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Qualifications

10A NCAC 13G .0406 Other Staff Qualifications
(a) Each staff person of a family care home
shall:

(8) have an examination and screening for the
presence of controlled substances completed in
accordance with G.S. 131D-45 and results
available in the staff person's personnel file;

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to ensure an examination and
screening for the presence of controlled
substances was completed for 1 of 3 sampled
staff (Staff B) prior to hire.

The findings are:

Review of Staff B's personnel record revealed:
-Staff B was hired as a medication aide (MA) on
09/26/25.

-There was no documentation that a controlled
substance screening had been completed prior to
the hire date.

Interview with the MA on 10/29/25 at 12:40pm
revealed:

-She was hired as a MA the last week of
September 2025.

-She had a controlled substance screening
completed the day she was hired.

-Someone who worked for the facility did the

and recorded results with the SN
license number, date and results
not be found. Immediate Correc
Action: A repeat controlled subst
screening was performed the fol
day by the same pharmacy SN ar
placed immediately into Staff B's
personnel file. The file has been
and it is complete.

Area of Non-Compliance: Staff
examination and screening for t
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{C 000} Initial Comments {C 000} Staff B hire date was 10/6/2025. |She had
a urine drug screen performed by the
The Adult Care Licensure Section conducted a Pharmacy SN. Upon the follow up survey
follow-up survey on 10/29/25. the results could not be found in her
personnel file. Apparently the sealed
{C 148} 10ANCAC 13G .0406 (a)(8) Other Staff c1agy  controlled substance screening envelope

name,
_could
tion
ance
lowing
nd

audited

ne

presence of controlled substances

1. Identification of the Issue:
It was noted that the facility did

not have

consistent or documented procedures to
ensure that all staff members receive
appropriate examination and screening
for the presence of controlled substances

as required by regulatory stand
2. Immediate Corrective Action:
. Effective immediately, all cur

ards.

rent staff

members who have not completed a
drug screen will undergo a controlled

substance screening usin?
drug screen or designed la
provider according to drug scre
policies.

. Any staff member who does

a onsite rapid
boratory

ening

not

complete screening within the recwired
the

timeframe will be removed from
schedule until compliance is veri
. Documentation of completed

fied.
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, _ employee’s personnel file.
controlled substance screening, but she did not 3. Preventive Measures:
know her title. T i ici
o prevent recurrence of this deficiency,
-She did not know why the controlled substance thepfollowing actions will be impl =-men¥ced'
screening was not in her personnel folder. . The Administrator or designat<;d HR |
Interview with the owner on 10/29/25 at 11:30am étc‘;":i E)/Yilcl-llnr?g Tgal?oa e?];‘d? estci:ﬁglr;/l ng
revealed: h -
-Staff B had the controlled substance screening comp,lb\elltlr?er\]/va}’?i regr\?vflll(lggggr;glr!: dn—;)r;ilglyfoes.
done when she was hired. o .
-The results of the controlled substance starting work, and emplo_yment will be
screening should be in Staff B's personnel record. contingent upon a negative test result.
-She did not know why the results of the . Supervisors will receive training on
controlled substance screening was not in the recognizing signs of impairment and the
MAs personnel record. proper procedure for initiating reasonable
-She did not know who audited the personnel suspicion testing. .
records for completion. screenings will be placed in each
employee’s personnel file.
Attempted telephone interview with the 3. Preventive Measures: . 1.
Administrator on 10/29/25 at 12:35pm was To prevent. recurrence of th|5. def|c|ency,
unsuccessful. the following actions will be implemented:
, _ . The Administrator or designated HR
Staff B's controlled substance screening was not Compliance Log to ensure timely
provided. completion and tracking for all employees.
. All new hires will be screened |prior to
o contingent upon a negative test result.
10ANCAC 13G .1002 Medication Orders «  Supervisors will receive training on
(a) Afamily care home shall ensure contact with recognizing signs of impairment and the
the resident's physician or prescribing practitioner proper procedure for initiating reasonable
for verification or clarification of orders for suspicion testing
medications and treatments: . . : . .
(1) if orders for admission or readmission of the f1 Mo_lrjrlltozgg .&. C%u‘-f[‘“ty AS(:isur.anC(i° il
resident are not dated and signed within 24 hours q e mll‘?lls ra gr Ol’f eﬁlgne<_, Wi |
of admission or readmission to the facility; conauct monthly audits of the personne
(2) if orders are not clear or complete; or files to ensure that drug screening |
(3) if multiple admission forms are received upon documentation is current and complete.
admission or readmission and orders on the . Any missed or delayed screenings
forms are not the same. identified during the audit will be
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{C 315} Continued From page 2 {C 315} corrected within 24 hours.* Audit

