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HERITAGE CARE HOME OF TAYLORSVILLE

D 000/ Initial Comments D 000

The Adult Care Licensure Section and the
Alexander County Department of Social Services
completed a follow up survey and complaint
investigation from September 4, 2025 through |
\

. September 9, 2025.

| ) SX ARy
D 131| 10A NCAC 13F .0406(a) Test For Tuberculosis D 131 UQ —N(C'

| TRTE oOF &

| 10A NCAC 13F .0406 Test For Tuberculosis L&’
| (a) Upon employment or moving into an adult QQ“QE}_\,‘T VAL S\‘A?F \ O\\\

care home, the administrator, all other staff, and .
any persons living in the adult care home shall be “\E)N\&ES % \ S
tested for tuberculosis disease in compliance with
control measures adopted by the Commission for T&$‘T’ o\ o ﬁ&i’/
Public Health as specified in 10A NCAC 41A

Te22.D).
.0205, which is hereby incorporated by reference, RL:D\%%—D\% Ao 3 éb
including subsequent amendments. ESE

QUL SEST WO

Amended EF. July 1, 2021 18 Tl
a
READ BY “g- 79

This Rule is not met as evidenced by: '&&T@&&/‘\—& g
Based on interviews and record reviews, the ;\pr\wpﬁ)\hﬁ
facility failed to ensure 1 of 3 sampled staff (Staff HQQQ_S & \

B) was tested for tuberculosis (TB) disease upon -
employment, in compliance with control
measures adopted by the Commission for Public
Health,

The findings are:

Review of Staff B's personnel record revealed:
-Staff B was hired as a personal care aide (PCA)
on 07/10/25.

-There was documentation her first TB test was
completed 08/07/25 and was read as negative on
08/09/25.

-There was documentation a second TB test was }
completed 08/20/25 and read as negative on
| 08/22/25.
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| With A Census ?f 21

10A NCAC 13F ,0608 Staffing for Facilities
With A Census Of 21 Or More Residents

(a) Each facility with a census of 21 or more
residents shall have staff on duty to meet the
needs of the residents.
(b) In addition to the requirement in Paragraph
(a) of this Rule, each facility with a census of 21
or more residents shall comply with the following
staffing requirements:

| (1) On first shift and second shift, the total aide
duty hours shall be at least:

| (A) 16 hours of aide duty for facilities with a

! census of 21 to 40 residents.
(B) 20 hours of aide duty for facilities with a

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: S e— COMPLETED
{ R-C
HAL002009 B VYIS 09/09/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
HERITAGE CARE HOME OF TAYLORSVILLE ARG Tre ORu D o
| TAYLORSVILLE, NC 28681
x&)io | SUMMARY STATEMENT OF DEFICIENCIES [ D ‘ PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
™G | REGULATORY OR LSC IDENTIFYING INFORMATION) ‘ TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 131 Continued From page 1 D 131 J
TNACKING SUSTEX
‘ -There was no documentation a TB test was Q QSF\ 67 L\
completed upon employment. WL LU & PUIV L W
| Interview with the Administrator on 09/05/25 at PLACE. woniCey LoV
3:35pm and 09/09/25 at 3:20pm revealed:
-She started work as Assistant Administrator on INCUDE. & FIdST
08/18/25 and as Administrator on 09/03/25. M‘
-The Licensed Health Professional Support > OF T2 TA Al
(LHPS) nurse completed TB tests for new hires
when she visited the facility monthly. e OF o 6 \0‘ | \?S—
-She recently became aware that Staff B did not T
have a TB tests done upon employment. ﬁ- LOL G W m&'
-She or the Resident Care Coordinator (RCC) ?\&B\) [ o (\\QS\V ’Q)&,
. were responsible to make sure new hires' TB
tests were completed upon hire. WO TN QY \.\_% -_) 8\
-Her expectation was that new hires would have a
' negative TB test result prior to starting work. ng{\$ P& FT@\
-If a new hire did not have documentation of a
recent negative TB test, they would not be (\.’DM\ “\ﬁm <
| allowed to start work until it was completed. ,
‘ DO WL TN ASS ST
D 194/ 10A NCAC 13F 0608 (a)(b) Staffing for Facilities D 194 AN SASITrATOR uo&i-_ﬂ\ﬁ ‘

YQC_}.\,\T\B LWL\ SYRFET We
FoOLLOusbo Vo, 1A=\
H oD TECH

o, OCA's

QAo worTH B COO¥,

ROUSEeVAEERER , ADMIA K
AsSisTRST ADA . MT
tRAMAGEl [LCT vl

kdllu/

I
Division of Health Service Regulation
STATE FORM

T90S11

If continuation sheet 2 of 65




P |

ir .- g N Harr
S y 0 CTLNE L STt al =l

Lo CTE ™ e g
_ o TN TR gt A
- =", Faal
- o - _
.' . -r---.i".-ﬂ"'.i a.gi“.-.
. SR F R e T L

HEL e ran SETIFSI.

ot = = e oy 5 rlﬂl-ml
Ao @0 AT E i SR
PRt PG e ¢
N a o e v
Sr= e g L '

N ‘ LR e R et

- ' § Tl B el '
T =, L RrLeery e

s R it e LR R

o ' LR T L T

' ' h S B FAc S LT

RIS R I"".l..-_-l_l ” N

-l TR s a1 i=n.

i
-



Division of Health Service Regulation

PRINTED: 09/30/2025
FORM APPROVED

shifts and 1 of 15 second shifts sampled from
08/19/25 through 09/02/25.

‘ The findings are:

Review of the facility's current license issued by
| the Division of Health Service Regulation effective
January 1, 2025 revealed the facility was licensed
‘ for a capacity of 34 beds for an Adult Care Home.

. Observation duning a tour 09/05/25 revealed the
! facility was not sprinklered for fire suppression.

. Review of the facility's census for 08/19/25 to
09/02/25 revealed there were between 21 and 40
residents which required 16 aide duty hours on

‘ first shift and second shift.

Review of the facility's residents receiving
Personal Care Services (PCS) revealed:

-A total of 22 residents received PCS.
-There were 3 of 3 sampled residents who
received PCS.

-There was 1 of 3 sampled residents who
required extensive assistance with toileting,
bathing, ambulation and transfers.

-There were 2 of 3 sampled residents who

‘ required extensive assistance with grooming.

. 1. Review of the facility's census from 08/19/25 to
| 09/02/25 revealed there were 21-40 residents
which required 16 aide duty hours on first shift.

| Review of the employee time punch detail report
dated 08/22/25 revealed there was a total of 15

| aide duty hours provided on first shift with a
shortage of 1.0 aide duty hours.

! Review of the employee time punch detail report
| dated 08/29/25 revealed there was a total of
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13.25 aide duty hours provided on first shift with a
shortage of 2.75 aide duty hours.

Refer to interview with a personal care aide
(PCA) on 09/09/25 at 2:25pm.

Refer to interview with a medication aide (MA) on
09/09/25 at 2:27pm.

Attempted teie;jhone interview with the RCC on
09/09/25 at 3:30pm was unsuccessful.

Refer to interview with the Administrator on
09/05/25 at 8:50am and 09/09/25 at 3:25pm.

2. Review of the facility's census for 08/19/25 to
09/02/25 revealed there were 21-40 residents
which required 16 aide duty hours on second
shift.

Review of the employee time punch detail report
dated 08/22/25 revealed there was a total of
15.25 aide duty hours on second shift with a
shortage of 0.75 aide duty hours.

Refer to interview with a personal care aide
(PCA) on 09/09/25 at 2:25pm,

Refer to interview with a medication aide (MA) on
09/09/25 at 2:27pm.

Attempted telephone interview with the RCC on
09/09/25 at 3:30pm was unsuccessful.

Refer to interview with the Administrator on
09/05/25 at 8:50am and 09/09/25 at 3:25pm.

Interview with a personal care aide (PCA) on
09/09/25 at 2:25pm revealed:

-There was never less than two staff on duty in
Division of Health Service Regulation
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' the facility that she was aware of, since
mid-August 2025.
-She usually started work at 6:00am and made
rounds "first thing" to see each resident and
assist them as needed.
-She made rour‘ds on residents every two hours
' during her workday.

Interview with a medication aide (MA) on
09/09/25 at 2:27pm revealed:

-She had never worked when there were less
than two staff working, and "there is usually more
staff here.”

-She did rounds on the residents when she

| started work at 6am and provided care as needed
at that time. ‘
-She made rounds on residents every two hours
during her workday.

Interview with the Administrator on 09/05/25 at
8:50am and 09/09/25 at 3:25pm revealed:
-She was hired as Assistant Administrator on
08/18/25 and became Administrator 09/03/25.
. -She believed the census was 26 when she
| became Administrator.
-Her expectations for staffing from 6:00am to
6:00pm were two PCAs and one MA.
| -Her expectations for staffing from 6:00pm to
- 6:00am were twb PCAs and one MA.
-The facility owner was doing the staffing after the
previous Administrator left on 09/02/25 but it was
now the responsibility of one MA, with the
Resident Care Coordinator (RCC) as backup
scheduler.

[Refer to tag 0273, 10A NCAC 13F .0902(b)
Healthcare (Type B Violation)].
|

The facility failed to ensure qualified staff were
| present to meet the needs of all of the residents
Division of Health Service Regulation
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D 194 | Continued From page 7 D194
which placed the residents at risk that their
| personal and healthcare care needs could not be
met. This failure is detrimental to the residents’
' health, safety and welfare and constitutes a Type
| B violation.
| The facility provided a plan of protection in
| accordance with G.S. 131D-34 on 09/30/25 for
| this violation.
|
. CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED OCTOBER
| 24, 2025.
| |
D 2?3. 10A NCAC 13F .0902(b) Health Care D 273
| 10ANCAC 13F ,0902 Health Care ail\s”
(b) The facility shall assure referral and follow-u N ME \
| ity s P AL 00 nSvEA (T
| to meet the routine and acute health care needs
of residents. SGATDOED Q\-—\ T &_.
| |
| | ASSTACT gl o
This Rule is not met as evidenced by:
| The Type A2 Violation is abated. Non-compliance oo NRM&L/ Q‘Q‘Q' 4
| R AUl WO A DIScunmgsdl
| TYPE B VIOLATION LY wl A 1S Heulewial
\
Based on interviews and record reviews, the ALD inimaLeE™ E&S
| facility failed to ensure referral and follow-up for 3 L - 4 Cal
| of 3 sampled residents (#1, #2 and #3) related to \M& N \ML' b l&
a medication to decrease delusions and auditory TG ASSATIAET anMud
| hallucinations (Resident #1), for a discharge plan
to a skilled nursing facility and laboratory OL AL . QL ARvoiIMEIS
' bloodwork (Resident #2), and for a follow-up ~
| appointment to treat a right inguinal hernia m&’ LTI Dosad W
(Resident #3). Q O\B el Lol S
|
| The findings are: 1 2.2 AR (Wi SN AR, \k
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D 273{ Continued From page 8

| 1. Review of Resident #3's FL2 dated 05/12/25
revealed:

-Diagnoses included schizophrenia and tobacco
use.

