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{D 000} Initial Comments {D 000} Responses o the cited deficiancies do not constitute an
admission by the facililty of the truth of the facts alleged
i R or conciusions st forth in the stalement of deficiencies
The Adult Care Licensure Section conducted a or garrective action report. The plan of corraction is
follow up survey with the Macon County prepared solely as a matter of
Departmant of Social Services from 05/20/25 to
05/21/25.
] 358}‘ 10A NCAC 13F .1004(a) Medication {D 358} JUANGAC 13F 1004 .
Administration -10G4(a} /2712025
Ex?ﬁutige IIIJiractotr, Care Foordlnakt|ors al&d.’or
L . . is/her designes to complete weekly madication
T0A NCAC 13F .1004 Medication Administraticn car& audis to ensurellaié prescribad _
(a) An adult care home shall assure that the ;';;c;gﬁtlgf,;sh;;?cgv,f' ablo for Usa as prescribed by the
‘ prepar.atllon and admmlstrat!oq of medications, Glinical Nurse Gonsshant, RN o in-sarvice
prescription and non-prescription, and treatments Exaculive Director, Care Cocrdinaters andfor
by staff are in ac_cordance with :‘ . 3 I;lgggrrg:grgzggs?n the importance of and how to complete
(1) orders by a licensed prescribing practitioner
which are maintained in the resident's record; and
(2) rules in this Section and the facility's policies
and precedures.
This Rule is not met as evidenced by:
Based on interviews and racord reviews, the
facllity falled to ensure medications were
administered as ordered for 1 of 5 Residents (#2)
including a medication used to treat menta! health
disorders and two medications used to prevent
seizures.
The findings are:
Review of Resident #2's current FL2 dated
04/23/25 revealed:
-Diagnoses included vascufar dementia and
epitepsy.
-She was constantly disoriented.
Review of Resident #2's current physician orders
dated 04/23/25 revealed:
| ~There was an order for quatiapine (an
| antipsychotic medication used to treat mental
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{D 358} Continued From page 1 {D 3568}
heaith disorders) 200mg tablet twice daily.

-There was an order for carbamazepine (used to
treat epilepsy) 20mg tablet twice daily.

~-There was an order for phenytoin sodium (used
to treat epilepsy) 100my capsule twice daily.

Review of Resident #2's Aprit 2025 electronic
medication administration record (eMAR)
revealed:
-There was an entry for Guetiapine 200mg tabiet
twice daily,
| -The quetiapine was scheduled for administration
! at 9:00am and 9:00pm.
i ~There was documentation the quetiapine was
placed "on hold" on 04/29/25 at 9:00am.
J -There was an entry for carbamazepine 200mg
) tablet twice daily.
-The carbamazepine was scheduled for
f administration at 8:00am and 9:00pm.
-There was documentation the carbamazepine
was placed "on hold" on 04/28/25 af 9:00am,
04/20/25 at 2:00am, and 04/30/25 at 9:0Cpm.
-There was an entry for phenytoin sodium 100mg
capsule twice daily.
-The phenyfoin sodium was scheduled for
administration at 9:00pm.
-There was documentation the phanytoin sodium
was placed "on hold" on 04/28/25 at 9:00am,
04/20/25 at 9:00am, and 04/30/25 at 9:00pm.

Review of Resident #2's May 2025 slectronic
medication administraticn record (eMAR)
revealed:

-There was an entry for quetiapine 200mg tablet
twice daily,

-The quetiapine was scheduled for administration
at 9:00am and 9:00pm.

-There was documentation the quetiapine was
placed "on hold" or 05/01/25 at 9:00pm and
08/02/25 at 9:00am.
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-There was an entry for carbamazepine 200mg
tablet twice daily.

-The carbamazepine was scheduled for
administration at 9:00am and 9:00pm.

-There was documentation the carbamazepine
was placed "on hold" on 05/01/25 at 9:00am and
05/01/25 at 9:00pm.

-There was an entry for phenytoin sodium 100mg
capsLie twice daily.

