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D 000 Initial Comments

The Adult Care Licensure Section and New 

Hanover County Department of Social Services 

conducted a follow-up survey and complaint 

investigation on January 8-9, 2026, and January 

12, 2026. The complaints were initiated by New 

Hanover County Department of Social Services 

on 12/03/25, 12/12/25, 12/13/25, and 01/03/26.

 D 000 

D 079 10A NCAC 13F .0306 (a)(5) Housekeeping and 

Furnishings 

10A NCAC 13F .0306 Housekeeping and 

Furnishings 

(a) Adult care homes shall: 

(5) be maintained in an uncluttered, clean and 

orderly manner, free of all obstructions and 

hazards; 

Notwithstanding the requirements of Rule .0301 

of this Section, this Rule shall apply to new and 

existing facilities. 

D 079 

This Rule is not met as evidenced by:

Based on observations and interviews, the facility 

failed to maintain an environment free of hazards 

including personal care items in a residents' room 

and tools, paint, and chemicals in the 

maintenance director's office in a Special Care 

Unit (SCU), which was unsupervised when 

unlocked and accessible to the residents. 

The findings are: 
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Reviewed and acknowledged 02/26/26 KC

Response to cited deficiencies do not constitute an admission or agreement by the facility of the truth of facts alleged or the conclusions set forth in the corrective action report; the plan of correction is prepared solely as a matter of compliance with State Law.

SCC will make rounds no less than twice daily to ensure the unit remains uncluttered, clean and in an orderly manner, free of all obstructions and hazards.

2-26-26

Hospice RN in-serviced care staff on the importance of ensuring personal care items and other hazards are not left unsupervised in the special care unit.

2-20-26

ED will conduct rounds on the unit no less than twice a day to monitor ongoing compliance with rule 10A NCAC 13F .0306(a)(5)

2-26-26

02/23/25
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D 079 Continued From page 1

Review of the facility's policy for Special Care Unit 

(SCU) Safety Measures for Accidental Ingestion 

dated September 2021 revealed: 

-Assessment of the resident, on admission and 

periodically screening for; personal items that 

could be ingested are maintained by staff (all 

liquid personal items, aerosols, hearing aids, 

pins, buttons, clips, etc.). 

-Resident and responsible party are notified of 

policy on admission. 

-Resident rooms/care areas are inspected 

regularly for unsafe items that could be 

accidentally ingested or harmful (glass items, 

pictures with glass covers, vases, etc.). 

-Staff routinely monitor residents for possible 

hoarding of substances that could be ingested. 

-Staff training includes assessing residents for 

possible ingestion, initiating necessary 

emergency procedures calling the poison control 

center if necessary, monitoring the facility and 

resident rooms for substances that could be 

accidentally ingested, notifying the residents 

physician, responsible party and other required 

parties as necessary and per policy. 

Review of the facility's census report on 01/08/26 

revealed there were 25 residents living in the 

SCU of the facility and 24 residents living in the 

SCU on 01/12/26. 

Observations of the facility's SCU on 01/08/26, 

01/09/26, and 01/12/26 revealed residents 

ambulated freely in the halls to and from their 

rooms and to other areas of the SCU. 

1. Observations of room 121 on 01/12/26 at 

11:11am revealed: 

-The room was utilized as a storage room and the 

Maintenance Director's office. 

-The room door was unlocked as there were no 

D 079 
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D 079 Continued From page 2

staff present in the room. 

-There was a shopping cart in the room that 

contained a hammer, an opened can of paint 

within a plastic bag, a spray can of primer, and a 

bag of tools. 

-There were miscellaneous tools on shelve that 

included a drill, sander, a jack hammer, and saw. 

-There was a box on a shelf that contained 

screws, bolts, a chisel, and batteries. 

-There was 5 gallon bucket can of ceiling paint 

finish, which indicated respiratory, skin, and eye 

irritation hazards. 

-There was a 17.5 ounce can of wasp and hornet 

spray that indicated avoid contact with skin or 

clothing, and if swallowed to immediately call 

poison control. 

-There was a 1 quart can of dry erase paint that 

could cause respiratory irritation, drowsiness, or 

dizziness if inhaled, and skin irritation. 

Observation of the SCU on 01/12/26 revealed: 

-At 11:11am the door directly across from room 

121 was open and was occupied by a resident. 

-At 11:14am, a staff member was observed 

ambulating in the hall and exiting the hall. 

-At 11:21am a resident was observed to walk to 

the end of the hall where room 121 was located 

to then walk back up the hall. 

-At 11:25am the Maintenance Director entered 

room 121 which was unlocked. 

Interview with a medication aide (MA) on 

01/12/26 at 11:17am revealed she did not know 

the current location of the Maintenance Director. 

Interview with the Maintenance Director on 

01/12/26 at 11:25am revealed: 

-He was not aware that he left the door to room 

121 (his office and storage room) unlocked. 

-The door to room 121 should always be locked if 

D 079 

Division of Health Service Regulation 

STATE FORM SJKZ11 If continuation sheet 3 of 756899 



 

 

 

   

 

 

PRINTED: 02/02/2026 
FORM APPROVED 

Division of Health Service Regulation 
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

AND PLAN OF CORRECTION         IDENTIFICATION NUMBER: 

HAL065036 

A. BUILDING: ______________________ 

B. WING _____________________________ 

COMPLETED 

R 

01/12/2026 

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE 

3915 STEDWICK COURT 
NEW HANOVER HOUSE 

WILMINGTON, NC  28412 

(X4) ID 

PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID 

PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY) 

(X5) 

COMPLETE 

DATE 

D 079 Continued From page 3

he was not in the room due to tools and 

chemicals in the room, as the room was in the 

SCU. 

-The residents could get hurt if they got into the 

tools and chemicals. 

Interview with the Special Care Coordinator 

(SCC) on 01/12/26 at 11:50am revealed: 

-She did not ever go in the Maintenance 

Director's office, which was in the SCU. 

-She was not aware the Maintenance Director's 

office was unlocked. 

-There were 2 residents in the SCU who 

wandered throughout the facility. 

-The rooms of the 2 residents who wandered 

where on the same hall as room 121. 

-She had no concerns with residents trying to 

ingest anything harmful 

-She would expect door to room 121 to be locked 

if the Maintenance Director was not in his office 

due to having chemicals and tools in there, which 

could be harmful to the residents. 

Telephone call with the facility's contracted 

Primary Care Provider (PCP) on 01/12/26 at 

12:23pm revealed: 

-Due to residents cognitive ability in a SCU, 

residents could get chemicals on their skin or 

ingest chemicals that could be harmful as well as 

hurt themselves with the tools. 

-She would expect a room with chemicals and 

tools to be locked and secured if not supervised, 

especially when the room was on the SCU. 

Interview with the Administrator on 01/12/26 at 

12:12pm revealed: 

-The door to the Maintenance Director's office 

was always kept locked. 

-His office was on the SCU and also used as a 

storage room. 
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D 079 Continued From page 4

-There were no residents in the SCU currently 

she considered as wanderers but that did not 

mean residents would not go into another 

resident's room. 

-She had no concerns about residents ingesting 

anything harmful, but she would not want 

residents in his office due to the supplies in his 

office.  

-She would expect to door to his office to be 

locked if he was not in there and did not know 

why it was not locked. 

12. Observation of room 110 on 01/08/26 at 

9:30am revealed there was a manufacturer 

labeled two-ounce spray can of shaving foam on 

a dresser positioned against the wall at the 

entrance of the bathroom. 

Interview with the resident in room 110 on 

01/08/26 at 9:32am revealed: 

-Staff at the facility shaved him sometimes. 

-He had a razor but needed to get some blades 

for the razor. 

Observation of room 111 on 01/08/26 at 9:39am 

revealed: 

-There was a manufacturer labeled container of 

lotion on a dresser positioned against the wall at 

the entrance of the bathroom. 

-There was a tube of denture adhesive, two tubes 

of toothpaste, and a small container of 

mouthwash on the sink in the bathroom. 

Interview with the resident seated in room 111 on 

01/08/26 at 9:39am revealed: 

-She had only been at the facility since 01/06/26. 

-Her personal belongings were brought to the 

facility by a friend. 

Observation of room 111 on 01/12/26 at 3:17pm 

revealed: 

D 079 
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D 079 Continued From page 5

-There was a tube of antibiotic ointment inside a 

clear plastic container positioned on a dresser 

next to the bed. 

-There were two sealed single use packets of a 

medicated powder containing a non-steroidal 

anti-inflammatory drug (NSAID) in the top drawer 

of a bedside table (NSAIDs are used to treat pain 

and contain a medication that may cause severe 

stomach bleeding). 

Second interview with the resident in room 111 on 

01/12/26 at 3:17pm revealed: 

-She did not know what was in the tube inside the 

clear storage container. 

-The tube of ointment was brought to her from 

her storage unit by a friend. 

-She did not know the two single-use packets of 

medicated powder were in the drawer 

-She had not been using the ointment or the 

medicated powder packets. 

Interview with a PCA on 01/12/26 at 3:10pm 

revealed: 

-There should not be any personal care products 

in the resident rooms, and "things can get by us". 

-The PCAs were supposed to check resident 

rooms daily for items that needed to be locked in 

the spa bathroom such as lotions, deodorant, and 

shaving creams. 

Observation of room 112 on 01/08/26 at 9:44am 

revealed there was a manufacture labeled closed 

bottle of Melatonin (a medication used for inability 

to sleep) on the bedside table next to the bed 

closest to the door. 

Interview with a resident in room 112 on 01/08/26 

at 9:44am revealed: 

-A family member just brought the melatonin to 

her. 

D 079 
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D 079 Continued From page 6

-The melatonin was an over-the-counter 

medication. 

-She did not know she could not have the 

melatonin in her room. 

Observation of the Special Care Coordinator 

(SCC) on 01/08/26 at 9:45am revealed the 

resident gave the SCC the melatonin container 

for removal from the resident room. 

Interview with the SCC on 01/08/26 at 9:45am 

revealed: 

-The melatonin had recently been brought to the 

resident by a family member. 

-She had previously removed medications from 

the resident's room. 

-She had a previous discussion with the family 

member and informed them that residents could 

not have medications and personal care products 

in their rooms. 

-Daily shift rounds of resident rooms were 

supposed to be conducted to ensure there were 

no care products in the rooms. 

-Normally, she would give the PCAs a verbal 

reminder to conduct resident room rounds after 

the breakfast meal. 

-Personal care items were kept in the spa 

bathroom with the door locked at all times unless 

staff were performing showers or the trash was 

being emptied. 

Interview with the Administrator on 01/12/26 at 

3:40pm revealed: 

-There should not be any personal care items or 

medications in resident rooms. 

-She expected staff to conduct rounds o the 

residents and their rooms every two hours to 

ensure there were no ingestible items in the 

resident rooms. 

-It was important to conduct the rounds because 
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D 079 Continued From page 7

every family member and visitor was not aware of 

policies for the residents. 

Telephone interview with the facility's contracted 

primary care provider (PCP) on 01/12/26 at 

4:00pm revealed: 

-She did not think residents were supposed to 

have personal care products in their room 

because of the risk of consumption. 

-The medicated packets in the resident room was 

more concerning because of the content in the 

medication and the risk of bleeding.