-Resident #3 was alert and oriented.

-Resident #3 WTS ambulatory.

Review of Resident #3's Resident Register dated
11/01/24 reveaIer an admission date of 11/01/24.

Review of Resident #3's discharge instructions
from the emergency department (ED) on
07/22/25 revealed:
| -Resident #3 had diagnoses of abdominal pain
| and right inguinil hernia.

-Resident #3 had a follow-up appointment within
one week to a general surgeon.
-Resident #3 had a follow-up with his Primary
Care Physician (PCP) in two-three days.

Review of Resident #3's record revealed there
was no documentation of a visit with the surgeon
after the ED discharge on 07/22/25.

Review of Residént #3's discharge instructions
from the ED on 08/31/25 revealed:
-A follow-up appointment was scheduled with a
general surgeon the next day on 09/01/25.
-Resident #3 complained of periodic pain on the
right side of his abdomen.
-Resident #3 was given a prescription for
hydrocodone-acetaminophen 5-325mg one tablet
by mouth every 8 hours as needed for pain,
' -Resident #3 was to keep his appointment with
the general surgeon on 09/01/25.
Review of Residt-l.-nt 3's discharge instructions on
' 09/01/25 with the general surgeon revealed
L resident #3 had a surgery date of 09/05/25.
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Review of Resident #3's discharge

| documentation from 09/05/25 revealed:

| -Diagnoses included unilateral inguinal hernia,
without obstruction or gangrene.

-Resident #3 had a follow up appointment with
the general surgeon on 09/17/25 at 1:30pm.

Interview with RLasident #3 on 09/04/25 at
10:40am revealed:

-He was having surgery tomorrow on his hernia
09/05/25. ,

-He could not remember how long he had the
hemia.

! Telephone interview with Resident #3's guardian
on 09/04/25 at 12:10pm revealed:

-The facility failed to take Resident #3 to the
follow up appointment until sometime in
September 2025.

-Resident #3 got agitated with the guardian if she
asked too many questions so she did not see him
as often as she would like and the facility made
her aware of any issues going on with him.

Telephone interview with Resident #3's PCP on

| 09/09/25 at 9:37am revealed:

| -She taok over the care of Resident #3 on

- 06/01/25. i
-Resident #3 refused many of his medications

| and she received a copy of the Medication

| Administration Record (MAR) at the end of each
month so she was able to see what he took or
refused.

' -She was not aware of the missed appointment
with the surgeon.

| -Resident #3 would not say too much to her

} except what medications he took and he could
not sleep.

| -She was not aware Resident #3 did not attend

D 273
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his follow up appointment with the general
surgeon.

Telephone inteljiew with Resident #3's general
| surgeon on 09/09/25 at 8:47am revealed:

-He was the geﬁ!eral surgeon who perfarmed a
unilateral inguinal hernia on Resident #3 on
09/05/25.

-The surgery would have been emergent if
Resident #3 was impacted or if the hernia had
become strangulated, but it did not.

-He would have|preferred for Resident #3 to

| follow his orders for an appointment one week
| after he was seen in the ED on 07/22/25.
-Resident #3 had a follow up appointment with
him on 09/17/25.

Interview with the Administrator on 09/04/25 at

- 1:10pm revealed: \
-She started at the facility on 08/18/25 as the !
Assistant Administrator and became the
Administrator on 09/03/25.

. -Resident #3 came to see her on her second

- week at the facility and showed her his hernia.
-She called Resident #3's PCP to discuss what
Resident #3 showed her, but the PCP would not
talk with her because the Former Administrator

| wanted everything to go through her.

-She reviewed Resident #3's chart and found a

copy of the 07/22/25 ED discharge notes and

made the appointment for Resident #3 for 09/0

3/25.

Interview with the Administrator on 09/09/25 at
3:20pm revealed: |
| -She started at the facility on 08/18/25 as the !
Assistant Administrator and became the
- Administrator on 09/03/25.
-The RCC was responsible for the discharge
l paperwork being completed since 09/03/25 and
Division of Health Service Regulation
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' the Administrator would be a second set of eyes.

-Chart audits are being completed weekly on 34

random charts with all charts completed monthly.

-She was award of the missed appointments
when she was the Assistant Administrator and
was auditing the charts and made the Former
Administrator aware.

-The Former Administrator stated she would
handle it.

2. Review of Resident #1's current FL2 dated
08/20/25 revealed diagnoses included major
depression, impulsive control disorder and

| schizoaffective Qisorder.

(PCP) orders dated 06/09/25 and 09/02/25
revealed there was an order of Perseris ER
(extended release) 120mg, inject 120mg under
the skin monthly (a medication to treat
schizophrenia).

\
Review of Resi%/ent #1 Primary Care Provider's

Review of Resident #1's September 2025
electronic Medication Administration Record
(eMAR) revealed no documentation Perseris ER
120mg was administered to Resident #1.

Telephone interview with a Pharmacist with the

facility's contracted pharmacy on 09/08/25 at

12:46pm revealed:

-Perseris ER 120mg was last dispensed for

Resident #1 on 01/06/25.

-The pharmacy was waiting on a prior

authorization from Resident #1's PCP since

February 2025.

-If Resident #1 did not receive the Perseris ER
| 120mg injection monthly he was at risk for

increased psychotic episodes.

| Telephone interview with Resident #1's PCP on

D 273
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09/09/25 at 9:37am revealed:
-She was notified today (09/09/25) Resident #1
needed a prior authorization for Perseris ER
| 120mg for the insurance company to pay for the
| medication.
' -She was not aware Perseris ER 120mg was not
administered to Resident #1 since February
2025.
-Resident #1's Mental Health Provider (MHP)
ordered Perseris ER 120mg monthly for Resident
#1 and may have been notified the medication
| was not administered to the resident since around
February 2025. |

| Telephone interview with Resident #1's MHP on

| 09/09/25 at 10:09am revealed:
-She was notiﬁ% about a month ago Resident #1

| required a prior authorization for the insurance

' company to pay for the Perseris ER 120mg
monthly. ,

| -She had been working on the prior authorization
since being made aware Resident #1 was not
receiving the medication since around February
2025.

| -Resident #1 could experience increased
delusions and auditory hallucinations if Perseris

‘ ER 120mg was not administered as ordered.

Interview with a medication aide (MA) on
09/09/25 at 11:14am revealed:

l -She accidentally documented she administered
Perseris ER 120mg to Resident #1 on 08/01/25
but did not because it was not available to

| administer.

-She was unsure when Perseris ER 120mg was
| last available to administer to Resident #1 but it

' had not been available "for a long time".

-MAs were to notify the Resident Care

| Coordinator (RCC) or the Administrator if a
medication was not available for administration.
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Interview with the Administrator on 09/09/25 at
3:20pm revealed:
-She began working at the facility as the Assistant
Administrator around 08/18/25 and became the
Administrator on 09/03/25.
-She was not aware Perseris ER 120mg monthly
was not being administered monthly to Resident
|31

-She contacted the pharmacy yesterday
| (09/08/25) and was informed Perseris ER 120mg
was last dispensed for Resident #1 in January
2025 because the resident's insurance would not
pay for it.
-The MAs were to notify the RCC if a medication
| was not available for administration.

3. Review of Resident #2's current FL2 dated
08/26/25 revealed diagnoses included hemiplegia
(weakness or paralysis on one side of the body)
following cerebravascular disease (conditions that
affect blood flow to the brain) and cerebral
amyloid angiopathy (protein buildup in the arteries
of the brain).

a. Review of Resident #2's current FL2 dated
08/26/25 revealed the discharge plan was for
skilled nursing facility (SNF).

Review of Resident #2's Primary Care Provider's
' (PCP) order dated 07/22/25 revealed there was
an order for SNF placement.

Review of Resident #2's significant change care
plan dated 06/03/25 revealed:

' -Resident #2 was verbally and physically abusive.
-Resident #2 resisted care and had disruptive
behaviors.

-Resident #2 had|no mobility in his legs, was

, dependent with transfers and utilized a motorized
Division of Health Service Regulation
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| wheelchair for mobility.
-Resident #2 was dependent with toileting,
| bathing, grooming.

| Telephone interview with Resident #2's PCP on

| 09/09/25 at 9:37am revealed:
-Resident #2 needed to be in a SNF because he

| had increased care needs, especially with

~ transfers and mobility.

-She placed all new orders in the electronic chart
| system and also verbally informed the RCC in the
facility of any new orders.

1 -There may have been miscommunication
between the previous Resident Care Coordinator
(RCC) and the current RCC with Resident #2's

| placement to a SNF.

- Interview with the RCC on 09/08/25 at 4:04pm

' revealed:

-Resident #2 was a 2-3 person assist with

\ activities of daily living (ADL) and needed to be
transferred to a SNF.

| -She had Resident #2's PCP complete a new FL2
indicating the discharge plan for Resident #2 was

- a SNF.

' -She was working on placement for Resident #2

- to a SNF but she had not yet found placement.

\
Interview with the Administrator on 09/05/25 at
11:06am revealed:

' -She was notified by the previous RCC on
08/26/25 that Resident #2 was to be placed in a
SNF.

-The previous RCC said there was a updated FL2
for Resident #2 for SNF placement but the
Administrator was not able to locate it.

-The RCC was responsible for getting an updated
FL2 and finding placement for a SNF for Resident
#2.

D 273
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b. Review of Resident #2's record revealed:
-There was an order dated 07/30/25 for the
resident to have laboratory (lab) blood tests
| completed including a complete blood count
(CBC), comprehensive metabolic panel (CMP),
fasting lipid panel, thyroid stimulating hormone
(TSH) with free T4, Hemoglobin A1C and valproic
| acid level.
-There were no|results for the lab tests dated
07/30/25.

Interview with the Administrator on 09/05/25 at
3:30pm revealed:
-She called the lab today (09/05/25) and was
informed they had not received Resident #2's lab
| orders dated 07/30/25.
-The Primary Care Provider (PCP) and the
Mental Health Rrovider (MHP) were to send all
lab orders directly to the lab.
-The facility shauld have followed up on all
resident lab orders to ensure the order was
completed and the facility received the lab
results.

The facility failed to ensure 3 residents had
referrals made when they did not schedule a
follow up appointment with the surgeon for repair
of a right inguinal hernia (Resident #3), notify the
provider of missed doses of a medication to
decrease delusions and auditory hallucinations
(Resident #1) and placement was not followed up
for a resident who required a SNF (Resident #2).
This failure was detrimental to the health, safety,

| and welfare of the residents and constitutes a

| Type B Violation.

