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The Adult Care Licensure Section and the Lee
County Department of Social Services conducted
Follow-Up survey, state involved, and a complaint
investigation on February 24 -25, 2026.

D276 10A NCAC 13F .0902(c)(3-4) Health Care D 276

10A NCAC 13F .0902 Health Care

(c) The facility shall assure documentation of the
following in the resident's record:

(3) written procedures, treatments or orders from
a physician or other licensed health professional;
and

(4) implementation of procedures, treatments or
orders specified in Subparagraph (c)(3) of this
Rule.

This Rule is not met as evidenced by:

Based on observation, interviews, and record
reviews, the facility failed to ensure physicians'
orders were implemented for 1 of 5 sampled WL/
residents related to a resident whose blood a&H a W

pressure (BP) was not checked as ordered once

daily for seven days, then once weekly (#3).

The findings are: é/w

Review of Resident #3's current FL-2 dated
01/16/26 revealed:

-Diagnoses included dementia, essential
hypertension, hyperlipidemia, and stage 3 chronic
kidney disease

-The resident was intermittently disoriented.

-The resident was semi-ambulatory with a
wheelchair and walker.
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Review of the Resident Register for Resident #3
revealed she was admitted to the facility on
01/18/26.

Review of physician orders dated 01/26/26
revealed orders for blood pressure checks once
daily for seven days then once weekly, report
systolic blood pressure less than 90 or greater
than 160.

Review of Resident #3's January 2026 electronic
Medication Administration Record (eMAR)
revealed there was no blood pressure checks
documented.

Review of Resident #3's record revealed there
were no blood pressure checks documented.

Interview with the Health and Wellness Director
(HWD) on 02/28/26 at 2:00pm revealed:
-Resident #3 should have gotten blood pressure
checks as ordered by the primary care provider
(PCP).

-The medication aides (MAs) were responsible
for ensuring the Resident Care Coordinator
(RCC) was given all follow-up paperwork.

-It was the responsibility of the RCC and HWD to
make sure all orders were completed.

-It was important for the health of the residents
that all the orders were followed up on by the
RCC and HWD.

Interview with the RCC on 02/28/26 at 12:10pm

revealed:

-She was responsible for ensuring all orders were

followed up on for all residents.

-She had concerns about orders not being

implemented because they were put in place for

the benefit of the resident'’s health.

-Not following-up on PCP orders could be
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detrimental to the health of residents.

Interview with the Administrator on 02/28/26 at
1:15pm revealed:

-PCP orders were put in place for the healthcare
needs of the residents.

-She expected all PCP orders to be followed up
on by facility staff.

-The RCC was responsible for ensuring all PCP
orders were followed-up on.

-The RCC needed to look at all orders and
discuss them with the HWD to make sure the
orders were sent to the pharmacy to be added to
the eMAR.

-She was concerned that the PCP orders for
blood pressure checks were not followed up on
because Resident #3 could have had outcomes
including a stroke.

Interview with Resident #3's PCP on 02/28/26 at
2:30pm revealed:

-She placed the order for Resident #3 to have
blood pressure checks because her blood
pressure was low.

-She wanted to know what her blood pressure
was so she could make adjustments to her
medications if she needed to do so.

-She was concerned that the facility was not
checking her blood pressure because she would
not know if the medications she was administered
were effective.

-She expected the facility to carry out her orders
for the healthcare needs of the residents.

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

10A NCAC 13F .1004 Medication Administration
(a) An adult care home shall assure that the
preparation and administration of medications,
prescription and non-prescription, and treatments
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.

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to administer
medications as ordered for physicians' orders
which were not implemented for 1 of 5 sampled
residents related to an order for 2 medications to
treat behaviors (#2).

The findings are:

Review of Resident #2's current FL2 dated
02/16/26 revealed a diagnosis of dementia,
vitamin D deficiency, benign prostatic
hypertrophy, profound intellectual disability,
edema, schizoaffective disorder, and epilepsy.

Review of Resident #2's signed mental health
provider (MPH) orders dated 01/21/26 revealed:
-There was an order for Depakote DR Sprinkles
125mg one capsule three times a day.

