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C 00 Initial Comments C ooo Date
Implemanted/
Comrectod ~
Tha Adult Care Licensure Saction conducted a S/20/25
follow-up su on l Flan of Corrgctlion:
low-up sirvey on 05/15/25 The Enclave haa impfomented a new syslem to ansure
hat all rostdent modicafions are corract and edminisiored
C 315 10A NCAC 13G .1002(a) Medication Orders C 315 5 prascribed. All medication orders 2re sont via fax to

10ANCAC 13G .1002 Medication Orders

{(2) Afamlly care home shall ensure contact with
the restdent's physician or preseribing practitioner
for verificalion or clarificatlon of arders for
medications and treatmants:

{1} if orders for admisslon or readmissicn of the
resident are not dated and signed within 24 hours
of admisslon or readmission to the facility;

(2} if orders are not clear or complete; or

(3) it multiple admission forms are recelved upon
admission or readmission and orders an the
forms are not the same,

The facility shall ensure that this verification or
clarification is documented In the resldent's
record,

This Rule [s not met as evidenced by:

Based on observations, interviews, and record
raviaws, the facility falled to ensure that
medication orders were clarified for 2 of 3
sampled residents (#2, #3} including a topical
medication for inflammatory skin conditlons {#2),
an anlidepressant (#3), a madication for
Alzhelmer's dementia (#3), and a probiotic for gut
health {#3).

The findings are:

1. Review of Resldent #2's current FL-2 dated
04/25/25 rovezled:

-Diagnoses Included multiple sclerosis, mild
cognitive impairment, and bipolar disorder,
-There was an crder for Mirvaso 0.33% Gel
Pump, apply a pea-sized amount topically to the

th tho RC and the contracied pharmacy. House
uparvisors and Resident Coordinator verify all orders are
mact and communicate with resident physlcians if any
rder ar modicalien is unclzar.
yslam:
en a naw madicallon from &n oxisting resident is
rescriied, tha physiclan will send the order via fax to
ih the contracted pharmacy and {he homa. Within in 2-
rs of the communicatian from ihe prescribing physician, it
Il bo reviewed by the Residont Coordinalor and then
orwarded {o the House Suparvisor to roview. Once tha
S has communicalion, thoy will wait for the modication to
friva; onca It has arrved, the HS will reviaw tha
mmunication against the medicalion befare approving
alfowing the medication,
fit 8 minimurn of 24 hours before a mave-k or
feadmission, tha Resldent Coorginator (RC) and tho
Houso Supervisor {(HS) will reviow all medications and
arity iha correct erder before approving/ allowing tha
edication inta lha electronic medicalion administration
cord (EMAR]. During the raviow procass, the foliowing
roas will be addrossed.
Qrder dated
E Order signed
- Ordor complotod- if this is a modication that hos a
Eourse 1o follow
- Medication Bosage
Medicatlon Nams
Rasident Namo

f any modication or order is not comrected or undlear, tha
Resident Coordinator will contact the resident's physician,
The physician wilt have 24 hours ke correct orders; ifnot a
ollow-up call will be mada, A resident will not be
accepted into The Enclave unlil all orders and medications
hava been clarifigd.
limeline —
Date Implemenlod! Cerrecled — 520125
Corrected -
Rosldent 3- On 516425, medications ware reviewed with
nospice. An approved medication list was sant lo tha
Lontracied pharmacy to ensura tha corract madieationn
vere given.
Resident 2 ~ The resident’s medication was recanciled
b/20/25. The residont's pimary care physiclan reviewad
& medication list that was sent and signed for the comact
adication. The RC roviowod the medication fist, and the
edication cart was audited to ensure all medications
prere correct, A corrected medigation list was sent to the
niraciad pharmacy t update the resident's EMAR.
Py )
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affected area once a day for rosacea
{inflammatory skin conditions that cause redness
and bumps on the faca). (Mirvase is used to traat
facial skin affected by redness due to rosacea.)
-There was a handwritten note beside the order
for Mirvaso with the words, "never prescribed" but
there was no signature, initials, or date to indicate
who wrote tha note.

Review of Resident #2's primary care provider
{PCP) orders dated 04/17/25 ravealed:

-There was a section on the order form to list any
medications to discontinue.

