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{2000 Initial Comments D 000 ;
The Adult Care Licensure Section and the
McDowell County Department of Social Services
: conducted an annual survey on May 28 to May
29, 2025.
D 273 10A NCAC 13F .0902(b) Health Care D 273

i

10A NCAC 13F .0902 Heaith Care

(b) The facility shall assure referral and follow-up
to meet the routine and acute health care needs
of residents.

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to ensure referral and follow-up for 1
of 3 sampled residents (Resident #3) who had a
referrai for physical therapy (PT).

The findings are:

Review of Resident #3's current FL2 dated
05/14/25 revealed:

-Diagnoses included hypertension,
hyperlipidemia, hypothyroidism, type 2 diabetes,
history of chronic obstructive pulmonary disease
(COPD), chronic pain with neuropathy, anxiety,
and vitamin D deficiency. ‘
~Resident #3 was oriented.

-Resident #3 was semi-ambulatory.

Review of Resident #3's Resident Register dated
(5/20/25 revealed an admission date of 05/20/25.

Review uf Resident #3's hospital discharge
summary dated 05/20/25 revealed there was a
PT referral was sent (o a home health agency for
the resident to be seen within 24 hours.
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9:19am revealed the agency did not receive a PT
referral for Resident #3.

interview with the Resident Care Coordinator
(RCC) on 05/28/25 at 4:00pm revealed:

-She knew Resident #3's hospital discharge
summary dated 05/20/25 had an order for a PT
evaiuation.

~She thought the discharging hospital was
responsible for sending the home health PT
referral to the home health agency.

-She did not know if the home health PT referral
had been made.

-She did not follow up with the hospital discharge
planner or the home health agency to see if a PT
referral had been made.

~She thought home health agencies usually
waited a week after the referral had been
received to see residents.

-There was no follow up process in place to
ensure all orders and referrals had been
processed or implemented.

Review of Resident #3's PCP text message dated
05/29/25 at 10:47am revealed:

~-Resident #3 was a new patient and was due to
be seen on 06/04/25.

~No one at the facility had contacted her for a PT
referral for Resident #3.

-She expected the facility to ensure all orders and
ferrals were processed and implemented.
sident #3 not getting PT could have caused
possible further deconditioning and weakness.

interview with the Administrator on 05/29/25 at

O:4Bam revealed:
~Ehe did not know Resident #3 had an order for a
FT evaluation.

(RN} from the home health agency on 05/29/25 at
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-She did not know why the referral for Resident
#3 to have PT was not sent to the home health
agency.

-She expected the RCC to implement all
physician orders and referrals.

~She expected RCC to follow up with all referrals
to ensure services were in place.

-She expected the RCC to check to ensure all
physician orders and referrals were processed
carrectly. ' ﬂO&ﬂ
-There was no process in place to ensure all 4

orders and referrals had been processed or
implemented correctly.

D 3441 10A NCAC 13F .1002(a) Medication Orders D 344

T0ANCAC 13F .1002 Medication Orders

(a) An adult care home shall ensure contact with
the resident's physician or prescribing practitioner
for verification or clarification of orders for
medications and treatments:

(1) if orders for admission or readmission of the
resident are not dated and signed within 24 hours
of admission or readmission to the facility;

(2) if orders are not clear or complete: or

{3) if muitiple admission forms are received upon
admission or readmission and orders on the
forms are not the same.

The facility shall ensure that this verification or
clarification is documented in the resident's
record.

- This Rule is not met as evidenced by:

Based on obsetvations, interviews, and record
reviews, the facility failed to clarify medication
orders for 1 of 4 sampled residents (Resident #3)

regarding a medication order to treat shortness of
breath that was ordered every four hours.

Division of Health Service Regulation :
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The findings are:

Review of the facility's undated Resident
Medication Orders policy revealed:

-All medication orders would include, the date,
medication name, strength of the medication,
dosage of the medication, route of the
medication, frequency of administration, and the
reason for use.

~Any medication order that was not clear or
incomplete were to be verified with the
prescribing practitioner.

Review of Resident #3's current FL2 dated
05/14/25 revealed:

-Diagnoses included hypertension, type 2
diabetes, history of chronic obstructive pulmonary
disease, and vitamin D deficiency.

~Resident #3 was oriented.

Review of Resident #3's Resident Register dated
05/20/25 revealed an admission date of 05/20/25.

Review of Resident #3's hospital discharge
summary dated 05/20/25 revealed there was an
order for albuterol (used to treat shortness of
breath) @0mcg, 2 puffs, by mouth, every 4 hours.