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 observations, interviews, and record
reviews, the facility failed to clarify medication
orders for 1 of 3 sampled residents

(#3) related to medication for pain and depression
(#3).

The findings are:

1. Review of Resident #3's current FL-2 dated
09/26/25 revealed diagnoses included acute
cholecystitis, altered mental status, dementia,
and hyperlipidemia.

a. Review of Resident #3's current FL-2 dated
09/26/25 revealed there was an order for
gabapentin 100mg (used to treat pain) three
times daily.

Review of Resident #3's signed physician order
dated 04/01/25 revealed there was an order for
gabapentin 100mg in the morning and midday
and 200mg at bedtime.

Review of Resident #3's September 2025
medication administration record (MAR) revealed:
-There was an entry for gabapentin 100mg twice
daily with a scheduled administration time of
8:00am and 12:00pm.

-There was documentation gabapentin 100mg
was administered at 8:00am and 12:00pm from
09/01/25 to 09/26/25 and 09/30/25; the MAR was
blank from 09/27/25 to 09/28/25.

-There was an entry for gabapentin 100mg
tablets take two tablets at bedtime with a

results will be reviewed quarter
staff meetings to reinforce con
expectations.

5. Responsible Party:
The Administrator will be respo
overseeing policy implementat
scheduling screenings, and ens
ongoing compliance with contr
substance testing requirement
6. Completion Date:

Full implementation of this plar
including completion of testincg
current staff and adoption of th
Screening Policy, will be compl
11/19/2025.

C 315 Plan of Correction
Area of Non-Compliance: Failur
clarify medication orders

1. Identification of the Issue:
It was cited that the facility did
clarify medication orders that
incomplete, unclear, or inconsis
This lack of clarification created
for medication errors and impr
administration.

2. Immediate Corrective Action
. The unclear medication ord
identified during the survey we
immediately reviewed and clar
with the prescribing healthcare
. Updated, corrected orders v
obtained in writing and placed

ly during
npliance

nsible fof
ion,

urin
olled-

D.

]I
) for all
e Drug
eted by

e to

not
nvere
stent.
a risk
oper

Taken:
ers

re

ified
provider
vere

in the

resident’'s chart and the Medication

Administration Record (MAR).
. Staff responsible for admini
medications were notified of th

stering
e

corrected orders to ensure accurate
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scheduled administration time of 8:00pm.
-There was documentation gabapentin 100mg
two tablets were administered at 8:00pm from
09/01/25 to 09/26/25; the MAR was blank from
09/26/25 to 09/30/25.

Review of Resident #3's October 2025 MAR from
10/01/25 to 10/28/25 revealed:

-There was an entry for gabapentin 100mg at
twice daily with a scheduled administration time of
8:00am and 12:00pm.

-There was documentation gabapentin 100mg
was administered at 8:00am and 12:00pm from
10/01/25 to 10/28/25.

-There was an entry for gabapentin 100mg
tablets take two tablets at bedtime with a
scheduled administration time of 8:00pm.
-There was documentation gabapentin 100mg
two tablets were administered at 8:00pm from
10/01/25 to 10/28/25.

Observation of Resident #3's medication on hand
on 10/29/25 at 11:00am revealed:

-There was a punch card with 19 of 60
gabapentin 100mg capsules to be administered
twice daily in the morning and at midday
dispensed on 09/27/25.

-There was a second punch card with 6 of 60
gabapentin 100mg capsules take two capsules at
bedtime dispensed on 09/27/25.

