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Initial Comments

The Adult Care Licensure Section conducted an
annual and follow-up survey on 06/11/26.

10ANCAC 13G .1002(a) Medication Orders

10A NCAC 13G .1002 Medication Orders

(a) Afamily care home shall ensure contact with
the resident's physician or prescribing practitioner
for verification or clarification of orders for
medications and treatments:

(1) if orders for admission or readmission of the
resident are not dated and signed within 24 hours
of admission or readmission to the facility;

(2) if orders are not clear or complete; or

(3) if multiple admission forms are received upon
admission or readmission and orders on the
forms are not the same.

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 2 of 3 sampled residents (#1, #2)
regarding an order for a medication used to treat
fluid retention and a medication used to treat
diabetes (#1), and a medication used to treat
involuntary, repetitive body movements (#2).

The findings are:

1. Review of Resident #1's current FL2 dated
02/17/26 revealed diagnoses included
hyponatremia, mild intellectual disability, and
depression.

a. Review of Resident #1's current FL2 dated
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02/17/26 revealed an order for furosemide (used
to treat fluid retention) 20mg once daily.

Review of Resident #1's April 2026 medication
administration record (MAR) revealed:

-There was an entry for furosemide 20mg twice
daily.

-There was documentation that furosemide 20mg
was administered at 8:00am and 8:00pm from
04/01/26-04/30/26.

Review of Resident #1's May 2026 MAR
revealed:

-There was an entry for furosemide 20mg twice
daily.

-There was documentation that furosemide 20mg
was administered at 8:00am and 8:00pm from
05/01/26-05/31/26.

Review of Resident #1's June 2026 MAR from
06/01/26-06/11/26 revealed:

-There was an entry for furosemide 20mg twice
daily.

-There was documentation that furosemide 20mg
was administered at 8:00am and 8:00pm from
06/01/26-06/10/26 and at 8:00am on 06/11/26.

Observation of Resident #1's medications on
hand on 06/11/26 at 9:20am revealed a multidose
package of medication with furosemide 20mg
included in the am dose and the pm dose.

Telephone interview with a pharmacist from the
facility's contracted pharmacy on 06/11/26 at
12:08pm revealed:

-The current order on file for Resident #1's
furosemide was furosemide 20mg twice daily
dated 09/04/25.

-The pharmacy had not received the FL2 signed
on 02/17/26 with an order for furosemide 20mg
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-If he had received the FL2,he would have
contacted Resident #1's cardiologist to see if he
intended for the order to be changed, as it was
the cardiologist who increased the furosemide to
twice daily.

Telephone interview with a representative from
Resident #1's cardiologist's office on 06/11/26 at
2:28pm revealed:

-Resident #1's order for furosemide 20mg was
increased to twice daily on 08/28/25.

-Resident #1 was last seen at their office on
04/20/26, and the furosemide order was not
changed.

Attempted telephone interview with Resident #1's
primary care provider (PCP) on 06/11/26 at
12:29pm was unsuccessful.

Refer to the interview with the medication aide
(MA)/Supervisor-in-Charge (SIC) on 06/11/26 at
7:50am.

Refer to the interview with the Administrator on
06/11/26 at 1:10pm.

b. Review of Resident #1's current FL2 dated
02/17/26 revealed an order for humalog (used to
control high blood sugar) 100 units three times
daily before meals and take 5 units at bedtime for
a finger stick blood sugar (FSBS) greater than
150.

Review of Resident #1's April 2026 MAR
revealed:

-There was an entry for humalog U-100, inject 5
units three times daily for a FSBS greater than
150, scheduled for 8:00am, 12:00pm, and
5:00pm
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-There was a second entry that was handwritten
for the FSBS with the times of 8:00am, 12:00pm,
4:00pm, and 8:00pm.

-There were three times Resident #1's FSBS was
documented as greater than 150 at 8:00pm.