-Mirvaso 0.33% Gel was listed under the
discontinue section but marked through with a
line and the PCP's initials.

-Mirvaso 0.33% Gel was not listed in the
medication order sectlon of the form.

Review of Resident #2's physician's orders and
progress notes revealed no documentation the
PCP had been contacted to clarify if the resident
was ta be adminlstered Mirvaso 0.33% Gal.

Review of Resident #2°'s April 2025 electronlc
medication administration record (eMAR)
revealed:

-There was an entry for Mirvaso 0.33% Gel
Pump, apply a pga-sized amount topically to
affected area onee daily for rosacea scheduled at
8:00am.

-Mirvaso was documented as not being
adminlistered from 04/01/25 - 04/18/25 due fo
"waiting on pharmacy” and/or "not on cart".
-Mirvaso was documented as administered from
0419425 - 04130425,

Review of Resldent #2's May 2025 aMAR for
05/01/25 - 05/15/25 revealed:
-There was an eniry for Mirvaso 0.33% Gel
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Pump, apply a pea-sized amount topically to
affected area once daily for rosacea scheduled at
8:00zm.

-Mirvaso was documented as administered from
05/01/25 - 05/15/25.

Qbservation of Resident #2's medications on
hand on 05/15/25 at 1:15pm revealed there was
no Mirvaso 0.33% Gol available for
administration.

Interview with the medication aide (MA) on
05115/25 at 1:15pm revealed:

-Resident #2 did not use the facility's contracted
pharmacy.

-The resident used an outside pharmacy.

-The MA did not answer when asked if the
resldent recslved Mirvaso Gel that moming at
8:00am as documented on the eMAR.

Interview with the Facility Manager (FM) on
05M5/25 at 1:30pm revealed:

-Resident #2 received the Mirvaso Gel that
morming, 05/15/25.

-The resident's pawer of attorney {(POA) cams to
the facility that moming and picked up the
Mirvaso Gel because the POA did not want the
resident to be using the medicatlon.

-She theught the PGP was geing to discontinue
the Mirvaso Gel, but she did not have an order fo
discontinue It yet.

Observation of Resident #2 on 05/15/25 at
9:56am ravealed:

-The resident was sitting in the dining room.
-Thae resident’s facial chegks were light pink with
na redness,

Interview with Rasident #2 on 05/15/25 at 9:56am
revezled:
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~She used an outside pharmacy for her
medications.
-She was not aware of the facility running out of
any of her medications.

-She had cream for her face, but sha refused jt
sometimes because it made her face sting.
-She did not know the names of the creams for
her face.

Telephone interview with a pharmacist at
Resident #2's outside pharmacy provider on
05/15/25 at 3:47pm revealed:

~They wers the primary pharmacy for dispensing
Resident #2's medications.

~They did not provide eMARS o the facility.
-They never received an order for Mirvaso 0.33%
Gel for Resident #2; therefore, they never
dispensed any Mirvaso 0.33% Gel for the
resident.

Telephone interview with Resident #2's POA on
05M5i25 at 3:22pm revaaled:

-Resident #2 used an outside phamacy for
medications.

-The facility staff was responsible for ordering the
resident's medications from the outside
phamacy.

-The cutside phamacy usually delivered the
medications to the facility.

-The facility staff needed to It her know if the
phamacy did not send the medications needed
by the resident,

-No one at the facility had contacted her about the
resident being out of any medications.

-She had not visited the facility yet today, so she
had not picked up any medications for Resident
#2 from the facility today, 05/15/25.

-Resldent #2 was not supposed {o be getting
Mirvaso Gel.

-The resident tried it a while back and it did not
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work so she told the facility staff not to order the
medication.

Second interview with the FM on 05/15/25 at
4:30pm revealed:

-The facility's Administrator was unavailable for
interview.

~New medication orders, including discontinue
orders, should ba given to her and she sent them
to the pharmmacy.

-The facility's contracted pharmacy usually
entered orders into the eMAR systam.

-8he had fo review and approve the orders prior
to the orders becoming active in the eMAR
system.

-8he usually checked the eMARSs every day for
accuracy.

