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Admlnis!ra!ion
10A.NCAC 138 1004 Medication Administration

{i) The facording of the administration on the
madication administration record shail be by the

- staff person wha administers the medication

- immediately following administration of the
meciication to the resident and observation of the
resident actually taking the medicalion and prior
to the administration of another resident's
medication. Pre-charting is prohibited.

This Rufe is not met as evidenced by

Based gn observations, interviews, and record
reviews, the facility failed to ensure the
medication aide {MA) observed 1 of 1 resident
(Resident #1) take ali prepared madications
resifling in medications being [efl tnattended on
the resident's nightstand in her room.

The findings ara:

Raview of Resident #1's cutrent FL2 dated
09/04/24 revealed:

-Diagnoses incllided mild cognitive impairment,
unspecified pain, and gastric reflux.

-There was no information documented regarding

Resident #1's orientation.

There was s ordor for o probicdic fased o kea!
digestive issuas} one capsule daily,

-There wag an order for Metamucit (used to real
constipation} two capsules twice daily.
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1A, An ii-gervice for all staff who
administers medications was
complated in regafds fo watching
all residents take meidications, not
leaving any madications al
bedside without an order, and not
docusmenting administration of -
medications until medications
being taken was witnessed,
Pharemacy also with scheduled
medicalion pass observations {o
be completed week of 371772028,

2. Indicate what measures will be put
in place to prevent the problem: from
oceurring egain; indicate who will
monitor the siluation to ensure it will
aot octur again, indicate how often
the monitoring will take place, and
completion dates by which the plan of
correction will be completed.

2A, The Administrator, Resident
Care Coordinator, andfor hisiher

. fesignee, will complete a
random sample of residents
dwing medication passes to
walch medication administration
and documentation, two times a
weak, for four weeks, with
completion of process on
1612025,
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Observation during the initiat fa’cility tour on
0225125 at 10.08am revealad:
There was.a medication cup with 2 off-whita
capsules and 1 white capside inside the

" medication sup on the nightstand In Restdent #1's
rooim, o
-Two capsules were off-white and were the same
sizer and shape:
-Orig capsuie was white and smaller than the
other capsuies:

Interview with Rasident #1 on 02/25/25 at
10:08arn ravealed;

-All the MAs left her mormiing medications on het
nightstand because she did not like to wake up
early to take her medications.,

-She liked to take har lime swaltowing each
medication individually.

-She had taken all her medications this morming
except for the three capsules in her medication
cup. ‘

-She was not sure what the three medications in
ket medication cup were, but she thought they
might big for her stomach isgues.

Interview with the MA on 02/25/25 at {0:28am
reveated:

-8he ook Resident #1's medication to her room
this morning between 7:30am and T:45am.
-Resident #1 was ariented so she always left
Resident #1's medications on her nightstand
when she was sleeping.

-She was able to identify the lhree medications in
Resident #1's medication cup as ong probiotic
capsule and wo Metamucil capsules. -

Berjdenl B Sk o b o o

seli-adnunisler any of ner nedcallonm,
-She did hot witness Resident #1 laking her
morning meadications ot 02/25/25.

-5he knew she was supposed to observe
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Rasidert #1 take all her medications and not
leave medications in Resident #1's room,

Interview with the Resident Care Coordinator on
0272525 at 2:37pm revealsd:

-The MAs were trainad not to leave medications
with the resident.

-The MAs were trainad to observe the residents
take \halr medications,; then document the
medications had been administerad.

-Shea was unsure why the MA would have left orat
medications with Resitdent #1 without observing
her take them,

Telepharne inferview with the Nurse Practitioner
(NP) on 02/25/25 at 3:40pm revealed:

-Resident #1 did not need to keep oral
medications or any medicalion she could possibly
ovardose with in her reoim,

-She was unsure if Rasident #1 would be able to
identify all the oral medications she was
prescribed.

-Rasident #1 should be observed by the MA
taking her medications.

