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D 000 Initial Comments D 000
The Adult Care Licensure Section conducted an
annual and follow-up survey on August 5-6, 2025.
D 358 10A NCAC 13F .1004 (a) Medication D 358
Administration G358
10A NCAC 13F.1004(a) 9/2/25
10A NCAG 13F .1004 Medication Administration Medicatian Administration,
(a) An adult care home shall assure that the - : .
preparation and administration of medications, New physician orders will be emal_led to the
prescription and non-prescription, and treatments RCD, the RCC and the RN for review.
by staff are in accordance with: 3 ' ;
(1) orders by a licensed prescribing practitioner The RCD is responsible for faxing all newly
which are maintained in the resident's record; and received physician orders to the pharmacy
(2) rules in this Section and the facility's policies and attaching the fax confirmation to the
and procedures. original physician order.
This Rule is not met as evidenced by: 'The RCD is responsible for leaving the new
Based on observations, interviews, and record physician orders with the attached fax
reviews the facility failed to administer confirmation "flagged" in the resident chart
medications as ordered by a licensed practitioner in the chart rack.
for 1 of 5 sampled residents (#5) including a
medication used to increase thyroid hormone On Wednesdays, the RCC is responsible
levels (#1). for comparing the new physician order
to the current medications listed on the
The findings are: facility QMAR software to assure accuracy.
1. Review of Resident #5's current FL2 dated The RN and RCC will be responsible
08/07/24 revealed: for auditing, on a weekly basis for two
-Diagnoses included dementia, atrial fibrillation, consecutive months, all new physician order
diverticulitis, anxiety, depression and syncopal implementations to assure accuracy and
episodes. that the order process was followed through
-There was an order for levothyroxine (used to to completion. Upon completion of the
increase thyroid hormone levels) 50mcg to be audits, results will be reported to the RCD
administered every morning.
Review of Resident #5's physicians' orders dated
06/23/25 revealed there was an order to
decrease levothyroxine from 50mcg to 35mceg, 1
tablet every morning.
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Review of Resident #5's June 2025 electronic
medication administration record (eMAR) from
06/24/25 through 06/30/25 revealed:

-There was an entry for levothyroxine 50mcg one
tablet every morning.

-Levothyroxine 50mcg was documented as
administered 06/24/25 through 06/30/25.

Review of Resident #5's July 2025 eMAR from
07/01/25 through 07/31/25 revealed:

-There was an entry for levothyroxine 50mcg 1
tablet every morning.

-Levothyroxine 50mcg was documented as
administered 07/01/25 through 07/31/25.

Review of Resident #5's August 2025 eMAR from
08/01/25 through 08 /05/25 revealed:

-There was an entry for levothyroxine 50mcg. 1
tablet every morning.

-Levothyroxine 50mcg was documented as
administered 08/01/25 through 08/05/25.

Observation of Resident #5's medications on
hand on 08/06/25 at 8:30am revealed:

-There was a multi-dose blister pack, which
included levothyroxine 50 meg, available for
administration.

-There was no levothyroxine 35 mcg available for
administration.

Telephone interview with Resident #5's primary
care provider (PCP) on 08/06/25 at 9:00am
revealed:

-Resident #5 had a current order for levothyroxine
35mcg 1 tablet every morning.

-She expected the facility to administer Resident
#5's levothyroxine as ordered.

-She was not concerned of adverse effects
because she was trying to decrease the amount

After two months of the above auditing
and contingent upon no errors are noted,
the audits will then be completed by the
RN and RCC once every two weeks.
Upon completion, results of the audits wil
be reported to the RCD.

The RN and RCC will continue new
physician order implementation audits
at least monthly and'will be incorporated
into the facility Quality Improvement
Program.
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of medication Resident #5 took,

Telephone interview with the pharmacist from the
facllity's contracted pharmacy cn 08/06/25 at
11:10am revealed:

-There was an active order for levothyroxine
50mceg.

-A new order to decrease levothyroxine from
50meg to 36meg had not been received from the
facility or Resident #5's PCP.

Interview with a medication aide {(MA) on
08/06/25 at 11:51am revealed:

-When new orders were received from a
resident's physician, the new order was faxed to
the facility's contracted pharmacy and the
resident's family was notified.

-Whichever MA receives the new order was the
one responsible for verifying the physician orders
and faxing the order to the facility's contracted
pharmacy.

-She was not aware that Resideni #5 had a new
order to decrease their [evothyroxine medication.

Interview with the Resident Care Director {RCD)
on 08/06/25 at 12:00pm revealed:

-When a physician changes an order, whoever
received the changed order was the person
responsible for faxing the order to the facility's
contracted pharmacy.

-A confirmation page, confirming the new order
was receivad by the facility's contracted
pharmacy, was put into the patient’s file,

~The facllity's contracted pharmacy was
responsible for updating the eMAR when new
orders were received,

-Chart audits were done at least cnce every
month.

-She was not aware that Resident #5 had a new
order to decrease their levothyroxine medication.
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fnterview with the Administrator on 08/06/25 at
12:30pm revealed:

-Whichever staff member received a new order
from a physician, was the perscn responsible for
faxing the new order to the facility's contracted
pharmacy.

~Chart audits were done monthly.

-She was not aware that Resident #5 had a new

order to decrease their levothyroxine medication.

-She was not aware the eMAR did not reflect the
current physicians' orders for Resident #5's
levothyroxine medication.

-She expected new orders to be implemented as
ordered by the physician,
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