~She and the Resident Coordinator {RC) were
responsible for doing medication order
clarifications.

-She thought she had contacted the resident's
outside pharmacy about Resident #2's face gal
and she thought the pharmacy staff told her they
were waiting on the PCP or the POA 10 see if they
wanted the madication to be dispensed.

-She did not document when she contacted the
pharmacy.

Telephone interview with the RC on 05/15/25 at
6:08pm revealed:

-She or the FM were responsible for clarifying
orders.

-She was not aware of the discrepancy with
Resident #2's Mirvaso 0.33% Gel order.

Telephone interview with a medical assistant at
Resldent #2's PCP's office on 05/15/25 at 4:00pm
revealed:

-The PCP was unavallable for interview.

-The PCP first prescribed Mirvaso 0,33% Gel for
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Resident #2 in Decamber 2024,

~The notes in their records indicated the Mirvaso
0.33% Ge! should have been discontinued in
Jamary 2025 due to the high cost of the
medication.

-There was no documentation the facility had
contacted the PCP's office to clarify the order for
Mirvaso Gal.

2. Review of Resldent #3's current FL-2 dated
04/08/25 revealed diagnosis included dementia,

a. Review of Resldent #3's current FL-2 dated
04/05/25 revealad:

-There was an crder for Acidophilus 176mg 1
capsule daily. {Acidophilus is a probiotic used for
gut health,)

~There was an order for Donepeazil 5mg 1 tablet at
bedtime. (Donepezil is used to treat Alzheimer's
dementia,)

Review of Resident #3's current hospice orders
dated 04/30/25 revealed:

~There was no order listed for Resident #3 to
receive Acidophilus.

~Thera was o order listed for Resident #3 to
raceive Donepazil.

Review of Resident #3's physician's orders and
progress notes revealed no documentation the
resident's hospice provider had been contacted to
clarify if the resident was supposed to recsive
Acidophilus and Donepezil.

Review of Resident #3's April 2025 electronic
medication adminlstration record {eMAR)
revealed:

-There was an entry for Acidophilus 175mg 1
capsule daily scheduled for 8:00am.
-Acidophilus was documented as administered
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daily from 04/01/25 - 04/30/25.

-There was an entry for Donepazil Smg 1 tablet at
bedfime scheduled for 8:00pm.

-Donepezil was documented as administered
daily from 04/01/25 - 04/30/25.

Review of Resident #3's May 2025 eMAR for
05/01/25 - 05/15/25 revealed:

-There was an entry for Acidophilus 175mg 1
capsule daily scheduled for 8:00am.

-Acidophilus was documented as adminfstered
daily from 05/01/25 - 05/15/25,

-There was an entry for Donepezil 5mg 1 tablet at
bedtime scheduled for 8:00pm.

-Donepezil was documented as administered
daily from 05/01/25 - D5/14/25.

Observation of Resident #3's medications on
hand on 05/15/25 at 1:33pm revealed:

-There was a supply of Acidophilus capsules
dispensed on 05/06/25 with instructions to take 1
capsule every day.

-There were 21 of 30 capsules remaining.
-There was a supply of Donepezil 5mg tablets
dispensed on 05/06/25 with nstructions to take 1
tablet at bedtime.

-There were 22 of 30 tablets remaining.

Interview with the Resldent Coordinatar (RC) on
05/16/25 at 2:10pm revealed:

-She was responsible for clarifying medication
orders.

-She had not notlced Acidophilus and Donspezil
were not listed in the currant hosplea orders for
Resident #3.

Telephone interview with the patient care
manager at Resident #3's hosples pravider on
05/15/25 at 3:03pm ravealed:

-Resident #3 had recently started fo decling in
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health so she was not receiving a fot of
medications,

-The hospice provider did not fypically keep
hospice residents on medications like Acidophilug
and Dongpazil.

-Resldent #3's Acidophilus znd Donepezil were
discontinued on 03/28/25,

-No ana at the facility had contacted them to
clarify whether ths resident was supposed to
recelve Acldophitus or Donepezil,

b. Review of Resident #3's mental health provider
{MHP) visit note dated 04/22/25 revealed:

~The resident had dementia that was progressing
with some agitation and imritability that comes and
goes,

-The resident had depression that was
intermittently unstable with soma sadnass that
comes and goes.

