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Res
The Adult Care Licensure Section conducted an not goof?:tﬂztt: ﬂ:ﬂgﬁﬁ' ';3?8 »
annual and follow-survey on February 17, 2026 agreement by the facllity of truth of
and February 18, 2026. facts afleged or conclusions set
forth in the Statement of
D 368 10A NCAC 13F ,1004 (a} Madication D358 Deficiencies or the Corective
Administraticn Action Report. The Plan of
Correction Is prepared sclely as a
10ANCAC 13F .1004 Medication Administration matter of compliance with state
{a) An adult care home shall assure that the
preparaton and administration of medications,
prescription and non-prescription, and freatments
by staff are in accordance with:
{1) orders by a licensed prescribing practitioner
which are malntained In the resident's record; and 10A NCAC 13F 1004 Medication
(2) rules In this Section and the facility's policles Administration
and procedures.
Medlication staff in serviced on
This Rule is not met as evidenced by: order and verification process by 02/19/26
Based on observations, interviews and record ED.
reviews, the facllity falled to administer
medications as ordered for 1 of 5 sampled
residents (#2) including a molsture bariter cream Upan receipt of new orders,
used to prevent Incontinent dermatitis. Madication staff will fax orders to 03/20/26
) ' pharmacy. Care coordinators will
The findings are: email orders to pharmacy to verify
receipt and assure orders have been
Review of Resident #2's current FL2 dated received to be processed.
07/14/25 revealed diagnoses included
Alzheimer's disease, unspecified urinary
incontinence, hypertension, type 2 diabstes, Orders are not to be filed until 08/20/26
depression, anxiety disorder, vitamin D deficiency medications have been raceived and
and hyperlipidemia. verified by care coordinators and /or
other designee.
Review of Resident #2's signed Primary Care
revealed: P designee will complete weekly cart 03/20/26
~Resident #2 was being seen for having a “sore audits to ensure medications are

-There was an order for moisture barrier cream,
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apply to buttocks daily and after each
incontinence eplsode.

Review of Resident #2's February 2026 electronic
medication administration record (eMAR)
(02/01/26-02/17/26) revealed:

<There was ho entry for molsture barrler cream.
~There was no documentation that moisture
barrier cream had been administered.

Observation of Resident #2's medications on
hand on 02/17/26 at 4:20pm revealed there was
no moisturs barrler cream avallable.

Telephone Interview with a pharmacist from the
facliity's contracted pharmacy on 02/18/26 at
2:14pm revealed:

-Resident #2 had a current order dated 02/17/26
far moisture barrler cream,

-The pharmacy staff entered all medication
orders and changes anto the facility's eMARSs.
-The pharmacy only profiled Resident #2's
medication and did not dispense the moisture
harrler cream because Resident #2 had been
utilizing another pharmacy since February 2024 .

Telephone interview with a pharmacist from
Resident #2's pharmacy revealed the pharmacy
had never received an order for moisture barrler
cream for Resident #2.

Interview with Resident #2's PCP on 02/18/26 at
2:62pm revealed:

-She ordered moisture barrler cream for Resldent
#2.

-Resident #2 would likely always need a molsture
barrier ointment due to her incantinence and if the
cream was not applied as ordered, Resldent #2
coukl expetience worsening incontinent

dermatitis or skin breakdown:.
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-Someone from the faclilty, usually a medication
alde (MA), or a manager rounded with the PCP
during her visits and was informed of new orders
while the PCP was In the building.

| - Managemerit staff also received subsequent

| emails contalning new orders,

-She expacted her orders to be carrled out,

Interview with an MA on 02/18/26 at 3:16pm
revealed:

-She was not aware of the order for Resident #2's
moisture barrier cream.

-The Mamory Care Unit (MCU) manager entered
orders into the eMAR system.

-She administered residents' medications based
on the eMARs

Interview with the MCU manager on 02/18/26 at
3:20pm revealed:

-She was not aware of the order for Resident #2's
molsture barrier cream.

-8he and MAs processed orders and sent them
to the pharmacy who then generated the eMARs.
-MAs were responsible for making sure orders
were implemented following PCP visits.

-Either she or an MA rounded with the PCP
during her visits to the facliity.

-The PCP would fax new orders and order
changes following her visits and would also sign
paper orders that were placed in a folder for

progessing.

Interview with the Administrator on 02/18/26 at
3:26pm reveailad:

-She was not aware of the crder for Resldent #2's
moisture barrier cream until 02/17/26.

~The MCU manager was responsible for entering
new orders ar an MA in the absance of the
manager,

-She, along with an MA or manager rounded with
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the PCP during her vislts to the facility.
«The PCP emalled new orders or order changes
to her and her managers within 1-2 days of the
PCP visits.
-PCP progress notes were usually received within
1-2 days following a visit.
-8he expected staff to administer residents’
| medications as ordered by the provider.
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