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The Adult Care Licensure Section conducted an
annual survey June 04, 2025,
D358 10A NCAC 13F 1004 (a) Medication D 358

Administration

10A NCAC 13F .1004 Medication Administration
(a) 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 hy a licensed prescribing practitioner
which are maintained in the resident's record; and
(2) rules in this Section and the facility's policies
and procedures.

This Rule is not met as evidenced by:
Based on observations, record reviews, and
interviews, the facility failed to administer
medications as ordered for 1 of 3 sampied
residents {Resident #1).

The findings are:

Review of Resident #1's current FL2 dated
04/25/25 revealed:

-Diagnoses included heart failure, diabetes, and
anxiety.

-Resident #1 had oceasional urinary incontinenca.,

a. Review of Resident #1's current physician's
orders dated 04/16/25 revealed an order for
gemtesa (used to treat overactive bladder) 75mg
daily.

Review of Resident #1's April 2025 electronic
medication administration record (eMAR)
revealed:

-There was an entry for gemtesa 75mg daily at
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8:00am.

-There was documentation gemtesa 75mg was
administered daily at 8:00am from 04/17/25
through 04/30/25.

Review of Resident #1's May 2025 eMAR
revealed: '

-There was an entry for gemtesa 75mg daily at
8:00am.

-There was documentation gemtesa 75mg was
administered daily at 8:00am from 05/01/25
through 05/31/25.

Review of Resident #1's June 2025 eMAR
reveaied:

-There was an entry for gemiasa 75mg daily at
8:00am.

-There was documentation gemiesa 75mg was
administered daily at 8:00am from 08/01/25
through 06/04/25.

Obsarvation of Resident #1's medications on
hand on 08/04/25 at 2:19pm revealed there was
ro gemtesa available for administration.

Interview with the medication aide {MA) on
06/04/25 at 2:19pm revealed:

-Hewas unsure why the gemtesa was not
available for administration.

-He reviewed the pharmacy delivery sheets for
Resident #1 for April, May, and June 2025,

-He was unable to locate any documentation that
verified the gemtesa was deliverad to the facility.

Telephone interview with a pharmacist at the
facility's contracied pharmacy on 06/04/25 at
2:40pm ravealed;

-They received an crder for Rasident #1 from the
facility on 04/16/25 for gemtesa 75mg daily.
-They requested prior authorization twice for
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payment for the gemtesa, but it was never
received.

-Due to net receiving prior authorization, the
prescription was never filled and delivered to the
facifity.

Second interview with the MA on 06/04/25 at
3:04pm revealed:

-Before he administered a medication to a
rasident, he always compared the eMAR to the
medication bubble pack to ensure the resident
would be receiving the comrect medication.

-He was nof sure why he documented he
administered Resident #1's gemtesa 75mg daily
since it was not available.

Interview with a second MA on 06/04/25 at
3:25pm revealed;

-She administered medications to Resident #1
several times a month.

-8he did not realize Resident #1's gemiesa had
not been delivered to the facility.

-She thought she was probabiy "going too fast"
during her medication pass and did not realize
the gemtesa was never available for
administration for Resident #1.

Refer to interview with the Resident Care
Coordinator (RCC) on 08/04/25 at 3:38pm.

Telephone interview with the physician
representative from Resident #1's physician office
on 06/04/25 at 4:.02pm revealed they were not
made aware the gemtesa was not started on the
day it was ordered,

b. Review of Resident #1's current physician‘s
orders dated 04/25/25 revealed an order for
vitamin 02 (used to increase bone health)
50,000-unit capsule weekly.
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Review of Resident #1's April 2025 electronic
medication administration record (eMAR)
revegled:

-There was an entry for vitamin D2 50,000-unit
capsule weekly at 8,00am.

-There was documentation vitamin D2
50,000-unit capsule was administered weekly at
8:00am on 04/07/25, D4/14/25, 04121125, and
04/28/25.

Review of Resident #1's May 2025 eMAR
revealed:

-There was an entry for vitamin D2 50,000-unit
capsule weekly at 8§:00am.