Telephone interview with the facility's contracted
pharmacy on 10/29/25 at 12:02pm revealed:
-Resident #3 had an order for gabapentin 100mg
twice daily in the morning and midday and 200mg
in the evening dated 04/01/25.

-The pharmacy dispensed 120 gabapentin 100
mg capsules on 08/26/25, 09/24/25, and
10/25/25, for a 30 day supply.

-The pharmacy did not have an order gabapentin

. A full review of all current resi
medication orders and MARs was
conducted to identify and correct
any additional discrepancies.

3. Preventive Measures to Avoid
Recurrence:

The following steps will be put ir
prevent unclear orders from be
. A Medication Order Clarifica
Protocol will be implemented, re
staff to:

o] Immediately contact the pre
practitioner for any order that i
incomplete, illegible, contradictc
missing dosage/frequency, or of
unclear.
o] Document every clarificatior
including date, time, staff initial
physician response.
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{C 315} Continued From page 3 {C 315} implementation.

dent

1 place to
ing used:
tion
2quiring

scribing
S
Iy,

therwise

1 request,
s, and

. No medication order will be entered
into the MAR or administered until

clarification is received.
. Nursing/medication staff will

mandatory in-service training on

identifying unclear orders, pro

receive

er

documentation, and the new clarification

protocol.

The facility will utilize a standardized
Medication Order Verification Form to

ensure accuracy and completen

before orders are transcribed or

administered.
4. Monitoring and Quality Assur

€ess

dance:

. The Administrator or Medication
Supervisor will conduct bi- weekly

audits of medication orders and
the next 60 days, then monthly
thereafter.

MARs fo
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medication administration record (MAR) revealed:
-There was an entry for trazodone 50mg % tablet
every morning with a scheduled administration
time of 8:00am.

-Three was documentation trazodone 50mg 1/2

by the Pharmacy RN.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
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{C 315} Continued From page 4 (C 315} _Any discrepancies found during audits
_ _ will be corrected within 24 hours/and
L . member.
Telephone interview with a representative from + " Audit results will be reviewed during
resealed_s office on at 1<-1opm monthly staff meetings, and additional
-No one from the facility had contacted the PCP's E\rgrl}r-”cr(])gmwng?li epg(?\e”i deedn ,Ic]lc i eaétems of
office to clarify gabapentin 100mg. 5 R P ible Party: :
-Resident #3's current order for gabapentin was h esgonS! € Farly. d dicati
100mg one capsule in the morning and at midday The A m'mStr.ator and Me .lcatlon
and two capsules in the evening. Supervisor will be responsible for
|mplemqnt|ng, mo.nltorlng, and.
Attempted telephone interview with the maintaining compliance with this Plan of
Administrator on 10/29/25 at 12:35pm was 6C0Crrectllon, 5
unsuccessful. . Completion Date:
All corrective actions, staff training, and
Refer to the telephone interview with the facility's implementation of the Medication Order
contracted pharmacy on 10/29/25 at 12:02pm. Clarification Protocol will be completed
by 11/17/2025.
Refer to the interview with a MA on 10/29/25 at y .
11:10am. Resident #3's MAR was found to be
blank from 9/27/25 to 9/28/2025 '
Refer to the interview with the Owner on 10/29/25 Resident #3 was admitted to the hospital
at 11:30am. the eve of 9/26/2025 and was discharged
the morning of 9/29/2026. Immediate
b. Review of Resident #3's current FL-2 dated corrrection action: All MA's have been
09/26/25 revealed there was an order for educated: The MAR's should be signed
trazodone 50mg (used to treat depression) at with an H for Hold or a / in the column
bedtime. involved. Further documentation will be d
_ _ L . on the back of the MAR stating the
Review of Resident #3's signed physician orders reason the dates of 9/27/2025 thru
dated 04/01/25 revealed there was an order for 9/28/2025 were held. The MA's have
trazodone 50mg take 1/2 tablet every morning been educated and réceived their
and 1.5 tablets at bedtime. PO :
Certification Of Completion for
Review of Resident #3's September 2025 Medl_catlon Administration: 15 Hour
Training Course for Adult Care Homes

Division of Health Service Regulation
STATE FORM

6899

6GIG12

If continuation sheet 5 of 12

OcCul



PRINTED: 11/03/2025
FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
FCL001177 B. WING 10/29/2025

NAME OF PROVIDER OR SUPPLIER

ABOVE AND BEYOND FAMILY CARE

STREET ADDRESS, CITY, STATE, ZIP CODE
1616 E WEBB AVENUE

BURLINGTON, NC 27217

tablet was administered at 8:00am from 09/01/25
to 09/26/25 and 09/30/25; the MAR was blank
from 09/27/25 to 09/29/25.