The facility provided a plan of protection in
accordance with G.S. 131D-34 on 09/09/25 for
this violation.
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[

10A NCAC 13F ,0905 Activities Program

(d) There shall be at least 14 hours of a variety
of planned group activities per week that include
activities that promote socialization, physical
interaction, group accomplishment, creative
expression, increased knowledge, and learning of
new skills.

This Rule is not met as evidenced by:

Based on observations and interviews, the facility
failed to provide at least 14 hours per week of
planned group activities for residents residing at
the facility.

The findings are:

' Review of the facility's census on 09/05/25
revealed there were 27 residents.

Observations during a facility tour 09/05/25 at
9:30am,10:30am and 2:00pm revealed:

-There was an activities calendar posted across

| from the day room that did not include the current
month, year or specific times of listed activities.
-No activities were observed being conducted in
the day room, halls or outside the facility.

' Observation of the facility on 09/08/25 at 10:25am
revealed:

-There was a new activities calendar posted

' across from the day room dated September

| 2025, that included 4 to 6 activities per day.
|
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-One resident was watching television in the day

room.

-The "Roll and Strall" activity was scheduled for

10:00am and several residents were observed

walking around the outside of the building with the
| new Activities Director.

Observation of the facility on 09/08/25 at 3:35pm
revealed no activities were occurring.

Observation of the facility on 09/09/25 at 10:30am
revealed four residents participating in a corn
hole game outside with the Activities Director.

Observation of the facility on 09/09/25 at 3:30pm
revealed no activities were occurring.

Interview with a resident on 09/05/25 at 2:10pm
revealed:

-There had not been many activities offered at the
facility but a new Activity Director had been hired.
-She enjoyed doing activities and would
participate in them.

-She was sometimes notified by staff when
activities were scheduled.

Interview with a second resident on 09/09/25 at
2:25pm revealed:

-He did not recall many activities being provided
at the facility.

-He did not like to participate in activities when
offered.

-Staff sometimes notified the residents when
activities were to occur.

-He believed the facility had hired a new Activity
| Director and "activities stuff is going on" at the

| facility now.

|

Interview with a|personal care aide (PCA) on
09/08/25 at 11:00am revealed:
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-The PCAs and housekeeping staff provided
activities for the residents before the Activity
Director was hired.

- -Activities included movies, devotions, singing

\ and corn hole but they were not done every day.

Interview with the new Activity Director on
09/08/25 at 10:10am and 12:50pm revealed:
 -Her first day at the facility was 09/06/25 (two
i days ago).
-She has spent time getting to know the residents
and asking their activity preferences.
-She did outside walks and some small activities
including easy érafts with the residents.
-She was hired to work four hours/day, five days
| a week but believed her work hours would be
l increasing.

‘ Interview with the Administrator on 09/05/25 at

- 10:35am revealed:

| -She was aware the current activities calendar
was not updated or accurate.
-Staff or the Resident Care Coordinator (RCC)
would organize activities as their schedules
permitted but they did not occur throughout each
day.

| -A new Activity Director had been hired and would

' start tomorrow (09/06/25).
-Her expectatioh was that at least 14 hours of

| activities would be scheduled a week and

‘ residents would be aware of what was scheduled.

D 358‘ 10A NCAC 13F .1004 (a) Medication
" Administration

| TOANCAC 13F .1004 Medication Administration
(a) An adult care home shall assure that the
preparation and administration of medications,

. prescription and non-prescription, and treatments

D 317

D 358
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by staff are in accordance with:
' (1) orders by a licensed prescribing practitioner
| which are maintained in the resident's record; and
(2) rules in this Section and the facility's policies
| and procedures.
I
This Rule is not met as evidenced by:
Based on observations, interviews, and record
reviews, the facility failed to administer
medications as ordered for 3 of 3 sampled
residents (#1, #2 and #3) related to medications
for anxiety, depression, high blood pressure,
swelling, involuntary movements, underactive
thyroid gland, mood disorder (#1), dry skin,
elevated cholesterol levels, clot prevention, mood
disorder, fluid retention, high blood pressure,
elevated blood sugar levels, urinary retention
(#2), pain and agitation (#3).

The findings are:

1. Review of Resident #1's current FL2 dated
08/20/25 revealed diagnoses included
hypertension, hypothyroidism, major depression,
impulsive control disorder and schizoaffective
disorder.

| a. Review of Resident #1's physician's orders

dated 06/09/25 and 09/02/25 revealed there was

 an order for buspirone (a medication to treat
anxiety) 10mg one tablet twice daily.

. Review of Resident #1's August 2025 electronic
medication administration record (eMAR)
revealed:
-There was an entry for buspirone 10mg one
tablet twice daily scheduled at 6:00am and
' 6:00pm.

-There was no documentation buspirone 10mg
| one tablet was administered at 6:00am on
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08/25/25 and 08/28/25, and at 6:00pm on
| 08/16/25, 08/20/25, 08/25/25, 08/26/25 and from
08/28/25 through 08/31/25 with no explanation.
| -There was documentation on 08/11/25 at 6:00am
| buspirone 10mg one tablet was not administered
to Resident #1 due to the medication being on
order.
-There was documentation on 08/01/25 at
| 6:00pm and 08/27/25 at 6:00am buspirone 10mg
one tablet was not administered to Resident #1
due to the resident refusing the medication.
-There were 10 of 62 opportunities buspirone
10mg was not documented as administered to
Resident #1.

Review of ResiJent #1's September 2025 eMAR

revealed: |

| -There was an entry for buspirone 10mg one
tablet twice daily scheduled at 6:00am and
6:00pm.

| -There was no documentation buspirone 10mg
one tablet was administered at 6:00am and

| 6:00pm on 09/01/25 with no explanation.
-There were 2 of 7 opportunities buspirone 10mg
was not documented as administered to Resident
#1.

| Review of Resid%_-nt #1's medication release form

| dated 09/04/25 revealed buspirone 10mg
eighteen tablets were released with Resident #1's
medications upon his discharge.

Telephone interview with the Pharmacist at the
facility's contracted pharmacy on 09/08/25 at
12:46pm revealed:
‘ -Resident #1 had an order for buspirone 10mg,
| one tablet twice daily.
-Buspirone 10mg one tablet twice daily was given
| to Resident #1 for anxiety.
-The Pharmacy had issues with the facility's
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\
computers and new software had to be applied

| on another computer for the facility around the
end of August 2025.

| -The Pharmacy dispensed 60 tablets of buspirone
10mg on 07/08/25 and 08/11/25.

| -If buspirone 10mg, one tablet twice daily was not
administered to Resident #1 as prescribed he

| could experience increased anxiety.

| Telephone interview with Resident #1's PCP on
09/09/25 at 9:37am revealed Resident #1 could

| be more anxious if he did not receive buspirone
10mg as ordered.

|

| Refer to the interview with a medication aide (MA)

| on 09/09/25 at 11:14am.

| Refer to the interview with the Resident Care

- Coordinator (RCC) on 09/05/25 at 4:01pm.

| Refer to the telephone interview with a

. Pharmacist with the facility's contracted pharmacy
| on 09/08/25 at 12:46pm.

| Refer to the interview with the Administrator on
I 09/09/25 at 3:20pm.
|
- b. Review of Resident #1's physician's orders
dated 06/09/25 and 09/02/25 revealed there was
. an order for escitalopram (a medication to treat
depression) 10mg one tablet once daily.

Review of Resident #1's August 2025 electronic
medication administration record (eMAR)
revealed:

-There was an entry for escitalopram 10mg one
tablet once daily scheduled at 6:00am.

-There was no documentation escitalopram 10mg
one tablet was administered at 6:00am on

| 08/25/25 and 08/28/25 with no explanation.

Division of Health Service Regulation
STATE FORM

T90S11

If continuation sheet 22 of 65






Division of Health Service Regulation

PRINTED: 09/30/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY
COMPLETED

D 358 Continued From page 22

| _There was documentation on 08/10/25 and
08/11/25 at 6:00am escitalopram 10mg one tablet
was not administered to Resident #1 due to the
medication being on order.

' -There was documentation on 08/27/25 at

6:00am escitalopram 10mg one tablet was not

administered to Resident #1 due to the resident

refusing the medication.

-There were 2 of 31 opportunities escitalopram

10mg was not documented as administered to

Resident #1.

Review of Resident #1's September 2025 eMAR
revealed:

-There was an entry for escitalopram 10mg one
tablet once daily scheduled at 6:00am.

-There was no documentation escitalopram 10mg
one tablet was administered at 6:00am 09/01/25
with no explanation.

-There was 1 of 4 opportunities escitalopram
10mg was not documented administered to
Resident #1.

Review of Resident #1's medication release form
dated 09/04/25 revealed escitalopram 10mg,
eight tablets were released with Resident #1's

‘ medications upan his discharge.

Telephone interview with the Pharmacist at the
facility's contracted pharmacy on 09/08/25 at
| 12:46pm revealed:
-Resident #1 had an order for escitalopram 10mg
one tablet daily.
-Escitalopram 10mg one tablet daily was given to
Resident #1 for depression.
-The Pharmacy had issues with the facility's
computers and new software had to be applied
on another computer for the facility around the
end of August 2025.
| -The Pharmacy dispensed 30 tablets of
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! escitalopram 10mg on 07/08/25 and 08/11/25.
| -If escitalopram 10mg, one tablet daily was not
administered to Resident #1 as prescribed he

| could experience increased depression.

| Telephone interview with Resident #1's PCP on
09/09/25 at 9:37am revealed Resident #1 could

| experience increased depression if he did not
receive escitalopram 10mg as ordered.

| Refer to the interview with a medication aide (MA)
on 09/09/25 at 11:14am.

Refer to the interview with the Resident Care
| Coordinator (RCC) on 09/05/25 at 4:.01pm.

Refer to the telephone interview with a
Pharmacist with the facility's contracted pharmacy
on 09/08/25 at 12:46pm.

. Refer to the interview with the Administrator on
| 09/09/25 at 3:20pm.

| c. Review of Resident #1's physician's orders
dated 06/09/25 and 09/02/25 revealed there was

| an order for hydrochlorothiazide (HCTZ) (a
medication to treat hypertension and swelling

| from excess fluid) 12.5mg one tablet once daily.

| Review of Resident #1's August 2025 electronic

| medication administration record (eMAR)
revealed:

| -There was an entry for HCTZ 12.5mg one tablet
once daily scheduled at 6:00am.
~-There was no documentation HCTZ 12.5mg one
tablet was administered at 6:00am on 08/25/25
and 08/28/25 with no explanation.
-There was documentation on 08/10/25 and
08/11/25 at 6:00am HCTZ 12.5mg one tablet was

| not administered to Resident #1 due to the
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‘ medication being on order.
-There was documentation on 08/27/25 at
i 6:00am HCTZ 12.5mg one tablet was not
administered to Resident #1 due to the resident
refusing the medication.
-There were 2 of 31 opportunities HCTZ 12.5mg
was not documented as administered to Resident
| #1.
‘ Review of Resident #1's September 2025 eMAR
' revealed:
-There was an entry for HCTZ 12.5mg one tablet
once daily scheduled at 6:00am.
-There was no documentation HCTZ 12.5mg one
tablet was administered at 6:00am 09/01/25 with
no explanation.
-There was 1 of 4 opportunities HCTZ 12.5mg
| was not documented as administered to Resident
#1.

| Review of Resident #1's medication release form
dated 09/04/25 revealed HCTZ 12.5mg nine

i tablets were released with Resident #1's
medications upon his discharge.