-There was an order to continue Sertraline 100mg
1 tablet daily. (Sertraline is an antidepressant )

Review of Resident #3's current hospice orders
dated 04/30/25 revealed there was no order for
Resident #3 to receive Seriraline.

Review of Resident #3's physician's orders and
progress notes revealed no docurmentation the
hospice pravider or the MHP had been contacted
to clarify if the resident was to be administered
Serirafine.

Review of Resldent #3's April 2025 alectronic
medicalion administration record (eMAR)
revealed there was no entry for Sertraline 100mg
and none was documented as administered for
April 2025,

Review of Resldent #3's May 2025 eMAR for
05/01/25 - 05/15/25 rovealed there was no entry
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for Sertraline 100mg and none was documented
as administered for May 2025.

Cbservation of Resident #3's medications on
hand on 05/15/25 at 1:33pm revealed there was
no Sertraline available for administration.

Inferview with the Resident Coondinator (RC) on
05/15i25 at 2:10pm revealed;

-She was responsible for clarifying medication
orders.

-She thought Resident #3 had been discharged
from the MHP's services due to resident receiving
hospice services.

-She went by the hospics orders for Resident #3,
not the MHP orders.

-She did not clarify the orders with tha MHP or the
hosplee provider.

Telephone interview with the patient care
manager at Resident #3's hospice provider on
05/15/25 at 3.03pm revealed:

-She would not have any knowledga of what
medications the resident's MHP provider had
prescribed.

-Sertraline was not listed on the resident's
hospice medication orders.

-No one at the facility had contacted them to
clarify whether the resident was to receive
Sertraline.

Aftempted telephone interview with Resident #3's
MHP cn 05/15/25 at 2:59pm was unsuccessful.

10A NCAC 13G .1004{a) Medication
Administration

10A NCAC 13G .1004 Medication Administration
{a) Afamily care home shall assure that the
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(1) orders by a licensed prescribing practitioner
which are malnlained in the resident's record; and
{2) rules In this Section and the facility's pollcles
and procedures,

This Rule is not met as evidenced by:
FOLLOW-UP TO TYPE B VIOLATION.

The Type B Violation was abated.
Non-compllance continues,

Based on chservations, Intarvlews, and record
reviews, the facility failed o ensure medications
were administered as ordered for 1 of 3 residents
(#2} sampled Including errors with a toplcal
maedication for inflammatory skin conditions and a
vitamin supplement.

Tha findings are:

Review of Resident #2's current FL-2 dated
04/25/25 revealed:

-Diagnoses included multipls sclerosts, mild
cognilive impaimaent, and bipolar disarder.
-There was an order for Azelaic Acid 15% Gel,
afler skin Is washed and dried, apply typically 2
imes a day and massage a thin film Into affected
area in the moming and evening. {Azelaic Acid is
used lo ireat rosacea and acne. Rosacea and
acne are inflammalory skin conditions that causn
radness and bumps on the face.)

-There was an order for Folic Acid Tmg 1 tablst
once dally. (Folic Acid is a B vitarnin used to treat
and provent felate deficiency anemia.)

Revlew of Resldeant #2's April 2025 electronlc

racomds, a sysiem has been put In place.

Sysiem

BDaily, the Resident Coordinator reviews all naw
medication ordars, noticas of medication expirations,
and disconlinuad erders and documents. Weekly, thare
I3 a physical review of all residant medication, The
medications are malched to EMAR. Tha inslructions
muet maich the pac or tho bellle. Thia is performed by
1ha Housa Supervisars, Thig I3 refermad to es the
weekly medicalion audit. Al medication §s checked,
and tho cart Is eleaned during this tme. If a madication
that ts not prescribed is on tha cad, it is faken out of
tha carl, and tho house suparvisors vill raviaw the
resident's fila to find the discontinued communicallon; if
It s not found, tha Resident Goordinator will contact the
prescribing physlcian to get clarificalion and other
supparting documents. Each medication that is navy,
has expired, or has been sent back to the phammacy is
accounted for on tha waekly audit list. This audit Is
reviewed by the Resident Coordinator; this list mirmors
the daily list. if there are any discrepancles, the
Resident Coordinalor contacts the houss supensors
and the pharmacy for erors. If there needs lo be
clarification, tha resident coordinator will contact the
prescribing physician wilhin 24 hours of receipt of the
Teport.