Review of Resident #1's May 2026 MAR
revealed:

-There was an entry for humalog U-100, inject 5
units three times daily for a FSBS greater than
150, scheduled for 8:00am, 12:00pm, and
5:00pm

-There was a second entry that was handwritten
for the FSBS with the times of 8:00am, 12:00pm,
4:00pm, and 8:00pm.

-There was one time Resident #1's FSBS was
documented as greater than 150 at 8:00pm.

Review of Resident #1's FSBS log dated
05/11/26-05/31/26 revealed Resident #1's FSBS
was documented as being greater than 150 at
8:00pm on three occasions, and 5 units of
humalog were documented as administered.

Review of Resident #1's June 2026 MAR from
06/01/26-06/11/26 revealed:

-There was an entry for humalog U-100, inject 5
units three times daily for a FSBS greater than
150, scheduled for 8:00am, 12:00pm, and
5:00pm

-There was a handwritten entry for the FSBS with
the times of 8:00am, 12:00pm, 4:00pm, and
8:00pm.

-There was no documentation that Resident #1's
FSBS was greater than 150 at 8:00pm.

Observation of Resident #1's medications on
hand on 06/11/26 at 9:20am revealed there was a
bottle of humalog insulin dispensed on 10/20/25
with the directions to administer 5 units for FSBS
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greater than 150 three times daily.

Telephone interview with a pharmacist from the
facility's contracted pharmacy on 06/11/26 at
12:08pm revealed:

-The current order on file for Resident #1's
humalog insulin was for 5 units to be
administered before meals three times daily
dated 10/02/26.

-There was no order to administer the humalog
insulin at bedtime.

-He had not received the FL2 dated 02/17/26.

Interview with Resident #1 on 06/11/26 at 7:24am
revealed she checked her FSBS four times per
day, and if her FSBS was more than 150, she
was administered 5 units of humalog insulin.

Attempted telephone interview with Resident #1's
PCP on 06/11/26 at 12:29pm was unsuccessful.

Refer to the interview with the MA/SIC on
06/11/26 at 7:50am.

Refer to the interview with the Administrator on
06/11/26 at 1:10pm.

2. Review of Resident #2's current FL2 dated
02/17/26 revealed:

-Diagnoses included schizoaffective disorder,
chronic obstructive pulmonary disease, and
schizophrenia.

-There was an order for ingrezza (used to treat
involuntary, repetitive body movements) 80mg,
once daily.

Review of Resident #2's April 2026, May 2026
and June 2026 from 06/01/26-06/11/26
medication administration record (MAR) revealed
there was no entry for ingrezza 80mg once daily
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and no documentation ingrezza 80mg was
administered.

Observation of Resident #2's medications on
hand on 06/11/26 at 10:20am revealed there was
no ingrezza 80mg on hand.

Telephone interview with a pharmacist from the
facility's contracted pharmacy on 06/11/26 at
12:08pm revealed:

-Resident #2's FL2 dated 02/17/26 was not
received at the pharmacy.

-Resident #2 had an order for ingrezza that was
discontinued in 2025 because the insurance did
not authorize payment, and it was expensive.
-Resident #2's ingrezza had not been filled since
November 2024, when the insurance no longer
authorized the medication.

Attempted telephone interview with Resident #2's
primary care provider (PCP) on 06/11/26 at
12:29pm was unsuccessful.

Refer to the interview with the medication aide
(MA)/Supervisor-in-Charge (SIC) on 06/11/26 at
7:50am.

Refer to the interview with the Administrator on
06/11/26 at 1:10pm.

Interview with the medication aide
(MA)/Supervisor-in-Charge (SIC) on 06/11/26 at
7:50am revealed:

-She administered medications by comparing the
medications on hand to the MAR.

-The Administrator completed FL2s.

Interview with the Administrator on 06/11/26 at
1:10pm revealed:
-He or the Owner completed the FL2s by using
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the resident's current MAR.

-If there were any discrepancies in the FL2 and
the MAR, it was a mistake.

-He had been trying to make sure the FL2s were
faxed to the pharmacy.
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