-There was an entry for trazodone 50mg 1.5
tablets at bedtime with a scheduled
administration time of 8:00pm.

-There was documentation trazodone 50mg mg
1.5 tablets were administed at 8:00pm from
09/01/25 to 09/26/25; the MAR was blank from
09/27/25 to 09/30/25.

Review of Resident #3's October 2025 MAR from
10/01/25 to 10/28/25 revealed:

-There was an entry for trazodone 50mg % tablet
every morning with a scheduled administration
time of 8:00am.

-There was documentation trazodone 50mg 1/2
tablet was administered at 8:00am from 10/01/25
to 10/28/25,

-There was an entry for trazodone 50mg 1.5
tablets at bedtime with a scheduled
administration time of 8:00pm.

-There was documentation trazodone 50mg mg
1.5 tablets were administered at 8:00pm from
10/01/25 to 10/28/25.

Observation of Resident #3's medication on hand
on 10/29/25 at 11:00am revealed:

-There was a punch card with 2 of 15 half tablets
of trazodone 50mg 1/2 to be administered twice
daily in the morning and at midday dispensed on
09/27/25.

-There was a second punch card with 6 of 45
trazodone 50mg 1.5 tablets take two tablets at
bedtime dispensed on 09/27/25.

Telephone interview with the facility's contracted
pharmacy on 10/29/25 at 12:02pm revealed:
-Resident #3 had an order for trazodone 50mg %2
tablet every morning and 1.5 tablets in the

hospital LCSW. The medication

(Gabapentin) orders did not matc
previous orders on the MAR. Imn
Action: Staff have been educated
compare the FL2 and discharge ¢
from the hospital to the current |
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{C 315} Continued From page 5 c315y | Resident#3 was discharged from the
hospital 9/29/2025 was prepared by the

h the
nediate
to
rders
VIAR

upon admission back to the facility and

notify PCP for clarification of an
discrepancies. After receiving cla
documentation

rification

from the PCP the orders will be faxed to

the pharmacy. A current updatec
has been obtained from the PCP ¢
the Gabapentin order.

FL2
clarifying
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evening dated 04/01/25.

-The pharmacy dispensed 60 trazodone 50mg
tablets on 08/26/25, 09/24/25, and 10/25/25, for a
30 day supply.

-The pharmacy did not have an order for
trazodone 50mg every evening

Telephone interview with a representative from
the PCP's office on 10/29/25 at 12:16pm
revealed:

-No one from the facility had contacted the PCP's
office to clarify trazodone 50mg.

-Resident #3's current order for trazodone 50mg
2 tablet in the morning and 1.5 tablets at
bedtime.

Attempted telephone interview with the
Administrator on 10/29/25 at 12:35pm was
unsuccessful.

Refer to the telephone interview with the facility's
contracted pharmacy on 10/29/25 at 12:02pm.

Refer to the interview with a MA on 10/29/25 at
11:10am.

Refer to the interview with the Owner on 10/29/25
at 11:30am.

Telephone interview with the facility's contracted
pharmacy on 10/29/25 at 12:02pm revealed:
-The pharmacy did receive a copy of the FL-2
dated 09/26/25.

-If the pharmacy had received the FL-2, all
discrepancies related to the medications would
have been clarified by calling the PCP.