‘ Telephone interview with the Pharmacist at the
facility's contracted pharmacy on 09/08/25 at
. 12:46pm revealed:
-Resident #1 had an order for HCTZ 12.5mg one
tablet daily.
-HCTZ 12.5mg one tablet daily was given to
Resident #1 to decrease fluid buildup and
swelling.
-The Pharmacy had issues with the facility's
computers and new software had to be applied
on another computer for the facility around the
end of August 2025.
| -The Pharmacy dispensed 30 tablets of HCTZ
' 12.5mg on 07/08/25 and 08/11/25.
-If HCTZ 12.5mg, one tablet daily was not
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| administered to Resident #1 as prescribed he
could experience increased swelling from fluid
buildup.

|
Telephone interview with Resident #1's PCP on
09/09/25 at 9:3?Tam revealed Resident #1 could
have increased blood pressure if he did not
receive HCTZ 12.5mg as ordered.

Refer to the interview with a medication aide (MA)
on 09/09/25 at 11:14am.

Refer to the interview with the Resident Care
Coordinator (RGC) on 09/05/25 at 4:01pm.

Refer to the telephone interview with a
Pharmacist with the facility's contracted pharmacy
on 09/08/25 at 12:46pm.

Refer to the interview with the Administrator on
09/09/25 at 3:20pm.
|

| d. Review of Re?*sident #1's physician's orders
dated 06/09/25 and 09/02/25 revealed there was
an order for Ingrezza (a medication to treat
involuntary movements) 40mg one tablet once
daily.

| Review of Resident #1's August 2025 electronic
medication administration record (eMAR)
revealed:

-There was an entry for Ingrezza 40mg one
capsule once daily scheduled at 6:00pm.

-There was no documentation Ingrezza 40mg one
capsule was adr}'ninistered at 6:00pm on 08/16/25,
08/20/25, 08/25/25, 08/26/25 and from 08/28/25
to 08/31/25 with no explanation.

| -There was documentation on 08/22/25 and

‘ 08/23/25 at 6:00pm Ingrezza 40mg one capsule

| was not administered to Resident #1 due to the
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medication being on order.

-There was documentation on 08/01/25 at
6:00pm Ingrezza 40mg one capsule was not
administered to Resident #1 due to the resident
refusing the medication.

-There were 8 of 31 opportunities Ingrezza 40mg
was not documented as administered to Resident
| #1.

Review of Resident #1's September 2025 eMAR
revealed:

-There was an q‘ntry for Ingrezza 40mg one
capsule once daily scheduled at 6:00pm.

-There was no dpcumentation Ingrezza 40mg one
capsule was administered at 6:00pm 09/01/25
with no explanation.

-There was 1 of 4 opportunities Ingrezza 40mg
was not documented as administered to Resident
| #1.

Review of Resident #1's medication release form
dated 09/04/25 revealed Ingrezza 40mg
twenty-four tablets were released with Resident
#1's medications upon his discharge.

Telephone interview with the Pharmacist at the

l facility’s contracted pharmacy on 09/08/25 at
12:46pm revealed:

-Resident #1 had an order for Ingrezza 40mg one

capsule at bedtime.

-Ingrezza 40mg one capsule daily was given to

Resident #1 to decrease involuntary lip and hand

movements |

-The Pharmacy had issues with the facility's

computers and new software had to be applied

on another computer for the facility around the

end of August 2025,

| -The Pharmacy dispensed 30 capsules of

Ingrezza 40mg on 07/14/25 and 08/25/25.

| -If Ingrezza 40mg, one capsule daily was not
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administered to Resident #1 as prescribed he
could experience increased involuntary lip and
hand movements.

Telephone interview with Resident #1's PCP on
09/09/25 at 9:37am revealed Resident #1 could
have increased shaking, fatigue or dry mouth if
he did not receive Ingrezza 40mg as ordered.

Refer to the inter}/iew with a medication aide (MA)
on 09/09/25 at 11| “14am.

Refer to the interview with the Resident Care
Coordinator (RCC) on 09/05/25 at 4:01pm.

Refer to the telephone interview with a
Pharmacist with the facility's contracted pharmacy
on 09/08/25 at 12:46pm.

Refer to the interview with the Administrator on
09/09/25 at 3:20pm.

| e. Review of Resident #1's physician's orders
dated 06/09/25 and 09/02/25 revealed there was
an order for levothyroxine (a medication to treat
an underactive thyroid gland) 50mcg one tablet
once daily.

Review of Resident #1's August 2025 electronic
medication administration record (eMAR)
revealed:

-There was an entry for levothyroxine 125mcg
once tablet daily scheduled at 6:00am.

| -There was no documentation levothyroxine
125meg once tablet was administered at 6:00am
on 08/25/25 and 08/28/25 with no explanation.
-There was documentation on 08/10/25 and
08/11/25 at 6:00am levothyroxine 125mcg once
tablet was not administered to Resident #1 due to
| the medication being on order.
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-There was documentation on 08/27/25 at
6:00am levothyroxine 125mcg once tablet was
not administered to Resident #1 due to the
resident refusing the medication.

-There were 2 OE‘! opportunities levothyroxine

125meg once tablet was not documented as
Resident #1. :
| |
Review of Resident #1's September 2025 eMAR
revealed:

-There was an entry for levothyroxine 125mcg
once tablet once daily scheduled at 6:00am.
-There was no documentation levothyroxine
125mcg once tablet was administered at 6:00am
09/01/25 with no explanation.

-There was 1 of 4 opportunities levothyroxine
125mcg was not documented as administered to
Resident #1.

administered to

Review of Resident #1's medication release form
dated 09/04/25 revealed levothyroxine 50mcg
eight tablets were released with Resident #1's
medications upon his discharge.

Telephone interview with the Pharmacist at the

facility's contracted pharmacy on 09/08/25 at

12:46pm revealed:

-Resident #1 had an order for levothyroxine

' 50mcg one tablet daily.
-Levothyroxine 50mcg one tablet daily was given
to Resident #1 for low thyroid hormone levels.
-The Pharmacy had issues with the facility's

| computers and new software had to be applied
on another computer for the facility around the

| end of August 2025.
-The Pharmacy dispensed 30 tablets of
levothyroxine 50mcg on 07/08/25 and 08/11/25.

_\ -If levothyroxine 50mcg, one tablet daily was not
administered to Resident #1 as prescribed he

| could experience weight gain or swelling.
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. Telephone interview with Resident #1's PCP on

| 09/09/25 at 9:37am revealed Resident #1 could
experience tiredness or have weight gain if he did
not receive levothyroxine 125mcg as ordered.

' Refer to the interview with a medication aide (MA)
on 09/09/25 at 11:14am.

‘ Refer to the interview with the Resident Care
Coordinator (RCC) on 09/05/25 at 4:01pm.

\
Refer to the telephone interview with a
Pharmacist with the facility's contracted pharmacy
on 09/08/25 at 12:46pm.

Refer to the int&view with the Administrator on
09/09/25 at 3:20pm.

f. Review of Resident #1's physician's orders
dated 06/09/25 and 09/02/25 revealed there was
an order for lorazepam (a medication to treat

| anxiety) 0.5mg one tablet twice daily.

Review of Resident #1's August 2025 electronic

medication administration record (eMAR)

revealed:

-There was an entry for lorazepam 0.5mg one

tablet twice daily scheduled at 6:00am and

6:00pm.

| -There was no documentation lorazepam 0.5mg

~ one tablet was administered at 6:00am on

| 08/25/25 and 08/28/25, and at 6:00pm on

- 08/16/25, 08/20/25, 08/25/25, 08/26/25 and from

| 08/28/25 through 08/31/25 with no explanation.
-There was documentation on 08/01/25 at
6:00pm and 08/27/25 at 6:00am lorazepam

| 0.5mg one tablet was not administered to

' Resident #1 due to the resident refusing the

| medication.
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| -There were 10 of 62 opportunities lorazepam
0.5mg was not documented as administered to
| Resident #1.

‘ Review of Resident #1's September 2025 eMAR
revealed:

. -There was an entry for lorazepam 0.5mg one
tablet twice daily scheduled at 6:00am and

| 6:00pm.
-There was no documentation lorazepam 0.5mg
one tablet was administered at 6:00am and
6:00pm on 09/01/25 with no explanation.

| -There were 2 of 7 opportunities lorazepam

| 0.5mg was not documented as administered to
Resident #1.

! Review of Resident #1's medication release form
dated 09/04/25 revealed lorazepam 0.5mg four
tablets were released with Resident #1's

\ medications upon his discharge.

Telephone interview with the Pharmacist at the

| facility's contracted pharmacy on 09/08/25 at

12:46pm revealed:

-Resident #1 had an order for lorazepam 0.5mg

one tablet twice daily.

-Lorazepam 0.5mg one tablet twice daily was

given to Resident #1 to decrease anxiety.

| -The Pharmacy had issues with the facility's
computers and new software had to be applied

| on another computer for the facility around the
end of August 2025.

| -The Pharmacy dispensed 60 tablets of
lorazepam 0.5mg on 06/25/25 and 07/30/25.

| -If lorazepam 0.5mg one tablet twice daily was

' not administered to Resident #1 as prescribed he

. could experience increased anxiety.

Telephone interview with Resident #1's PCP on
| 09/09/25 at 9:37am revealed Resident #1 could

D 358
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| have increased anxiety if he he did not receive
lorazepam 0.5mg as ordered.

| Refer to the interview with a medication aide (MA)
| o 09/09/25 at 11:14am.

Refer to the interview with the Resident Care
- Coordinator (RCC) on 09/05/25 at 4:01pm.

Refer to the telephone interview with a
Pharmacist with the facility's contracted pharmacy
| on 09/08/25 at 12:46pm.

| Refer to the interview with the Administrator on
09/09/25 at 3:20pm.

| g. Review of Resident #1's physician's orders

| dated 06/09/25 and 09/02/25 revealed there was

an order for metoprolol (a medication to treat high

blood pressure) 50mg one tablet twice daily.

Review of Resident #1's August 2025 electronic
medication administration record (eMAR)
revealed:

-There was an entry for metoprolol 50mg one
tablet twice daily scheduled at 6:00am and
6:00pm.