-There was an order to decrease his haloperidol
from 20mg to 15mg every morning.

Review of Resident #2's January 2026 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry for haloperidol 20mg every
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morning at 9:00am.
-There was no entry for Depakote DR Sprinkles
125mg one capsule three times a day.

Review of Resident #2's February 2026 eMAR
revealed:

-There was an entry for haloperidol 20mg every
morning at 9:00am.

-There was no entry for Depakote DR Sprinkles
125mg one capsule three times a day.

Observation of medications on hand for Resident
#2 on 02/25/26 at 11:30am revealed:

-There was a bubble pack containing 20mg
haloperidol tablets with 6 tablets remaining.

-The label indicated haloperidol 20mg - 30
capsules were dispensed for Resident #2 on
02/05/26.

-There was no Depakote DR Sprinkles 125mg on
hand for administration.

Interview with a medication aide (MA) on
02/24/26 at 3:15pm revealed:

-She administered residents' medications
according to the orders in the eMAR system.
-Resident #2's orders in the eMAR system
included haloperidol 20mg every morning at
9:00am.

-She administered haloperidol 20mg one tablet to
Resident #2 that morning (02/24/26).

-There was no order in the eMAR system for
Depakote DR Sprinkles 125mg one capsule three
times a day so she could not administer it.

-She thought the Resident Care Coordinator
(RCC) and Health and Wellness Director (HWD)
were responsible for carrying out the orders from
the providers and getting them to the pharmacy
and into the eMAR system.

Interview with the RCC on 02/25/26 at 1:00pm
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revealed:

-She had only worked at the facility for about 2
weeks now and was not sure how residents'
medication orders were processed before she
started.

-She had known there were some changes in
staffing as well as providers prior to her starting
work at the facility.

-She had been working on resident record audits
since she started but had not audited Resident
#2's record.

-The facility had a new procedure in place for the
HWD or her (RCC) to be the ones to process all
care providers' orders.

Interview with the HWD on 02/25/26 at 1:10pm
revealed:

-He had worked at the facility since the first part
of February.

-He was not aware of the procedure for
processing orders for the residents.

-He knew there had been a turnover in staffing
prior to his start.

-He and the RCC were working on auditing all the
residents records and knew there was much to
be done.

Telephone interview with a pharmacist at the
facility's contracted pharmacy on 02/25/26 at
11:40am revealed:

-The pharmacy had not received an order from
Resident #2's mental health provider (MHP) to
decrease his haloperidol from 20mg down to
15mg every morning.

-There was no order for Depakote DR Sprinkles
125mg one capsule three times a day for
Resident #2 in the system.

-The dispense records of the pharmacy showed
the last haloperidol was dispensed on 02/05/26
and there were 30 tablets of 20mg haloperidol
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Interview with Resident #2's MHP on 02/25/26 at
9:35am revealed:

-She had ordered the haloperidol 20mg to be
decreased to 15mg every morning and Depakote
DR Sprinkles 125mg one capsule three times a
day to help with Resident #2's behaviors not for
seizures.

-Resident #2 already had medications he was
prescribed and taking to control his seizures.
-She had concerns about the orders not being
processed as ordered but knew there had been a
lot of staff turnover.

-She had not been made aware Resident #2 had
any behaviors since she last saw him.

-The RCC had contacted her agency's triage
yesterday (02/24/26) regarding Resident #2's
orders for haloperidol 20mg to be decreased to
18mg every morning and Depakote DR Sprinkles
125mg one capsule three times a day.

-The on-call triage nurse advised the facility that
Resident #2 would be seen by the MHP the next
day on 02/25/26 and the MHP would evaluate the
need for the orders at that time.

-She saw Resident #2 and since he had not had
any behaviors there was no need for the
haloperidol to be decreased to 15mg and no need
to order Depakote DR Sprinkles 125mg.

-She wrote an order to discontinue the previous
order for haloperidol to be decreased to 15mg
and Depakote DR Sprinkles 125mg written on
01/21/26.