 D 079 

D 125 10A NCAC 13F .0403(a) Qualifications Of 

Medication Staff 

10A NCAC 13F .0403 Qualifications Of 

Medication Staff 

(a) Adult care home staff who administer 

medications, hereafter referred to as medication 

aides, and their direct supervisors shall complete 

training, clinical skills validation, and pass the 

written examination as set forth in G.S. 

131D-4.5B. Persons authorized by state 

occupational licensure laws to administer 

medications are exempt from this requirement. 

Readopted Eff. July 1, 2021. 

D 125 

This Rule is not met as evidenced by:

Based on observations, interviews, and record 

reviews, the facility failed to ensure 1 of 6 staff 

sampled (Staff A) who administered medications 

had passed the medication written exam within 

60 days of their medication administration clinical 

skills validation. 

The findings are: 

Division of Health Service Regulation 

STATE FORM SJKZ11 If continuation sheet 8 of 756899 

ED will audit all medication staff personnel file to ensure have completed and passed the medication written exam withing 60 days of their medication administration clinical skills validation.

2-26-26

RCD and/or RVPO will monitor compliance by completing random personnel file audits during routine site visits.

2-26-26

ED re-educated BOC on the importance of ensuring medication aides passing the written exam within 60 days of the clinical skills validation.

2-25-26
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D 125 Continued From page 8

Review of Staff A's personnel record revealed: 

-Staff A was re-hired on 07/30/24. 

-Staff A was a medication aide (MA). 

-Staff A had a clinical skills validation for 

medications dated 10/31/25. 

-Staff A had the 15- hour medication training 

dated 10/16/25. 

-There was no documentation Staff A had passed 

the MA written exam test. 

Review of a resident's January 2026 electronic 

medication administration record (eMAR) 

revealed Staff A had administered medications on 

01/06/26. 

Review of the facility's assignment sheet dated 

01/06/25 revealed Staff A was scheduled as a MA 

in the Special Care Unit (SCU) from 7:00am to 

7:00pm. 

Observation on 01/06/26 at 12:25pm revealed 

Staff A was working in the SCU as a MA. 

Interview with Staff A on 01/06/26 at 1:58pm 

revealed: 

-She was working as a MA on the SCU on 

01/06/26. 

-She was scheduled to take the medication exam 

on 12/17/25, but the test was rescheduled to 

12/21/25. 

-As she was taking the medication exam virtually 

on 12/21/25, she was not able to complete the 

test because someone walked in the room while 

she was completing the exam. 

-She was not scheduled to take the medication 

exam again until 01/21/26. 

-She thought she had 6 months to take the 

medication exam and was not aware the 

medication exam had to be taken within 60 days 

of the medication validation. 

D 125 

Division of Health Service Regulation 

STATE FORM SJKZ11 If continuation sheet 9 of 756899 



 

 

 

   

 

 

 

 

 

 

PRINTED: 02/02/2026 
FORM APPROVED 

Division of Health Service Regulation 
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

AND PLAN OF CORRECTION         IDENTIFICATION NUMBER: 

HAL065036 

A. BUILDING: ______________________ 

B. WING _____________________________ 

COMPLETED 

R 

01/12/2026 

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE 

3915 STEDWICK COURT 
NEW HANOVER HOUSE 

WILMINGTON, NC  28412 

(X4) ID 

PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID 

PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY) 

(X5) 

COMPLETE 

DATE 

D 125 Continued From page 9  D 125 

Interview with the Administrator on 01/06/26 at 

12:32pm revealed: 

-Staff A was currently working as a MA in the SCU 

on 01/06/26. 

-Staff A was not able to take the medication exam 

on 12/17/25 due to the system being down and 

the exam was rescheduled for 12/21/25. 

-Staff A was not allowed to complete the 

medication exam virtually on 12/21/25 because 

someone walked into the room while she was 

taking the exam. 

-She was not sure if Staff A had rescheduled the 

medication exam since she did not complete the 

exam on 12/21/25. 

-She was not aware the medication exam needed 

to be completed within 60 days of the medication 

validation, as she thought the exam needed to be 

completed within 6 months of the medication 

validation. 

-The MA's should meet the qualification 

requirements to pass medications.

 D 325 10A NCAC 13F .0906(e) Other Resident Care 

and Services 

10A NCAC 13F .0906 Other Resident Care and 

Services 

(e) Personal Lockable Space. 

(1) Personal lockable space shall be provided for 

each resident to secure his personal valuables. 

One key shall be provided free of charge to the 

resident. Additional keys shall be provided to 

residents at cost upon request. It is not the 

home's obligation to pay for additional keys; and 

(2) While a resident may elect not to use 

lockable space, it shall still be available in the 

home since the resident may change his mind. 

This space shall be accessible only to the 

D 325 

Division of Health Service Regulation 
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Facility conducted an internal review of resident rooms to determine residents without a lockable space. 

1-12-26

Maintenance tech purchased and installed locks on all nightstands without a working lock.

2-26-26

MT and/or ED will ensure that a lockable space is available and in working order during the room turn process.

2-26-26

ED, housekeeping and management team will monitor resident rooms during daily rounds to ensure on-going complaince.

2-26-26
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resident and the administrator or 

supervisor-in-charge. The administrator or 

supervisor-in-charge shall determine at 

admission whether the resident desires lockable 

space, but the resident may change his mind at 

any time. 

This Rule is not met as evidenced by: 

TYPE B VIOLATION 

Based on observations, interviews, and record 

reviews the facility failed to ensure 2 of 3 sampled 

residents (#1, #8) who were exploited by staff 

were provided lockable space to secure their 

personal valuables. 

The findings are: 

Review with the facility's Resident Agreement 

revealed: 

-Accommodations indicated the facility would 

provide the resident with the use of the 

room/apartment of the agreement as a personal 

residence. 

-Lockable space and a key upon request were a 

service included in the monthly base rent and 

would be provided by the facility at no additional 

expense. 

1. Review of Resident #1's current FL-2 dated 

10/20/25 revealed diagnoses included dementia, 

diabetes mellitus, hypertension, nonpsychotic 

mental disorder, schizophrenia, seizures, 

generalized weakness, and adverse effect of 

anticholinergic. 

Review of Resident #1's Resident Register 

revealed the resident was admitted to the facility 

on 11/09/21. 
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Review of Resident #1's signed Resident 

Agreement dated 11/08/21 did not indicate if the 

resident was provided lockable space and a key. 

Interview with Staff G on 12/12/25 at 2:17pm 

revealed: 

-She went shopping for Resident #1 on 11/07/25 

and forgot to given him his debit card back, as 

she was rushing to leave the building that day 

because she was going out of town. 

-A few days after 11/09/25, Staff G noticed that 

$144.00 for had cable bill had not been taken out 

of her account. 

-At that moment she realized that her family 

member had mistakenly used Resident #1's debit 

card to pay Staff G's cable bill instead of using 

Staff G's debit card on 11/09/25. 

Interview with Resident #1 on 12/12/25 at 2:52pm 

revealed: 

-No one at the facility shopped for him, as he had 

a worker from an outside agency who came to 

the facility every Monday and took him shopping if 

needed. 

-Resident #1 did not have any knowledge that his 

debit card had been used by a staff member to 

pay a bill. 

-Resident #1 denied giving his debit card to Staff 

G. 

-His family member helped him get a new debit 

card after he informed her it was lost or stolen, at 

which he showed surveyor his new debit card. 

-He stated that his debit card was lost or stolen 

out of his wallet sometime in November 2025. 

-He kept his debit card in his wallet on his 

nightstand but would sleep with his wallet at times 

because his nightstand was broken and could not 

be locked. 

-He did not have a key to his nightstand, as he 

had never been offered lockable space by the 
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facility. 

-He would like to have a nightstand that locked so 

that he could put his wallet in it because he 

usually had money in his wallet. 

-The maintenance person told him earlier that 

week that he would see what he could do about 

his nightstand as the he told him that he could not 

lock his nightstand and that he did not have key. 

Interview with the Business Office Manager 

(BOM) on 01/08/26 at 3:03pm revealed: 

-Resident #1 came to him sometime between the 

end of October 2025-first week of November 

2025 to report that he could not find his insurance 

debit card. 

-He called Resident #1's family member, who 

helped the resident get a new debit card. 

-Staff G had put a money order under his office 

door on 12/12/25 for $145.00. 

-Staff G then came by his office to tell him the 

money order was for Resident #1 and to apply 

money to his resident account. 

Telephone interview with Resident #1's family 

member on 01/07/26 2:26pm revealed: 

-She could not recall the date but stated that Staff 

G called her sometime in December 2025 to 

report that Resident #1's debit card was used to 

pay a bill. 

-She thought it was strange that Staff G went 

shopping for Resident #1, as Resident #1 had 

someone from an outside agency who came to 

the facility every Monday and would take the 

resident shopping as needed. 

-Resident #1 informed her sometime in early 

November 2025, sure of date, he could not find 

his debit card, as he kept debit card in his wallet 

on his nightstand. 

-Resident #1 was good with his money and 

wallet, so she thought it was strange that his card 
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went missing or lost. 

-Prior to the incident with the debit card, Resident 

#1 did not have a way to secure his belongings 

prior to incident, because he did not have a key to 

his nightstand. 

-Sometime after the incident with Resident #1's 

debit card, the resident was given a nightstand 

that was lockable. 

-She was pleased that Resident #1 now had a 

way to secure his belongings. 

Second interview with Resident #1 on 01/08/26 at 

9:30am revealed: 

-He had gotten a new nightstand that he could 

lock sometime after 12/12/25. 

-He felt better knowing that he could secure his 

wallet by locking it in his nightstand. 

Observation of Resident #1's nightstand on 

01/08/26 at 9:30am revealed he had a key to a 

nightstand that was lockable. 

Interview with the Maintenance Director on 

01/12/26 at 11:25am revealed: 

-Resident #1 informed him a few weeks ago that 

he was not able to lock his nightstand. 

-Resident #1's nightstand was replaced with a 

nightstand that was lockable. 

-Resident #1 had a key to his lockable nightstand. 

Interview with the Administrator on 12/12/25 at 

3:43pm revealed: 

-The facility did not provide lockable space for the 

residents, as that was the responsibility of the 

resident's family. 

-She did not know what residents had lockable 

space. 

-Some resident had lockable nightstands in their 

rooms but she did not know who had locks and 

who did not. 
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-She did not have keys to any of the nightstands. 

-She was not aware of the regulatory rule 

regarding lockable space. 

Second interview with the Administrator on 

01/06/26 at 2:15pm revealed the facility did not 

have a policy about lockable space, but lockable 

space was addressed in the Resident Agreement. 

2. Review of Resident #8's current FL-2 dated 

07/30/25 revealed diagnoses included seizures, 

type 1 diabetes mellitus with hyperglycemia, 

hypothyroidism, frailty, aortic stenosis, 

hyperlipidemia, and osteoporosis. 

Review of Resident #8 Resident Register 

revealed the resident was admitted to the facility 

on 08/01/25. 

Review of Resident #8's signed Resident 

Agreement dated 07/31/25 did not indicate if the 

resident was provided lockable space and a key. 

Review of a photocopied check from Resident 

#8's personal checking account dated 11/21/25 

revealed the check was written payable to Staff H 

for $286.00 for a project. 