Intarview with the Administrater on 02/26/25 at
8:45am revealed:

-Resident #1 usad to administer her own
medications, but began having some difficulties in -
Navemnber 2024 and Resident #1 "reluctantly
agreed” to have the facilily MAs administer her
medications.

-Resident #1 had an order baginning 02/25/25

that she could self-administer her nasal spray

only.

Fraedchant #7 Kasd e crefeg s o el adrminiabar any

of her orgl medgications.

-The MAs were aware they were ol supposed lo

leave medications in a resident's room.

-The MA should nol have left Resident #1's oral
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Administration

104 NCALC 13F 1004 Medication Administration
{iy The resident's medication administration
record {MAR) shall ba accurate and include the
following:

(1) resident's name;

(2) name of the medication or treatmeni order;
{3} strength and dosage or quantity of medication
adrninistered;

{4y instfucliens for administering the medication
or treatment;

{5) reason or justification for the acimmzstrahon of
madications. or treatments as needed (PRN) and

documenting the resulting effect on the resident; -

{6) date and lime of administration;

{7} documentation of any omission of
medications or freatments and the reason for the
omission, inciuding refusals; and,

- (B} name o initials of the person administering

the medication or treatment. If initials are used, a
signaturs equivalent o those inittals is (o be
documented and maintained with the medication
administration record (MAR),

This Rule is not met a5 evidenced by:
Based on observations, interviews, and record
raviews, the facility failed 1o ensure the electronic

accurate for | ol § sampled resitents (Resdent
£1). )
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medicalions in her roony withoul obsérving her
lake them.
D 367 0ANCAC 13F .1004()) Medication D 367

1. Indicate what rieasures wilt be put
iri place to corract the deficient area
of practice {i.e. changes in policy and
procedures, staff training, chariges in
staffing pattems, etc.).

1A. An in-service for alt staff
who administers medications
was complated in regards fo
watching all residents take
medicalions, not leaving any
medications at bedside without
an order, anct not documenting
administration of medications

. until medications being laken
was witnessed, Pharmacy also
with scheduled medication pass
oirseivations {o be complated
week of 3/17/2025. '

2. Indicale what measires will be
put in place to prevend the problem
fram occurring again, indicate who
will monifor the stuation {o ensure
itwill netaceur again, indicate how
often the monitoring will take place,
and cormplation dales by which the
plan of correction will be
completed.

2A. The Administrator, Resident
Care Coordinator, andfor his/her
designee, wilt complete a
random sample of residents
lh‘!‘ln(] mP(h{‘ahon pa%sm to
and duwﬂ'r,ﬂlauon lwn urnes a
week, for four weeks, with
comptetion of process on
4116/2025.
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The findings are:

Review of Resident #1's current FL2 dated
08/04/24 revealed: ’
-Diagnoses included mild cognitive impairment,
gastric reflux, unspecified pain, hypertension,
anxlety, depression, and nauropathy.
-There was.an order for ibuprofen (used 1o treat
pain) bwo 200mg tablets twice daily.
‘There was an order for Lexapro (used 1o treat
anxiety) 20mg tablet daily. .
-There was an order for Metamucil (used to treat
gastric issues) 2 capsules twice daily,
-There was an oider for Methenamine Hippurate
(used for urindry tract infection preventian) 1
gram tablet twice daily.
“There was an order for Pepcid {used to lreat
gastric reflux and gastric pain) Z0mg tablet twice
daily.
-There was an order for Problotic {used for
chionic candidiasis} 1 capsule daily,
" -There was an order for Tylenol (used to treat
pain} extended reiease 850mg 2 lablets twice
© daily.
-There was an order for Vitamin 8 12 {used as a
supplement) 1000mog tablet daily, :
There was an ordar for Vitamin C {(used for ;
urinary tract infection prevention) 1000mg tablet :
daily.
Thero was an order for Vitamin D 3 (used to :
treat a vitamin deficiency)} 12meg daily. :

Observation during the initial facility tour on
B2/25/25 at 10:08am revealed there was a
medication cup with 2 off-white capsules and 1

white carsile byude the edinaan oo the

mghislend n Kesident #1s oo,

Interview with Resident #1 on 02/25/26 at
10:08am revealed: .