Interview with a MA on 10/29/25 at 11:10am
revealed:
-She did not recall faxing the FL-2 dated 09/26/25
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{C 315} Continued From page 7 {C 315}
to the pharmacy.
-She should have faxed the FL-2 to the
pharmacy.
-She did not review the FL-2 and compare the
medications to the current MAR.
-She was not sure who was responsible for
comparing medications on the FL-2 to the current
MAR.
Interview with the Owner on 10/29/25 at 11:30am
revealed:
-The new FL-2 dated 09/26/25 would be faxed to
the pharmacy for the pharmacy to review for
accuracy.
-The MAs should compare the medications on
the FL-2 with the medications listed on the MAR
to ensure they were the same.
-The PCP should be notified of any discrepancies
noted between the FL-2 and the MAR.
-The pharmacy was responsible for clarifying any
discrepancies between the FL-2 and the MAR.
-She did not know the pharmacy did not receive a
copy of the FL-2 dated 09/26/25.
{C 342} 10A NCAC 13G .1004(j) Medication {C 342} Plan of Correction
Administration Area of Non-Compliance: Inaccurate
medication records
10ANCAC 13G .1004 Medication Administration 1. Identification of the Issue:
(j) The resident's medication administration During the survey, it was identified that
record (MAR) shall be accurate and include the the fac|||ty did not maintain accurate
following: medication records, including
(1) resident's name; =~ incomplete documentation, missed
(2) name of the medication or treatment order; signatures and inconsistencies
(3) strength and dosage or quantity of between p;hysician orders and the
22‘)3?;2?:&%%::sn:‘grlsatg;r?%isterin the medication Medication Administration Record
or treatment: J (MAR). This created potential risk for
(5) reason or justification for the administration of rr:seiglecr?ttlsoar}eet;rors and compromised
medications or treatments as needed (PRN) and 2 Immediate Corrective Action Taken:
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{C 342} Continued From page 8 (C 342} . All medication records identified as
_ _ _ inaccurate were immediately reviewed
documenting the resulting effect on the resident; and corrected.
(‘;) gate and :'T,e of fdm'”'StTat'_O“; f +  Staff were interviewed to verify
(7) documentation of any omission o medication administration, and missing

medications or treatments and the reason for the
omission, including refusals; and

(8) name or initials of the person administering
the medication or treatment. If initials are used, a
signature equivalent 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 observations, record reviews, and
interviews, the facility failed to ensure the
mediation administration records (MAR) were
accurate for 1 of 3 sampled residents (#2)
including a cream for fungal infections and two
eye drops (#2).

The findings are:

Review of Resident #2's current FL-2 dated
07/30/25 revealed diagnoses included syncope,
falls, heart failure, osteoarthritis, and atrial
fibrillation.

1. Review of Resident #2's signed physician's
order dated 09/27/25 revealed there was an order
for clotrimazole cream 1% (used to treat fungal
infections) apply between toes twice daily.

Review of Resident #2's September 2025
medication administration record (MAR) from
09/27/25 to 09/30/25 revealed:

-There was an entry for clotrimazole cream 1%
apply between toes twice daily with no scheduled
administration time.

-There was documentation that clotrimazole
cream was applied between toes once a day from

documentation was corrected b
confirmed information.

. Current physician orders wer
compared to each resident’'s MA
ensure full accuracy and alignme
. Any discrepancies were imm
reconciled with updated MAR en
proper documentation.

. Residents and families were

ased on

e
R to

2nt.
ediately
tries and

appropriate when clarification was

needed.

3. Measures to Prevent Recurrence:

The following actions will be
implemented to ensure medicat
records remain accurate:

. A Medication Record Accura
will be adopted, requiring:

o] Verification of all new medic

orders before entry into the MAR.

o] Double-checking MAR upda
Administrator or Medication Su
o] Immediate documentation a
medication pass—no delayed ch

on
cy Protoc
ation

tes by the
pervisor.

fter each
arting.

. Medication staff will receive mandatory

in-service training on:

0 Accurate MAR documentation

o] Correcting errors using prop
correction procedures on

r

Matching

medication orders with MAR entries

o] Importance of real-time documentation

. A standardized Daily MAR Review
Checklist will be used at the end of each

shift to confirm that:

o] All medications have been signed

for

notified a$
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09/27/25 to 09/29/25.
-There was no other documentation on the MAR
for the clotrimazole cream entry.

Attempted telephone interview with the
Administrator on 10/29/25 at 12:35pm was
unsuccessful.

Refer to the interview with a MA on 10/29/25 at
12:40pm.