Review of a photocopied check from Resident 

#8's personal checking account dated 12/01/25 

revealed the check was written payable to Staff H 

for $170.00. 

Interview with Resident #8 on 01/06/26 at 

10:53pm revealed: 

-The resident's Power of Attorney (POA) 

contacted her on 12/12/25 regarding checks that 

were written out to Staff H, who was a medication 

aide (MA) at the facility. 

-The resident did not write any checks to Staff H.  
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-After she reviewed copies of the checks sent via 

text from family member, she realized that it was 

not her writing on the checks. 

-She kept one checkbook in the bottom drawer of 

the nightstand beside her bed and one 

checkbook in a bag she kept on her rollator 

walker. 

-She indicated that Staff H worked at night, which 

gave him access to her room and to go through 

her things at night when she was asleep. 

-She kept her checkbooks out of sight because 

she did not have a way to lock up her belongings. 

-She had not been offered lockable space by the 

facility. 

-The resident's POA brought her a small safe 

after 12/12/25 so she could lock up her valuables. 

-She was glad to have the safe to keep things her 

valuables safe. 

Telephone interview with Resident #8's family 

member on 01/05/26 revealed: 

-She was Resident #8's Power of Attorney (POA). 

-She was trying to reconcile Resident #8's 

transactions one morning and noticed checks 

were written and made payable to Staff H, who 

was a former MA at the facility. 

-When she saw the images of the checks she 

knew the checks had been forged. 

-The writing on the checks and the signature was 

not Resident #8's, as the Resident #8 signed her 

full name as her signature. 

-There were 2 checks made payable to Staff H, 

dated 11/21/25 or $286.00 and on 12/01/25 for 

$170.00. 

-She notified the Administrator on 12/12/25 about 

the checks made payable to Staff H, who said 

she would report incident to DSS and the police. 

-She ordered Resident #8 a small safe after 

12/12/25, so the resident could keep anything of 

value secured. 
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-She was not aware of any lockable space 

offered to Resident #8, so ordered the resident a 

safe so no one else would be able to steal the 

resident's checks. 

Observation of Resident #8's room on 01/06/26 at 

11:24am revealed the resident had a small black 

metal safe on her nightstand beside her bed. 

Interview with the Administrator on 01/12/26 at 

10:53am revealed: 

-Resident #8 informed her on 01/06/26 that she 

wanted lockable space. 

-She asked residents on 01/06/26 if they wanted 

lockable space. 

-The Maintenance Director would be getting locks 

today to replace the locks on nightstands to make 

them lockable for those residents who wanted 

lockable space. 

Refer to interview with the Administrator on 

12/12/25 at 3:43pm. 

Refer to interview with the Administrator on 

01/06/26 at 2:15pm. 

________________ 

The facility failed to ensure residents were 

provided lockable space resulting in residents not 

having a safe place to store their valuables. In 

November 2025, Resident #1 could not find his 

debit card, as the card had been lost or stolen. 

Resident #1's debit card was used on 11/09/25 to 

pay Staff G's cable bill without consent.  Staff H 

wrote checks payable to Staff H from Resident 

#8's checking account on 11/21/25 and 12/01/25 

without authorization. Resident #1 and #8 did not 

have lockable space to secure their valuables, 

which was detrimental to the safety and welfare 

of Resident #1 and #8 constitutes a Type B 

Violation. 
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________________ 

The facility provided a plan of protection in 

accordance with G.S. 131D-34 on 01/12/26 for 

this violation. 

THE CORRECTION DATE FOR THE TYPE B 

VIOLATION SHALL NOT EXCEED FEBRUARY 

26, 2026.

 D 325 

D 338 10A NCAC 13F .0909 Resident Rights 

10A NCAC 13F .0909 Resident Rights 

An adult care home shall assure that the rights of 

all residents guaranteed under G.S. 131D-21, 

Declaration of Residents' Rights, are maintained 

and may be exercised without hindrance. 

D 338 

This Rule is not met as evidenced by:

TYPE A1 VIOLATION 

Based on observations, interviews, and record 

reviews, the facility failed to ensure 3 of 7 

sampled residents (#1, #2, #8) were free of 

exploitation when a resident's (#1) debit card was 

used without consent to pay Staff G's cable bill 

and when Staff H wrote checks from residents' 

(#2, #8) personal checking accounts made 

payable to Staff H that were unauthorized by the 

residents. 

The findings are: 

Review of the facility's resident abuse, neglect, 

and exploitation policy dated September 2021 

revealed: 

-In the event of physical and/or verbal abuse, 

neglect, fraud, or exploitation of the resident or 

resident property or allegations of physical or 

Division of Health Service Regulation 

STATE FORM SJKZ11 If continuation sheet 18 of 756899 

RCD in-serviced staff on resident rights with an emphasis on exploitation and when to report.

2-18-26

Social Services Manager withe DSS will in-service staff on exploitation and resident rights on 3/3/26.

Regional Ombudsman is scheduled to to do resident rights training on 4/2/26.

ED spoke with each AL resident to ensure that if they had a check book and/or debit/credit cards that they were secured in their lockable space.  

2-26-26

ED completed 24/5 day report to the HCPR for staff member G for exploitation.

1-9-26

3/3/26

4/2/26
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verbal abuse, neglect, fraud or exploitation of the 

resident or community property by community 

staff, the community will complete the Health 

Care Personnel Registry (HCPR) 24-hour report 

now referred to as the Initial Report. 

-Upon notification of any of the above allegations 

as indicated in 10A NCAC 13 F .1205 as well as 

10A NCAC 13 F 0101, .0102. The community will 

begin an investigation and document findings on 

the HCPR 5-day report now referred to as the 

Investigation Report and submit to the HCPR. 

-The investigation process includes: Immediate 

suspension of the accused individual (staff) if 

named or suspected parties pending 

investigation; Completion of the Health Care 

Personnel Registry (HCPR) 24-hour report within 

24 hours of discovery or knowledge of alleged 

abuse; and Community Management will begin 

the investigation to substantiate or unsubstantiate 

the allegations for reporting on the HCPR 5 day 

working report. 

-For resident abuse, neglect, and exploitation: 

Interview all staff present or any individuals 

present during the allegation; Interview any 

providers or ancillary support services that may 

have details regarding the alleged abuse; and 

Complete and submit the 5-day working report 

either substantiated or unsubstantiated. 

-A substantiated allegation:  The employee will 

receive disciplinary action up to and including 

termination; Resident Rights training is scheduled 

and conducted with the local Ombudsman and or 

Licensed Professional; Community Management 

will also review Resident Rights training with all 

staff and all staff will resign Declaration of 

Resident Rights and any other training necessary; 

and Community Management will follow up with 

Primary Care Physician for any resident needs 

regarding abuse if required to include but not 

limited additional well care or after care, or 

D 338 
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supportive services needed. 

-An unsubstantiated allegation: The employee 

will be returned to work; The employee will be 

offered additional counseling if needed; and the 

Community Management will review Resident 

Rights and have employee resign Declaration of 

Residents' Rights. 

-Resident Abuse, Neglect, or Exploitation 

indicates: Any form of abuse, neglect, or 

exploitation of residents is prohibited and will not 

be tolerated. Any employee found to be abusive 

to residents in anyway is subject to immediate 

dismissal and will, if necessary, be reported to 

law enforcement and licensing authorities. 

Depending upon the facts of the incident, criminal 

and/or civil charges may be brought against the 

employee. The Community's definitions of abuse, 

neglect, and exploitation may vary from 

definitions in state law or regulatory guidelines, 

and the Community reserves the right to take 

employment actions based on those definitions. 

-Exploitation is the unauthorized taking of any 

resident's property, including, but not limited to, 

medications, funds, or personal items. 

-Management will notify any state licensing 

authorities as well as any applicable state or local 

agency charged with protecting older adults (e.g., 

the local adult protective services agency), as 

required. 

1. Review of Resident 1's current FL-2 dated 

10/20/25 revealed diagnoses included dementia, 

diabetes mellitus, hypertension, non-psychotic 

mental disorder, schizophrenia, seizures, adverse 

effect of anticholinergic, and generalized 

weakness. 

Review of Resident #1's care plan dated 08/13/25 

revealed: 

-The resident required limited assistance with 

D 338 
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eating, ambulation, dressing, and transferring. 

-The resident required supervision with toileting 

and extensive assistance with bathing and 

grooming. 

-The resident had a history of mental illness. 

-The resident was oriented. 

-The resident was forgetful and needed 

reminders. 

Review of Staff G's personnel record revealed: 

-Staff G was hired on 05/26/25. 

-Staff G was the Activities Director (AD). 

-There was documentation dated 05/29/25 Staff 

G had acknowledged receipt of the employee 

handbook. 

Interview with Staff G on 12/12/25 at 2:17pm 

revealed: 

-She had gone shopping for Resident #1 on 

11/07/25 and forgot to given him his debit card 

back, as she was rushing to leave the building 

that day because she was going out of town. 

-A few days after 11/09/25, Staff G noticed that 

$144.00 for had cable bill had not been taken out 

of her account. 

-At that moment she realized that her family 

member had mistakenly used Resident #1's debit 

card to pay Staff G's cable bill instead of using 

Staff G's debit card on 11/09/25. 

-When she realized what had happened she went 

to the Administrator to let her know what had 

happened. 

-Staff G called the cable company but could not 

have the money reversed from Resident #1's 

debit card because the card used was no longer 

active. 

-The Administrator told Staff G to put the money 

into Resident #1's resident account. 

-She was not able to put the money into Resident 

#1's resident account, because the Business 
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Officer Manager (BOM) did not know how to use 

the facility's new banking system. 

-She did not know the exact date but she 

informed Resident #1 and called his family 

member in November 2025 to let them know 

what had happened as the plan was for Staff G to 

repay Resident #1 back. 

Interview with Resident #1 on 12/12/25 at 2:52pm 

revealed: 

-No one at the facility shopped for him, as he had 

a worker from an outside agency who came to 

the facility every Monday and took him shopping if 

needed. 

-He stated that his debit card was lost or stolen 

out of his wallet sometime in November 2025. 

-He kept his debit card in his wallet on his 

nightstand but would sleep with his wallet at times 

because his nightstand could not be locked as 

the lock was broken and he did not have a key to 

the nightstand. 

-Resident #1 did not have any knowledge that his 

debit card had been used by a staff member to 

pay a bill. 

-Resident #1 denied giving his debit card to Staff 

G. 

-His family member helped him get a new debit 

card after he informed her it was lost or stolen. 

Review of a photocopy money order on 12/12/25 

at 3:20pm revealed: 

-The money order was dated 12/12/25. 

-The money order was payable to Resident #1. 

-The amount was $145.00. 

-In the top left corner there was a handwritten 

note that indicated for replacement funds. 

Interview with the Administrator on 12/12/25 at 

1:55pm revealed: 

-Staff G came to her on 12/09/25 and reported 

D 338 

Division of Health Service Regulation 

STATE FORM SJKZ11 If continuation sheet 22 of 756899 



 

 

 

   

 

 

PRINTED: 02/02/2026 
FORM APPROVED 

Division of Health Service Regulation 
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

AND PLAN OF CORRECTION         IDENTIFICATION NUMBER: 

HAL065036 

A. BUILDING: ______________________ 

B. WING _____________________________ 

COMPLETED 

R 

01/12/2026 

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE 

3915 STEDWICK COURT 
NEW HANOVER HOUSE 

WILMINGTON, NC  28412 

(X4) ID 

PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID 

PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY) 

(X5) 

COMPLETE 

DATE 

D 338 Continued From page 22

that Resident #1's debit card was mistakenly 

used to pay her cable bill for $144.00, as there 

was a mix up with her debit card and Resident 

#1's debit card. 

