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-He made his own appointment using an

| alacironic apphcation.

| -He stated that he did not take any medications at
that time.
-He felt "okay™ at that time.

_ Review of Residant #1's neurology provider's
order dated 09/18/25 revealed an order {o siop
| administration of terflunomide immediately.

Review of Resident #1's electronic medication

administration record (eMAR) for August 2025

revealed:

-There was an entry for teriflunomide 14mg daiky

with a scheduled administration time of 8:00am.

~Teriflunomide 14mg was documentad as
administered daily from D8/01/25 to 0B/31/25.

| Review of Resident #1's Seplember 2025 eMAR
revealed:

-There was an entry for terifiunomide 1dmg daily
| with a scheduled administration time of 8:00am
| ~Terfiunomide 14mg was documented as
administered daily on 0201/25, 09/06/25 to
090925, and 09/11/25 to D9/18/25.
| ~Teriflunomide 14mg was documented as not
| administered on 09/02/25 to 09/05/25, and
| 08/10425 due to the medication being out of
| stock.

| Telephone interview with Resident #1's pAimary
| care provider (PCP) on 10/15/25 at 11:30am
revaalad:
-The neurology provider was not sending after
visit summaries to the facility after a resident had
an appointment.
-The facility never received the order lo
discontinue the teriflunomide.
-Resident #1 was “no worse for the wear® after
taking the teriflunomide for the extended period of
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Telephone interview with Resident #1's neurology
| provider on 10/15/25 at 2:30pm revealed:
-Resident #1 saw his neurclogist on 02/14/25 and
was instructed to discontinue teriflunomide.

-The neurclogist's office placed the discontinue
instructions in Resident #1°s electronic health
| ~The neurclogist’s office did not send a copy of
| the discontinuation order to the facility.
| =Mo one from the facility followed up to let the
| neurclogist's office know they did not receive the
order,

-The teriflunomide was discontinued in February
2025 because Resident #1's liver enzymes were
elevated.

-When Resident #1 went 1o see the neurologist
on ¥918/25, it was discovered he was still
receiving the lerflunomide and an order was senl
to the facility to discontinue it immediately,

-At the appointment on 09/18/25, the neurclogist
rechecked Resident #1's liver enzymes and they
want down leading him io think Resident #1 was
not receiving the teriflunomide daily.

Interview with a represantative from the facility's
contracted pharmacy on 10V08/25 at 11:24am
revealed an order to discontinue the terflunomide
was received on 091825,

| Interview with the Resident Care Coordinator

| (RCC) on 09/24/25 at 2:00pm revealed:

| -Resident #1 went to a neurclogy appointment on

| 09/18/25 and it was discovered he was still taking
teriflunomide which should have been
discontinued in February 2025,

| -t was the RCC's responsibility to follow up with

| the physician’s office after appointments if no

| documentation was returned or if there was
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clarification of orders needed.

-She was not employed at the facility in February
50 she was not sure why no one called the
neurologist's office after Resident #1 retumed
from his appointment.

-If a resident retumed from an appainiment
without any paperwork, the RCC at that time
should have called the physician’s office to find
out if there were any new orders. |

| Interview with Administrator on 09/26/25 st
F:30pm revealed: |
-The facility never received an order lo ;
discontinue the terfiunomide from the [
neurclogist's office for Resident #1.
-The RCC was responsible for following up with
outside providers for documentation of
appointment summaries and to check for new
orders.
-After Resident #1 wenl to the neurologist on
09/18725, the terflunomide was discontinued.

’RP 1 (A ooy rad ot
D 358 10A NCAC 13F .1004 (a) Medication D358 Eo1aenNT codends oOnden<
Administration {.Ijl” grysuLe | ff’ﬁl]t]laflr,r LALIL
v Al s5tan
10A NCAC 13F 1004 Medication Administration InClucli rj Now Gdat
{a} An adult care home shall assure that the ‘}T" brnei T Dfd"ff e
preparation and administration of medications, oders . »
prescription and non-prescription, and treatments LMPI h F}q}(ﬂ"h. y .
by staff are in accordance with: L ATAC Y T
{1) orders by a licensed prescribing practitioner IQF J,rpiﬁ AT J
| which are maintained in the resident's record; and Jp Ensure Lofrect
(2) rules in this Section and the facility’s policies e EMAE,
h.r’l P ed { Avde

e o Qdenwn 15Hra Faumn
This Rule is not met as evidenced by: G . ekl
Based on observation, interviews and record W +EeD 10 pw“’%fm QR