Review of Resident #3's May 2025 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry for albuterol 90mcg inhaler,
2 puffs by mouth, every 4 hours as needed for
shortness of breath.

~There was no documentation albuterol 90meg
was administered.

-There was no entry for albuterol
B0mceglinhalation, 2 puffs, by mouth, every 4

hours.
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Observation of Resident #3's medications on
hand on 05/28/25 revealed there was no albuterol
90mceg available on the medication cart.

Telephone interview with a Pharmacist with the
facility's contracted pharmacy on 05/28/25 at
1:09pm revealed:

~The pharmacy received Resident #3's FL2 dated
05/14/25 from the facility on 05/19/25.

-The FL2 did not list albuterol 90mcg as a
medication.

~The pharmacy received Resident #3's hospital
discharge summary dated 05/20/25 from the
facility on 05/20/25.

- There was an order on the hospital discharge
summary for albuterol 80mcg/inhalation, 2 puffs,
by mouth, every 4 hours.

-The pharmacy entered Resident #3's albuteroi
order incorrectly onto the eMAR as, as needed
and not scheduled.

-The facility had to approve or decline medication
orders entered by the pharmacy into the eMAR
and the facility did approve the incorrect order for
PRN albuterol.

-The pharmacy made a mistake and did not
dispense Resident #3's albuterol 90mcg.

-The pharmacy was contacted by the RCC today
(05/28/25) about the incorrect albuterol order and
corrected the order on the eMAR.

~-Albuterol was used to treat wheezing, coughing
and shortness of breath and without using
atbuterol as ordered, the resident could have
tightness in the chest, wheezing, and shortness
of breath.

Interview with Resident #3 on 05/28/25 at
12:40pm revealed:

=She thought she was supposed 10 be on two
inhaters.

-8he was administered two inhalers daily.
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-She used the inhalers when the MA administered
them to her.

~-She did not know which inhalers were ordered
for her to use.

-She had shortness of breath since she moved
into the facility.

interview with the medication aide (MA) on
05/28/25 at 12:23pm revealed:

~She did not know Resident #3's aibuterol was
not on the medication cart.

-She administered Resident #3's mometasone
duroate 100mcg/5meg (a long-acting steroidal
inhaler used to treat COPD) she found on the
medication cart.

-She thought she administered Resident #3's
albuterol 80mceg inhaler.

-She was responsible for comparing medications
and mediation labels to the eMAR but did not
prior to administering medications to Resident #3.
-The Resident Care Coordinator (RCC) was
responsible for sending medication orders to the
pharmacy. '

~The RCC was responsible for approving or
declining medication orders entered by the
pharmacy.

-MAs were responsible for calling the pharmacy
or notifying the RCC if there was a medication not
available on the medication cart.

-The RCC of Administrator completed medication
cart audits which included reviewing medication
orders, medication on hand and eMAR's, but she
did not know how often or when medication cart
audits were completed.

interview with the RCC on 05/28/25 at 3:20pm
revealed:

-She did not know Resident #3 had an order for
atbuterol or that the albuterol was not available.
-She did not know Resident #3's albuterol was
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entered incorrectly on the eMAR. .
-She and the Administrator were responsible for
completing new admission paperwork including
medication orders.

-New admission medication orders were faxed to
the pharmacy for the pharmacy to add to the
eMAR.

~When the pharmacy added all medication orders
to the eMAR, the pharmacy sends the orders to
the facility for verification, where the facility
anproved or declined the medication orders
entered by the pharmacy.

~-She was out of the facility when Resident #3 was
admitted on 05/20/25, and the Administrator
completed Resident #3's admission orders.

~The Administrator faxed Resident #3's hospital
discharge summary dated 05/20/25 to the
pharmacy.

-She did not verify Resident #3's medication
orders from the pharmacy or ensure the orders
were correct upon her return to the facility on
05/21/25.

-She completed a medication cart audit every
several weeks but could not recall the date of her
last medication cart audit.

-There was no documentation available for any
medication cart audits.

Interview with the Administrator on 05/29/25 at
1:50pm revealed:

-She completed Resident #3's admission orders.
~-She faxed Resident #3's hospital discharge
summary dated 05/20/25 to the pharmacy.

-She and/or the RCC were responsible for
comparing the hospital discharge summary to the
eMAR for accuracy.

~-Ehe did not compare Resident #3's hospital
discharge sumimary to the orders entered into the
eMAR.

~-8he had approved the orders entered by the
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pharmacy.