Divigion of Health Service Regulation
STATE FORM sad UDNT11

if conlinuation sheat 5 of 13




Division of Health Service Requlal'ion

PRINTED: G2/27/2025
FORM APPROVED

-All the MAs feft her morning medications on her
nightstand Because she did not like 1o wake up
sarly io take her medications.

She liked to taka her time swallowing each
medication individually.

-5ha had laken all her medications: this morning
axcept for the three capsides in her medication
cup.

-She was unsure what time she hatd taken each
“of the medicalions because she did not know
what tirrie she got up the moming of 02/25/26.
-She was not sure-what the thres medications in
her medication cup were, but she thought thay
might be for her sforach issues.

Obgervation of the facility eMAR administration
history report for 02125/25 revesled:

-There was documentation tbuprafen two 200mg
lablets were adminisierad at 7:40an.

-There was documentation Laxapro 20mg tablet
was adminjstared at 7:40am,

-There was documentation Metamucil two
capsvies were administered at 7:40am.

-There was documentation Methenaming
Hippurate 1 gm tablet was administered at
7:40am. '

-There was documeantation Peocid (used to treat
gastrc. reflux and gastric pain} 20mgq tablet was
adrninistered at 7.40am.

-There was documaniation Probiotic 1 capsule
was administered at 7:40am,

-There was dosumeantation Tylenol extended
release 650mg 2 tablets were administerad at
7-4Qarm, )

-There was documeniabion Vitamin 8-12

LU AT wn ot wloal 7o

SPREre was stocuneulabi Viaman L Hkding
lablet was administered a1 7-40am.

-There was documentation Vitamin D3 125meg
lablel was administered at 7:40am.
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Interview with the MA on U2/25/25 at 10:28am
revaaled:

-She jook Resident #1's medication ta her room
this morning between 7:30am and 7:45am.
-Resident #1 was oriented sg she aiways left
Resident #1's medications on her nightstand
while she was sleeping, .

-She was able to dentify the three medications
feft in Resident #1's medication cup as one
problotic capsule and two Metamucil capsules.
-FThere wera several other oral medications she
had taken {c Resident #1's room on 02/25/25.
-She did not witness Resident #1 taking any of
her morning medications on 02/25/25.

-She docuniented on the eMAR that she had
administered Resident #1's medications when
she went baick 10 the medication cait,

Interviow with the Resident Care Coordinator on
02/25/25 at 2:37pm revealed;

-The MAs were trainad to chserve the residents
swallow oral medications, then document the
medications had been administerad.

-The MA, should not document on the sMAR that
she adrninistered any medication unless she
witnessed the resident take the medication.

Intarview with the Administrator on 02/26/25 at
B:45am revealed:

-The MAs should not be documenting & time a
medication was administered if they did not
observe the resident take the medication at the
time documented,

e W pies 0 ot et e
Medications bt

10ANCAC 13F 1005 Self -Adminisiration OF staffing patlerns, stc.).

