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Administration

10A NCAG 13F 1004 Medication Adminlstration
(i) The resident's medication administration
record {MAR) shall be accurate and include the
following;

{1) resident's name;

{2) name of the medication or treatment order;
(3) strength and dosage or quantity of medication
administered;

(4} instructions for administering the medication
or treatment;

(5) reason or justification for the administration of
medications or treatments as needed (PRN) and
documenting the resulting effect on the resident:
{6) date and time of administration;

(7) documentation of any omission of
medications or treatments and the reascn for the
omission, including refusals; and,

(8} name or Initials of tha 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 observatlons interviews, and record
reviews, the facility failed 1o ensure medication
administration records were accurate for 1 of 6
sampled residents (#6) related to a medication
used to prevent or treat blood clots.
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The Aduft Care Licensure Section and Anson agresment by the facility of the truth
County Department of Social Sarvices eonducted of the facts alleged or conclusion set
a follow-up survey on March 5-8, 2025, forth in the Statement of 41242025
Daficiencies Corrective Action
{D 367} 10A NCAC 13F .1004(} Medication {D 367} Report; the Plan of Correctlon is

prepared solely as a matter of
compliance with State”.

Facility Executive Director will in-service
the Resident Care Coordinator on the
rule area found to be non compliant:
10A NCAC 13 F ,1004(j} Medication
Administration

Clinical Nurse Consult and Executive
Director will in-service Medication
Aldes on the following policies:

1. Medication Administration

2, Accuracy of MAR and importance of
accurate documentation

3. Cart Audits

4. Order Processing system

Facility Resident Care Coordinator
and or designee will be responsible

for ensuring the accuracy of the Mar is
compliant. Resident Care Coordinator
and or designee will conduct weekly
cart audits to audit current medications
and current orders in house. If during
cart audits clarification is found then it

will be the responsibility of the med aide
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up with the needed clarification with the
The findings are: Pharmacy and or Resident's Provider
to ensure all needed clarifications are
Review of Resident #6's current FL2 dated obtained and rectified to snsure
07/03/24 revealed diagnoses included atrial accuracy of the MAR and Medication
fibrillation, heart faiture, type 2 diabetes mallitus, administration is administered as
hyperlipidemia, and hypertension, ordered by the provider.
Review of Residant #6's primary care provider's Medication Aides will follow the order
{PCP) order dated 01/23/25 revealad there was processing system within the community
an order for Eliguis 5mg take one tablet two times that follows any new orders until fulfilled
dally (Eliquis is a medication used to prevent or and reflective on the MAR for accuracy

treat blood clots).

_ Executive Director and or designee will
Observation of the 8:00am medication pass on review daily and weekly reports to
03/06/28 from 7:22am to 8:08am revealed: indicate medications found not

-The medication aide (MA) began preparing administered for immediate

Resident #6's medications at 7:41am. resolution, notification and clarifications
-The MA emptied Resident #6's 8:00am by the Provider

medications from a blister pack into a plastic
medication cup.

-There were 16 tablets and capsulas in the cup,
including one Eliquis 5mg tablet,

~The MA entered Resident #6's room and
administered Resident #8's oral medications at
7:48am,

Observation of Resident #6's medications on
hand 03/06/25 at 9:42am revealed:

-Resident #6's medicatlons were packaged in
multi-dose blistar packs.

-The blister packs were labeled as morning,
evening, and bedtime.

-Resident #6's medications were filled by a local
pharmacy.

-Resident #6 had 3 days of medication blister
packs labeled meming and each contained one
tablet of Eliquis 5mg.

-Resident #5 had 4 days of medication blister
packs labeled bedtime and each contained one
Division of Health Service Regulation
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tablet of Eliguis 5mg.

Review of Resldent #6's March 2025 electronic
medication administration record (eMAR)
revealed there was ne entry for Eliquis 5mg one
tablet two fimes daily.

Interview with Resident #6 on 03/06/25 at
10:45am revealed:

-He was admitted to ths facility in Fabruary 2024,
-He had atrial fibrillation {Atrial fibrillation is an
irregular heart rhythm),

-He had been taking Eliquis for at least 5 years,
-He only stopped taking the medication when he
had dental work or other procedures.

-He last had dental work a few months ago.

-The staff administered his medications, and he
teok Eliquis in the morning and af night.

-He ordered his own mecications from a local
pharmacy.

-He had seen a provider at the facility a few times
whan he was first admitted tc the facility.

