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D 00Q Initiaf Comments PR ?
| The Adult Care Licensure Section conducted an
| anuual survey 02/25/26 - 02/28/26. :
y Mandatory Med Aide meeting/training :
: - 28. Reviewed and discussed
0 368 10ANCAG 13F 1004 (a) Medicatior D 358 gﬁiliﬁ for Eduil Care Homes Secticr? ¢
| Administration 1000 - Medications. Also reviewed 03.10.86
- A Mars
: 10A NCAC 13F .1004 Medication Administration .
. (a) An adult care home shall assure that the :::I Manor's Policies and Procedures
: preparation and administration of medications, edication administration. All Med :
- prescription and non-prescription, and treatments z: d ica nb cmi hedul d 1o re-tak
; by staff are in accordance with: thlees are peing schedule fe-axe
. (1) orders by a licensed prescribing practitioner
* which are maintained In the resident's record; and 15-hour Med Aide class as 2 refresheg.
{2} rules in this Sectlon and the facility's policies Th's,begms ,03 30.26 and 03.51.26 and
' and procedures. continue until all Med Aides have
repeated
“This Rule is not met as evidenced by: class, This will be completed no later .
Based on observations, interviews and record than - :
‘ reviews the facility failed to administer 06/26 based on class schedule.
- medications as ordered for 1 of 5 sampled
" residents (#2) related to a medication to prevent 03.02.26 ED and RCC began
biood clots, two supplements for bone health, and shadowing . Aslong
a medication to treat disordered sleep. Med Aides frequently to ensure | a3
: The findings are: | nesded
1. Review, of Resident #2's current FL2 dated 3':3\2! and RCC taking Med Aide :
02/18/26 revealed: | 03.31.26
: -Diagnoses included gait abnon'nalnty, muscle 03.30.26 and 03.31.26. ’
weakness and hypertension.
" -An order for calcium carbonate (a supplement :
used for bone health) 600mg daily. ) . ) o
*-An order for Eliquis {used to prevent blood clots) (4.01.26 ED wili begin reviewing : As long as

" Bmg twice daily.
-An order for Vitamin D3 (a supplement used for
bone heaith}, 2000iu daily.
-An order for metatonin (used for disordered
sleep) 3mg every night.

with ' naaded
DHW all FL2s and medications fora -
new admission andfor .
re-admissions to ‘

assure ali medications are ordered,
received and correct on the MAR.
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Reviow of Resident #2's physician's order
summary dated 01/08/26 revealed:
-An order for calcium citrate (a supplement used

: for bone health) 250mg twice daily.

-An order for Eliquis 2.5mg twice daily.

{ -An order for Vitamin D3 1000iu daily.

. Review of Resident #2's January 2026 electronic
‘ Medication Administration Record (sMAR}

' revealed:

. -There was an entry for calcium citrate 250mg

: twice daily.

" -There was an eniry for Eliquis 2.5mg twice daily
" There was an eniry for Vitamin D3 1000iu daily.
| -There was documentation Resldent #2 was in

* the hospital from 01/27/26 through 01/31/26.

. Reviaw of Resident #2's February 2026 eMAR
- revealed:

- -There was documentation Resident #2 was in
- the hospital from 02/01/26 through 02/18/26,

" -There was an entry for calcium carbonate

| 250mg at 8:00pm and there was documentation it

: was administered on 02/19/26 through 02/24/26.

! There was an entry for Eliquis 5mg twice daily at

: 9:00am and 8:00pm and there was

: documentation it was administerad at 8:00pm on

: 02/19/26, at 9:00am and 8:00pm on. 02/20/26 -

: 02/24/26 and at 9:00am on 02/25/26.

. <There was an entry for Vitamin 03 2000iu at

: 2:00pm and there was documentation it was

: administered at 2:00pm on 02/20/26 - 02/24/26.

' “There was an entry for melatenin 2mg at 8:00pm
! and there was documentation it was administered
: on (12/21/26, 02/22/26, and 02/24/26.

' -Theras was documentation melatonin 3mg was

' not available to administer on 02/19/26, 02/20/26

, and 02/23/26.

Observation of Resident #2's medications on
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- hand on 02/25/26 at 2:18pm revealed:
-Calcium carbonate 600mg was not available to

- administer.

! Calcium citrate 250mg was still available to

- administer.