-She did not know Resident #3's albuterol order
was entered incorrectly into the eMAR or that the
alouterol was not available.

~8he and the RCC completed a medication cart
audit every month or every other month and the
last one was completed in January 2025,

-She did not have documentation available for
any medication cart audits completed January
2025,

D 358 10ANCAC 13F .1004 (a) Medication D 358

Administration \ &]O()qA
1 =

i3

10A NCAC 13F .1004 Medication Administration
{2) An adult care home shall assure that the
preparation and administration of medications,
prescription and non-prescription, and treatments
by staff are in accordance with:

(1) orders by a licensed prescribing practitioner r
which are maintained in the resident's record; and
; (2) rules in this Section and the facility's policies & .
1 and procedures. I M ZK
This Rule i s evidenced by: it
his Rule is not met as evidenced by il WM'C

Based on observations, interviews, and record

reviews, the facility failed fo ensure medications ; W
were administered as ordered for 2 of 4 sampled |

residents (#3 and #4) related fo medications used ‘

to treat chronic obstructive pulmonary disease
(COPD) (#3 and #4).

Review of the facility's undated policy on 5
Medication Administration revealed medications ‘ﬁ a/&a
weie to be administered according to the ~

prescribing practitioner's orders.

A}

The findings are:
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1. Review of Resident #4's current FL2 dated
12/04/24 revealed:

-Diagnoses included COPD.

-An order for ipratropium/albuterol (a medication
used to treat COPD) 0.5-3mg/2.5ml two times
daily.

-An order for ipratropium/albuterol 0.5-3ml, every
six hours as needed for shortness of
breath/wheezing. il

Review of Resident #4's signed physician's order
dated 04/02/25 revealed:

~There was an order for ipratropium/albuterol
0.6mgy-2.8mg/3mli two times daily.

~There was an order for ipratropium/aibuterol
0.5mg-2.5mg/3ml every six hours as needed for
shortness of breath/wheezing.

Observation of Resident #4's medication
available for administration on (date) at (time)
revealed.

-There was a plastic bag tabled with Resident
#4's name, containing ipratropium/albuterol
labeled 0.5mg-2.5mg/3ml two times daily and
every six hours as needed for shortness of breath !
and/or wheezing and a dispense date of i
04/08/24, with 120 doses left o administer. i
-There was a second plastic bag tabled with
Resident #4's name, containing
ipratropium/atbuterol labeled 0.5mg-2.5mg/3ml
two times daily and a dispense date of 11/19/24,
with 28 doses left to administer.

Review of Resident #4's October 2024 electronic {
Medication Record (eMAR) revealed:
-There was an entry for ipratropium/albuterol 11}
0.5mg-2.5mg/3mi with a start date of 04/09/24.
-There was dovumentation the
ipratropium/albuterol was administered 10/01/24
. to 10/31/24 at 8:00am and 8:00pm.

Division of Health Service Reguiation
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-There was an entry for ipratropium/albuterol
0.5mg-2.5mg/3ml with an start date of 04/09/24 ‘
as needed for shortness of breath and/or |
wheezing. ;
~There was no documentation the
ipratropium/albuterol was administered 10/01/24
to 10/31/24.

Review of Resident #4's November 2024 eMAR
revealed:

-There was an entry for ipratropium/albuterol
0.5mg-2.5mg/3ml with a start date of 04/09/24.
~There was documentation the
ipratropium/atbuterol was administered 11/01/24
to 11/30/24 at 8:00am and 8:00pm.

~There was an entry for ipratropium/albuterol
0.5rg-2.5mg/3ml with a start date of 04/09/24 as
needed for shortness of breath and/or wheezing.
~There was no documentation the 1l
ipratropium/albuterol was administered 11/01/24 ‘
to 11/30/24.

Review of Resident #4's December 2024 eMAR
revealed:

-There was an entry for ipratropium/albuterol
0.5mg~2.5rmg/3ml with a start date of 04/09/24.
-There was documentation the
ipratropiur/albuterol was administered 12/01/24
to 12/14/24 at 8:00am and 8:00pm and on
12/15/24 at 8:00am.

-On 12/15/24 at 8:00pm, the ipratropium/albuterol
was documented as refused.

~-There was an entry for ipratropium/albuterol i
0.5mg-2.5mg/3mi with a start date of 04/09/24 as i
needed for shoriness of breath and/or wheezing.
~There was no documentation the i
ipratropium/albuterol was administered 12/01/24 ‘
to 12/30/24.