Based on observations, interviews and record
reviews, it was determined that Resident #2 was
not interviewable.
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Sanford Manor Plan of Correction

10A NCAC 13F. 0902 (c)

The PCP was notified on 2/27/26 regarding the omitted execution of previously prescri ed ofder. The
order for Resident # 3 was implemented on 2/27/26. An audit was performed on 3 /@ X © by
the facility’s HWD to review the last 3 months of FL-2’s to verify physician orders were instituted.

Beginning 3/2/2026, the HWD will audit 100% of new admissions, within 24 hours, to confirm timely
implementation of physician orders. After 90 Days, if compliance is maintained at 100%, audits will shift
to bi-weekly for an additional three months of substantial compliance.

10A NCAC 13F. 1004 (a)

The facility developed an improved system for communication between outside providers and the facility.
Each resident will be supplied with a consultation form, in addition to previous required documentation,
prior to departure from facility to appointment. This system will allow providers to record relevant
information needed for the residents’ continuation of care at the facility. Any new orders will then be
followed by a triple check transcription process at the facility to ensure all new orders are processed and
fullfilled to achieve the most desirable outcome for the resident.

All Care Staff inserviced on or before 3 pr c’& o on the new facility procedure regarding resident
appointments and new orders.

The HWD or designee will perform weekly audits to ensure complaince with this new requirement. Any
issues identified will be documented on a montioring form. These monitoring froms will be reviewed by
the facility’s Executive Director monthly times three months of substantial complaince.
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Triple Check Physician Order Transcription - EMAR
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Resident Name: Date Order Received:

To be completed by medication technician receiving order. Attach order to this form and place in nurse’s box to be completed by the nurse.

Order Faxed to Pharmacy with Instructions to Fill or Profile Only? _ Order Signed and Dated?

Order includes Resident Name, Medication, Strength, Dose, Route, Time, Diagnosis and Reason for Administration if PRN?

Order put into PCC by Community if Immediate Need? If Order Not Immediate Need Awaiting Pharmacy Input?
D/C Medication Removed from Medication Cart (if applicable)? Direction Change Sticker Needed?
Original Order Attached?

Med Tech Signature: _ Date: Time:

To be completed by RCC completing 2" check and placed in HWD box for final check.

Order Available for Verification? (Original Order must be available to Accurately Verify) Order Faxed to Pharmacy?

Transcribed to PCC correctly? Order Confirmed in PCC?
**Medication Name and Dosage are correct, Med Pass Time(s) correct, Quantity to be administered correct, all ancillary boxes (Supplementary
Documentation) checked (If Applicable), Indication for Use correct, Start and End Dates set (If Applicable), Pharmacy correct

Medication Received? If not, Follow-Up Executed? Results of follow-up:

If Order is a Narcotic, Control Substance Record adjusted?

Direction Change Sticker Placed (if needed)? D/C medication removed from medication cart (if applicable)?
Original Order Filed in Resident Chart?

Resident Care Coordinator Signature: Date: Time:

Triple Check to be completed by HWD.

Order Available for Verification? __ (Original Order must be available to Accurately Verify) Order Faxed to Pharmacy?
Transcribed to PCC correctly? Order Confirmed in PCC?

**Medication Name and Dosage are correct, Med Pass Time(s) correct, Quantity to be administered correct, all ancillary boxes (Supplementary
Documentation) checked (If Applicable), Indication for Use correct, Start and End Dates set (If Applicable), Pharmacy correct

Medication Received? If not, Follow-Up Executed? Results of follow-up:

If Order is a Narcotic, Control Substance Record adjusted?
D/C medication removed from medication cart (if applicable)? Direction Change Sticker Placed (if needed)?

Original Order Filed in Resident Chart Confirmed?

Health and Wellness Director Signature: __ Date: _ Time:




~ CONSULTATION

Resident Name: _ DOB:
Appointment at: (Please include Office Name, Address and Phone Number) Appointment Date/Time:
Provider: Transportation By: Purpose for Visit:

Note for Provider: Please send documentation of visit back with resident to facility, including any new prescriptions.
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