-There was no documentation metoprolol 50mg
one tablet was administered at 6:00am on
08/25/25 and 08/28/25, and at 6:00pm on
08/16/25, 08/20/25, 08/25/25, 08/26/25 and from
08/28/25 through 08/31/25 with no explanation.

| -There was documentation on 08/11/25 at 6:00am
metoprolol 50mg once tablet was not
administered to Resident #1 due to the
medication being on order.

-There was documentation on 08/01/25 at

. 6:00pm and 08/27/25 at 6:00am metoprolol 50mg
- one tablet was not administered to Resident #1

| due to the resident refusing the medication.
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-There were 10 of 62 opportunities metoprolol
50mg was not documented as administered to
Resident #1.

Review of Resident #1's September 2025 eMAR
revealed:

-There was an entry for metoprolol 50mg one
tablet twice daily scheduled at 6:00am and
6:00pm.

-There was no documentation metoprolol 50mg
one tablet was administered at 6:00am and
6:00pm on 09/01/25 with no explanation.

-There were 2 of 7 opportunities metoprolol 50mg
was not documented as administered to Resident
#1.

Review of Resident #1's medication release form
dated 09/04/25 revealed metoprolol 50mg
eighteen tablets were released with Resident #1's
medications upon his discharge.

Telephone interview with the Pharmacist at the
facility's contracted pharmacy on 09/08/25 at
12:46pm revealed:
-Resident #1 had an order for metoprolol 50mg
| one tablet twice daily.
-Metoprolol 50mg one tablet twice daily was given
to Resident #1 to decrease his blood pressure.
| -The Pharmacy had issues with the facility's
computers and new software had to be applied
on another computer for the facility around the
end of August 2025.
-The Pharmacy dispensed 60 tablets of
metoprolol 50mg on 07/08/25 and 08/11/25.
-If metoprolol 50mg, one tablet twice daily was
not administered to Resident #1 as prescribed he
| could experience elevated blood pressure.

! Telephone interview with Resident #1's PCP on
| 09/09/25 at 9:37am revealed Resident #1 could
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have elevated blood pressure if he did not receive
metoprolol 50mg as ordered.

| Refer to the interview with a medication aide (MA)
- on 09/09/25 at 11:14am.

Refer to the interview with the Resident Care
Coordinator (RCC) on 09/05/25 at 4:01pm.

\
Refer to the telephone interview with a

‘ Pharmacist with the facility's contracted pharmacy
on 09/08/25 at 12:46pm.

} Refer to the interview with the Administrator on
09/09/25 at 3:20pm.

h. Review of Resident #1's physician's orders
dated 06/09/25 and 09/02/25 revealed there was
an order for risperidone (a medication to treat
mood) 2mg one tablet twice daily.

Review of Resident #1's August 2025 electronic
medication administration record (eMAR)
revealed:

-There was an entry for risperidone 2mg one
tablet twice daily scheduled at 6:00am and
6:00pm.

-There was no documentation risperidone 2mg
one tablet was administered at 6:00am on
08/25/25 and 08/28/25, and at 6:00pm on
08/16/25, 08/20/25, 08/25/25, 08/26/25 and from
08/28/25 through 08/31/25 with no explanation.
-There was documentation on 08/11/25 at 6:00am
risperidone 2mg once tablet was not administered
to Resident #1 due to the medication being on
order.

-There was documentation on 08/01/25 at
6:00pm and 08/27/25 at 6:00am risperidone 2mg
one tablet was not administered to Resident #1

‘ due to the resident refusing the medication.
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| -There were 10 of 62 opportunities risperidone
2mg was not documented as administered to
. Resident #1.

Review of Resident #1's September 2025 eMAR

revealed:

-There was an entry for risperidone 2mg one

tablet twice daily scheduled at 6:00am and

6:00pm.

-There was no documentation risperidone 2mg

one tablet was administered at 6:00am and

| 6:00pm on 09/01/25 with no explanation.

| -There were 2 of 7 opportunities risperidone 2mg

| was not documented as administered to Resident
#1.

Review of Resident #1's medication release form
dated 09/04/25 revealed risperidone 2mg
eighteen tablets were released with Resident #1's
medications upon his discharge.

| Telephone interview with the Pharmacist at the

| facility's contracted pharmacy on 09/08/25 at
12:46pm revealed:

-Resident #1 had an order for risperidone 2mg
one tablet twice daily.

-Risperidone 2mg one tablet twice daily was
given to Resident #1 to decrease psychotic
outbursts.

. -The Pharmacy had issues with the facility's

| computers and new software had to be applied
on another computer for the facility around the
end of August 2025.

-The Pharmacy dispensed 60 tablets of
risperidone 2mg on 07/08/25 and 08/11/25.

-If risperidone 2mg, one tablet twice daily was not
administered to Resident #1 as prescribed he
could experience increased psychotic outbursts.

Telephone interview with Resident #1's Mental
Division of Health Service Regulation
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| Health Provider (MHP) 09/09/25 at 10:09am
revealed Resident #1 could have psychotic
episodes if he did not receive risperidone 2mg as
| ordered.

| Refer to the interview with a medication aide (MA)
| on 09/09/25 at 11:14am.

| Refer to the interview with the Resident Care
‘ Coordinator (RCC) on 09/05/25 at 4:01pm.

| Refer to the telephone interview with a
Pharmacist with the facility's contracted pharmacy
- on 09/08/25 at 12:46pm.

Refer to the interview with the Administrator on
09/09/25 at 3:20pm.

i. Review of Resident #1's physician's orders
dated 06/09/25 and 09/02/25 revealed there was
an order for valproic acid (a medication to treat
mood) 250mg/5ml solution 10ml twice daily.

Review of Resident #1's August 2025 electronic
medication administration record (eMAR)
revealed:
-There was an entry for valproic acid 250mg/5ml
solution 10ml twice daily scheduled at 6:00am
| and 6:00pm.
- -There was no documentation valproic acid
| 250mg/5ml solution 10ml was administered at
6:00am on 08/25/25 and 08/28/25 and at 6:00pm
| on 08/16/25, 08/20/25, 08/25/25, 08/26/25 and
from 08/28/25 through 08/31/25 with no
explanation.
| -There was documentation on 08/01/25 at
6:00pm and 08/27/25 at 6:00am valproic acid
f 250mg/5ml solution 10ml was not administered to
Resident #1 due to the resident refusing the
| medication.
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i -There were 10 of 62 opportunities valproic acid
250mg/5ml solution 10mi was not documented as
| administered to Resident #1.

| Review of Resident #1's September 2025 eMAR
revealed:
-There was an entry for valproic acid 250mg/5ml
solution 10ml twice daily scheduled at 6:00am
and 6:00pm.
-There was no documentation valproic acid
250mg/5ml solution 10ml was administered at
6:00am and 6:00pm on 09/01/25 with no
explanation.
-There was documentation on 09/02/25 at
6:00pm and on 09/03/25 at 6:00am valproic acid
250mg/5ml 10ml was not administered to
Resident #1 due to the medication being on
order.
-There were 2 of 7 opportunities valproic acid

| 250mg/5ml solution 10ml was not documented as

. administered to Resident #1.

| Review of Resident #1's medication release form
dated 09/04/25 revealed there was no
documentation valproic acid 250mg/5mi solution

| was released with Resident #1's medications

| upon his discharge.

Observations on 09/05/25 at 11:02am of
| medications on hand for Resident #1 revealed
there was a full bottle of valproic acid 250mg/5ml
| 473ml dispensed on 09/03/25 available for
| administration on the medication cart.

[ Telephone interview with the Pharmacist at the

| facility's contracted pharmacy on 09/08/25 at
12:46pm revealed:

' -Resident #1 had an order for valproic acid

| 250ma/5ml, 10ml twice daily.
-Valproic acid 250mg/5ml, 10ml tablet twice daily
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| was given to Resident #1 to treat mood issues.

| -The Pharmacy had issues with the facility's
computers and new software had to be applied

| on another computer for the facility around the
end of August 2025.

| -The Pharmacy dispensed valproic acid

- 250mg/5ml 473ml (24-day supply) on 07/09/25

| and 08/04/25 and 09/03/25.

. -If valproic acid 250mg/5ml, 10ml twice daily was

' not administered to Resident #1 as prescribed he

| could experience mood issues.

1 Telephone interview with Resident #1's Mental

. Health Provider (MHP) 09/09/25 at 10:09am

' revealed Resident #1 could have increased mood
swings if he did not receive valproic acid

‘ 250mg/5ml 10ml as ordered.

| Refer to the interview with a medication aide (MA)
| on 09/09/25 at 11:14am.

| Refer to the interview with the Resident Care
Coordinator (RCC) on 09/05/25 at 4:01pm.

|

| Refer to the telephone interview with a

' Pharmacist with the facility's contracted pharmacy
on 09/08/25 at 12:46pm.

Refer to the interview with the Administrator on
| 09/09/25 at 3:20pm.

| 2. Review of Resident #2's current FL2 dated
08/20/25 revealed diagnoses included

‘ hyperlipidemia, diabetes mellitus type 2, benign

| prostatic hyperplasia and hemiplegia following

cerebrovascular accident (stroke).

a. Review of Resident #2's physician's orders
dated 06/09/25 revealed there was an order for
| ammonium lactate 12% cream (a medication to

D 358
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treat dry skin) apply to both lower legs, ankles
| and feet daily.

! Review of Resident #2's September 2025

| electronic medication administration record
(eMAR) revealed:

| -There was an entry for ammonium lactate 12%
cream apply to both lower legs, ankles and feet

' daily scheduled at 6:00pm.

-There was no documentation ammonium lactate

12% cream was applied on 09/01/25 with no

explanation.

-There was 1 of 3 opportunities ammonium

lactate 12% cream was not documented as

administered to Resident #2.

Observations on 09/05/25 at 11:02am of
medications on hand for Resident #2 revealed
| there was no ammonia lactate 12% available for
J administration on the medication cart.

| Interview with a medication aide (MA) on
09/05/25 at 11:02am revealed:
-Ammonia lactate 12% was not available for [
| administration for Resident #2 but had already
been ordered. ‘
' -Resident #2 frequently refused medications and
| his PCP was aware of his refusals.

| Telephone interview with the Pharmacist at the
 facility's contracted pharmacy on 09/08/25 at
| 12:46pm revealed:
-Resident #2 had an order for ammonium lactate
| 12% cream, apply to both legs dalily.
-Ammonia lactate 12% cream was prescribed for
| Resident #2 to treat dry skin.
; -The Pharmacy had issues with the facility's
| computers and new software had to be applied /
on another computer for the facility around the
end of August 2025. {
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I -The Pharmacy dispensed ammonia lactate 12%
cream 385gm for Resident #2 on 10/11/24 and

' that day (09/05/25) to treat dry skin.
-Ammonia lactate 12% 385gm should last about
30 days if applied daily.

| -If ammonia lactate 12% cream was not applied
to both legs as prescribed, Resident #2 could

| experience dry skin.

| Telephone interview with Resident #2's PCP on
| 09/09/25 at 9:37am revealed:
-Resident #2 frequently refused his medications.
| -It was difficult to determine any outcomes of
missing medication doses for Resident #2
| because he did not take his medications
I consistently.

| Refer to the interview with a MA on 09/09/25 at
" 11:14am.,

Refer to the interview with the Resident Care
| Coordinator (RCC) on 09/05/25 at 4:01pm.