-Staff G indicated that money could not be 

reversed from Resident #'1 debit card because 

the resident had gotten a new card. 

-Staff G had Resident #1's debit card because 

she went shopping for the resident and that 

Resident #1 was okay with her using his debit 

card. 

-Staff G would put $144.00 into Resident #1's 

resident funds account on 12/15/25 when she got 

paid. 

Second interview with the Administrator on 

01/09/26 at 12:45pm revealed: 

-She was notified on 12/09/25 by Staff G that 

Resident #1's debit card was used to pay her 

cable bill but did not know the date the bill was 

paid. 

-Staff G stated that she could not get the charges 

reversed off of Resident #1's debit card because 

Resident #1 had gotten a new debit card. 

-She informed Staff G that she had until 12/15/25 

to pay Resident #1 back. 

-She did not know if Staff G had Resident #1's 

physical debit card. 

-The facility did not have a protocol in place for 

staff or residents to sign when staff had the 

resident's card or given money to use and the 

card or money was returned to the resident. 

-Staff G was not sure if she had actually used 

Resident #1's debit card at the time the message 

communication threads between the 

Administrator and Staff G on 11/18/25 and 

12/05/25. 

-Staff G never came back to her to let her know 

for sure, as she only knew something had 

happened in November. 
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-The facility did not go to a new accounting 

system until 12/01/25, so Staff G would have 

been able to repay Resident #1 back by 

depositing money into his resident account in 

November. 

-She acknowledged that she could not say other 

residents had not been exploited by Staff G, as 

Staff G was not suspended and had access to 

other residents and their debit card information as 

she shopped for some residents. 

Third interview with the Administrator on 01/09/26 

at 4:46pm revealed: 

-When asked what was done, she indicated that 

Resident #1 had gotten a new debit card and the 

Business Office Manager (BOM) kept the card in 

his office. 

-She did not know Staff G had Resident #1's 

physical card and that Staff G's family member 

was the one who used Resident #1's debit card to 

pay the cable bill. 

-She had assumed Staff G had Resident #1's 

debit card number stored in her phone. 

-She did not conduct an internal investigation 

regarding Resident #1's debit card being used to 

pay Staff G's cable bill. 

-She unsubstantiated the allegation because Staff 

G came to her to report the incident. 

-If she would have known Staff G had possession 

of Resident #1's physical debit card, which was 

used to pay her cable bill, she would have done 

things differently by investigating the incident. 

-Resident #1's information had to be manually 

entered when Staff G's cable bill was paid, which 

meant that the incident was not accidental, as the 

resident's name was on the card. 

Forth interview with the Administrator on 01/12/26 

at 3:07pm revealed: 

-When hired staff were given an employee 
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handbook that discussed Resident Rights and 

expectations of the staff. 

-The "Workplace Rules for Your Relationship with 

Residents," was part of the employee handbook. 

-She would expect staff to treat residents with 

dignity and respect, which included no 

misappropriation of a resident's property. 

Review of Resident #1's Trust Fund ledger on 

01/06/26 revealed a deposit was made on 

12/18/25 for $145.00. 

2. Review of Resident #2's current FL-2 dated 

04/23/25 revealed diagnoses included 

hypertension, chronic ischemic heart disease, 

hyperglycemia, heart failure, major depressive 

disorder, vitamin B12 deficiency, anemia, type 2 

diabetes mellitus, and cervical disc disorder. 

Review of Resident #2's care plan dated 10/07/25 

revealed the resident was sometimes oriented 

and needed reminders. 

Review of Staff H's personnel record revealed: 

-Staff H was hired on 06/19/25. 

-Staff H was a medication aide. 

-There was documentation dated 06/19/25 Staff 

H had acknowledged receipt of the employee 

handbook. 

D 338 

Review of photocopied checks written in October 

2025 from Resident #2's personal checking 

account revealed: 

-On 10/17/25 a check was written payable to Staff 

H for $245.00, for "special project." 

-On 10/21/25 a check was written payable to Staff 

H for $260.00, for "project completion." 

-On 10/22/25 a check was written payable to Staff 

H for $185.00 for "project completed." 

-On 10/23/25 a check was written payable to Staff 
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H for $248.00 for "project/work." 

-The total amount of the checks made payable to 

Staff H from Resident #2's personal checking 

account in October 2025 was $938.00. 

Review of photocopied checks written in 

November 2025 from Resident #2's personal 

checking account revealed: 

-On 11/03/25 a check was written payable to Staff 

H for $370.00, for "special project." 

-On 11/05/25 a check was written payable to Staff 

H for $189.00, for "project." 

-On 11/07/25 a check was written payable to Staff 

H for $263.00, for "project." 

-On 11/10/25 a check was written payable to Staff 

H for $267.00, for "project." 

-On 11/11/25 a check was written payable to Staff 

H for $208.00, for "payment." 

-On 11/11/25 a check was written payable to Staff 

H for $293.00, for "special project." 

-On 11/12/25 a check was written payable to Staff 

H for $325.00, for "project." 

-On 11/14/25 a check was written payable to Staff 

H for $430.00, for "project nurse care." 

-On 11/17/25 a check was written payable to Staff 

H for $290.00, for "project." 

-On 11/18/25 a check was written payable to Staff 

H for $365.00, for "private duty." 

-On 11/18/25 a check was written payable to Staff 

H for $630.00, for "project." 

-On 11/21/25 a check was written payable to Staff 

H for $497.00, for "private duty." 

-On 11/23/25 a check was written payable to Staff 

H for $2,100.00, for "private duty." 

-The total amount of the checks made payable to 

Staff H from Resident #2's personal checking 

account in November 2025 was $6,227.00. 

Review of photocopied checks written in 

December 2025 from Resident #2's personal 
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checking account revealed: 

-On 12/08/25 a check was written payable to Staff 

H for $387.00, for "private duty work." 

-On 12/13/25 a check was written payable to Staff 

H for $279.00, for "Christmas Bonus." 

-On 12/14/25 a check was written payable to Staff 

H for $320.00, for "private duty." 

-The total amount of the checks made payable to 

Staff H from Resident #2's personal checking 

account in December 2025 was $986.00. 

Interview with Resident #2 on 01/06/26 at 

11:34am revealed: 

-While looking at his checking account on his 

computer on 12/31/25 he noticed that a lot of 

money had been withdrawn from his account. 

-He was able to review photocopied checks that 

had cleared his checking account and realized 

Staff H had stolen some of his checks. 

-Staff H had written multiple checks from October 

2025-December 2025 that were payable to Staff 

H. 

-The writing and signatures of those checks were 

not his writing, as he had never written any 

checks out to Staff H. 

-Staff H had written things such as Christmas 

bonus and private duty as to what the checks 

were for, which were not the case. 

-He went to the Administrator on 01/02/26 to 

report that Staff H had stolen checks and 

withdrew money from his checking account. 

-Staff H had worked at the facility for several 

months as a medication aide (MA) at night, which 

gave him access to his room. 

-He indicated that he was very disappointed in 

Staff H, as he thought they were on good terms. 

-It made him angry to know that Staff H had 

stolen checks from him and withdrew money from 

his account. 

-He believed that Staff H should be held 
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accountable. 

Telephone call with the Administrator on 01/02/25 

at 2:03pm revealed: 

-Resident #2 informed her on 01/02/26 what 

something was working and that he was missing 

money from his checking account. 

-He showed her photocopies of checks payable 

to Staff H that had cleared his bank. 

-The first check was written by Staff H on 

10/21/25. 

-Resident #2 denied writing checks to Staff H and 

indicated the photocopies of the checks he had 

were not his writing on the checks. 

-She would be reporting Staff H to the Health 

Care Personnel Registry and calling law 

enforcement. 

-There was no excuse for Staff H to take 

advantage of Resident #2 by taking his checks. 

Refer to the interview with the Administrator on 

01/12/26 at 3:07pm revealed: 

3. Review of Resident #8's current FL-2 dated 

07/30/25 revealed diagnoses included seizures, 

type 1 diabetes mellitus with hyperglycemia, 

hypothyroidism, frailty, aortic stenosis, 

hyperlipidemia, and osteoporosis. 

Review of Resident #8's care plan dated 09/05/25 

revealed: 

-The resident required limited assistance with 

eating, ambulation and locomotion. 

-The resident required supervision with toileting. 

-The resident required total assistance with 

bathing, dressing, grooming, and transferring. 

-The resident was oriented and memory was 

adequate. 

Review of a photocopy check from Resident #8's 
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personal checking account dated 11/21/25 

revealed the check was written payable to Staff H 

for $286.00 for a project. 

Review of a photocopy check from Resident #8's 

personal checking account dated 12/01/25 

revealed the check was written payable to Staff H 

for $170.00. 

Interview with Resident #8 on 01/06/26 at 

10:53pm revealed: 

-A family member contacted her on 12/12/25 

regarding checks that were written out to Staff H, 

who was a medication aide (MA) at the facility. 

-She indicated that she used a debit card and 

rarely wrote checks. 

-The resident did not write any checks to Staff H.  

-After she reviewed copies of the checks sent via 

text from family member, she realized that it was 

not her writing on the checks. 

-She kept her one checkbook in the bottom 

drawer of the nightstand beside her bed and one 

checkbook in a bag she kept on her rollator 

walker. 

-She indicated that Staff H worked at night, which 

gave him access to her room and to go through 

her things at night when she was asleep. 

-She kept her checkbooks out of sight because 

she did not have a way to lock her belongings. 

-After 12/12/25 a family member bought her a 

small safe to lock up her valuables. 

-When she thinks about Staff H going through her 

belonging, writing checks, and forging her 

signature she feels violated, betrayed, and angry. 

-The resident also indicated that she felt conned 

because she trusted him. 

-Staff H no longer worked at the facility, which 

she was happy about. 

-She wants justice and wants Staff H to be held 

accountable for taking her checks and forging her 
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signature. 

Telephone interview with Resident #8's family 

member on 01/05/26 revealed: 

-She was Resident #8's Power of Attorney (POA). 

-She was trying to reconcile Resident #8's 

transactions one morning and notice checks that 

had been written and made payable to Staff H, 

who was a former MA at the facility. 

-When she saw the images of the checks she 

knew the checks had been forged. 

-The writing on the checks and the signature was 

not Resident #8's, as the resident signed her full 

name as her signature. 

-There were 2 checks made payable to Staff H, 

dated 11/21/25 or $286.00 and on 12/01/25 for 

$170.00. 

-She notified the Administrator on 12/12/25 about 

the checks made payable to Staff H, who said 

she would report incident to the Department of 

Social Services (DSS) and the police. 

-She ordered Resident #8 a small safe after 

12/12/25, so the resident could keep anything of 

value secured. 

Interview with the Administrator on 01/06/26 at 

2:15pm revealed: 

-Resident #8's family member called her on 

12/12/25 to report that Staff H had written 2 

checks from the resident's checking account that 

were payable to Staff H for $170.00 and $286.00. 