-There was documentation vitamin 02
50,000-unit capsule was adminislered weekly at
8:00am on 05/05/25, 05/12/25, 05/19/28, and
08/26/25. '

Review of Resident #1's June 2025 eMAR
revealed;

-There was an entry for vitamin D2 50,000-unit
capsule weekly at 8:00am.

-There was documentation vitamin D2
50,000-unit capsule was administered at B:00am
on 06/02/25.

Observation of Resident #1's madications on
hand on 06/04/25 at 2:19pm revealed thers was
no vitamin 02 50,000-unit capsule available for
administration.

Interview with a medication aide {MA) on
06/04/25 at 2:19pm revealed:

-He was unsure why Resident #1's vilamin D2
was not available for administration.

-There was no vitamin D2 50,000-unit capsules in
the facility's overstock medication storage

- available for administration to Resident #1.
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Telephone interview with a pharmacist with the
facility's contracted pharmacy on 06/04/25 at
2:40pm revealad:

-The facility last requested a refill for Resident
#1's vitamin D2 50,000-unit capsules on
04/21/25.

-The refill requested on 04/21/25 was enough to
fast until 05/21/25.

~The facility would have a shortage of two doses
based on the weeldy vitamin D2 50,000-unit
capsule dose,

-Refer to interview with the Resident Gare
Coordinator (RCC) on 06/04/25 at 3:38pm.

Telephone interview with Resident #1's Primary
Care Provider (PCP) on 06/04/25 at 4:14pm was lgl \QS’LE

unsuceessful. DR 3\.{;&@ i‘r\»g-or‘fvx{?.d

Interview with the Resident Care Coordinator ”‘ g: wve.oh Vv cecthionms \"\‘D‘}'
(RCC) on 06/04/25 at 3:38pm revealed: - i H/ Jo cot
N factihiTy

-The MAs ware responsible for re-ordering

medication a few days before the resident would CD ﬂ WM Ph[ﬁf WL
be out of medication. -
Aeiives” et

-if a medication was not at the facility, she

expected the MAs to call the pharmacy and ask J(O m ) o

when the medication would be delivered to the '\ m Y €d
facility. A‘\SO 6.\-5(5% (m

-Tha MAs should inform her if there was a
problem getting medication from the pharmacy so @Q’)‘S

she could assist, w A OLL.{S

-When removing medications from the \,J‘/P\
medication cart for administration, the MAs were r @Mpwf/L abe 'S
not comparing the [abef on the medication bubble W\@ﬂ N w{q o

pack to what was ligted on the eMAR.

D 367, 10ANCAC 13F 1004 (j) Medication D17 e (O PW B
Administration WLLL Sl P(D\{P(;’f W‘E&tg .
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10A NCAC 13F 1004 Medication Administration .
(i} The resident's medication administration l [ —
1Y

record (MAR) shall be accurate and include the D2 Bt maeet Tectrs o 25
foilowing: o ; e
(1) resident's name; Were  Cchddoetx c . ‘
(2) name of the medication or freatment order; I doing Yyl g
(3) strength and dosage or quantity of medication o ' IR T S R
administered; (‘i(‘{l“‘ﬁ‘“ tvpct ‘L’EH o
(4} instructions for administering the medication (U L Ga 1 (ng J{ovy
or treatment; G Cif, i “
(6) reasson or justification for the administration of O TP ekl (e
medications or treatments as needed (PRN) and (\ i ("E’SD\C}C’! )%(
documenting the resulting effect on the resident; '\ )f'ﬂ et i
(8) date and time of administration; cuNe ﬂ’ Vel 1O i '
(7) documentation of any omission of LL(» AN L«l
medications or treatments and the reasan for the { ‘uf \( { L “\’( v
omission, including refusals; and, LYY f\‘ wF
(8) name o initials of the person administering Pf’ (I ‘

the medication or reatment. [f initials are used, a
signature eguivalent to those initials is to be
documented and maintained with the medication
administration record (MAR).

This Rule is not met as evidenced by:

Based on record reviews and intarviews, the
facility failed to accurately document the
administration of medications on the electronic
medication administration record (eMAR) for 1 of
3 sampled residents {Resident #1) related to a
medication used {0 treat overactive bladder and a
medication used for bone heaith.

| The findings are:

Review of Resident #1's current FL2 dated
Q4/125/25 revealed:
-Diagnoses included heart failure, diabetes, and
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anxigty.