1 Idieotn whvad snp nran will e
Cehiaonl aaed
of praciice (i.e, changes in policy and
procedures, staff training, changes in
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D375 Continued From pags 7 D375 1A. Anvin-service for all staff who
Medications adminisfers medications was
(a} An agult care home shall permit residents f:g”épéf‘i‘:dtggéeﬂg:;f'fai‘l’o":g‘fgfg all
~who are ‘cgmpeterj? and ;?hy.c.,[cail\:.' able to o leaving @ny medications at badside
self«e'admlmsler thair medicalions if the following without an order, and not
requirements are met:. dogurhenting administration of
{1}.the seif-adrninistration is ordered by a medications until medications being. -
physician or other person legally authorized to taken was witnessad. Pharmacy
prescribe medications in North Carsling and also with scheduled medication
documentsd in the resident's record: and pass obser\_fa'imns to ba_com‘pleled
{2} specific instructions for administration of weak of J17) 202?‘ _Dunng survey.
L L ) on Tuesday morning, 2/26/2025, all
pres_crlpflon medications are printed on the coofns were checkad for
medication label. medications af bedside and
madications removed, or orders .
obtain for keeping at bedside andfos
seff-administration. All
) self-adrinistration of medication
This Rule is not met as evidenced by: orders checked in facilly, a3 _wei! as
Based on observations; interviews, and record assessmants for seif-administration
. SN . of medicalions. Amemo isto be
reviews, the facility failed o ensure 1 of 1 given oul at resident councit and to
sampied resident {Resident #1} had a physician's all residents on 4/3/2025 in regards
arcier to self-administer medications related 1o to the policy of seif-administration
two oral medications used to treat gastric reflux and thatif they order medications,
and a topical medication used to treat pain. they need to afert nursing staff,
- The findings afe: " 2. Indicate what measures will be put in
’ place to prevent the problem from
Review of Resident #1's current FLZ dated oceurring again, indicate wha wifl
08/04i24 revealed: monitor the: siluations to ensure it will not
Diagnoses included mild cognitive impairment, occur again, indicate how often the
gastic reflux, and unspecified pain moniloring will take place, and
) = ; ‘ ) compielion dates by which the pian of
-There was ng information documented regarding correction will be completed.
Resident #1's orientation. ' ’
Review of the licansed healih professional ’ %‘;Q?&iﬁgﬂggﬁa‘;g& gfﬁiﬁ;‘;
SLPP d 12/09/24 revealed Resident designee, will compiate a random
A1 bt Mecsnily rafinmashed oondeod ol b ey b ny t et
Ll GEMER U E, D Rt 3 waek,
for four weeks, with complefion of
1. Observation during the Initial facility tour on process on 4/16/2025.
02725725 at 10:08am revealed a plastic bottie of
Division of Healtr Servica Regulalion
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caiciumn carbonate {used to treat gasltric reflux)
500mg tablels that appeared 75% full on the Seat
of Resident #1's rollator.

Interview with Resident #1 on 02/25/25 at
10:08am revealed:

.The medication aide (MA) kept her medications
on the medleation cart, but sha was able fo’
salf-administer her medications as well, .

She most recently took a calcium carbonale
tablet 2 or 3 days ago.

Review of Resident #1's physician's orders dated
11/21/24 revealed: .

A medication order for calcium carbonate 500mg
tablet every 8 hours as neaded for heartburn.
“Thers was no madication self-administration
order for Resident #1.

Review of the medication administration record
{eMAR) for February 2025 reveated:

-An order for calcium carbonate 500mg tablet
avery 8 hours as needed for heartburn,

-There was no documentation on the eMAR the
calcium carbonate 500mg tablet had been
administered during February 2025,

Refer to interview with a MA on 02/2525 at
10:28am.

Refer to interview with the Resident Care
Codrdinator {(RCC)on 02/25/25 at 2:37pm.

Refer to telephone interview wilh the primary care
pravider {PCP) on 02/25/25 at 340pm, -

iwefer W nersew with e Adnunestiates on
02126/25 al 8:45am.

2, Dbservation during the initial facility tour on
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0 375 Continued From page 8 D375
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02/25(25 at 10:0Bam revealed a 12-ounce plastic
bottie of iquid Mylanta {used to treat gasiric
reflux) that had been opened on the seat of
Resident #1's roliator. :

Interview with Resident #1 on 02/25/25 at

- 10:08am reveated:
-Thie MA kept hee medications on the medication
cart, but she was able o self-administer her
medicalions as well.
-She most recently took a dose of Mylania last
week. o

Raview of Resident #1's physician's orders dated

12§21124 revealed,

-A medication arder for Mylanta maximum

strength 20ml every 6 hours as needed for

incligestion.