reviews, the facility failed to ensure medications ; i
were administered as ordered for 1 of 5 sampled Qflnlr*lﬂ Iclﬁfr’;u.aﬁf‘-" -ﬂ'"”“'
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residents (#2) including a medicated shampoo. Naw) odmiss1n s 4o £nsurd
Lot i Al ﬂ“,'.-;!{.r{'if‘!‘f'i-'f?i o Wrealmants
Review of Resident #2's current FL2 daled P P 'os hov
07/10/25 revealed diagnoses of bum of the 3rd lﬁ“fr—‘ L-r-"c'?:r»’rfr“nt?’ﬂﬂtt ribed | cochh
degree on left thigh, muscle weakness, : L |F ik vE
unsteadiness on feet, cognitive communication adfﬂfﬂ!}kfﬁl' ;?hH”ﬂ{:

deficit, need for assistance with personal care,
type 2 diabetes mellitus, morbid obesity and
hyperipidemia.

Review of Resident #2's current FL2 dated
0710125 revealed an order for ketoconazole
cream 2% (used (o treat fungal infections) apply
o affected facial areas twice daily.

Review of Resident #2's September 2025 and
October 2025 from 10/01/25 to 10V14/25
(eMAR) revealed there was no entry for
keloconazole cream 2% apply to affected facial
areas wice daily.

Observation of Resident #2's medications on
hand on 10/14/25 at 2:00pm revealed there was
Resident #2.

Interview with Resident #2 on 10/14/25 at 9:10am
revealed:

-Resident #2 askad for his face cream’ and
stated he never received it

-Resident #2 stated that he did not understand
why he could not receive it.

| Telephone interview with a representative from
the facility's contracted pharmacy on 10/04/25 at
12:53pm revealed:
-Someone needed to entar the FL2 in its entirety
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into the system for the medications to be listed for

km-m- ; if"“‘““‘““’mﬂmﬂmuﬂmm
cream had not been entered.

-The pharmacy did not dispense ketoconazole for

Resident #2.

-MNo one at the facility called and requested the

medication to be dispensed.

I iow with Administrator on 10/15/25 at
.z:mrﬂvuﬂlﬂd:

-The Resident Care Coordinator (RCC) should
audit the resident's orders and compare them to
the eMARs to make sure all the medi ks
available for adminislration.

-After Resident #2's FL2Z was faxed to the
pharmacy, the RCC or the medication aide (MA)
shikid hois snaured:all Roskdont 1Py tkodicat
arrived at the facility. ication
-Resident #2 had requested ketoconazole for his
scalp.

-Resident #2 was being seen by home heaith,
and their treatments had mada his skin and scalp
much batter at that time.

D386 10ANCAC 13F .1004 (i) Medicatior

Administration
10A NCAC 13F _1004 Medication Administrats

| () The recording of the administration on the
| staff parson who administers the medicati
| immediately following administration of the
|masdimumtnmemiden[mmdm
rasident actually taking the medication and prior
|tﬂthﬂa’dmmﬁm of another idert's
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This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to ensure the
medication aide (MA) observed a resident take
their medications that were left on the dining
room table.

The findings are:

Observation of the dining room on 10/15/25 at
7:51am revesled:

-4 MA, placed a cup of pills next to a resident and
walked out of the dining room.

-The resident was sitting alone al the table.
-There were two pills in the small white cup.

Interview with a resident on 1071525 at 7:53am
revealed:

-The MA left her two pills on the dining room table
for her to take.

-Some MAs watched her take all of her
medications, and other MAs did not.

Interview with a personal care aide (PCA) on
10/15/25 at 8:39am revealed she had not seen
pilts lefi in the dining room or a residents’ room 1o
be taken later.

Interview with a second PCA on 10/15/25 at
8:51am revealed:

-She had not seen medication left on the tables in
| the dining room.

| -5ha had not seen medications left in any of the

| residents’ rooms.

| Interview with a MA on 10/15/25 at 10:26am

| revealed:
i-mmﬂmmmm
| before she left the resident.
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-She did not leave medication for a resident o
lake a1 a later time,

-She did not realize that she walked away prior to
the resident taking her medication.

Interview with a second MA on 10/15/25 at
10:09am revealed:

-She walched residents take thelr medications.
-She did not leave medications in the dining room
or in a residents’ room (o take al a later ime.
-She did not leave medications with residents,
because another resident could have taken the

| Interview with the Resident Care Coordinator
{RCC) on 10/15/25 at 2-11pm revealed:

i -She had not noficed any medications leftin a

| resident's room or the dining room for residents
| to take.

-The MA was responsible for watching the
walked away.

| Interview with the Administrator on 10V15/25 at

| 2:55pm revealed:

| “Medications should not be left on the dining

| room table for a resident to take.

| =The MA should walch residents take their

medication during the administration of the

| =The MA should not leave medications; another
resident may walk by and pick them up and take
-She expected the MAs to watch the residents

| take their medications.
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