-Resident #1 had occasional urinary incontinence,

a. Review of Residant #1's current physician's
orders dated 04/16/25 revealed an order for
gemtesa {used to treat overactive bladder) 75mg
daily.

Review of Resident #1's Apnl 2025 slectronic
medication administration racord (eMAR)
ravealed:

-There was an entry for gemtesa 75mg daily at
8:00am.

-There was documentation gemtesa 75mg was
administered daily at 8:00am from 04/17/26
through Q4/30/25.

Review of Resident #1's May 2025 eMAR
revealed:

-There was an entry for gemtesa 75mg daily at
8:Q0arn.

-There was documentation gemtasa 75mg was
administered daily at 8:00am from 05/01/25
through 05/31/25, ’

Review of Resident #1's June 2025 eMAR
revealed:

-There was an eniry for gemtesa 75mg daily at
8:00am.

~There: was documentation gemtesa 75mg was
administered daily at 8:00am from 08/01/25
througth 06/04/25.

Observation of Resident #1's madications on
hand on 06/04/25 at 2; 19pm revealed there was
ne gemtesa available for administration.

Interview with a medication aide (MA) on
06/04/25 at 2:19pm NS 3:04pm revealed:
-He was unsure why the gemtesa was not
Division of Health Senvice Reguiation
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availabie for administration.

~He reviewed the pharmacy delivery sheets for
Resident #1 for April, May, and June 2025.

-He was unable to focate any documentation that
verified the gemtesa was delivered to the facility.
-Before he administered a medication to &
resident, he always compared the eMAR to the
medication to ensure the resident would be
receiving the correct medication.

-He was not sure why he documented he
admnistered Resident #1's gemtesa 75mg daily.
-He thought he must have been mixing up the
gemiesa for another medication and was
documsnting on the eMAR incorrectly.

Interview with a second MA on 06/04/25 at
3:25pm revealed;

-She administered medications to Resident #1
saveral times a manth.

-She did not realize she was documenting
administration of & medication for Resident #1
that had not been delivered to the facility.

-She thought she was just "going too fast" during
her medication pass and did not realize the
gemtesa was never available for administration
for Resident #1.

Refer {0 interview with the Resident Care
Coordinator (RCC) on 08/04/25 at 3:38pm and
4:32pm.

b. Review of Resident #1's current physician's
ordars dated 04/25/25 revealad an order for
vitamin 02 (used to increase bone health)
50,000-unit capsule weeldly.

Review of Resident #1's April 2025 electronic
medication administration record (eMAR)
revealed:

-There was an entry for vitamin D2 50,000-unit
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capsule weekly at 8:00am.

-There was documentation vitamin D2
50,000-unit capsule was administered weekly at
8:00am on 04/07/25, 04/14125, 04/21/25, and
Q4/28/25.

Review of Resident #1's May 2025 eMAR
revealed:

-There was an entry for vitamin D2 50, 000-unit
capsule weekly at 8:00am.

-There was documentation vitamin 02
50,000-unit capsule was administered weekly af
8:00am on 05/05/28, 05i12/25, 05/19/25, and
05126125,

Review of Resident #1's June 2025 eMAR
revealed: ‘

-There was an entry for vitamin D2 50,000-unit
capsule weekly at 8:00am.

-There was documentation vitamin D2
50,000-unit capsule was administered at 8:00am
on 06/02/25.

Observation of Resident #1's medications on
hand on 06/04/25 at 2:19pm revealed there were
ng vitamin D2 50,000-unit capsules available,

Interview with a medication aide (MA) on
06/04/25 at 2:19pim revealed:

-He was unsure why Resident #1's vitamin D2
was not available for administration.

-He could not find any vitamin D2 50,000-unit
capsules available for administration to Resident
#1.

Refer to interview with the Resident Care
Coordinator (RCC) on 06/04/25 at 3:38pm and
4:32pm revealed. ’

Interview with the Resident Care Coordinator
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{RCC) on 08/04/25 at 3:38pm and 4:32pm
revealad the MASs should not be documeanting
administration of medications on the eMAR when

a medication was not available for administration.
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