. -Eliguis 5mg was not avaiable to administer,

; -Eliquis 2.5mg was still available to administer.

: -Vitamin D3 2000iu was not available o

: administer.

' Vitamin D3 1000iu was available to administer.

_-Melatonin 3mg was not available to administer.

* Telephone interview with a pharmacist at the
facllity's contracted pharmacy on 02/25/26 at
2:28pm revealed:

-When she received Resident #2's FL2 dated

' 02/19/26 she was told by the facility's Health and
Wellness Director {(HWD) not to send any
medicaiions because all Residant #2's
medications were still available at the facllity and
they would reorder when refills were nacessary.
-She updated the eMAR with the medication
changes.

- Interview with a Medication Aide (MA) on
02125/26 at 2:18pm and 4.05pm revealed:

. -When Resident #2 returned from the hospital In
the aftemoon of 02/19/26 her medications were
still in the medication cart so they resumed
administering her medications.

. -She did not notice when she administered

. medications that the dose changed on the Eliquis,
and Vitamin D3 and that the type of calcium was

‘ changed.

-When she administered medications she did not

- confirm the dose, she only confirmed the

: medication name.

" ~There was a bottle of calcium in the cart that

- Resident #2 was administered prior lo the
hospital admission so that is what she
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. administered, not realizing it was a different type :
- of calcium, ;
. -She did not use the medication scanner when : :
" she administered medications.

Interview with a second MA on 02/26/26 at
| 8:38am revealed: :
-Moest of the time she scanned the medications
whan she was administering medications but
' some times she manually clicked them off.
-She did not notice Resident #2 had medication
changes when she refurned fot he facility on
02/19/26.
-She did not confirm dose when she administered
' medications, only the name of the medication.
-She was frained to check the name of the
medication and the dose when she administered
medications and did not know why she did nat da
. that when she administered Resident #2's
' medications.

Telephone interview with a third MA on 02/26/26
_at 11:37am revealed:

-She made a mistake when she documented she

administered melatonin when it was not available.

-She used the medication scanner sometimes

when she administered medications but not all

the time,

Interview with the HWD on 02/25/26 at 2:54pm
revealed:
-When Resident #2 returned to the facility on
0219726 a new FL2 was completed and faxed to
the pharmacy.
-3he informed the pharmacy that Resident #2 stili
had all her medications and not to send any of
tha medications,

. -She did not realize there were medication

. changes.
-She had a lot of responsibilitles and she
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: "probably got distracted” when she was reviewing
“the new FL2.

- interview with Resident #2's Nurse Practitioner
{NP) on 02/26/26 at &:58am revealed:

- -Resident #2 returned 10 the facility after an : o

" admission to a rehabilitation facility related to a | i

. fall resulting in @ hematoma (blaod clot). ' :

| -Resident #2 was on Eliquis for alrial fibrillation

+ prior to the fall and she did not know why it was

" increased at the rehabilitation facility since she
did not have access {o those progress notes.

~-There was a risk of sleep disturbance since she
was not consistently being administered

. melatonin.

" -Receiving a different type of calcium impacted

! the absorption rate.

: -Receiving half the crdered amount of Vitamin D3

 for 5 days would not cause harm but she was
glad the proper dose was now being

. administered.

. ~The MAs should have checked both the name of
the medication as well as the dose when they

. administered medications.

' -She expected the MAS to administer medications
as ordered.

Interview with the Administrator on 02/25/26 at
3:52pm revealed:
-All MAs were property trained to administered
medications, including confirming the name of the
medication as well as the dose of the
medications. .
-The facility started utilizing a medication scanner
- about a manth ago that the MAs had a~ option of
using. :
-The scanner would confirm the correct
medicatlon was being administered.
. -She expected MAs to administered medications
. as they were trained.
Divislon of Health Service Regulation
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D 36&;; 10ANCAC 13F .1004 (i) Medication
¢ Administration

- T0ANCAC 13F .1004 Medication Administration

“{iy The recording of the administration on the

. medication administration record shall be by the

 staff person who administers the medication
immediately following administration of the
medication o the resident and observation of the

 resident actually taking the medication and prior
to the administration of another resident's

. medication. Pre-gharfing is prohibited.