Review of Resident #4's January 2025 eMAR

Division of Health Service Regulation :
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revealed:

~There was an entry for ipratropium/albuterol
0.5mg-2.5mg/3ml with a start date of 04/09/24.
~There was documentation the
ipratropium/atbuterol was administered 01/01/24
to 01/31/24 at 8:00am and 8:00pm.

~There was an entry for ipratropium/albuterol
0.6mg-2.5mg/3ml with a start date of 04/09/24 as
needed for shortness of breath and/or wheezing.
~There was documentation the
ipratropium/albuterol was administered on
01/17/25 at 7:12am for cough and congestion.

Review of Resident #4's February 2025 eMAR
revealed;

~There was an entry for ipratropium/albuterol
0.5mg-2.5mg/3mi with a start date of 04/09/24.
-There was documentation the
ipratropium/albuterol as administered 02/01/24 to
02/28/24 at 8:00am and 8:00pm.

~There was an entry for ipratropium/albuterol
0.5mg-2.5mg/3mi with a start date of 04/09/24 as
ngeded for shortness of breath and/or wheezing.
-There was no documentation the
ipratropiun/albuterol was administered 02/01/24
to 02/28/24.

Review of Resident #4's March 2025 eMAR
revealed; .
-There was an entry for ipratropium/albuterol
0.5mg-2.5mg/3ml with a start date of 04/09/24.
~There was documentation the
ipratropium/albuterol was administered 03/01/24
to 03/31/25 at 8:00am and 8:00pm.

-There was an entry for ipratropium/albuterol
0.5mg-2.5mg/3ml with a start date of 04/09/24 as
needed for shortness of breath and/or wheezing.
~There was ne dogumentation the
ipratropium/albuterol was administered 03/01/24
to 03/31/24.
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Review of Resident #4's April 2025 eMAR
revealed:

~There was an entry for ipratropium/albuterol
0.5mg-2.5mg/3ml with a start date of 04/09/24.
-There was documentation the
ipratrapium/albuterol was administered 04/01/24
at 8:00am and 8:00pm and on 04/02/25 at
8:00pm.

-On 04/02/25 at 8:00pm the ipratropium/albuterol
was documented as discontinued.

-There was an entry for ipratropium/albuterol
0.5mg-2.5mg/3ml with a start date of 04/09/24 as
naeded for shortness of breath and/or wheezing.
-There was no documentation the
ipratropium/albuterol was administered 04/01/24
o 04/30/24.

Review of Resident #4's May 2025 eMAR
revealed:

-There was no entry for ipratropium/albuterol
0.5mg-2.5mg/3ml to be administered two times
daily.

-There was an entry for ipratropium/albuterol
0.5mg-2.5mg/3ml with a start date of 04/09/24 as
needed for shortness of breath and/or wheezing.
-There was no documentation the
ipratropiuim/aibuterol was administered 05/01/24
to 05/28/24.

Telephone/interview with a Pharmacist from the
facility's contracted pharmacy on 05/28/25 at
4:24pm revealed:

~-The original order date for ipratropium/albuterol
0.5mg-2.5mg/3mi to be administered two times
daily was 04/09/24.

~On 04/08/25, the facility faxed a signed
physician's orders dated 04/02/25 for 1:
ipratropium/albuterol 0.5mg-2.5mg/3ml two times
daily.

sion of Health Service Regulation
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~The ipratropium/albuterol was documented as
active in their records but was when the orders

{ were entered into the eMAR system for the facility
j staff to approve, the ipratropium/albuterol was
accidentally discontinued.

H ~The facility was responsible for reviewing the

‘ order and matching it with the original signed
physician's order and approve the order as it was
entered into the eMAR system before
administration to make sure the order was
correct.

-The pharmacy dispensed ipratropium/albuterol
0.5mg-2.5mg/3ml, 120 doses, a 60-day supply on
10/11/24, 30 doses could be used for the "as
needed" order.

-~The pharmacy dispensed ipratropium/albuterol
0.5mg-2.5mg/3mi, 120 doses, a 60-day supply on
11/19/24, 30 doses could be used for the "as
needed" order.

~-The pharmacy dispensed ipratropium/albuterol
0.5mg~2.8mg/3ml, 120 doses, a 60-day supply on
11/30/24, 30 doses could be used for the "as
neseded"” order.

~The pharmacy dispensed ipratropium/albuterol
0.5mg-2.5mg/3mi, 120 doses, a 60-day supply on
04/08/24, 30 doses could be used for the "as
needed" order.