Refer to the telephone interview with a
Pharmacist with the facility's contracted pharmacy
on 09/08/25 at 12:46pm.

{ Refer to the interview with the Administrator on
09/09/25 at 3:20pm.

' b. Review of Resident #2's physician's orders
dated 06/09/25 revealed there was an order for
atorvastatin (a medication to treat high
cholesterol levels) 80mg one tablet daily.

Review of Resident #2's September 2025
electronic medication administration record
(eMAR) revealed:

-There was an entry for atorvastatin 80mg one
tablet daily scheduled at 6:00pm.
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-There was no documentation atorvastatin 80mg
one tablet was administered on 09/01/25 with no
explanation.

-There was 1 of 3 opportunities atorvastatin 80mg
one tablet was not documented as administered
to Resident #2.

Observations on 09/05/25 at 11:02am of
medications on hand for Resident #2 revealed
there was atorvastatin 80mg, 21 tablets available
for administration on the medication cart.

| Telephone interview with the Pharmacist at the

facility's contracted pharmacy on 09/08/25 at

12:46pm revealed:

-Resident #2 had an order for atorvastatin 80mg

one tablet daily.

-Atorvastatin 80mg one tablet daily was given to
' Resident #2 to treat high cholesterol levels.
-The Pharmacy had issues with the facility's
computers and new software had to be applied
on another computer for the facility around the
end of August 2025.
-The Pharmacy dispensed atorvastatin 80mg 31
tablets for Resident #2 on 08/11/25 and 09/05/25.
-If atorvastatin 80mg one tablet daily was not
administered to Resident #2 as prescribed he
could have increased cholesterol levels.

Telephone interview with Resident #2's PCP on
09/09/25 at 9:37am revealed:
-Resident #2 frequently refused his medications.
-It was difficult to determine any outcomes of

' missing medication doses for Resident #2
because he did not take his medications
consistently.

Refer to the interview with a medication aide (MA)
on 09/09/25 at 11:14am.
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| Refer to the interview with the Resident Care
Coordinator (RCC) on 09/05/25 at 4:01pm.

|

| Refer to the telephone interview with a
Pharmacist with the facility's contracted pharmacy

on 09/08/25 at 12:46pm.

Refer to the interview with the Administrator on
09/09/25 at 3:20pm.

c. Review of Resident #2's physician's orders
dated 06/09/25 revealed there was an order for
clopidogrel (a medication to prevent blood clots)
75mg one tablet daily.

Review of Resident #2's September 2025

electronic medication administration record

(eMAR) revealed:

-There was an entry for clopidogrel 75mg one

tablet daily scheduled at 6:00am.

-There was no documentation clopidogrel 75mg

 one tablet was administered on 09/01/25 with no
explanation.

| -There was 1 of 3 opportunities clopidogrel 756mg
one tablet was not documented as administered
to Resident #2.

Observations on 09/05/25 at 11:02am of

medications on hand for Resident #2 revealed

! there was clopidogrel 75mg, 3 tablets available
for administration on the medication cart.

Telephone interview with the Pharmacist at the
' facility's contracted pharmacy on 09/08/25 at
12:46pm revealed:
-Resident #2 had an order for clopidogrel 75mg
one tablet daily.
-Clopidogrel 75mg one tablet daily was given to
‘ Resident #2 to treat decrease the risk of a blood
clot.
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-The Pharmacy had issues with the facility's
| computers and new software had to be applied
on another computer for the facility around the
| end of August 2025.
-The Pharmacy dispensed clopidogrel 75mg 31
| tablets for Resident #2 on 07/05/25, 08/01/25 and
09/02/25.
| -If clopidogrel 75mg one tablet daily was not
| administered to Resident #2 as prescribed he
i could have increased risk of a blood clot.
| Telephone interview with Resident #2's PCP on
09/09/25 at 9:37am revealed:
-Resident #2 frequently refused his medications.
-It was difficult to determine any outcomes of
missing medication doses for Resident #2
because he did not take his medications
consistently.

Refer to the interview with a medication aide (MA)
on 09/09/25 at 11:14am.

Refer to the interview with the Resident Care
Cooardinator (RCC) on 09/05/25 at 4:01pm.

Refer to the telephone interview with a
Pharmacist with the facility's contracted pharmacy
| on 09/08/25 at 12:46pm.

' Refer to the interview with the Administrator on

| 09/09/25 at 3:20pm.

d. Review of Resident #2's physician's orders
dated 06/09/25 revealed there was an order for
divalproex (a medication to treat mood) 250mg
one tablet twice daily.

' Review of Resident #2's September 2025
electronic medication administration record
(eMAR) revealed:
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' -There was an entry for divalproex 250mg one

| tablet twice daily scheduled at 6:00am and
6:00pm.

| -There was no documentation divalproex 250mg
one tablet was administered on 09/01/25 at

| 6:00am and 6:00pm with no explanation.
-There were 2 of 7 opportunities divalproex

| 250mg one tablet was not documented as

| administered to Resident #2.

| Observations on 09/05/25 at 11:02am of
medications on hand for Resident #2 revealed

\ there was divalproex 250mg, 25 tablets available
for administration on the medication cart.

[

Telephone interview with the Pharmacist at the

facility's contracted pharmacy on 09/08/25 at

12:46pm revealed:

-Resident #2 had an order for divalproex 250mg

one tablet twice daily.

-Divalproex 250mg one tablet twice daily was

given to Resident #2 to treat mood.

-The Pharmacy had issues with the facility's

computers and new software had to be applied

on another computer for the facility around the

end of August 2025.

| ~The Pharmacy dispensed divalproex 250mg 62
tablets for Resident #2 on 07/05/25, 08/01/25 and

09/02/25.

-If divalproex 250mg one tablet twice daily was

- not administered to Resident #2 as prescribed he

could have increased risk of mood issues.

. Telephone interview with Resident #2's PCP on
| 09/09/25 at 9:37am revealed:

-Resident #2 frequently refused his medications.
-It was difficult to determine any outcomes of
missing medication doses for Resident #2

| because he did not take his medications
| consistently.
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Refer to the interview with a medication aide (MA)
| on 09/09/25 at 11:14am.
' Refer to the interview with the Resident Care
Coordinator (RCC) on 09/05/25 at 4:01pm.
Refer to the telephone interview with a

Pharmacist with the facility’s contracted pharmacy
on 09/08/25 at 12:46pm.

Refer to the interview with the Administrator on
09/09/25 at 3:20pm.

e. Review of Resident #2's physician's orders
dated 06/09/25 revealed there was an order for
hydrochlorothiazide (HCTZ) (a medication to treat
fluid retention) 12.5mg one tablet daily.

Review of Resident #2's September 2025
electronic medication administration record
(eMAR) revealed:

-There was an entry for HCTZ 12.5mg one tablet
| daily scheduled at 6:00am.

-There was no documentation HCTZ 12.5mg one
tablet was administered on 09/01/25 at 6:00am
with no explanation.

-There was 1 of 4 opportunities HCTZ 12.5mg
one tablet was not documented as administered
to Resident #2.

‘ Observations on 09/05/25 at 11:02am of
medications on hand for Resident #2 revealed

. there was HCTZ 12.5mg, 3 tablets available for

administration on the medication cart.

- Telephone interview with the Pharmacist at the
facility's contracted pharmacy on 09/08/25 at
12:46pm revealed:

| -Resident #2 had an order for HCTZ 12.5mg one
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tablet daily.
| -HCTZ 12.5mg one tablet daily was given to
| Resident #2 to treat swelling.
| -The Pharmacy had issues with the facility's
| computers and new software had to be applied
| on another computer for the facility around the
| end of August 2025.
-The Pharmacy dispensed HCTZ 12.5mg 31
tablets for Resident #2 on 07/05/25, 08/01/25 and
| 09/02/25.
-If HCTZ 12.5mg one tablet daily was not
administered to Resident #2 as prescribed he
could have increased swelling.

Telephone interview with Resident #2's PCP on
09/09/25 at 9:37am revealed:

-Resident #2 frequently refused his medications.
-It was difficult to determine any outcomes of
missing medication doses for Resident #2
because he did not take his medications
consistently.

Refer to the interview with a medication aide (MA)
on 09/09/25 at 11:14am.

Refer to the interview with the Resident Care
Coordinator (RCC) on 09/05/25 at 4:01pm.

Refer to the telephone interview with a
Pharmacist with the facility's contracted pharmacy
on 09/08/25 at 12:46pm.

Refer to the interview with the Administrator on
09/09/25 at 3:20pm.

f. Review of Resident #2's physician's orders

| dated 06/09/25 revealed there was an order for
lisinopril (a medication to treat high blood

| pressure) 40mg one tablet daily.
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Review of Resident #2's September 2025
electronic medication administration record
| (eMAR) revealed:
-There was an entry for lisinopril 40mg one tablet
daily scheduled at 6:00am.
| -There was no documentation lisinopril 40mg one
| tablet was administered on 09/01/25 at 6:00am
| with no explanation.
-There was 1 of 4 opportunities lisinopril 40mg
| one tablet was not documented as administered
' to Resident #2.

| Observations on 09/05/25 at 11:02am of
medications on hand for Resident #2 revealed
there was lisinopril 40mg, 3 tablets available for
administration on the medication cart.

Telephone interview with the Pharmacist at the

facility's contracted pharmacy on 09/08/25 at

| 12:46pm revealed:

. -Resident #2 had an order for lisinopril 40mg one

| tablet daily.

~ -Lisinopril 40mg one tablet daily was given to
Resident #2 to lower his blood pressure.

‘ -The Pharmacy had issues with the facility's
computers and new software had to be applied

. on another computer for the facility around the
end of August 2025,
-The Pharmacy dispensed lisinopril 40mg 31
tablets for Resident #2 on 07/05/25, 08/01/25 and

| 09/02/25.

1 -If lisinopril 40mg one tablet daily was not

| administered to Resident #2 as prescribed he
could have increased blood pressure.

Telephone interview with Resident #2's PCP on
09/09/25 at 9:37am revealed:

-Resident #2 frequently refused his medications.
-It was difficult to determine any outcomes of
missing medication doses for Resident #2
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because he did not take his medications
consistently.

Refer to the interview with a medication aide (MA)
| on 09/09/25 at 11:14am.

Refer to the interview with the Resident Care
Coordinator (RCC) on 09/05/25 at 4:01pm.

Refer to the telephone interview with a
Pharmacist with the facility's contracted pharmacy
on 09/08/25 at 12:46pm.