Refer to the interview with the Owner on 10/29/25
at 11:30am.

2. Review of Resident #2's signed physician's
order dated 08/11/25 revealed there was an order
for brimonidine 0.2% eye drops (used to lower the
eye pressure) instill one drop into each eye twice
daily.

Review of Resident #2's September 2025 MAR
revealed:

-There was an entry for brimonidine 0.2% eye
drops instill one drop into each eye twice daily
with a scheduled administration time of 8:00am
and 8:00pm.

-There was documentation that brimonidine eye
drops were administered twice daily from
09/01/25 to 09/17/25, on 09/19/25.

-There was no documentation brimonidine eye
drops were administered twice daily on 09/18/25
and from 09/20/25 to 09/30/25; the MAR was
blank.

Attempted telephone interview with the
Administrator on 10/29/25 at 12:35pm was
unsuccessful.

Refer to the interview with a MA on 10/29/25 at
12:40pm.

before shift-end

o] No unexplained gaps exist
4. Monitoring and Quality Assura
. The Administrator or Medicat

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)
{C 342} Continued From page 9 (C 342} 0] Any missed signatures are corrected

nce:
on

Supervisor will perform bi- weekly MAR

audits for 60 days, then quarterl
thereafter.

. Any incomplete or inaccurate
found during audits will be corre

y audits

entries
cted

within 24 hours and addressed with the

responsible staff.

. Patterns of errors will trigger
immediate retraining or correcti
. Audit findings will be reviewe

ve action
d during

monthly staff meetings to reinforce

expectations and identify areas f
improvement.

5. Responsible Party:

The Administrator will be respon

or furthei

sible for

implementation, monitoring, and ongoing
oversight of medication record accuracy.

Completion Date: 11/18/2025.

MA's have been educated to plac
in the column if medications are
available and document on the b
medication is not available (9/25

eaHor/
not

ck of the
025 -

9/30/2025). The eye doctor would not

re order Resident #2's eye drops
Resident #2 was seen in their

office for a visit and eye injection
medication was received after th

until

. The
at visit.

Division of Health Service Regulation

STATE FORM

6899

6GIG12

If continuation sheet 10 of 12



PRINTED: 11/03/2025

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING:
R
FCL001177 B. WING 10/29/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1616 E WEBB AVENUE
ABOVE AND BEYOND FAMILY CARE
BURLINGTON, NC 27217
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)
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Refer to the interview with the Owner on 10/29/25
at 11:30am.

3. Review of Resident #2's signed physician's
order dated 07/31/25 revealed there was an order
for latanoprost 0.005% eye drops (used to lower
the pressure inside the eye) instill one drop into
each eye at bedtime.

Review of Resident #2's September 2025 MAR
revealed:

-There was an entry for latanoprost 0.005% eye
drops instill one drop into each eye at bedtime
with a scheduled administration time of 8:00pm.
-There was documentation that latanoprost eye
drops were administered each night from
09/01/25 to 09/24/25.

-There was no documentation that latanoprost
eye drops were administered each night from
09/25/25 to 09/30/25; the MAR was blank.

Attempted telephone interview with the
Administrator on 10/29/25 at 12:35pm was
unsuccessful.

Refer to the interview with a MA on 10/29/25 at
12:40pm.

Refer to the interview with the Owner on 10/29/25
at 11:30am.

Interview with a MA on 10/29/25 at 12:40pm
revealed:

-She was hired as a MA the last week of
September 2025.

-She always checked the MARSs to ensure she
had documented all the medications she had
administered.

-If she saw blanks on the MAR, she would tell the

Division of Health Service Regulation
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other MAs, to see if the medication was given and
why the MAR was not signed.

-Sometimes there were blanks on the MAR,
possibly due to oversight.

Interview with the Owner on 10/29/25 at 11:30am
revealed:

-A representative from the pharmacy was
responsible for auditing the MARs for accuracy.
-The facility sent the MARSs to the pharmacy every
3 months to ensure the MARs were accurate.
-The on-coming MA should look over the
off-going MAs documentation to ensure the MAR
was accurate.

-She did not know if anyone from the facility
audited the MARS.
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