: This Rule is not met as evidenced by:

: Based on obssrvations, interviews, and record

: raviews, the facility falled to ensure the

. medication aide (MA) observed 1 of 1 sampled

_residents {Resident #1) fake her medications
related to a cup with 4 medication tablets left in
the resident's room.

| The findings are:

" Review of the facility's undated medication pass
policy and procedure revealed medlcations

- administered to a resident would be recorded in
the medication administration record after

. administration.

. Reviow of Residont #1's current FL2 dated

: 02/27/25 revealed:

: -Diagnoses inclttdad aphasia (communication

* disorder that impairs the ability to express or
understand language), dysphagia (difficuity

* swallowing), and Crohn's disease (a chronic
inflan:matory bowel disease).
-The resident was ambulatory and intermittently

D386
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disoriented.

Review of Resident #1's record ravealed
addifional diagnoses of Alzheimer's Disease (a
progressive brain disorder that affects thinking

" and memory), depression, anxiety, and insomnia.

' Review of Resident #1's Resident Register
revealed an admission date of 03/06/25.

Review of Resident #1's physician's orders
revealed:
-There was an order for metoprolol (tfreats high
blood pressura) ER 100mg daily dated 03/07/25.
-There was an order for vitamin D3 (supplement)
5000t daily dated 03/07/25.
-There was an order for acetaminophen (pain
. refiever) 500mg 2 tablets three times daily dated
0311426,

Observation of Resident #1°s room during the
initial tour on 02/25/26 at 8:50am revealed:
-There was a clear medication cup next to a cup
of water on the counter in the kitchensite.

-The medication cup contained one round white
tablet, cne small round while tablet, and two
oblong white tablets.

" Interview with Resident #1 on 02/25/26 at 8:50am
revealed:
~The medications in the cup were her moming
medications.
-She must have been in the dining room for
breakfast when the medication aide (MA} came {0
her room with the medicine and left it for her:

: -Sometimes the MAs would watch her take her
medications but that did not happen on 02/25/26.

Review of Resident #1's electronic medication
_administration record (eMAR) for 02/25/26
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meetingitraining. Reviewed and discussed
NC Rules for Adult Care Homes, Sectioni
1000 - Medications. Also reviewed Mars:
Hilt

Manor's Policies and Procedurss for
medication administration. All Mead

Aides are being scheduled to re-take ihe: é
15-hour Med Aide class as a refrasher. ' 03.10.28
This begins 03.30.26 and 03.31.26 and
continues untif all Med Aides have

: repeated

- class. This wilt be completed no later than
" 08/26 based on dass schedule.

03.02.28 ED and RCC will began

shadowing ¢ Aslong g5
: Med Aides frequently to ensure proper  needed
' medication administration is followed. |

| DHW and RCC taking Med Aide

| class ' 03.31.26
03.30.26 and 03.31.26. : o
04.01.26 ED will begin reviewing
with As long a
DHW all FL2s neecdad

i and medications for a new ;
admission
and/or re-admissions to assure all

medications are ordered, received
and
correct on the MAR.
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 revealed:

i -There was an entry for metoprolol 100mg daily
with an administration time of 9:00am and

: documentation the metoprolol was administered.

* -There was an entry for vitamin D3 500010 daily

. with an administration time of 9:00am and
documentation the vitamin D3 was administered.

. -There was an entry for acetaminaphen 500mg 2

" tablets daily with an administration time of

- 8:00am and documentation the acetaminophen

: was adminisiered.

" Interview with the MA on 02/25/26 at 11:14am

" revealed:
-She administerad all of Rasident #1's
medications the morming of 02/25/26.
-She knew not fo leave medications in residents'
rooms,
-She did not know who left the medications in
Resident #1's room.

imterview with a second MA on 02/25/26 at
3:47pm revealed:

- -She was lrained to observe residents swallow

. their medications before documenting the

- administration,

- -She knew never to leave medications in
residents’ rooms and did not know why they were
left.

Interview with a third MA on 02/25/28 at 3:50pm
revealed she always observed the residents

" swallow their medicatitins before she:

- documented the administration.

Interview with the Resident Care Coordinator
(RCC) on 02/25/26 at 12:10pm revealed:
-The MAs were trained to observe the residents
- swallow their medications.
. -Rasidents' medications should never be left in
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i
rooms and she did not know why it happened. !
interview with the Administrator on D2/25/26 at
12:40pm revealed:
: -The MAs received fraquent training about
watching the residents swallow their medications.
. <Residents’ medications should never be left in
thaeir rooms.
;
i
{
1 z
|
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