~The pharmacy dispensed a total of 480 doses of i
the ipratropium/atbuterol and if there was no "as ;
needed" ipratropium/albuterol administered then
Resident #4 would have enough
ipratropium/albuterol to last from 10/11/24 to
06/08/25.

-If Resident #4 was not getting the
ipratrapium/albuterol as ordered, his oxygen
saturation could drop and start having breathing

difficuities such as shoriness of breath and or
wheezing.

After observations of Resident #4's
Division of Health Service Regulation .
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ipratropium/aibuterol 0.5mg-2.5mg/3mi available
for administration, review of Resident #4's
October 2024 to May 2025 eMARs and interview
with the pharmacist, there were 134 doses that
were not administered as ordered.

Interview with a medication aide (MA) on
05/28/25 at 3:59pm revesled:

-Resident #4 did not have an order to administer
the ipratropium/albuterol 0.5mg-2.5mg/3mi after
04/02/25 at 8:00am populated on the eMAR.
-He only administered medication that populated
on the eMAR when it was time to administer
medications.

~The MAs did not completed medication cart
audits and he was not sure who did.

Interview with the Resident Care Coordinator
(RCC) on 05/28/25 at 3:48pm revealed:

-On 04/02/25 she faxed the signed physician's
orders which contained the ipratropium/albuterol
0.5mg-2.5mg/3mt, two times daily and every 6
hours as needed for shortness of
breath/wheezing, to the pharmacy.

-When the pharmacy entered the signed
physician’s orders for the ipratropium/albuterol
O.Smg—2.5mg/3ml into the eMAR system, she
was responsible to go into the eMAR system and
approve the new orders after reviewing them with
the signed physician's orders for accuracy.

-She must have missed the ipratropium/albuterol
0.5mg-2.5mg/3ml two times daily order was
discontinued by accident and approved the order
so the order for ipratropium/atbuterol
0.5mg-2.5mg/3mi two times daily did not
populate on the eMAR for administration.

-She did not completed a medication cart audit
since January 2025.

Telephone interview with Resident #4's Primary
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Care Provider (PCP) on 05/29/25 at 9:00am
revealed:

-The ipratropium/albuterol 0.5mg-2.5mg/3ml was
ordered to help prevent COPD exacerbation.
-She last saw Resident #4 on 05/14/25 and there
were no issues with his COPD.

~he did not know Resident #4 was not getting
his ipratropium/albuterol 0.5mg-2.5mg/3ml as
ordered.

-She expected the facility staff to administered
the medications as ordered.

Interview with the Administrator on 05/29/25 at
9:46am revealed:

~The RCC was responsible to approve medication
order in the eMAR once the pharmacy entered
the information, and after the order on the eMAR
and signed physician's order matched.

-She and the RCC were responsible to complete
medication cart audits on a quarterly basis.

~The audits were completed by verifying the
medications on the cart with the eMAR but they
did not check to make sure they matched with the
orders.

-Every Thursday night, the RCC was responsible
fo check the medications that were delivered by
the pharmacy matched the eMAR but not
matching with the orders as well.

~The iast medication cart audit was completed by
the RCC in January 2025 and there were no
issues reported.

-She did not know Resident #4's
ipratropium/aibuterol 0.5mg-2.5mg/3ml two times
daily crder to discontinue was approved by
instead of verifying it with the signed physician's
order. :

2. Review of Resident #3's current FL2 dated
05/14/25 revealed diagnoses included
hypertension, type 2 diabetes, and history of
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chironic obstructive pulmonary disease (COPD).

Review of Resident #3's Resident Register dated
05/20/25 revealed an admission date of 05/20/25.

a. Review of Resident #3's hospital discharge
summary dated 05/20/25 revealed there was an
order for albuterol (used fo treat shortness of
breath) 80meg, 2 puffs, by mouth, every 4 hours
for shortness of breath.

Review of Resident #3's May 2025 electronic
Medication Administration Record (eMAR)
revealed:

-There was no entry for alouterol 90meg, 2 puffs,
by mouth, every 4 hours.

-There was an entry for albuterol 90mceg, 2 puffs
by mouth, every 4 hours as needed.

-There was no documentation albuterol 90mcg
was administrated.

Observation of Resident #3's medications on
hand on 05/28/25 revealed there was no albuterol
90mcg inhaler available on the medication cart.

Interview with a medication aide (MA) on
05/28/25 at 12:23pm revealed:

-She could not find Resident #3's albuterol 90mcg
inhaler was not on the medication cart.

-She thought she administered the albuterol
90mcg inhaler to Resident #3 during the morning
medication pass today (05/20/25).