-There was no medication self-administration
 orgier for Resident #1.

Review of the medication administradon recard
{eMAR) for February 2025 revealad:

-An order for Mylanta 20ml every 6 hours as
needed for indigestion.

-There was no documentation on the eMAR the
Mylanta had been administered during Febreary
2025,

Refer to interview with & MA on 02/25/25 at
10:28am.

Refer o interview with the RCC on 02/25/25 at
2:37pm.

Refer lo interdew with the Administrator on
02/26/25 at 8:.45am,
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3. Observation during the inifial facility tour on
02/25/25 at 10:(8am revealed thera was a tube of
diclofenac sodium {used topically to treat pain}
gel 1% that appeared 75% full on the seat of
Resident #1's rollatar, '

Interview with Rasident #1 on.02/25/25 at
t:G8am revealad: :

-The MA kept her medications on the medication
cart, but she was able to self-administer her
medications as well,

-She had a lot of pain in bolh kriees and rubbed
diclofenac sodium ar ber knees aimost daily, with
the most regent use on.02/24/25.

Review of Residerit #1's physician's orders dated
01/15/25 revealed: .

an order for Voltaren {diclofenac sodium) gel 1%
2 grairis topically three times daily to both knees.

Review of Resident #1's physician's orders dated
02/12/25 revealed an order o discontinue the use
of Voltaren gel 1% 2 grams topically three times
daily to both khees,

Raview of 1he medication adminisiration record
{eMAR) for February 2025 revealed:

-An order for Voitaren gel 1% 2 grams three times
daily to both knees.

-There was no documentation on ihe eMAR the
Voltaren gel had been administered during
February 2025, :

Refer to interview with a MA on 02/25/25 at
IR

Refer to interviow with the RCC on 02/25/25 al
2:37pm. :
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Refer to telephone interview with the PCP on
02/25/25 at 3:.40pm,

Refer to interview with the Adminisirator an
02/26125 at 8.45am,

interview with a MA on 02/25/23 at 1:28am
revealed: '

-8he took Raesident #1's madication to-her room
on 0225/25 morning hetween 7:30am and
7.45am. '

-She did not abserve any madications on the seal
af Residant #1's roliator,

-Rasident #1 did not have an order io
seif-adiminister any of het oral or topical
madications,

-8he was not aware Resident #1 was
self-administering her diclofenae sodium, calcium
cartionate, or Mylanta.

interview with the RCC on 02/25/26 at 2:37pm
revaaled:

Rasident #1 did nct have any orders to
seif-administer any oral or topical medications.
-Resident #1 had self-administered her
medications through November of 2024, but then
the. facility took over.

-She went through all the medication in Resident
#¥1's room in Resident #1's presence, and thraw
away ali expired medications, removed
medications thal were currently active orders to
the medication canl, and threw away the other
medications that Resident #1 stated she no
longer used,
-She was nol aware Resident #1 had medications
ey Ber ronua Al e ey wnrn caee e i

suvanibhar 2024,

Telephone - interview with the PCP on 02/25/25 at -
3:40pm revealed:
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Resident #1 did not need to kéep any oral
medications or the topical pain medication in her
oG, ’

-Resident only had one medication order for
self-adrninisiration of a nasal spray that she wrole
on (2/25/25. ’

Interview with the Administrator on 02/26/25 at
8:45am revealed:

-Resident #1 had no orders to self-administer oral
or topical medications, but she did have an order
to self-administer a nasal spray.

-Resident #1 used to sell-administer her
medications, but the dacision was mada for the
facility to take over after she was struggling with
her madication seif-administration due {0 a heaith
condilion that occurred in November 2024.

-She spoke with Resident #1 on 02/25/25 about
the medications in her room.

-Resident #1 told her she was ardering
madications she wanted thraugh an internet
company.

They did not open resident mail, so they were
unaware she was receiving medications by mail.
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