Manitoring:

Tho Resldent Coordinator and the House Supervisor
gre rasponsible,

Timeling

Dale to Implomant Systam: 511672025

Resident 2 = The medication was takon out of the cart
Immediately. The rosident's modication was reconciled
on 5/20/25, Tho realdent's pimary care physiclan
raviewed tha medicallon fist thal was sent and signed
for the correct medication. The RG reviewed the
madication list, and tho medication cart was audlled 1o
ensure all medications wers correck. A eomrocted
madication list was sent 1o the contractad phamacy to
updata the resident's EMAR.
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medication administration record (eMAR)
ravealed:

-There was an entry for Azelaic Acid 15% Gal,
after skin is washed and dried, apply typically 2
times a day and massage a thin film into affected
area In the moming and evening.

-Azelaic Acid 15% Gel was scheduled for 8:00am
and 6:00pm.

-Azelaic Acid was documented as not being
administered from B:00am on 04/01/25 - 8:00am
on 04/18/25 due to "waiting on phamacy” andfor
“not on cart".

-Azelaic Acid was documented as administered
from €:00pm on 04/18/25 - 6:00pm on 04/30/25.
-There was an entry for Folic Acid 1mg 1 tablet
once a day scheduled at 8:00am.

-Folic Acid was documented as not being
administered from 04/01/25 - 04/18/25 dus to
"waiting on pharmacy” and/or "not on cari”,
-Folic Acid was documented as administered
from 04719/25 - 04430/25.

Review of Resident #2's May 2025 eMAR for
05/01/25 - 05/15/25 revealed:

-There was an entry for Azelaic Acld 15% Gel,
after skin is washed and dried, apply typically 2
times a day and massage a thin film into affected
area in the morning and evening.

-AzZelalc Acld 15% Gel was scheduled for 8:00am
and 6:00pm.

-Azelaic Acid was documented as administered
16 occasions from 05/01/25 - 05/15/25,

-Azelaic Acid was documented as being refused
on 12 occasions from 05/01/25 - 05115/25.
-There was an entry for Folic Acid 1mg 1 tablet
once a day scheduled at 8;:00am.

-Folic Acid was documented as administered
from 05/01/25 - 05/15/25.

Observation of Resident #2's medications on
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hand on 05/15/25 at 1:15pm revealed:

-There was a tube of Azslaic Acid 15% Gel

dispensed on 04/17/25.

-The instructions were to apply topically twice a

day after skin is thoroughly washed and patted

dry, gently but thoroughly massage a thin film to

the affected area twice daily, in the moming and

evening.

-There was a bottle of Folic Acid 1mg tablets

dispensed on 04/17/25.

-The instructions were to take 1 tablet daily.
-There were 4 of 30 Folic Acid Tmg tablets
remaining.

Interview with the medication aide {MA) on
05/15/25 at 1:15pm revaalad:

-Resident #2 did not use the facility’s contracted
pharmacy.

-The resident used an outside pharmacy.
-Resident #2 did not receive Azelaic Acid 15%
Gel and Folic Acid in April 2025 because the
resident's power of attorney (POA) was walting
on the outside pharmacy to dispenss the
medication.

-She was not aware of a back-up plan to get
medication not received from an outside
pharmacy.

Observation of Resident #2 an 05/15/25 at
9:56am revealed:

-The resident was sitting in the dining room.
-The resident’s facial cheeks were light pink with
no redness.

Interview with Resident #2 on 05/15/25 at 9;56am
revealed:

-She used an outside phamagy for her
medications,

-She was not aware of the facility running out of
any of her medications,
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-Sha had cream for her face, but she refused it
sometimes becauss It mads her face sting.
-She was not sure which vitamins she received.

Telephone interview with a pharmacist at
Resident #2's pharmacy provider on 05/15/25 at
3:47pm revealed:

-They were the primary pharmacy for dispensing
Resident #2's medicalions.