-He now saw a PCP af a medical office in a
nearby town,

-His current PCP had not discontinued his Eliquis.
-Hea had 1o take Eliquis and could not go without
the medication because of his hear,

Interview with the MA on 03/06/25 at 9:45am
revealed:

-When residents saw their PCP and had new
medication orders, the Resident Care Coordinator
(RCC} sent the madication orders fo the facility's
contracted pharmacy,

~The facility's contracied pharmacy entered the
residents' medication orders into the eMAR
system.

-When she administerad medications, she
checked the resident's eMAR with the medisation
label and followed the instructions on the
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resident’s eMAR.

-Resident #5 ordered his medications from a local
pharmacy and did not use the facility's contracted
pharmacy.

-She had not noticed thal Resident #6's 8:00am
blister pack included Eliquis 5mg.

-She did not see Eliquis 5mg listed on Resident
#6's current medications on the sMAR.

-She was unsure why Residant #6's eMAR gdid
not have an Eliguis order listed if the medication
was in his blister pack of medications.

-8he was unsure If Resident #6 was supposed 1o
be taking Eliquis.

-She thought Resident #6 took Eliquis at one
time, but his PCP stopped the medication
because Resident #6 had a footh exiraction,

-She was unsure if Resldent #6's PCP restarted
Resident #6's Eliquis after his tooth extraction.
-She administered Eliguis 5mg to Resident #6
because she did not realize the medication was in
Resident #8's blister pack of 8:00am medications.
-If she had any concerns about medications or
the eMAR, she reportad the concerns to the
RCC.

Interview with the RCC cn 03/06/25 at 12:34pm
revealed:

-She was responsibla for sending new rmedication
orders 1o the facllity's contracted pharmacy,

-The facility's contracted pharmacy entered all
medication orders into the facility's eMAR system,
-Bhe checked the medication orders and
approved the orders in the facility's eMAR when
the pharmacy entered the medication orders.
-She and the MAs completed medication cart
audits every 1-2 weeks to ensure residents'
medications were available on the medication
carf.

~Sometimes the medication cart audit consisted
of reviewing the residents' eMARs,
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-She was unsure why Resident #6's Eliguis order
was not on his current eMAR.

-Resident #8 had been taking Eliquis for a while,
50 the order should have been on his eMAR.
-Resident #6 had switched PCPs and pharmacies
since he was admitted, sc that may have resulted )
in the Eligquis order being taken off Resident #6'
aMAR,

-The MA should review the label on the blister
pack and match the label io the resident’s eMAR
when administering medications.

-If the MA did nct see Eliquis on Resident #8's
eMAR, tha MA should not have administered
Eliquis to Resident #6,

-The MA should have read the [abel on Resident
#6's blister pack and made sure each madication
was on Resident #6's eMAR,

-If the MA noticed the medication label did not
match the eMAR, the MA should report it to her,
and she would contact the resident's PCP.

-If a medication was discontinued and slill in the
resident's madicaticn blister pack, the MA should
nolify her, so they could dispose of the
medication and not administer the medication fo
the resident.

Interviaw with the Administrator on 03/08/25 at
12:51pm revealed:

-The MAg or RCC sent all medication orders to
the facility's contracted pharmacy.

-The: facility's contracted pharmacy enterad
medicaticn orders into the eMAR system.,

-The RCC was responsible for checking the
rasidents' medication orders for accuracy.
“When the MAs administered medications, the
MA should be checking the label on the blister
pack and comparing the label to the resident's
aMAR.

-All medications administered to residents should
have an order and the medication order should
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be on the resident's current eMAR.

-The MA should not have administered Resident
#6's Eliquis if the medication was not on Resident
#5's eMAR.

-The MA should have verified Resident #6's
Eliquis order with Residant #6's PCP.

-The MA should have read the labe! on Resident
#6's blister pack and made sure each medication
on the label was on Resident #6's eMAR.

Telephone interview with a pharmacist al the
facility's contracted pharmacy on 03/06/25 at
10:11am revealed:

-The facility faxed medication orders to the
pharmacy and the pharmacy entered medication
ordars into the facility's eMAR system,

-The pharmacy had not dispensed Resident #6's
Eliquis since April 2024,

~The pharmacy had an order to discontinue
Resident #6's Eliquis dated 05/01/24.

-The facllity's staff should be following instructions
on the residents' eMARs and administering
medications as ordered on the eMAR,

-Eliquis was a medication used to prevent blood
clots, so it was important for the medication to be
given as it was ordered by the residents' PCP.