-She administered Resident #3's mometasone
duroate 100mcg/5mcg (a long-acting steroidal
inhaler used to treat COPD) she found on the
medication cart.

~The Resident Care Coordinator (RCC) was
responsible for entering all medication orders into
the eMAR.

-She was responsible for comparing medications
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and mediation labels to the eMAR but did not
prior to administering medications to Resident #3.
-MAs were responsible for calling the pharmacy
or notifying the RCC if a medication was not
available on the medication cart.

Telephone interview with a Pharmacist with the
facility's contracted pharmacy on 05/28/25 at
1:09pm reveaied:

~The pharmacy received Resident #3's hospital
discharge summary dated 05/20/25 from the
facility on 05/20/25 with an order for albuterol
90mcg inhaler, 2 puffs, by mouth, every 4 hours.
-The pharmacy entered Resident #3's albuterol
90meg inhaler incorrectly onto the eMAR as, as
nesded and not scheduled.

-When the pharmacy added a medication onto
the eMAR, the facility approved or declined the
order.

~The facility approved the incorrect albuterol order
for as needed.

~The pharmacy made a mistake and did not
dispense Resident #3's albuterol 90mcg inhaler.
-Albuterol was used to treat wheezing, coughing
and shortness of breath and without albuteroi
being administered as ordered, the resident could
experience tightness in the chest, wheezing, and
shortness of breath.

Interview with the RCC on 05/28/25 at 12:40pm
revealed:

~-She did not know Resident #3 did hot have an
atbuterol inhaler available or that the order for the
atbuterol was incorrect.

-The MAs were responsible for comparing
medications and mediation labels to the eMAR
prior to administering any medications.

~She and the Administrator were responsible for
completing new admission paperwork including
any orders or referrals.
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-The pharmacy adds ail medication orders onto
the eMAR and sends orders to the facility for
verification, where the facility approved or
declined the medication orders entered by the
pharmacy.

-She was out of the facility when Resident #3 was
admitted 05/20/25, and the Administrator had
completed Resident #3's admission paperwork.
~The Administrator faxed Resident #3's hospital
discharge summary dated 05/20/25 to the
pharmacy.

-She did not verify Resident #3's medication
orders from the pharmacy or ensure the orders
were correct upon her return to the facility on
05/21725.

Interview with the Administrator on 05/29/25 at
1:50pm revealed:

-She completed the admission for Resident #3.
-Resident #3 was sent with medications from the
hospital.

-The RCC was responsible for completing a
medication release form where any medications
brought into the facility for Resident #3 should
have been counted, documented, and compared
fo the current medications orders prior to placing
medications on the medication cart for
administration.

-Bhe did not check the bag of medications sent
with Resident #3 from the hospital. i
-She faxed the hospital discharge summary dated ‘E
05/20/25 to the pharmacy.

~-The expectation was that she or the RCC check
the eMAR to the hospital discharge summary for
accuracy.

-She did not check the eMAR orders to the
hospital discharge summary.

~-She did not know Resident #3 had an order for

i atbuterol or that the albuterol was not available.

' -She did not know Resident #3's albuterol was
Division of Health Service Regulation :
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entered incorrectly on the eMAR.

~The MAs were responsible for comparing
medications and mediation labels to the eMAR
prior to administering any medications.

-She did not know Resident #3's albuterol order
was entered incorrectly into the eMAR or that the
albuterof was not available.

-She and the RCC completed a medication cart
audit every month or every other month and the
last one was completed in January 2025,

~She did not have documentation available for
any medication cart audits completed January
2025.

Refer to the interview with Resident #3 on
05/28/25 at 12:40pm.

Refer to the review of Resident #3's PCP text
message dated 05/29/25 at 10:47am.

b. Cbservation of Resident #3's medications on
hand on 05/28/25 revealed fluticasone furoate
{used to treat COPD) 100/25meg, inhale one puff,
twice daily, with a label from Resident #3's
discharging hospital was found on the medication
cart.

Review of Resident #3's record on 05/28/25
revealed there was no order for fluticasone
furoate 100/25mcg, inhale one puff, twice daily.

Review of Resident #3's May 2025 eMAR
revealed there was no entry for fluticasone
furoate 100/25mcg, inhale one puff, twice daily.

interview with a MA on 05/28/25 at 12:23pm
revealed:

-She administered Resident #3 the fluticasone
furoate 100/25mcg, inhale one puff, twice daily
every rmorning.
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~The fluticasone furoate 100/25meg inhaler came

from the discharging hospital.