-The family member had noticed those checks on 

12/12/25 when she was reviewing Resident #8's 

banking information. 

-She reported the information to the Health Care 

Personnel Registry (HCPR) and called the local 

police. 

-Staff H was terminated on 12/09/25. 

Refer to the interview with the Administrator on 
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D 338 Continued From page 30

01/12/26 at 3:07pm revealed: 

________________ 

The facility failed to ensure residents were free 

from exploitation when a staff (Staff G) took a 

resident's (#1) debit card that was used to pay 

Staff G's cable bill without authorization, and Staff 

G continued to work at the facility having access 

to residents, and when Staff H took checks from 

resident's (#2, #8) and writing those checks 

payable to Staff H.  Staff H wrote 20 checks from 

Resident #2's account for a total of $8,151.00 and 

two checks from Resident #8's account for a total 

of $456.00. The residents (#2, #8) did not write 

checks to Staff H, resulting in residents feeling 

betrayed and disappointed. This failure resulted 

in exploitation which constitutes a Type A1 

Violation. 

________________ 

The facility provided a plan of protection in 

accordance with G.S. 131D-34 on 01/09/26 for 

this violation. 

THE CORRECTION DATE FOR THE TYPE A1 

VIOLATION SHALL NOT EXCEED FEBRUARY 

11, 2026.

 D 338 

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

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.
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Pharmacy nurse consultant conducted cart audits and provided training on 2/6/26.

2/6/26

RCD in-serviced MAs, SCC, RCC and ED on the 6 rights of medication administration, order processing system and notifications to the PCP.

2-18-26

Contract LHPS re-educated MAs, RCC, SCC and ED on the administration of diabetic medication.

2/20/26
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This Rule is not met as evidenced by: 

FOLLOW UP TO TYPE B VIOLATION 

Based on these findings, the previous Type B 

Violation was not abated. 

Based on observations, interviews, and record 

reviews, the facility failed to ensure medications 

were administered as ordered for 2 of 3 residents 

(#6, #7), observed during the medication 

administration passes, including a medication 

used to treat constipation (#6) and a medication 

used to treat mood disorders (#7); and for 2 of 5 

residents (#2, #5) sampled for record review 

including errors with medications for blood sugar 

control (#5), a medication used to treat or prevent 

vitamin deficiency (#2), and a topical medication 

used to treat infection (#2). 

The findings are: 

1. The medication error rate was 6% as 

evidenced by 2 errors out of 30 opportunities 

during the 9:00am medication passes on 

01/08/26 and 01/09/26. 

a. Review of Resident #6's current FL-2 dated 

04/29/25 revealed diagnoses included 

Alzheimer's disease, insomnia, other chronic 

pain, essential hypertension, dry eye syndrome, 

allergic rhinitis, and slow transit constipation. 

Review of Resident #6's current physician orders 

dated 10/30/25 revealed an order for 

Polyethylene Glycol 3350 powder (generic for 

Miralax Powder used to treat and prevent 

constipation) 17gram/dose mix one capful in 8 

ounces fluid and take by mouth daily. 

Observation of the 9:00am medication pass on 
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MAs will conduct daily cart audits per facility schedule.  RCC/SCC will review cart audits and follow up with PCP and/or pharmacy as needed.

ED and/or Care managers will complete weekly cart audits.  Any areas of concern will be followed on with the PCP and/or pharmacy and documented in the EHR. 

2/13/26

2/13/26

ED and/or Care managers will complete a med pass observations to ensure medications are being administered as ordered.

2/13/26

Pharmacy nurse consultant will re-educate MAs, Care managers and ED on the medication order/reorder process and 6 rights of medication administration.

2/26/26

RCD, RVPO and/or VP of Compliance will remotely monitor the EHR dashboard daily for compliance in medication administration.

2-13-26
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01/08/26 at 10:13am revealed: 

-The medication aide (MA) prepared seven 

medications for administration to Resident #6 

from a multi-dose package (MDP), one eye drop 

solution, one nebulizer solution vial, and one 

medication in a pharmacy labeled blister 

package. 

-The MA opened the bottom drawer of the 

medication cart and lifted a container of Miralax 

from the drawer, looked at the label, and returned 

the Miralax container inside the medication 

drawer and closed the drawer without preparing 

any Miralax for administration. 

-The MA prepared a glass of water and entered 

Resident #6's bedroom and administered the 

medication to Resident #6. 

-The MA did not prepare and administer Miralax 

powder to Resident #6. 

Review of Resident #6's January 2026 electronic 

medication administration record (eMARs) 

revealed: 

-There was a printed entry for Polyethylene Glycol 

3350 (Miralax) powder 17gm/scoop mix one 

capful to the indicated line (1gm) in 8 ounce fluid 

and take by mouth daily and scheduled at 

9:00am. 

-The Polyethylene Glycol was documented as 

administered on 01/08/26 at 9:00am. 

Interview with Resident #6 on 01/09/26 at 

12:20pm revealed: 

-He thought he was being administered the 

Miralax in water. 

-He did not keep up with the names of 

medications he was administered. 

-He did not have any stomach discomfort or 

constipation. 

Interview with the MA on 01/08/26 at 12:00pm 
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revealed: 

-She did not administer the Miralax powder on 

01/08/26 at 9:00am because there was no 

Miralax powder for Resident #6 in the medication 

cart. 

-She needed to order Miralax powder for 

Resident #6. 

-She documented administration of the Miralax so 

she "could clear the MAR". 

-She could go back into the eMAR and remove 

her documentation for administration and 

document that she did not administer the Miralax. 

-She was trained to not document administration 

of a medication until she administered the 

medication. 

Interview with the Resident Care Coordinator 

(RCC) on 01/09/26 at 11:43am revealed: 

-She did not know why the MA did not administer 

the Miralax to Resident #6 on 01/08/26. 

-There was Miralax in the facility for Resident #6. 

-If a resident's medication was not on the 

medication cart, the MA was supposed check in 

the medication room for the medication and call 

the pharmacy to inquire about the medication. 

Telephone interview with a pharmacist at the 

facility's contracted pharmacy on 01/09/26 at 

12:00pm revealed: 

-There was a current order for Miralax one capful 

(17gm) in 8 ounces fluid daily for Resident #6. 

-The Miralax powder was dispensed on 01/08/26 

for a 30-day supply. 

-Prior to the 01/08/26 dispensing, the Miralax was 

dispensed on 12/06/25 for a 30-day supply. 

Interview with the Administrator on 01/08/26 at 

12:08pm revealed: 

-The MA should not have documented 

administration of the Miralax when the medication 
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was not administered. 

-She would have expected the MA to contact her 

when she (MA) could not locate Miralax for 

Resident #6. 

Second interview with the Administrator on 

01/09/26 at 2:32pm revealed: 

-MAs were supposed to conduct three checks of 

medications prior to administering the medication 

to ensure administration of the right medication, 

dose, and resident. 

-She expected MAs to read instructions on the 

eMARs and administer medications as ordered 

by the prescribing practitioner. 

Telephone interview with Resident #6's primary 

care provider (PCP) on 01/09/26 at 12:47pm 

revealed: 

-She had not received any reports from staff or 

complaints of constipation for Resident #6. 

-She had no concerns with the missed dose of 

Miralax powder. 

-Resident #6 was administered another 

medication routinely to treat constipation. 

b. Review of Resident #7's current FL-2 dated 

12/10/25 revealed diagnoses included dementia, 

hypertension, hyperlipidemia, chronic obstructive 

pulmonary disease, osteoporosis, and 

depression. 

Review of Resident #7's current physician orders 

dated 12/10/25 revealed an order for Sertraline 

(used to treat mood disorders such as 

depression) 50mg take three tablets every day . 

Observation of the 9:00am medication pass on 

01/09/26 at 10:12am revealed: 

-The MA prepared five medications for 

administration to Resident #7 including one 
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Sertraline 50mg tablet after looking at the eMAR 

and pharmacy labeled medication containers. 

-The MA prepared a glass of water and entered 

Resident #7's bedroom and administered the 

medications to Resident #7. 

Review of Resident #7's January 2026 eMARs 

revealed: 

-There was a printed entry for Sertraline 50mg 

tablet take 3 tablets by mouth once daily and 

scheduled at 9:00am. 

-Sertraline 50mg tablet take 3 tablets once daily 

was documented as administered on 01/09/26 at 

9:00am. 

Interview with the MA on 01/09/26 at 11:14am 

revealed: 

-She thought one Sertraline 50mg tablet was 

supposed to be administered three times a day. 

-She read Resident #7's eMAR wrong. 

-She was supposed to have administered 

Sertraline 50mg three tablets once daily to 

Resident #7. 

-When she reviewed the eMAR prior to prepping 

and administering medication, she reviewed the 

eMAR for the resident name, name of 

medication, and medication strength. 

-She thought she reviewed the medication 

container and the instructions printed on the 

eMAR. 

Telephone interview with a pharmacist at the 

facility's contracted pharmacy on 01/09/26 at 

11:57am revealed: 

-There was a current physicians order for 

Sertraline 50mg take three tablets once a day at 

9:00am for Resident #7. 

-On 01/07/26 the pharmacy dispensed Sertraline 

50mg tablets, quantity of 21 tablets to the facility 

for Resident #7. 
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Interview with the Administrator on 01/09/26 at 

2:32pm revealed: 

-MAs were supposed to conduct three checks of 

medications prior to administering the medication 

to ensure administration of the right medication, 

dose, and resident. 

-She expected MAs to read instructions on the 

eMARs and administer medications as ordered 

by the prescribing practitioner. 

Telephone interview with the primary care 

provider (PCP) on 01/09/26 at 12:42pm revealed: 

-Resident #7 could experience increased 

depression or anxiety, and withdrawal symptoms 

such as nausea, vomiting or diarrhea if the 

Sertraline was not administered as ordered. 

-She saw Resident #7 the week of 01/05/26 

(specific date not provided) and there were no 

reports of depression or anxiety voiced by 

Resident #7 or staff. 

Based on observations and record review, it was 

determined Resident #7 was not interviewable. 

2. Review of the facility's Diabetic 

Medications/Treatment policy dated September 

2021 revealed: 

-The Medication Aide (MA) would notify the Care 

Coordinator of any abnormal results. 

-The Care Coordinator would review any 

abnormal blood sugar readings and notify the 

provider. 

Review of Resident #5's FL2 dated 07/15/25 

revealed: 

-The resident had diagnoses which included 

dementia, type 2 diabetes, hypertension, and 

heart disease. 

-The resident was intermittently disoriented. 
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-The resident's recommended level of care was 

the Special Care Unit (SCU). 

Review of Resident #5's Resident Register 

revealed the resident was admitted to the facility 

on 02/15/24. 

Review of Resident #5's Physician Order Review 

dated 01/06/26 revealed: 

-There was an order dated 04/15/25 for 

fingerstick blood sugar checks (FSBS) three 

times a day before meals notify the provider if 

blood sugar was over 500 or less than 60. 

-There was an order dated 10/01/25 for Novolog 

Kwikpen to be administered 10 units 

subcutaneously three times a day before meals to 

be held if the resident's blood sugar was less than 

150 (Novolog Kwikpen is a rapid acting insulin 

used to control blood sugar). 