Telephone Interview with a pharmacist at
Resident #8's contracted pharmacy on 03/06/25
at 10:29am revealed:

-The pharmacy had been filling prescriptions for
Resident #6 since 2017.

-The pharmacy did not dispense any medications
for Resident #6 in Fabruary 2024, March 2024, or
April 2024,

-The pharmacy started filling prescriptions for
Resident #6 again In May 2024 and delivered his
madications to the facility.

-The pharmacy had orders for Resident #6's
Eliquis 5mg one tablet two times daily dated
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05/06/24 with 4 refills, 09/25/24 with 3 refills, and
01/23/25 with 3 refllls,
-The pharmacy had no record of Resident #6's
Eliquis being discontinued at any time since the
pharmacy resumed dispensing his medications in
May 2024.
D 371 10A NCAC 13F .1004(n) Medication D 371

Administration

10A NCAG 13F .1004 Madication Administration
{n} The facility shall assure that medications ara
administered in accordance with infection control
measures that help to prevent the development
and transmission of disease or infection, prevent
cross-contamination and provide & safe and
sanitary environment for staff and residents.

This Rule is not met as evidencad by:

‘Based on observations and interviews, the facility
fafled to ensure implementation of infection

control measures during the medication pass as
evidenced by a medication aide (MA) who
handled a resident's oral medication with
ungloved hands while preparing medications for
administration.

The findings are:

Observation of the 8:00am medicatior pass on
03/06/25 from 7:22am to 8:06am revealed:

-The medication aide (MA) began preparing a
resident's medication at 7:28am.

-The MA removed a unit dose card of Lorazepam
0.5mg from the controlled substancas drawer of
the medication cart (Lorazepam is a medication
used to treat anxiety or agitation).

-The MA punched one Lorazepam 0.5mg tablet

Facility Executive Director and
Care Coordinator will collaborate
with Facility Clinical Nurse
Consultant to train Madication
Aides on Infection Control Policies
and Procedures and to ensure
compliance with Rule 10A NCAC
13F 01004 Medication
Administration (n) in accordance
with infection control.

Facllity Clinical Nurse Consultant
on weekly visits will make
observations for Medication
Administration infection control
non compliant measuras and will
provide 1:1 training to those found
in hon compliance.

Facllity Executive Director and or
designee will compiete daily

walk throughs of the community to
observe areas of non compliance
for medication administration and
infection control measures,

if non compliance is observed ED
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from the card into her bare hand, then placed the
tablot in a plastic madication cup,

~The MA continued preparing the resident's
medications and administerad the resident's oral
medications at 7:35am,

Interview with the MA on 03/06/25 at 9:45am
revealed:

-When preparing medications to be adminlstered,
she usually held the cup under the unit dose card
and punched the tablet out of the card and into
the cup.

-She was aware that she should not touch the
resident's medications with her bare hands.

~This marning, 03/06/25, she punched the
resident's Lorazepam 0.5mg out of the card and
into her hand and then placed the tablet in the
cup.

-She was afraid if she attempted to punch the
l.orazepam 0.5mg tablet out of the card and into
the cup, the medication would not go into the cup
and would fall on the flaor.

-8he should have placed the unit dose card over
the plastic cup and punched the tablet aut of the
card and into the medication cup instead of
handing the medication with her bare hands.

Interview with Resident Care Coordinator (RCC)
oh 03/06/26 at 12:34pm revealed:

-MAs were hat supposed to touch the residents’
medications when preparing the madications for
administration.

-MAs were supposed to remove the medications
from the unit dose packaging directly into the
medication cup and not touch the medication.
-The MA should not have touched the resident's
medication with bare hands.

~There was risk of contamination if the
medicaticns were handled with bare hands.

and or Residant Care Coordinator will
conduct an inservice on infection
control measures required when
administering medicatfions.
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Interview with the Administrater an 03/06/25 at
12:51pm revealed:

-MAs should not handle residents’ medications
with their bare hands when medications wera
prepared far administration,

-The medication should be removed from the unit
dose card and piaced directly into the cup.

-The MA should not have touched the medication
with her bare hands.

Telephone interview with a pharmacist af the
facility's contracted pharmacy on 03/06/25 at
10:11am reveated:

-The facility's staif should not handle any
madications without gloves.

-The medications should be removed from the
unit dose packaging directly into the cup,

-The facility staff should not handle medications
with unglaved hands due to the risk of spreading
getms or contaminating the medication.
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