him. 
I -Resident#3 teeelved Boost with each meal. 
\ -Resident #3't daughter •ht Boost and 
I brought it to the facility for liim. 
I 
] lnteNiew with Resident #3's physician on 
~ 01J02124 at 2:00pm AWealed: • 
\ - There W88 note phYlician order for nutritional 
\ supptet_nents in writing or brand-specific, nor did 
\ the facality defirle 8 houee tupplement in its 
1 comm~icatlon to the resident'• phyaiaan 
I specifying quantity and frequency in the resident's 
! medical record. 

\ -Nutritional S1atua ("regLdar diet", "supplemental'' 
1 and "Intake and .output-) that was listed on the 
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\ adult's FL2 waa carried .over from a previoua FL2 
! prior to hla admlasion at the facility. 
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c 282 Continued From page 2 

. Interview with the Administrator and facility nurse 
on 01A:>2124 8t 4:S&pm revealed: 
-FL2a _,. to be reviewed thouroughty and if 

, there waa lnfonnation that waan,dear'l ~ lf!nt 
: a clartfication fonn to the provider. 
i -If a diet order was to include a nutrmonal 
• supplement and it was ·not clear what brand to 
administer or how and when to give it, ··they were 

, to send a clarification form ·to the J)fOVlder. 

C 330
1 

1 DA NCAC 13G .1004(a) Medication 
Administration 

10A NCAC 13<3 .1004-MediCltion Adminiatration 
(a) A family care home shall aaaure that the 
preparation and adrnin1stration of medications, 
preeaiption and n01l-pf88Criptio and treatments 
by.WareJnacconiancewith: • 

C282 

C330 

~: !fef~ -tmc
1 

_ _ Die Clco.,Y ottbs fov (1) _order$ by a licensed prescribing pmctitioner 
which are maintained in the resident's record; ~md 
(2) rules in thia Section and the-facility's, pol~es 
and Pl'OCedurea. 

. a,riy °'¥~ 1D bt' 
I Thia Rule is notmet. ev~.1'V: ' ad m In I ~-b-rcl (1) -
I Ba~onrecordnNtews~J~iewsthe d n!+rv ! 
I facllity failed ensure medicationsitere ad yY) l5S 1,0(\ an . . (.A' I ~ I 

\ ad~nistered 88 ordtred for 1 of 3 sampled ~ 1 : :vrh, n1 < • i 

I :::.7#2)~~oxygen. ~~~~p~~: ~~I 
1
1 Review of Resident. #2'8 current FL.2 dated cffc c-b Vl I / 0./ z 6 . I 

12/10/24 revealed: , . L,.. I I ta ~ / 

l -Diagnose, inclUded demeott., adult failure to ' m ~ 157 rtl tov N lM SC I u 
thrive, hy1>9rtena1on and hypertlpidemla. AA i / ,.An,, ' 
-caShennureql uired oxygen 2 liters continuous via naaat Ch(C}- ;V\1\12 C ~ V I Ur / 

' 

STATE FORM .1.),1' . 
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C 330 Continued From page 3 

I Review of Resident #2's Resident Register 
, revealed an-admission date of 12/13/24. 

Review of ho8p1tal discharge summary dated 
l 12115124 revealed: 
1 -Resident #2 was transported to a new facility on 

12/13124 ·and was without her oxygen.for about 
forty minutes. 

1 -Reaident #2 was-normally tnaintained upon 2 
i llter8 nasal cennula oxygen continuous1y. 
-Faclty ataff were unable.to maintain Resident 
#2'1 oxygen Jevels above 90 percent. • 
-Ernargency Medical s~ (EMS) was 
conladed after an hour of Resident #2 being at 
·the facility. 
-EMS placed Resident #2 on :a nonrebreather and 
~-:~~-
-Reeklent #2 was ·$Jbsequently tranJferred·tQ 1he 

! eri'MqeAcy room for further evaluatio.n and 
! treaLJae.ll 
-R98idet,t #2 r,majned on .Qxygen 2 Jfters and 
l'l'\A"i""8~ • • 

1 •·-•-19'.1 an oxygen.-aatunmon· ot 99 petcent 
! (normal range, 90-100)~ 
, ·Resident~ received-~~. sc;ans and lab 
~J>-and was d~ooaed 'wtthaaJte cysfflt$ 
Wfthh--6.....t .. _.ur.. ~-~--i · · ,J 111:ft.lJaWUa;tQN unnary uaw l, m1:111111i,,t.NH. 

f -Reeident Wl 1'1ltumed to the facil(wwtth·a 
j preecrfptionfor'Macrobid.tOOmg, 1 ~Ute by 
l ~ twice dally for 10 daye. 
\ -RNident-112 ~ to continue with docuaate. 
t ~. ~ and,aucralt$te. 
l ·-
\ RCWiew of Res~ #2'a record reveal•-~waS 
i ~to~ceon 12/1&124andwli· 
I receiving continUQU8 oxygen 2 litera. 

\ Review of Resldem ~·December~ 
1 electronic medication administration record 
I (eMAR) revealed: 
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Continued From page 4 

-There was no documentation of continuous 
, oxygen betvJNn 12/15124 through 12/19124. 
: -Documentation for continuous oxygen was .not 
/ entered until 12120124 through 12/3112-4. • 
j 
l 
I Review of the January 2025 eMAR ntvealed ~ere 
l was dOalmentation of continuous oxygen 2 liters 
I being ·administered to Resident • i 12 rram 01,01125 to 011m/26. 