~The phenytoin sodium was scheduled for
administration at 9:00pm.

~There was documentation the phenytoin sodium
was placed "on hold" on

05/01/25 at 8:00am, 05/G1/25 at :00pm and
05/C2/25 at 9:00am.

Interview with a MA on 05/21/25 at 9:15am
revaaled:

-She did net remember why she documented on
the electronic medicafion administration report
(eMAR) report on 04/25/25 to "hold" three of
Rasident #2's medications.

~The medications were "usualiy" placed on hoid if
the medication ran out.

-An order from the Primary Care Provider (PCP)
was needed {o place medications on hold.

-She did not find an order in the computer system
for the three medications for Resident #2, but the
Administrator should hava a "copy” in the record.
-She reordered medications through the online
system that communicated with the pharmacy,
-8hs contacted the pharmacy to ensure the refill
raquest was received.

-The medications were usually delivered the
same day or the next day.

-The controiled medication orders should be
called in to the pharmacy from the PCP.

-She usually contacted the pharmacy the same
day the PCP ordered the controlled medications
to ensure the order was received but was not
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| (MCC) on 05/21/25 at 8:40am revealed:;

Centinued From page 3 {D 358}

sure if she contacted the pharmacy on 04/25/25,
-She usually tried fo contact the pharmacy to
reorder medication 3 or 4 days before the
medication ran out,

Interview with a second MA on 05/21/25 at
9:15am revealed:

-She originally lat management staff know on
04/27/25 that Resident #2's quetiapine,
carbamazepine, and phenytoin sodium were not
avaiiable for administration.

-When she came back to work on 04/25/25, she
infermed management staff again that Resident
#2's quetiapine, carbamazepine, and phenytein
sodium were not available for administration.
-She did not know why those 3 medications did
not come in the weekly multi-cose pack for
Resident #2,

-The Hospice Registered Nurse (RN) was making
a weekly visit to Resident #2 on 04/29/25 and she
told her the 3 medizations were not available for
administration to Resident #2.

Interview with the Memory Care Coordinator

-Medication aides (MA) were responsible to let
her know when a resident's madication was
getting low and if they were out of medication for
a resident.

-The MAs did not follow procedure to notify her
Residant #2 was low on the quetiapins,
carbamazepine, and phenytoin sodium or when
the last dose was given.

-She was not notified unfil 04/29/25 by a MA that
Resident #2 had been out of her quetiapine,
carbamazeping, and pkenytoin sodium for
several days,

-8he told the MA to put the quetiapine,
carbamazepine and phenytoin sodium "on hold"
until the medications were received from the
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pharmacy.

Interview with the Resident Care Coordinator
(RCC) on 05/21/25 at 9:05am revealed:

“When a MA discovered a medication was not
available for administration, the MA was
responsible for letting her know or the MCC.

-The MA was respansible for cailing the
pharmacy to verify the medication was scheduled
to be sent to the facility.

-The medication Resident #2 was prescribed was
packaged in a multi-dose pack from the -
pharmacy and was delivered weekly.

-She and the MCC were responsible for verifying
all the medications were in the multi-dose packs
for each resident when they were received from

the pharmacy.

Attempted telephone interview with the facility's
contractad pharmacy on 05/21/25 at 9:38am was
unsuccessful.

Telephone interview with the hospice primary care
provider (PCP) on 05/21/25 at 10:35am revealed:
-She had nct been informad by the faciiity that
Resident #2 went without her guetiapine,
carbamazepine, and phenytoin sodium for
several days.

-She was in the faciiity most recently on 04/30/25
and reviewed and signed orders presented to her.
-Thare was not an crder to hold Resident #2's
quetiapine, carbamazepine, and phenytoin
sodium presented to her to sign.

Interview with the Administrator on 05/21/25 at
10:58am revealed:

-Most all scheduled non-narcotic medications
went sent to the facility weekly in a multi-dose
pack from the pharmacy. :

-There was lack of imely communication
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between the MAs and the MGC when it was
discovered Resident #2 was missing 3 of her
scheduled medications.
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