Refer to the interview with the Administrator on
09/09/25 at 3:20pm.

g. Review of Resident #2's physician's orders

dated 06/09/25 revealed there was an order for
| metformin (a medication to lower blood sugar
levels) 1000mg one tablet twice daily.

Review of Resident #2's September 2025
electronic medication administration record
(eMAR) revealed:

-There was an entry for metformin 1000mg one
tablet twice daily scheduled at 6:00am and
6:00pm.

-There was no documentation metformin 1000mg
- one tablet was administered on 09/01/25 at
6:00am and 6:00pm with no explanation.
-There were 2 of 7 opportunities metformin
1000mg one tablet was not documented as
administered to Resident #2.

| Observations on 09/05/25 at 11:02am of
medications on hand for Resident #2 revealed
there was metformin 1000mg, 85 tablets
available for administration on the medication
cart.
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(X3) DATE SURVEY

12:46pm revealed:

levels.

end of August 2025.

| 09/02/25.

i

| consistently.

Telephone interview with the Pharmacist at the
facility's contracted pharmacy on 09/08/25 at

-Resident #2 had an order for metformin 1000mg
one tablet twice daily.

-Metformin 1000mg one tablet twice daily was
given to Resident #2 to lower his blood sugar

-The Pharmacy had issues with the facility's
computers and new software had to be applied
on another computer for the facility around the

| -The Pharmacy dispensed metformin 1000mg 62
tablets for Resident #2 on 07/05/25, 08/01/25 and

-If metformin 1000mg one tablet twice daily was
| not administered to Resident #2 as prescribed he
4 could have increased blood sugar levels.

Telephone interview with Resident #2's PCP on
09/09/25 at 9:37am revealed:

-Resident #2 frequently refused his medications.
-It was difficult to determine any outcomes of
missing medication doses for Resident #2
because he did not take his medications

| Refer to the interview with a medication aide (MA)
on 09/09/25 at 11:14am.

Refer to the interview with the Resident Care
J Coordinator (RCC) on 09/05/25 at 4:01pm.

| Refer to the telephone interview with a
Pharmacist with the facility's contracted pharmacy
| on 09/08/25 at 12:46pm.

| Refer to the interview with the Administrator on

' 09/09/25 at 3:20pm.
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h. Review of Resident #2's physician's orders
dated 06/09/25 revealed there was an order for
paroxetine (a medication to treat mood) 20mg
one tablet daily.

Review of Resident #2's September 2025
electronic medication administration record

' (eMAR) revealed:

-There was an entry for paroxetine 20mg one
tablet daily scheduled at 6:00am.

-There was no documentation paroxetine 20mg
one tablet was administered on 09/01/25 at
6:00am with no explanation.

-There was 1 of 4 opportunities paroxetine 20mg
one tablet was not documented as administered
to Resident #2.

Observations on 09/05/25 at 11:02am of ;
medications on hand for Resident #2 revealed i
there was paroxetine 20mg, 33 tablets available ‘
for administration on the medication cart.

Telephone interview with the Pharmacist at the
facility's contracted pharmacy on 09/08/25 at
12:46pm revealed:

-Resident #2 had an order for paroxetine 20mg
one tablet daily.

-Paroxetine 20mg one tablet daily was given to
Resident #2 to lower anxiety.

-The Pharmacy had issues with the facility's
computers and new software had to be applied
on another computer for the facility around the
end of August 2025.

-The Pharmacy dispensed paroxetine 20mg 31
| tablets for Resident #2 on 07/05/25, 08/01/25 and
09/02/25.

-If paroxetine 20mg one tablet daily was not
administered to Resident #2 as prescribed he
could have increased anxiety.
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| Telephone interview with Resident #2's PCP on

| 09/09/25 at 9:37am revealed:

' -Resident #2 frequently refused his medications.

| -It was difficult to determine any outcomes of
missing medication doses for Resident #2
because he did not take his medications

‘ consistently.
Refer to the interview with a medication aide (MA)
on 09/09/25 at 11:14am.

Refer to the interview with the Resident Care
. Coordinator (RCC) on 09/05/25 at 4:01pm.

Refer to the telephone interview with a
Pharmacist with the facility's contracted pharmacy
‘ on 09/08/25 at 12:46pm.

Refer to the interview with the Administrator on
| 09/09/25 at 3:20pm.

i. Review of Resident #2's physician's orders

| dated 06/09/25 revealed there was an order for

| risperidone (a medication to treat mood) 1mg one
tablet twice daily.

|
Review of Resident #2's September 2025
electronic medication administration record

1 (eMAR) revealed:
-There was an entry for risperidone 1mg one
tablet twice daily scheduled at 6:00am and

| 6:00pm.
-There was no documentation risperidone 1mg
one tablet was administered on 09/01/25 at
6:00am and 6:00pm with no explanation.

' -There were 2 of 7 opportunities risperidone 1mg
one tablet was not documented as administered

| to Resident #2.

Observations on 09/05/25 at 11:02am of
| medications on hand for Resident #2 revealed
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|
' there was risperidone 1mg, 85 tablets available
| for administration on the medication cart.

| Telephone interview with the Pharmacist at the
facility's contracted pharmacy on 09/08/25 at

| 12:46pm revealed:

-Resident #2 had an order for risperidone 1mg

one tablet twice daily.

-Risperidone 1mg one tablet twice daily was

given to Resident #2 to decrease risk of

delusions.

-The Pharmacy had issues with the facility's

computers and new software had to be applied

on another computer for the facility around the

end of August 2025.

-The Pharmacy dispensed risperidone 1mg 62

tablets for Resident #2 on 07/05/25, 08/01/25 and

09/02/25.

-If risperidone 1mg one tablet twice daily was not

administered to Resident #2 as prescribed he

could have increased risk of delusions.

Telephone interview with Resident #1's Mental
Health Provider (MHP) 09/09/25 at 10:09am
revealed Resident #2 could have increased risk
of psychotic episodes if he did not receive

! risperidone 1mg as ordered.

Refer to the interview with a medication aide (MA)
on 09/09/25 at 11:14am.

Refer to the interview with the Resident Care
Coordinator (RCC) on 09/05/25 at 4:01pm.

Refer to the telephone interview with a
Pharmacist with the facility's contracted pharmacy
on 09/08/25 at 12:46pm.

| Refer to the interview with the Administrator on
| 09/09/25 at 3:20pm.
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| j- Review of Resident #2's physician's orders
dated 06/09/25 revealed there was an order for

| tamsulosin (a medication to treat benign prostatic
hyperplasia) 0.4mg one tablet daily.

! Review of Resident #2's September 2025
‘ electronic medication administration record
(eMAR) revealed:
-There was an entry for tamsulosin 0.4mg one
| tablet daily scheduled at 6:00am.
-There was no documentation tamsulosin 0.4mg
| one tablet was administered on 09/01/25 at
6:00am with no explanation.
| ~There was 1 of 4 opportunities tamsulosin 0.4mg
one tablet was not documented as administered
| to Resident #2.

| Observations on 09/05/25 at 11:02am of

| medications on hand for Resident #2 revealed
there was tamsulosin 0.4mg, 34 capsules
available for administration on the medication

| cart.

Telephone interview with the Pharmacist at the

facility's contracted pharmacy on 09/08/25 at

12:46pm revealed:

-Resident #2 had an order for tamsulosin 0.4mg

one capsule daily.

-Tamsulosin 0.4mg one capsule daily was given

| to Resident #2 to decrease urinary retention.

-The Pharmacy had issues with the facility's

computers and new software had to be applied

on another computer for the facility around the

end of August 2025,

-The Pharmacy dispensed tamsulosin 0.4mg 31

tablets for Resident #2 on 07/05/25, 08/01/25 and

09/02/25.

| -If tamsulosin 0.4mg one capsule daily was not
administered to Resident #2 as prescribed he
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[
| could have increased urinary retention.

' Telephone interview with Resident #2's PCP on
| 09/09/25 at 9:37am revealed:
' -Resident #2 frequently refused his medications.
| -It was difficult to determine any outcomes of
| missing medication doses for Resident #2
because he did not take his medications
| consistently.
Refer to the interview with a medication aide (MA)
' on 09/09/25 at 11:14am.
|
| Refer to the interview with the Resident Care
| Coordinator (RCC) on 09/05/25 at 4:01pm.

| Refer to the telephone interview with a
| Pharmacist with the facility's contracted pharmacy
. on 09/08/25 at 12:46pm.

| Refer to the interview with the Administrator on
| 09/09/25 at 3:20pm.

| 3. Review of Resident #3's FL2 dated 05/12/25
| revealed diagnoses included schizophrenia and
| tobacco use.

| a. Review of Resident #3's Resident Register
| dated 11/01/24 revealed an admission date of
| 11/01/25.

| Review of Resident #3's physician's orders dated
| 06/16/25 revealed there was an order for
| Melatonin (a medication to treat sleep disorders)

| 3mg one tablet twice daily scheduled at 6am and
- Bpm.

| Review of Resident #3's August 2025 eMAR
| revealed:
[ _ -There was an entry for Melatonin 3mg one tablet
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twice daily at 6:00am and 6:00pm.

-There was no documentation on 08/20/25 at
| 6:00pm Melatonin 3mg one tablet was
administered to Resident #3.
-There was no documentation on 08/29/25 at
6:00pm Melatonin 3mg one tablet was
administered to Resident #3.
-There was no documentation on 08/31/25 at
6:00am Melatonin 3mg one tablet was
administered to Resident #3.
-There were 3 of 62 opportunities Melatonin 3mg
was not documented as administered to Resident
#3.

Telephone interview with the Pharmacist at the
facility's contracted pharmacy on 09/08/25 at
4:30pm revealed:
| -The order for Resident #3 was Melatonin 3mg
one tablet twice daily.
-Melatonin 3mg was given to Resident #3 for
agitation.
-The Pharmacy had issues with the facility's
computers and new software had to be applied
on another computer for the facility around the
end of August 2025.
-The Pharmacy dispensed 62 tablets of Melatonin
| 3mg tablets on 07/08/25, 62 tablets on 08/11/25
and 62 tablets on 09/05/25.
-If Resident #3 did not get Melatonin 3mg, it could
have caused the resident to be more agitated.

Telephone interview with Resident #3's PCP on
09/09/25 at 9:37am revealed:
- -She was aware Resident #3 did not always
' receive his medications because of his mental
status and agitation.
-She received a copy of Resident #3's eMAR at
month's end so she could evaluate what
medications he took and did not take.
-She worked with Resident #3's mental heaith

D 358
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provider on his medications.

-She was aware Melatonin was usually used for
sleep but in Resident #3's case, he felt it helped
calm him down and not feel so agitated, so the
PCP and mental health provider were fine with
that.

-If Resident #3 did not get Melatonin twice a day
he could become more agitated.

Refer to the interview with a Medication Aide (MA)
on 09/09/25 at 11:14am.

Refer to the interview with the Resident Care
Coordinator (RCC) on 09/05/25 at 4:01pm.