Review of Resident #5's November 2025 

electronic medication administration record 

(eMAR) revealed: 

-There was an entry for Novolog Kwikpen to be 

administered 10 units subcutaneously three times 

daily with meals to be held if blood sugar less 

than 150. 

-There was an entry for FSBS three times daily 

before meals, notify provider if blood sugar was 

over 500 or less than 60. 

-On 11/26/25, FSBS was documented as 119 and 

Novolog Kwikpen 10 units was documented as 

administered at 8:30am. 

Review of Resident #5's December 2025 eMAR 

revealed: 

-There was an entry for Novolog Kwikpen to be 

administered 10 units subcutaneously three times 

daily with meals to be held if blood sugar less 

than 150. 
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-There was an entry for blood sugar check three 

times daily before meals, notify provider if blood 

sugar was over 500 or less than 60. 

-On 12/02/25, FSBS was documented as 149 and 

Novolog Kwikpen 10 units was documented as 

administered at 7:30am. 

-On 12/02/25, FSBS was documented as 92 and 

Novolog Kwikpen 10 units was documented as 

administered at 12:00pm. 

-On 12/03/25, FSBS was documented as 133 and 

Novolog Kwikpen 10 units was documented as 

administered at 7:30am. 

-On 12/04/25, FSBS was documented as 117 and 

Novolog Kwikpen 10 units was documented as 

administered at 5:00pm 

-On 12/04/25, FSBS was documented as 149 and 

Novolog Kwikpen 10 units was documented as 

administered at 5:00pm 

-On 12/05/25, FSBS was documented as 84 and 

Novolog Kwikpen 10 units was documented as 

administered at 7:30am. 

-On 12/06/25, FSBS was documented as 101 and 

Novolog Kwikpen 10 units was documented as 

administered at 7:30am. 

-On 12/07/25, FSBS was documented as 101 and 

Novolog Kwikpen 10 units was documented as 

administered at 7:30am 

-On 12/07/25, FSBS was documented as 71 and 

Novolog Kwikpen 10 units was documented as 

administered at 5:00pm. 

-On 12/08/25, FSBS was documented as 87 and 

Novolog Kwikpen 10 units was documented as 

administered at 7:30am. 

-On 12/09/25, FSBS was documented as 130 and 

Novolog Kwikpen 10 units was documented as 

administered at 5:00pm. 

-On 12/11/25, FSBS was documented as 83 and 

Novolog Kwikpen 10 units was documented as 

administered at 7:30am. 

-On 12/11/25, FSBS was documented as 99 and 
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Novolog Kwikpen 10 units was documented as 

administered at 12:00pm. 

-On 12/12/25, FSBS was documented as 83 and 

Novolog Kwikpen 10 units was documented as 

administered at 7:30am. 

-On 12/13/25, FSBS was documented as 96 and 

Novolog Kwikpen 10 units was documented as 

administered at 7:30am. 

-On 12/14/25, FSBS was documented as 97 and 

Novolog Kwikpen 10 units was documented as 

administered at 7:30am. 

-On 12/14/25, FSBS was documented as 51 and 

Novolog Kwikpen 10 units was documented as 

administered at 5:00pm. 

-On 12/16/25, FSBS was documented as 120 and 

Novolog Kwikpen 10 units was documented as 

administered at 12:00pm. 

-On 12/18/25, FSBS was documented as 114 and 

Novolog Kwikpen 10 units was documented as 

administered at 5:00pm. 

-On 12/23/25, FSBS was documented as 114 and 

Novolog Kwikpen 10 units was documented as 

administered at 12:00pm. 

-On 12/25/25, FSBS was documented as 135 and 

Novolog Kwikpen 10 units was documented as 

administered at 7:30am. 

-On 12/25/25, FSBS was documented as 132 and 

Novolog Kwikpen 10 units was documented as 

administered at 5:00pm. 

-On 12/26/25, FSBS was documented as 144 and 

Novolog Kwikpen 10 units was documented as 

administered at 5:00pm. 

-On 12/27/25, FSBS was documented as 123 and 

Novolog Kwikpen 10 units was documented as 

administered at 7:30am. 

-On 12/28/25, FSBS was documented as 83 and 

Novolog Kwikpen 10 units was documented as 

administered at 5:00pm. 

-On 12/31/25, FSBS was documented as 77 and 

Novolog Kwikpen 10 units was documented as 
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administered at 7:30pm. 

Review of Resident #5's January 2026 eMAR 

revealed: 

-There was an entry for Novolog Kwikpen to be 

administered 10 units subcutaneously three times 

daily with meals to be held if blood sugar less 

than 150. 

-There was an entry for blood sugar check three 

times daily before meals, notify provider if blood 

sugar was over 500 or less than 60. 

-On 01/03/26, FSBS was documented as 141 and 

Novolog Kwikpen 10 units was documented as 

administered at 7:30am. 

-On 01/05/26, FSBS was documented as 143 and 

Novolog Kwikpen 10 units was documented as 

administered at 7:30am. 

-On 01/08/26, FSBS was documented as 141 and 

Novolog Kwikpen 10 units was documented as 

administered at 7:30am. 

-On 01/06/26, FSBS was documented as 103 and 

Novolog Kwikpen 10 units was documented as 

administered at 12:00pm. 

-On 01/02/26, FSBS was documented as 119 and 

Novolog Kwikpen 10 units was documented as 

administered at 5:00pm. 

-On 01/03/26, FSBS was documented as 135 and 

Novolog Kwikpen 10 units was documented as 

administered at 5:00pm. 

Interview with a medication aide (MA) on 

01/09/26 at 1:10pm revealed: 

-Residents' FSBS were checked and documented 

in the eMAR system prior to insulin 

administration. 

-The eMAR directions for Resident #5's Novolog 

insulin order indicated to hold the medication if 

Resident #5's if blood sugar reading was under 

150. 

-The eMAR directions indicated to notify the 
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resident's primary care provider (PCP) if the 

resident's blood sugar was less than 60. 

-She acknowledged her initials on the eMAR as 

documenting the resident's blood sugar reading 

on 12/14/25 as 51. 

-She did not recall if she notified the PCP on 

12/14/25. 

-She did not recall administering insulin to 

Resident #5 on 12/14/25. 

-She acknowledged her initials on Resident #5's 

eMAR documenting administration of insulin 

indicated that she administered the medication. 

Interview with a second MA on 01/12/26 at 

10:30am revealed: 

-She had been a MA at the facility since May 

2025. 

-She used the eMAR to determine the amount of 

insulin to administer to residents. 

-She checked the resident's FSBS to determine 

whether to administer insulin. 

-The instructions for how much insulin to 

administer was on the eMAR and was displayed 

on the computer screen. 

-The eMAR directions indicate to hold Resident 

#5's insulin if blood sugar reading was under 150. 

-She was unsure why Resident #5 was 

administered insulin on 01/04/26 at 12:00pm and 

01/16/26 at 12:00pm. 

-Resident #5's blood sugar reading was under 

150 on 01/04/26 at 12:00pm and on 01/16/26 at 

12:00pm. 

-If she administered Resident #5's insulin 

incorrectly, it was because she did not read the 

full instructions on the eMAR. 

-The resident's blood sugar could have dropped 

due to the incorrect insulin administration. 

Interview with a third MA on 01/09/26 at 2:20pm 

revealed: 

D 358 

Division of Health Service Regulation 

STATE FORM SJKZ11 If continuation sheet 42 of 756899 



 

 

 

   

 

 

PRINTED: 02/02/2026 
FORM APPROVED 

Division of Health Service Regulation 
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

AND PLAN OF CORRECTION         IDENTIFICATION NUMBER: 

HAL065036 

A. BUILDING: ______________________ 

B. WING _____________________________ 

COMPLETED 

R 

01/12/2026 

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE 

3915 STEDWICK COURT 
NEW HANOVER HOUSE 

WILMINGTON, NC  28412 

(X4) ID 

PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID 

PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY) 

(X5) 

COMPLETE 

DATE 

D 358 Continued From page 42

-Resident #5's order for Novolog insulin directed 

notification to the PCP if over 400 or less than 60. 

-The order on Resident #5's eMAR directed to 

hold Novolog Kwikpen if the blood sugar reading 

was under 150. 

-Notification to the PCP and the blood sugar 

reading was documented in the resident's 

progress notes. 

Interview with the Special Care Coordinator 

(SCC) on 01/09/26 at 11:40pm revealed: 

-The MA on duty should notify the PCP if there 

was an order to notify related to blood sugars. 

-Notification to the PCP should occur when the 

blood sugar was checked and was outside 

parameters. 

-An order to hold insulin meant to not administer 

the medication. 

-The MA should fully read the order on the eMAR 

before administering medication. 

Interview with the Administrator on 01/09/25 at 

3:20pm revealed: 

-The medication administration process required 

the MA to read each order. 

-If Resident #5's insulin was administered 

incorrectly it was because the MA failed to read 

the order. 

-The expectation was the MA would fully read and 

follow orders as directed on the Resident's 

eMAR. 

Telephone interview with Resident #5's PCP on 

01/09/25 at 4:27pm revealed: 

-The order for FSBS three times a day began 

when the Novolog insulin started. 

-The resident's blood sugar was to be checked 

before meals. 

-She had not been notified of blood sugars 

outside of parameters. 
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-The resident could have adverse reaction if 

administered insulin with low blood sugar reading. 

-The resident's blood sugar could drop too low 

causing loss of consciousness which could lead 

to death. 

Based on observations, interviews and record 

reviews, Resident #5 was not interviewable. 

3. Review of the facility's medication 

administration policy revised January 2018 

revealed: 

-Medications are administered in accordance with 

the written orders of the prescriber. 

-When medications are administered by mobile 

cart and taken to the resident's location, 

medications are administered at the time they are 

prepared. 

-The resident is always observed after 

administration to ensure that the dose was 

completely ingested. If only a partial dose is 

ingested, this is noted on the eMAR and action is 

taken as appropriate. 

Review of Resident #2's current FL-2 dated 

04/23/25 revealed diagnoses included 

hypertension, hyperglycemia, type 2 diabetes, 

cervical disc disorder, chronic ischemic heart 

disorder, vitamin B12 deficiency. 

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

dated 10/14/25 revealed:

 -There was an order for Nystatin cream 100,000 

unit/gram apply topically to bilateral groin twice 

daily. (Nystatin cream 100,000 unit/gram is an 

antifungal cream.) 

-There was no order for Resident #2 to 

self-administer Nystatin cream. 

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

(eMAR) revealed: 

-There was an entry for Nystatin cream 100,000 

unit/gram apply topically to bilateral groin twice 

daily, to be administered at 9:00am and 9:00pm. 

-Nystatin cream 100,000 unit/gram was 

documented as administered daily at 9:00am 

from 11/01/25 to 11/20/25 and 11/22/25 to 

11/30/25. 

-Nystatin cream 100,000 unit/gram was 

documented as administered daily at 9:00pm 

from 11/01/25 to 11/30/25. 

Review of Resident #2's December 2025 eMAR 

revealed: 

-There was an entry for Nystatin cream 100,000 

unit/gram apply topically to bilateral groin twice 

daily, to be administered at 9:00am and 9:00pm. 

-Nystatin cream 100,000 unit/gram was 

documented as administered daily at 9:00am 

from 12/01/25 to 12/31/25. 

-Nystatin cream 100,000 unit/gram was 

documented as administered daily at 9:00pm 

from 12/01/25 to 12/31/25. 