! lnterwM with 1he Administrator on 01102'25 at 
I 1 :04pm revealed: 
! -ResidentG -should have been arrived at the 
l facility-wlttuixygen. 
• -Resident 12 was tranapo,te<t for admission· to 

. the facility by herfamlly ~ and did not have 
: oxygen. 
j -Resklent #2's oxygen .level was' low upon arnv~. 

! -She administered oxygen to Resident #'l upon 
I arrival then sent her to the emergency room due 
! to untable-oxygen level.. • 

I -Resident #2. was diseharged trorn,,. nosP.HaJ 
• after:~ atabllized anc1 corttinued with- . .. 
continuous oxygen 2 ·inera per ,._f catt· · • •. rt. , 

-Reeident·aa FL.2 abowed 8he had an orde~r 
1 oxygen 2 rtters conttnuousy. ••• " • • 

l -Resident#2did teeeive contin · 
j litfQ although it was not docu,:.::~: ~- • -
: eMARA 

10 
PREFIX 

TAG 

C330 

PROVIDERS PLAN OF COAAECTION 
(EACH CORR!C1M: ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

f 

0(8) 
COMPLETE 

DATE 

' 

\ ·Resident#Za oxygen was not entertd:8t an 
l or-: or entered on the eMAR. until ·1212012◄. 

l 

\ !':.dent #2'a oxygen should. have~ entered 
t . . -1AR and documented aa gaven When 
l &he J1ltumed from the · • • • 
i 12119/24. hospital 12115124 through 

i -She andt or the facility 
! for entef the ·. nuree-were_ '•$pQl'Jtible 
: not~ ~gen on the eMAR •ince It was 

~ -She expected Re:i~ibHity to do so, 
i followed and dlV't, nttedn• oxygen order to be 
• • ~men on the ,MAR 
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C 34~ 10A NCA'C 13G .10040) Medication 
I Administration 

J 10A NCAC 13G .1004 Medication Administration 
l (D The ·residents medication ,admtn•iatration 

j record (MAR) shall-be accurate and include ·the 
! foltowtng· 
/(1)~name; 

j (2) name of the medication or treatment order; 

J
i (3) strength and dosage or quantity of 
l medication administered; 
l (4) instructior1$·for administering tJle medication 
or treatment; 
-~ raasorrorjustil'icetiGn for 'ihe,administration •Cf 

I medJcations or ~••lb.I·~• "•·•ded-{PRN) .and 
I documenting the•ree1.11tin$J ... on the resident; 
j (6) date a~:time of administration; • 
I (7) doalneritdon. or-anv-<>m1ss1on ,of 

1 medications Of treatnaents .and 1he reason for the 
! ornllalon1 including ·rafusata; and • • 

I (8) name or initials of the petlQn .clministering 
the medication or· treatment. ff initials are uJed, a 

-8ign&ture equivalent to ttl088 initiJJs la. to be 
documented~ maintained With the medication 

, ~ .record (UAD\. 
! ~~..,.,.',/, 

' i 
I Thia Rule :is "9t ro,t as evidenced by: 

I ~~-' bblervationa·, l8COrd revt,ewe ti'ld 

I ~ 1be facilitv ._, to trll,Ute eieC,trontc 

. l medicatiOll administration recotda {eMAR):were 
1-~ for 1 of 3 aampiecf ratdenta (Resideht 
l #2) ~ to doa.tmenting oxygen. 
l 

t The findings are: 

; Review of Resident #2's current FL.2 dated 
12110/24 revealed: • 

·f -D~ -1~ dementia, adult failure to 

1 thrive .. hff)ertension and hyperlipJdemfa. 
l ..she reqwed oxygen two (i) liters contJnuoua. 
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c 342 Continued From page 6 

Review of Resident t2•s Resident Register 
revealed an admission date of 12/13124. 

Review of Resident 12'a record revealed she was 
admitted to hospice on 12/18.Q4 and was 
receiving continuous oxygen 2 lttera. 

Review of the December 2024 eMAR ·revealed: 
-There was no documentation of continuous 
oxygen between 12/1&24 through 12/19/24. 
-Documentation for continuous oxygen was -not 
entered until 12/20124 through 12/31/24. 

Review of-the January 2025 eMAR-revealed there 
was documentation of continuous oxygen 2 liters 

1 being administered to Resident #2 from -01/01/25 
\ to 01102125. 
\ 

! Interview with the Administrator on Ot/02/25 at 
.\ 1 :04pm revealed: 
\ -Resident G should have been arrived at the 
I tactUty With oxygen. 
\ -Resident #2 was transported -for admission to 
l the faclity by her family member and did not 'have l oxygen. • • --
1

1

- -Resident Rs oxygen level:._. low upon arrival. 
1 
-~ administered oxygen to Resident #2.upon 

i amval then sent her to 1he emergency room due 

\ 

to -'-"'ltable oxygen levels. • 
-Resident #2 wee dilotwged from the hospital 

\ after .being ._.I.zed_.. continuedwtJl . 
l conttnuoua oxygen 2 litert per hotp)ta~ can· report. I -Resident #2 did receive continuous oxygen 2 

1 
liters although it was not documented on the 

j eMAR. 
i -Resident 12'• oxygen was not entered aa an 
I order or entered on the eMAR until 12120/2-4. 
l -Resident #2'a oxygen should have been entered 
I on the eMAR and documented as given when 
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C 3o42 ! Continued From page 7 
I 
/ she returned from the hospital 12/15/24 through 

, 12/19124. 
/ -She and/ or the faclfty nurse were responaible 

I 
for entering the oxygen on the eMAR since it was 

not the pharmacys responslbffity to do so. 

/ -She expected Reaklent #2's oxygen to be 

I l9fleaed on the eMAR and documented 

I approprtate1y. 

I 
I 
; 
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