Refer to the telephone interview with a
Pharmacist with the facility's contracted pharmacy
| on 09/08/25 at 12:46pm.

Refer to the interview with the Administrator on
09/09/25 at 3:20pm.

b. Review of Resident #3's physician's orders
dated 05/12/25 revealed there was an order for
Gabapentin (a medication to treat nerve pain)
800mg one tablet three times daily scheduled at
6:00am, 12:00pm and 6:00pm.

Review of Resident #3's August 2025 eMAR

revealed:

-There was an entry for Gabapentin 800mg one

tablet three times a day at 6:00am, 12:00pm and

6:00pm.

- -There was no documentation on 08/20/25 at

6:00pm Gabapentin 800mg one tablet was
administered to Resident #3.
-There was no documentation on 08/29/25 at
6:00pm that Gabapentin 800mg one tablet was
administered to Resident #3.

| -There was no documentation on 08/31/25 at

i
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6:00am that Gabapentin 800mg one tablet was
administered to Resident #3.

' -There was no documentation on 08/31/25 at
12:00pm that Gabapentin 800mg one tablet was
administered to Resident #3.

-There were 4 of 62 opportunities gabapentin
. 800mg was not documented as administered to
| Resident #3.

Telephone interview with the Pharmacist at the
| facility's contracted pharmacy on 09/08/25 at
4:30pm revealed:
-The order for Resident #3 was Gabapentin
| 800mg one tablet three times a day.
-The pharmacy had issues with the facility's
computers and new software had to be applied
on another computer for the facility around the
end of August 2025.
-The pharmacy dispensed 93 tablets on 07/08/25,
93 tablets on 08/11/25 and 93 tablets on
09/05/25.
-If Resident #3 did not get Gabapentin 800mg, it
could have caused the resident to have pain.

Telephone interview with Resident #3's PCP on
09/09/25 at 9:37am revealed:

-She was aware Resident #3 refused his
medications because of his mental status and
agitation.

-She received a copy of Resident #3's eMAR at
month's end so she could evaluate what

' medications he took and did not take.

' -She worked with Resident #3's mental health

' provider on his medications.

| Refer to the interview with a Medication Aide (MA)
i on 09/09/25 at 11:14am.
i

Refer to the interview with the Resident Care
| Coordinator (RCC) on 09/05/25 at 4:01pm.
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| Refer to the telephone interview with a
! Pharmacist with the facility's contracted pharmacy
' on 09/08/25 at 12:46pm.

1 Refer to the interview with the Administrator on
09/09/25 at 3:20pm.

Interview with a medication aide (MA) on
09/09/25 at 11:14am revealed:

-She would always sign out medications given to
| the residents.

-The facility was having issues with signing off
medications on the eMAR the end of August 2025
and she made the Former Administrator and
Resident Care Coordinator (RCC) aware but the
issues were not taken care of.

-She and other MA's would put the issue on the
24 hour report so the Former Administrator was

| aware they could not click off on the medications
when given.

-The MAs suggested to the Former Administrator
to have a paper eMAR until the issue could be
fixed but she would not allow it.

Interview with the Resident Care Coordinator
(RCC) on 09/05/25 at 4:01pm revealed:

-She started working at the facility on 08/15/25.
-The medication aides (MA) informed her they
were unable to document medication

| administration because of computer/internet

' issues.

. -She was unsure when the MAs informed her of
the computer/internet issues.

-Pharmacy provided the computers used during
the medication passes and she contacted the
pharmacy on 09/01/25.

-The pharmacy provided two computers on
09/03/25 and there were no additional issues with
documenting on the residents’ electronic
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medication administration records.

Telephone interview with a Pharmacist with the

| facility's contracted pharmacy on 09/08/25 at
12:46pm revealed:

\ -Pharmacy staff were at the facility the previous
Wednesday (09/03/25) because the computers

| used during the medication pass were not
functioning properly.

- -When the computers were not working properly,

| the medication aides (MAs) were not able to
document medication administration in the eMAR
system.

\
Interview with the Administrator on 09/09/25 at
3:20pm revealed:
-She became the Administrator of the facility on

' 09/03/25.
-She was aware of the computer issues and

| eMAR issues but was not aware of the empty
spaces left on the eMARs.
-Staff made her aware of the computer issues
when she first started with the facility and
discussed with the previous Administrator if staff

| could use paper eMARs until the computer issues
were fixed but she would not allow it.

| -She and the RCC worked with Pharmacy and
now the staff can sign out the medications when

| given to the residents.

-A paper eMAR is readily available when needed.

-Missed medication reports were not being done

but the Administrator will begin doing them.

-The RCC was responsible for doing random

| chart audits weekly on 3-4 residents.

D 367 10A NCAC 13F .1004 (j) Medication D 367
 Administration

10A NCAC 13F .1004 Medication Administration
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' (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 reason for the

- omission, including refusals; and,

(8) name or initials of the person administering

i 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 observations, interviews and record
reviews, the facility failed to ensure the electronic
medication administration records (eMARs) were
accurate for 1 of 3 residents (#1) related to
inaccurate documentation of a medication used
to treat mental health disorders.

The findings are:

Review of Resident #1's current FL2 dated
08/20/25 revealed diagnoses included major
depression, impulsive control disorder and
schizoaffective disorder.
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Review of Resident #1 Primary Care Provider's
| (PCP) orders dated 06/09/25 and 09/02/25
revealed there was an order of Perseris ER

| (extended release) 120mg, inject 120mg under
the skin monthly (a medication to treat
schizophrenia).

Review of Resident #1's July 2025 electronic
Medication Administration Record (eMAR)

\ revealed there was documentation Perseris ER
120mg was administered to Resident #1 on
07/01/25 at 6:00am.

‘ Review of Resident #1's August 2025 eMAR
revealed there was documentation Perseris ER
120mg was administered to Resident #1 on

‘ 08/01/25 at 6:00am.

|
Review of Resident #1's medication release form

| dated 09/04/25 revealed there was no Perseris

‘ ER 120mg released with Resident #1's
medications upon his discharge.

Observations on 09/05/25 at 11:02am of

medications on hand for Resident #1 revealed

there was no Perseris ER 120mg available for
' administration on the medication cart.

Telephone interview with a Pharmacist with the
facility's contracted pharmacy on 09/08/25 at
12:46pm revealed:

-Perseris ER 120mg was last dispensed for
Resident #1 on 01/06/25.

-The pharmacy was waiting on a prior
authorization from Resident #1's PCP since
February 2025.

Interview with a medication aide (MA) on
09/09/25 at 11:14am revealed:
. -Resident #1 Perseris ER 120mg injection
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medication had not been in the facility for a "long
time".

-She was unsure when she last saw the Perseris
ER 120mg medication in the medication cart for
Resident #1.

-She accidentally documented she administered
Perseris ER 120mg to Resident #1 on 08/01/25 at
6:00am.

-She thought she probably rushed through the
med pass and accidentally clicked of the Perseris
ER 120mg for Resident #1.

Interview with the Administrator on 09/09/25 at
3:20pm revealed:
-Perseris ER 120mg was last dispensed for
Resident #1 in January 2025.
. -The MAs were responsible to administer and
| document the administration of resident
 medications.

-The MAs were not to sign off on the eMAR if a
" medication was not administered.
| -She thought some of the MAs were
administering resident medications based on
memory and not what was in the eMAR system.

D 392 10A NCAC 13F .1008 (a) Controlled Substances

| 10A NCAC 13F .1008 Controlled Substances
(a) An adult care home shall assure a record of

| controlled substances by documenting the

| receipt, administration, and disposition of
controlled substances. These records shall be

' maintained with the resident's record in the facility
and in such an order that there can be accurate
reconciliation of controlled substances.

| This Rule is not met as evidenced by:
‘ Ba§ed on interviews, observations, and record
reviews, the facility failed to ensure a readily

L
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| retrievable record that accurately reconciled the
administration of controlled substances for 1 of 3
sampled residents who received an anxiety
medication (Resident #1).

Findings include:

' Review of the facility's undated Controlled
Substances policy revealed:
-Documentation of controlled substances will be
maintained by the facility and will be available for
review.
-The medication aide (MA) reporting to duty
would review both the count sheet and the
medications and the MA going off duty would do
the same and both MAs would sign and verify the
count was correct.
-The front and back of the card had to be looked
| at.
-If the count was incorrect, the MA reporting to
duty would not take the keys and the
Administrator/designee would be notified.
-Both MAs would remain on duty unless directed
otherwise.

Review of Resident #1's FL2 dated 08/20/25
revealed diagnoses included impulsive control
disorder, mental retardation, schizoaffective
| disorder, Type 2 diabetes mellitus, and seizure
| disorder.

Review of Resident #1's physician orders dated
06/09/25 revealed there was an order for
Lorazepam (a medication used to treat anxiety)

| 1mg take one tablet by mouth every 24 hours as

i needed for agitation or hallucinations.

|

|

| Review of Resident #1's Control Substance
| Count Sheet (CSCS) for Lorazepam 1 mg by
mouth every 24 hours as needed for agitation or
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hallucinations revealed:
-Lorazepam 1 mg as needed, 23 tablets were
dispensed from the pharmacy on 07/28/25.
-There were 22 tablets out of 23 tablets remaining
on the CSCS card on 09/04/25.

| Observation of Resident #1's medications on
hand on 09/04/25 at 09:50am revealed there

| were 22 tablets of Lorazepam remaining for
Resident #1.

[

| Interview with the MA on 09/04/25 at 10:02am

revealed:

-She did not know why the count was off.

-She counted with the oncoming and off going

MAs daily and did not know what happened.

-She stated the card was hard to see the tablet

punched out, but the count should have been

correct.

-She found documentation on 08/13/25 at

12:13pm where the tablet had been given to

Resident #1 for agitation and not subtracted from

the medications on hand.

i Interview with another MA on 09/08/25 at
11:50pm revealed:

-She always did a narcotic count with the

oncoming and outgoing MA.

-She did not ever remember making an error of

not signing out the Lorazepam 1mg given on the

CSCS sheet on 08/13/25 even though she was

| the MA on duty during that time.

Telephone interview with a pharmacist at the
facility's contracted pharmacy on 09/08/25 at
H 4:40pm revealed:

-Lorazepam 1 mg was dispensed 07/28/25 for 23
| tablets,

:* -Lorazepam 0.5mg was dispensed 07/29/25 for
| 61 tablets.
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J -Resident #1 could have an increase in agitation
| if he was not getting this medication.

Interview with the Administrator on 09/09/25 at

‘ 3:20pm revealed:
-She was not aware of the discrepancy on the
CSCS for Resident #1.

| -She expected the MAs to sign the CSCS when
the medication was administered.

; -She expected the MAs to follow the policy that
was written after the last survey in June 2025.

| -The Resident Care Coordinator (RCC) had
started doing cart audits last week on the two

l carts but apparently started on the other cart first.
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