Review of Resident #2's January 2026 eMAR 

revealed: 

-There was an entry for Nystatin cream 100,000 

unit/gram apply topically to bilateral groin twice 

daily, to be administered at 9:00am and 9:00pm. 

-Nystatin cream 100,000 unit/gram was 

documented as administered daily at 9:00am 

from 01/01/26 to 01/08/26. 

-Nystatin cream 100,000 unit/gram was 

documented as administered daily at 9:00pm 

from 01/01/26 to 01/07/26. 

Observation of Resident #2's room on 01/08/26 at 

9:51am revealed Resident #2 had a medication 

cup with a yellow color cream in it on his desk. 
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Observation of Resident #2's room on 01/09/26 at 

9:00am revealed Resident #2 had a medication 

cup with a yellow color cream in it on his desk. 

Observation of Resident #2's medication on hand 

on 01/09/26 at 11:00am revealed there were 2 

used tubes of Nystatin cream 100,000 unit/gram 

on the cart for Resident #2, dispensed 12/15/25 

and 12/22/25. 

Second observation of Resident #2's medication 

on hand on 01/12/26 at 11:25am revealed: 

-The 2 used tubes of Nystatin cream 100,000 

unit/gram for Resident #2 dispensed 12/15/25 

and 12/22/25 were no longer on the cart. 

-The tube of Nystatin cream 100,000 unit/gram 

dispensed 12/29/25 for Resident #2 was on the 

cart. 

Interview with Resident #2 on 01/08/26 at 9:51am 

revealed: 

-He did not know the name of the cream in the 

cup on his desk. 

-The cream was prescribed to him by his primary 

care provider (PCP) for a rash in his genital area. 

-He thought the medication was administered 

once per week. 

-Staff gave him the cream in the cup this morning 

and left it with him. 

Second interview with Resident #2 on 01/09/26 at 

9:00am revealed: 

-The cream in the cup on his desk was the same 

as the cream that was on his desk on 01/08/26. 

-He did not know if the cream was from the 

morning on evening of 01/08/26. 

-He did not apply the cream on 01/08/26 because 

he did not take a shower. 

-He could not say whether the rash in the groin 
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area was better or worse. 

-He had no complaints of pain or itching in the 

groin area. 

Interview with the medication aide (MA) on 

01/08/26 at 5:00pm revealed: 

-The cream in the cup on Resident #2's desk was 

Nystatin cream 100,000 unit/gram. 

-She left the Nystatin cream 100,000 unit/gram 

with Resident #2 in his bathroom. 

-She left the Nystatin cream 100,000 unit/gram 

with Resident #2 all the time. 

-Resident #2 was usually using the bathroom on 

or his way to the bathroom when she left the 

Nystatin cream 100,000 unit/gram with him. 

-Resident #2 told her he did not want staff to 

apply the Nystatin cream 100,000 unit/gram. 

-She did not apply the Nystatin cream 100,000 

unit/gram on Resident #2 because she thought it 

was a dignity issue. 

-She should not have left the Nystatin cream 

100,000 unit/gram in the room with Resident #2. 

Interview with another MA on 01/09/26 at 

11:10am revealed: 

-Resident #2 allowed her to apply the Nystatin 

cream 100,000 unit/gram this morning (01/09/26). 

-There was a little redness but no rash in 

Resident #2's groin area. 

-Resident #2 allowed certain staff members to 

apply the Nystatin cream 100,000 unit/gram. 

-Medications were not supposed to be left in 

resident rooms. 

-Medication found in resident rooms was 

supposed to be removed. 

Interview with the Resident Care Coordinator 

(RCC) on 01/08/26 at 2:45pm revealed she was 

not aware Resident #2's Nystatin cream 100,000 

unit/gram was left in the room with him. 
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Second interview with the RCC on 01/09/26 at 

10:18am revealed: 

-She did not know why the MA did not remove the 

Nystatin cream 100,000 unit/gram from Resident 

#2's room on 01/08/26 as instructed. 

-She removed the Nystatin cream 100,000 

unit/gram from Resident #2's room herself today, 

01/09/26, once she was informed by the 

Administrator that the medication was still in the 

room. 

Interview with the Administrator on 01/08/26 at 

2:45pm and 4:28pm revealed: 

-She was not aware Resident #2's Nystatin cream 

100,000 unit/gram was left in the room with him. 

-She spoke with Resident #2's PCP and he had a 

self-administration order for Nystatin cream 

100,000 unit/gram. 

Interview with the Administrator on 01/09/26 at 

9:10am revealed: 

-Medications should not be left in the room with 

residents if there was no self-administration 

order. 

-Administration of a cream involves the MA 

applying the cream to the prescribed area. 

-She was not aware Resident #2 had Nystatin 

cream 100,000 unit/gram in his room from 

01/08/26. 

-The MA that worked on 01/08/26 was instructed 

to remove the Nystatin cream 100,000 unit/gram 

from Resident #2's room. 

-She did not know why the Nystatin cream 

100,000 unit/gram was in Resident #2's room. 

-She did not check behind the MA on 01/08/26 to 

ensure the medication was removed from 

Resident #2's room. 

Telephone interview with a pharmacist at the 
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facility's contracted pharmacy on 01/12/26 at 

11:00am revealed: 

-Resident #2 had an order dated 10/02/25 for 

Nystatin cream 100,000 unit/gram apply twice 

daily to the bilateral groin. 

-Nystatin cream 100,000 unit/gram was an 

antifungal cream. 

-Nystatin cream 100,000 unit/gram was 

dispensed 11/13/25, 12/02/25, 12/08/25, 

12/15/25, 12/22/25, 12/29/25, and 01/05/26. 

-The Nystatin cream 100,000 unit/gram was 

delivered to the facility before the morning 

medication pass the day after the dispense date. 

-Each tube of Nystatin cream 100,000 unit/gram 

contained 15gm of cream, which was a 7-day 

supply. 

Telephone interview with Resident #2's PCP on 

01/09/26 at 8:00am revealed: 

-Resident #2 had an order for Nystatin cream 

100,000 unit/gram, apply twice daily to the groin. 

-She did not recall the date of the order. 

-Resident #2 did not have a self-administration 

order for Nystatin cream 100,000 unit/gram. 

-Facility staff called her 01/08/26 requesting a 

self-administration order for Resident #2 for 

Nystatin cream 100,000 unit/gram and she 

informed them that he could apply the cream 

himself, but he could not keep the cream at 

bedside. 

-Resident #2 may not remember to take the 

medication at the right time. 

-Resident #2's memory was not that good at 

times. 

-Nystatin cream 100,000 unit/gram would not 

cause any harm if applied more frequently. 

-Not applying Nystatin cream 100,000 unit/gram 

as ordered could have led to worsening rash, 

spread to his bottom, skin infection, or skin 

breakdown. 
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-She expected medication to be given on time 

and as ordered. 

Attempted second interview with the MA that 

administered medication to Resident #2 on 

01/08/26 on 01/09/26 at 11:27am was 

unsuccessful. 

Refer to interview with the medication aide (MA) 

on 01/08/26 at 5:00pm. 

Refer to interview with a second MA on 01/09/26 

at 11:10am. 

Refer to interview with the Resident Care 

Coordinator (RCC) on 01/09/26 at 10:18am. 

Refer to second interview with the RCC on 

01/09/26 at 10:18am. 

Refer to interview with the Administrator on 

01/09/26 at 9:10am. 

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

dated 10/14/25 revealed there was an order for 

Folic Acid tablet 1mg (Folic Acid is a B vitamin 

supplement) take one tablet once daily except on 

the day of Methotrexate (Methotrexate is used to 

treat joint pain). 

Review of Resident #2's November 2025 

electronic medication administration record 

(eMAR) revealed: 

-There was an entry for Folic Acid tablet 1mg take 

one tablet once daily except on the day of 

Methotrexate, to be administered at 9:00am. 

-There was an entry for Folic Acid tablet 1mg take 

one tablet once daily except on the day of 

Methotrexate, to be administered at 9:00am. 

-Folic Acid tablet 1mg was documented as 
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administered daily at 9:00am from 11/17/25 to 

11/30/25. 

-There was an entry for Methotrexate Sodium 

2.5mg tablet take 2 tablets once weekly every 

Monday for 4 weeks to be administered at 

9:00am. 

-Methotrexate was documented as administered 

at 9:00am on 11/24/25. 

Review of Resident #2's December 2025 eMAR 

revealed: 

-There was an entry for Folic Acid tablet 1mg take 

one tablet once daily except on the day of 

Methotrexate, to be administered at 9:00am. 

-Folic Acid tablet 1mg was documented as 

administered daily at 9:00am from 12/01/25 to 

12/31/25. 

-There was an entry for Methotrexate Sodium 

2.5mg tablet take 4 tablets once weekly every 

Monday to be administered at 9:00am. 

-Methotrexate was documented as administered 

at 9:00am on 12/26/25 and 12/29/25. 

Review of Resident #2's January 2026 eMAR 

revealed: 

-There was an entry for Folic Acid tablet 1mg take 

one tablet once daily except on the day of 

Methotrexate, to be administered at 9:00am. 

-Folic Acid tablet 1mg was documented as 

administered daily at 9:00am from 01/01/26 to 

01/08/26. 

-There was an entry for Methotrexate Sodium 

2.5mg tablet take 4 tablets once weekly every 

Monday to be administered at 9:00am. 

-Methotrexate was documented as administered 

at 9:00am on 01/05/26. 

Observation of Resident #2's medication on hand 

on 01/09/26 at 11:00am revealed: 

-There were multidose bubble packs with folic 
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acid in each bubble with a dispense date of 

12/31/25. 

-There was a card of Methotrexate 2.5mg with 8 

tablets dispensed on 12/10/25 with 8 tablets 

remaining. 

-There was a multidose pack with 2 Methotrexate 

2.5mg tablets with a dispense date of 12/31/25 in 

the bubble for Monday, 01/12/26 along with 2 

other medications. 

-There was a second multidose pack dispensed 

12/31/25 with 2 Methotrexate 2.5mg tablets in the 

Monday, 01/12/26 bubble along with other 

medications. 

Interview with Resident #2 on 01/08/26 at 9:51am 

revealed: 

-Staff administered his medications daily. 

-He was unsure what medication he took. 

-He had no complaints of pain. 

Interview with the medication aide (MA) on 

01/09/26 at 11:10am revealed: 

-Resident #2 would let them know when he was 

in pain and had not complained of any pain. 

-She did not know why Folic Acid was 

administered to Resident #2 on the days 

Methotrexate was being administered. 

Interview with a second MA on 01/12/26 at 

10:30am revealed: 

-When administering medication, MAs reviewed 

the eMAR for orders and instructions on how to 

administer the medications. 

-The orders that were on the eMAR showed up 

on the screen. 

-She read all instructions on the eMAR. 

-If she gave a medication that should not have 

been given, she did not read the full instructions. 

Interview with the Resident Care Coordinator 
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(RCC) on 01/09/26 at 10:18am revealed: 

-When medications were in multidose packs, the 

MA was supposed to count the medications in the 

pack and match the medications to the eMAR. 

-If the instruction for a medication said not to 

administer one medication with another, the MA 

was supposed to remove the medication from the 

multidose pack and discard it. 