~They did not provide eMARS to the facility.
~They received the order dated 04/17/25 for
Azelaic Acid for Resident #2 on 04/17/25.

~They dispansed Azelaic Acid 15% Gel for
Resident #2 on 04117/25 and delivered it to the
facility on 04118425,

-They had praviously dispensed Azelaic Acid for
Resident #2 on 01/02/25 and 02/15/25.

-Thoy received the order dated 04/17/25 for Folic
Acid for Resident #2 on 04/17725.

-They dispensed Folic Acid Tmg tablets for
Residant #2 on 04/17/25 and delivered them 1o
tha facllity on 04/18/25.

Telephone interview with Resident #2's POA on
05/15/25 at 3:22pm revealeq;

-Resldent #2 used an outside pharmacy for
medications.

~The facifity staff was responsible for ordering the
resident's medications from the outside
pharmacy.

-The oulside pharmacy usually defivered the
medications to the facility.

-The facility staff needed to let her know if the
phamacy did not send the medications needed
by the resident.

-No one at the facility had contacted her about the
resident being out of any medications.

-She was not aware the resident was out of
medications in April 2025,
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Interviaw with the Facility Manager (FM) on
05/15/25 at 4:30pm revealed:
-The facility's Adminlstrator was unavailable for

interview.

-The MAs should not document a medication was
administered on the eMAR if there was no
medication available to administer.

-She usually checked the eMARSs every day for
accuracy.

~The MAs should notify her if medications were
unavailable.

-Resident #2's outside pharmacy usually sent
medications to the facility automatically.

-She thought she had contacted the resident's
outside pharmacy abouf the resident's
medicallons in April 2025 but she did not
document when she contacted the pharmacy.

Telephone interview with the Resident
Coordinator (RC) on 05/15/25 at 8:08pm
revealed:

~-The FM was responsible for reviewing eMARs
monthly for accuracy,

-The MAs should notify her or the FM if
medications were unavailable.

Telephone interview with 4 medical assistant at
Resident #2's primary care provider (PCP) office
on 05/15/25 at 4:00pm revealed;

-The PCP was unavailable for interview.

-The PCP prescribed Azelaic Acid 15% Gel for
Resident #2 in December 2024, January 2025,
and April 2025,

-The Azelaic Acid 15% Gel was prescribed fo
treat the resident's rosacea.

-The PCP first prescribed Folic Acid for Resident
#2 on 04717125,

-There were no orders for Folic Acid for Resident
#2 prior to 04117725,

-Sha did not know why Folic Acid would be on the
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resident's MAR prior to 04/17/25.

~There was no documentation in their records of
being notified by the facility that the resident
missed any doses of the Azelaic Acid or Folic Acid
in April 2025,

€ 342 10A NCAC 13G .1004()) Medication C342
Administration

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

{1) resldent'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 administrafion;

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

{8} name cr initials of the person administeting
the medication or treatment. If initials are used, a
signatura equivalent to those Initials is to ba
documented and maintalned with iha medication
administration record (MAR).

This Rule is not met as evidenced by:

Based on cbsarvations, interviows, and record
reviews, the facility failed to ensure the
medication administration records were accurate
for 1 of 3 sampled residents (#2) including
inaccurate documentation for a topical medication
used to treat inflammatory skin conditions.
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The findings are:

Review of Resident #2's current FL-2 dated
Q4/25/25 revealed:;

-Diagnoses included multipte sclerosis, mild
cognitive impairment, and bipolar disorder.
-There was an order for Mirvaso 0.33% Ge)
Pump, apply a pea-sized amount topically to the
affected area once a day for rosacea
{(inflammatory skin conditlons that cause redness
and bumps on the face). (Mirvaso is used to treat
facial skin affected by redness due to rosacea.)
~There was a handwritten note besids tha order
for Mirvaso with the words, "never prescribed” but
there was no signature, initials, or date to indicate
who wrota the nole.

Review of Resident #2's primary care provider
(PGP} orders dated 04/17/25 revealed:

-There was a section on the order form 1o list any
medications to discontinue,

-Mirvaso 0.33% Gel was listed under the
discontinue section but marked through with a
line and the PCP's Initials.

-Mirvaso 0.33% Gel was not listed in the
medication order section of the form.