-She was responsible for comparing medications

and mediation labels to the eMAR but did not

prior fo administering fluticasone furoate

100/25mcg inhaler to Resident #3.

~The RCC was responsible for sending
medication orders to the pharmacy.

~The MAs were responsible for calling the
pharmacy or notifying the RCC if medications
were not available on the medication cart.

-The RCC or Administrator completed medication
cart audits, but she did not know how often or
when medication cart audits were completed.

Telephone interview with a Pharmacist with the
facility's contracted pharmacy on 05/28/25 at
1:09pm revealed:

-The pharmacy received a hospital discharge
summary dated 05/20/25 from the facility on
05/20/25.

-There was not an order on Resident #3's
discharge summary for fluticasone furoate
100/25mcg inhaler but there was an order for
mometasone duroate (a long-acting steroidal
inhaler used to treat COPD) 100mcg/5mcg
inhaier.

-Fluticasone furoate 100/25mcg inhaler was used
to treat COPD symptoms such as wheezing,
coughing, and shortness of breath.

interview with the RCC on 05/28/25 at 12:40pm
revealed;

-She did not know Resident #3 had fluticasone
furoate 100/25mcg inhaler was on the medication
cart, or that there was nec order for the fluticasone
furoate 100/25meg inhaler.

-8he did not know Resident #3 had been
administered fluticasone furoate 100/25mcg
inhaler without a physician's order.
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~The MAs were responsible for comparing
medications and mediation labels to the eMAR
prior to administering any medications.

~-She and the Administrator were responsible for
completing new admission paperwork including
any orders or referrals.

~The pharmacy adds all medication orders onto
the eMAR and sends orders to the facility for
verification, where the facility approved or
declined the medication orders entered by the
pharmacy.

~3he was out of the facility when Resident #3 was
admitted 05/20/25, and the Administrator had
completed Resident #3's admission paperwork.
~The Administrator faxed Resident #3's hospital
discharge summary dated 05/20/25 to the
pharmacy.

-She did not verify Resident #3's medication
orders from the pharmacy or ensure the orders
were correct upon her return to the facility on
05/21/25.

Interview with the Administrator on 05/29/25 at
1:50pm revealed:

-She completed the admission for Resident #3.
-Resident #3 was sent with medications from the
hospital.

-The RCC was responsible for completing a
medication release form where any medications
brought into the facility for Resident #3 should
have been counted, documented, and compared
to the current medications orders prior to placing
medications on the medication cart for
administration.

-8he did not check the bag of medications sent
with Resident #3 from the hospital.

~-She faxed the hospital discharge summary dated
086/20/25 to the pharmacy.

-The expectation was that she or the RCC check
the eMAR to the hospital discharge summary for
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accuracy.

~-She did not check the eMAR orders to the
nospital discharge summary.

-She did not know there was a fluticasone furoate
100/25meg inhaler on the medication cart.
-The MAs were responsible for comparing
medications and mediation labels to the eMAR
prior to administering any medications.

-She and the RCC completed a medication cart
audit every month or every other month and the
last one was completed in January 2025.

-She did not have documentation available for
any medication cart audits completed January
2025.

Refer to the interview with Resident #3 on il
05/28/25 at 12:40pm. ‘

Refer to the review of Resident #3's PCP text
message dated 05/29/25 at 10:47am.

Interview with Resident #3 on 05/28/25 at
12:40pm revealed:

-She thought she was supposed to be on two
inhalers.

~She was administered two inhalers daily.
-She used the inhalers when the MA administered
them to her.

-She did not know which inhalers were ordered
for her to use.

-She had shortness of breath since she moved
into the facility.

Review of Resident #3's PCP text message
dated 05/29/25 at 10:47am revealed:

-Resident #3 was a new patient.

~-Resident #3 was due to be seen on 06/04/25.
-8he expevted the fadility to ensure all orders and
referrals were processed and implemented
correctly.
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Services

10A NCAC 13F .1010 Pharmaceutical Services
(e} The Tacility shall assure that accurate records
of the receipt, use, and disposition of medications
are maintained in the facility and available upon
request for review.

This Rule is not met as evidenced by:

Based on record reviews and interviews, the
facility failed to provide pharmaceutical services
that ensured accurate records of the receipt of
medications were maintained in the facility for 1
of 3 sampled residents (#3).

The findings are:

Review of Resident #3's current FL2 dated
05/14/25 revealed:

-Diagnoses inciuded hypertension,
hyperlipidemia, hypothyroidism, type 2 diabetes,
history of chronic obstructive pulmonary disease,
chronic pain with neuropathy, anxiety, and vitamin
D deficiency.

