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D 000 Initial Comments 

The Adult Care Licensure Section conducted an 
annual survey from 06/10/26 through 06/11/26. 

D 000 

D 273 10A NCAC 13F .0902(b) Health Care 

10A NCAC 13F .0902 Health Care 
(b) The facility shall assure referral and follow-up 
to meet the routine and acute health care needs 
of residents. 

This Rule is not met as evidenced by: 
Based on observations, interviews, and record 
review, the facility failed to ensure referral and 
follow-up for 1 of 5 sampled residents (#3) related 
to a provider order that was not completed to 
check blood pressure (BP) for 7 days with 
notification parameters. 

The findings are: 

Review of Resident #3's current FL2 dated 
03/30/26 revealed diagnoses included dementia, 
chronic pain, legally blind, and anxiety. 

Review of Resident #3's signed physician's order 
dated 05/11/26 revealed there was an order for 
BP to be measured in the morning and evening 
for the next 7 days and to notify triage/provider if 
systolic BP was less than 90 or greater than 180 
or if diastolic BP was less than 60 or greater than 
100. 

Review of Resident #3's record and May 2026 
electronic medication administration record 
(eMAR) from 05/11/26 to 05/18/26 revealed: 
-There was documentation Resident #3's BP was 
160/63 on 05/13/26 at 3:38pm. 
-There were no other documented BP values 
available for review. 

D 273 
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D 273 Continued From page 1 D 273 

Telephone interview with a representative from 
the facility's contracted pharmacy on 06/11/26 at 
3:15pm revealed: 
-There was no record of Resident #3's provider 
order dated 05/11/26 to check BP twice daily for 7 
days in the pharmacy's electronic system. 
-The pharmacy normally added provider orders to 
resident eMARs automatically if an order was 
sent to the pharmacy. 
-She did not know if the facility was able to add 
provider orders to the eMARs. 

Attempted telephone interview with Resident #3's 
primary care provider (PCP) on 06/11/26 at 
3:00pm was unsuccessful. 

Interview with the Supervisor on 06/11/26 at 
3:35pm revealed: 
-She did not know Resident #3 had a provider 
order dated 05/11/26 to check Resident #3's BP 
twice daily for 7 days. 
-She helped with order processing and the RCD 
printed provider orders to place in residents' 
records. 
-The Resident Care Director (RCD) normally 
ensured provider orders were on the residents' 
eMARs. 

Interview with the RCD on 06/11/26 at 4:20pm 
revealed: 
-She thought she had seen the order to check 
Resident #3's BP for 7 days before 06/11/26. 
-She did not know why the pharmacy did not 
receive the order for Resident #3's BP. 
-Resident BP values were documented on the 
eMARs. 
-If the provider wrote an order, the facility 
normally faxed the order to the pharmacy and the 
order entry was added to the eMAR. 
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-Sometimes the provider wrote orders while the 
provider was at the facility but other times the 
provider wrote orders elsewhere and 
electronically transmitted the orders to the 
pharmacy. 
-If an order was electronically transmitted to the 
pharmacy, the order would be emailed to her and 
she printed off the order. 
-She would have been responsible to follow-up 
and ensure Resident #3's order to check BP 
twice daily for 7 days was on the eMAR. 

Interview with the Administrator on 06/11/26 at 
4:06pm revealed: 
-She did not know Resident #3 had a provider 
order dated 05/11/26 to check Resident #3's BP 
twice daily for 7 days until 06/11/26. 
-The pharmacy normally placed order entries on 
the resident eMARs. 
-The Supervisor received provider orders and the 
RCD reviewed provider orders. 
-The medications aides followed the eMARs for 
provider orders. 
-Both the Supervisor and the RCD were 
responsible to ensure provider orders were on the 
eMARs. 

Based on observations, interviews, and record 
review, it was determined Resident #3 was not 
interviewable. 
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