Review of Resldent #2's physician's orders and
progress notes revealad no documentation the
PCP had been contacted to clarify if the resident
was to be administered Mirvaso 0.33% Gel.

Review of Resident #2’s April 2025 electronic
medication administration record (eMAR)
revealed:

-There was an entry for Mirvaso 0.33% Gel
Pump, apply a pea-sized amount topically to
affected area once daily for rosacea scheduled at
8:00arn.
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-Mirvaso was decumented as not being
administered from 04/01/25 - 04/18/25 due to
"waiting on pharmacy" and/or "not on cart".
-Mirvaso was documented as administered from
04/19/25 - 04/30/25.

Review of Resident #2's May 2025 eMAR for
05/01/25 - 05/15/25 revealed:

-There was an entry for Mirvaso 0.33% Gel
Pump, apply a pea-sized amount topically to
affacted area once daily for rosacea scheduled at
8:00am.

-Mirvaso 0.33% Gel was documented as
administered from 05/01/25 - 05/15/25.

Observation of Resident #2's medications on
hand on 05/15/25 at 1.15pm revealed there was
o Mirvaso 0.33% Gel available for
administration.

Interview with the medication aide (MA}) on
05115/25 at 1:15pm revealed:

~Resident #2 did not use tha facility's contracted
phammacy.

-The resident used an outside pharmacy.

~She could not locate any Mirvaso 0.33% Gel for
the resident

-The MA did not answer when asked if the
resident received Mirvaso 0.33% Gel that
moming at 8:00am as documented on the eMAR.

Interview with tha Facility Manager (FM) on
05/15/25 at 1:30pm revealed:

-The resldent received the Mirvaso 0.33% Gel
that morning, D5/15/25,

~The resident's power of attorney (POA) came to
the facility that moming and picked up the
Mirvaso 0.33% Gel because the POA did not
want the resident to be using the medication.
-She thought the PCP was going to discontinue
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the Mirvaso Gel but she did not have an order to
discontinue it yet.

Interview with Resident #2 on 05/15/25 at 9:56am
revealed:

-She used an outside pharmacy for her
medications.

-She was not aware of the facility running out of
any of her medications.

-Bhe had cream for her face, but she refused it
sometimes because it made her face sting.

-She did not know the names of the creams for
her faca,

Telaphone interview with a pharmacist at
Resident #2's phammacy provider on 05/15/25 at
3:47pm revealed:

-They were the primary pharmacy for dispensing
Resident #2's medications.

-They did not provide eMARs to the facility.
-They never received an order for Mirvaso 0,33%
Gel for Resident #2; therefore, they never
dispensed any Mirvaso 0.33% Gel for the
resident.

Telephong Interview with Resident #2's POA on
D5/15/25 at 3:22pm revealed:

-Resident #2 used an outside phamacy for
medications.

-The facility staff was responsible for ordering the
resident’s medications from the outside
pharmacy,

~The outside pharmacy usually delivered the
medications to the facility.

-The facility staff needed to let her know if the
pharmacy did not send the medications needed
by the resldent.

-No ong at the facility had contacted her about the
resident being out of any medications.

-She had not visited tha facility yet today, so she
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had not picked up any medications for Resident
#3 from the facility today, 05/15/25.

-Resident #3 was not supposed to be getting
Mirvaso 0.33% Gel.

-She tried it a whilz back {could not recall how
lang ago} and it did not work so she told the
facility staff not to order the medication.

Second interview with the FM on 05/15/25 at
4:30pm revealed:

-The facility's Administrator was unavaitable for
Interview.

-The facility's contracted pharmacy usually
entered orders into the sMAR system.

-She had to review and approve the orders prior
to the arders becoming aclive In the eMAR
system.

~She usually checked the eMARs every day for
accuracy.

-The MAs should not document a medication was
administered on the eMAR if there was no
medication available to administer.

Telephone interview with the Resident
Coordinator (RC) on 05/15/25 at 6:08pm
revealed:

-She was not aware of the discrapancy with
Resldent #2's Mirvaso 0.33% Ge! order.

~The MAs should not document a medication was
administerad on the eMAR when the medication
was unavallable.
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