Review of Resident #3's Resident Register dated
05/20/25 revealed an admission date of 05/20/25.

a. Review of Resident #3's hospital discharge
summary dated 05/20/25 revealed there was an
order for vitamin D3 (used to treat softening and
weakening of the bones) 25mcg, 4 tabs, daily.

Observation of Resident #3's medications on
hand on 05/28/25 revealed there was no vitamin

D3 available on the medication cart.
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Review of Resident #3's May 2025 electronic
medication administration record (eMAR)
revealed: ‘
-There was an entry for vitamin D3 25mcg, 4 p
tabs, daily. £ '
y ,lolo “Qca?/ Wi

-Vitamin D3 was documented as administered
from 05/21/25 through 05/28/25.

Interview with Resident #3 on 05/28/25 at
12:40pm revealed she knew of two inhalers
administered daily but did not know what other
medications the MA gave her.

Interview with a MA on 05/28/25 at 12:23pm
revealed:

-The vitamin D3 came from Resident #3's
discharging hospital.

-She thought she had administered Resident #3's
vitarmin D3 during the morning medication pass.
-She did not know Resident #3 did not have
vitamin D3 available on the medication cart.

~She was responsible for comparing medications
and mediation labels to the eMAR but did not
prior to administering medications to Resident #3.
~The RCC or Administrator completed medication
cart audits, but she did not know how often or
when medication cart audits were completed.

Interview with the RCC on 05/28/25 at 3:20pm
revealed:

~-Bhe was out of the facility when Resident #3 was
admitted on 05/20/25, and the Administrator
completed Resident #3's admission orders.
~-She did not know Resident #3 did not have
vitamin D3 available on the medication cart.
~-The MAs were responsible for comparing
medications and mediation labels to the sMAR
prior to administering any medications.

-She completed a medication cart audit every

n u)r‘y\/ o ’ﬂé/
¥ Wil b
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several weeks but could not recall the date of her
last medication cart audit.

-There was no documentation available for any
medication cart audits.

Refer {o the interview with the Administrator on
05/29/25 at 1:50pm.

b. Observation of Resident #3's medications on
hand on 05/28/25 revealed fluticasone furoate
{used to treat COPD) 100/25mcg, inhale one puff,
twice daily, with a label from Resident #3's
discharging hospital was found on the medication

car{.

Review of Resident #3's record on 05/28/25
revealed there was not an order for fluticasone
furoate 100/25mcg inhaled once daily.

Review of Resident #3's May 2025 eMAR
revealed there was no enfry for fluticasone
furoate 100/25mcg inhaled once daily.

interview with Resident #3 on 05/28/25 at
12:40pm revealed:

-She thought she was supposed to be on two
inhalers. '

-She used the inhalers when the MA administered
them to her.

-She did not know which inhalers or medications
were ordered for her to use.

~-She had shoriness of breath since she moved
into the facility.

interview with a MA on 05/28/25 at 12:23pm
revealed:

~The fluticasone furoate inhaler came from
Resident #3's discharging hospital.

~She had been giving Resident #3 the fluticasone
furoate inhater every morning.
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-8he did not know the process was when the
facility received medications from anywhere other
than a pharmacy.

Interview with the RCC on 05/28/25 at 3:20pm
revealed:

-&he was out of the facility when Resident #3 was
admitted on 05/20/25, and the Administrator
completed Resident #3's admission orders.

-She did not know Resident #3 had a fluticasone
furcate 100/25mcg inhaler on the medication cart.
-She did not know Resident #3 had been
administered fluticasone furoate 100/25mcg
inhaler without a physician's order.

-She did not know Resident #3 did not have
vitamin D3 available on the medication cart.

~The MAs were responsible for comparing
medications and mediation labels to the eMAR
prior to administering any medications.

-She compieted a medication cart audit every
several weeks but could not recall the date of her
jast medication cart audit.

~There was no documentation available for any
medication cart audits.

Refer to the interview with the Administrator on
056/29/25 at 1:50pm

Interview with the Administrator on 05/29/25 at
1:50pm revealed:

-She completed the admission for Resident #3.
-Resident #3 was sent with medications from the
hospital and she did not check or document the
medications sent from the hospital.

~The RCC was responsible for completing a
medication release form where any medications
brought into the facility for Resident #3 should
have been vounted, documented, and compared
to the current medications orders prior to placing
medications on the medication cart for
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