-She was not aware Resident #2 was getting 

Folic Acid and Methotrexate on the same day. 

-She was unsure why Resident #2 was 

administered Folic Acid on the days he was 

administered Methotrexate. 

Interview with the Administrator on 01/09/26 at 

9:10am revealed: 

-If there was a medication that was not to be 

administered, that tablet was to be removed from 

the multidose pack. 

-The facility eMAR audits were done with cart 

audits to make sure the medications on the cart 

matched the physician's orders and the 

medications on hand. 

-Resident #2's cart audit should have been done 

on Tuesday, 01/06/26, but she was unsure if it 

was done. 

-She did a cart audit yesterday (01/08/26) and 

found that Resident #2's Folic Acid had been 

given daily. 

Telephone interview with a pharmacist at the 

facility's contracted pharmacy on 01/09/26 at 

9:46am revealed: 

-Resident #2 had an order dated 11/04/25 for 

Folic Acid 1mg 1 tablet daily except on the day he 

took Methotrexate. 

-Resident #2 had an order for Methotrexate 

2.5mg take 4 tablets weekly on Monday. 

-Methotrexate was typically ordered for some type 

of autoimmune disease. 
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-She was not aware of any interaction between 

Folic Acid and Methotrexate, but Folic Acid could 

possibly slow down the therapeutic effects of 

Methotrexate. 

-Folic Acid was already built up in Resident #2's 

system because he took the medication daily. 

-The pharmacy added the orders to the eMAR. 

-The instructions for administering medications 

were on the eMAR. 

-The facility had to approve the eMAR and the 

order showed up on the computer screen. 

-Folic Acid 1mg was dispensed: 4 tablets on 

11/04/25, and 7 tablets on cycle fill dates of 

11/05/25, 11/12/25, 11/12/25, 11/19/25, 11/26/25, 

12/03/25, 12/10/25, 12/17/25, 12/24/25, 12/31/25, 

01/07/26. 

-Methotrexate 2.5mg was dispensed: 12/09/25 (4 

tablets), 12/10/25 (8 tablets), and 4 tablets on 

12/17/25, 12/24/25, 12/31/25, and 01/07/25. 

-The delivery for the Folic Acid and Methotrexate 

to the facility was 12:00am the morning after the 

dispense dates. 

Telephone interview with Resident #2's PCP on 

01/09/26 at 8:00am revealed: 

-Resident #2 had an order for Folic Acid 1mg 

once a day except for the days he took 

Methotrexate. 

-Resident #2 had an order for Methotrexate 

2.5mg dated either 12/08/25 or 12/15/25, to be 

administered once weekly on Monday. 

-She did not recall the start date of the 

Methotrexate 2.5mg but the order was open 

ended. 

-Folic Acid was a B vitamin. 

-Methotrexate was ordered for rheumatoid 

arthritis. 

-Folic Acid and Methotrexate should not be taken 

together according to Resident #2's 

rheumatologist. 
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-She was unsure of the interaction between Folic 

Acid and Methotrexate. 

Telephone interview with a clinical staff member 

at Resident #2's rheumatology office on 01/09/26 

at 9:26am revealed: 

-Resident #2 had an order for Folic Acid 1mg to 

be taken every day except for the day he takes 

Methotrexate. 

-Methotrexate was taken any day of the week but 

had to be taken consistently on the same day. 

-There were no contraindications between Folic 

Acid and Methotrexate. 

-The way the order for the Folic Acid was written 

was a previously set standard and was always 

written that way. 

-There were no risks with Resident #2 taking 

Folic Acid and Methotrexate on the same day. 

-Their office was not aware Resident #2 was 

being administered Folic Acid and Methotrexate 

on the same day. 

-The facility was expected to follow physician's 

orders. 

Attempted telephone interview with a second 

medication aide on 01/09/26 at 11:27am was 

unsuccessful. 

Refer to interview with the medication aide (MA) 

on 01/08/26 at 5:00pm. 

Refer to interview with a second MA on 01/09/26 

at 11:10am. 

Refer to interview with the Resident Care 

Coordinator (RCC) on 01/09/26 at 10:18am. 

Refer to second interview with the RCC on 

01/09/26 at 10:18am. 
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Refer to interview with the Administrator on 

01/09/26 at 9:10am. 

________________ 

Interview with the medication aide (MA) on 

01/08/26 at 5:00pm revealed: 

-When administering medication, MAs were 

supposed to compare and administer the 

medication according to the eMAR. 

-When administering medication, MAs were 

supposed to observe the residents taking or 

applying the medication. 

Interview with a second MA on 01/09/26 at 

11:10am revealed when administering 

medications, MAs were to compare the 

medication to the eMAR 3 times. 

Interview with the Resident Care Coordinator 

(RCC) on 01/09/26 at 10:18am revealed when 

administering medication, the MAs were to 

prepare the medication by comparing it to the 

eMAR. 

Second interview with the RCC on 01/09/26 at 

10:18am revealed: 

-When administering medication, MAs were to 

compare the medications to the eMAR 3 times. 

-All administering instructions for medications 

showed up on the computer screen. 

-MAs were expected to follow provider orders. 

-Daily cart audits were done by the MAs. 

-Cart audits included reviewing the medication 

and eMAR of residents randomly to make sure 

the medications were on the cart. 

-Weekly cart audits were done by MAs for the 

residents that were assigned to each MA. 

-The facility eMAR audits should have been done 

but she was unsure how often. 

-The RCC and SCC were responsible for doing 

eMAR audits. 
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-No one checked behind the RCC and SCC on 

eMAR audits. 

-The last eMAR audit was done yesterday 

(01/08/26). 

-MAs were expected to read the eMARs and 

administer medications as ordered. 

Interview with the Administrator on 01/09/26 at 

9:10am revealed: 

-When administering medication, MAs were 

supposed to compare the medications to the 

eMAR 3 times. 

-MAs conducted cart audits daily. 

-The RCC and SCC did cart audits weekly. 

________________ 

The facility failed to ensure medications were 

administered as ordered for residents (#6, #7), 

observed during the medication administration 

passes on 01/08/26 and 01/09/26, resulting in a 

6% medication error rate. Resident #5 had an 

order to hold Novolog insulin when blood sugar 

was less than 150. Resident #5 was administered 

insulin 36 times when the medication should have 

been held, including administration when 

Resident #5's blood sugar was 51. This failure of 

the facility to administer medications as ordered 

was detrimental to the health, safety, and welfare 

of the residents and constitutes an Unabated 

Type B Violation. 

________________ 

The facility provided a plan of protection in 

accordance with G.S. 131D-34 on 01/26/26 for 

this violation. 

THE CORRECTION DATE FOR THE TYPE B 

VIOLATION SHALL NOT EXCEED FEBRUARY 

26, 2026. 
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D 438 10A NCAC 13F .1205 Health Care Personnel 

Registry 

10A NCAC 13F .1205 Health Care Personnel 

Registry 

The facility shall comply with G.S. 131E-256 and 

supporting Rules 10A NCAC 13O .0101 and 

.0102. 

D 438 

This Rule is not met as evidenced by:

TYPE A2 VIOLATION 

Based on observations, interviews, and record 

reviews, the facility failed to complete a Health 

Care Personnel Registry (HCPR) report within 24 

hours of knowledge of misappropriation of funds 

for 1 of 1 resident (#1) when Staff G reported that 

the resident's debit card was used to pay her 

cable bill. 

The findings are: 

Review of the facility's resident abuse, neglect, 

and exploitation policy dated September 2021 

revealed: 

-In the event of physical and/or verbal abuse, 

neglect, fraud, or exploitation of the resident or 

resident property or allegations of physical or 

verbal abuse, neglect, fraud or exploitation of the 

resident or community property by community 

staff, the community will complete the Health 

Care Personnel Registry (HCPR) 24-hour report 

now referred to as the Initial Report. 

-Upon notification of any of the above allegations 

as indicated in 10A NCAC 13 F .1205 as well as 

10A NCAC 13 F 0101, .0102. The community will 

begin an investigation and document findings on 

the HCPR 5-day report now referred to as the 

Investigation Report and submit to the HCPR. 

Division of Health Service Regulation 
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ED completed the 24/5 report to the HCPR for employee G on 1/9/26.

1/9/26

ED implemented that an employee may only shop with a residents personal debit card when the resident is present for the transactions.

2/13/26

ED will ensure that  allegations or suspicion of misappropriation of resident funds will be reported to the HCPR within 24 hours of being made aware.  Alleged employee will be suspended until investigation has been concluded and allegation has been unsubstantiaed.

2/13/26

RCD re-educated ED and care managers when to report to the HCPR, what should be reported and how to conduct the investigation.

2/18/26
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-For resident abuse, neglect, and exploitation: 

Interview all staff present or any individuals 

present during the allegation; Interview any 

providers or ancillary support services that may 

have details regarding the alleged abuse; and 

Complete and submit the 5-day working report 

either substantiated or unsubstantiated. 

-A substantiated allegation:  The employee would 

receive disciplinary action up to and including 

termination; Resident Rights training would be 

scheduled and conducted with the local 

Ombudsman and or Licensed Professional; 

Community Management would also review 

Resident Rights training with all staff and all staff 

will resign Declaration of Resident Rights and any 

other training necessary; and Community 

Management would follow up with Primary Care 

Physician for any resident needs regarding abuse 

if required to include but not limited additional well 

care or after care, or supportive services needed. 

-An unsubstantiated allegation: The employee 

would be returned to work; the employee would 

be offered additional counseling if needed; and 

the Community Management would review 

Resident Rights and have employee resign 

Declaration of Residents' Rights. 

Review of Staff G's personnel record revealed: 

-Staff G was hired on 05/26/25. 

-Staff G was the Activities Director (AD). 

Review of Resident 1's current FL-2 dated 

10/20/25 revealed diagnoses included dementia, 

diabetes mellitus, hypertension, non-psychotic 

mental disorder, schizophrenia, seizures, adverse 

effect of anticholinergic, and generalized 

weakness. 

Review of Resident #1's Resident Register 

revealed the resident was admitted to the facility 
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on 11/09/21. 

Review of Resident #1's care plan dated 08/13/25 

revealed: 

-The resident required limited assistance with 

eating, ambulation, dressing, and transferring. 

-The resident required supervision with toileting 

and extensive assistance with bathing and 

grooming. 

-The resident had a history of mental illness. 

-The resident was oriented. 

-The resident was forgetful and needed 

reminders. 

Review of a message communication thread 

between the Administrator and Staff G on 

11/18/25 at 7:44pm on 01/09/26 revealed: 

- The Administrator sent a message to the AD 

and asked if she ever get the insurance thing 

straight for Resident #1. 

-Staff G replied, "yes" and that it could take 3-5 

days to reverse but she was going to call back 

and check like Thursday or Friday (no date 

provided). 

Review of a message communication thread 

between the Administrator and Staff G on 

12/08/25 at 6:14pm on 01/09/26 revealed: 

- The Administrator sent a message to Staff G 

asking if she had received an update regarding 

the transaction related to the cable bill. 

-Staff G replied that she was about to look online, 

which the Administrator replied back "okay." 

Review of the facility's electronic progress note 

dated 12/08/25 at 1:00pm for Resident #1 

revealed: 

-There was communication with the Responsible 

Party (RP)/Guardian. 

-The conversation was documented as, spoke 
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with resident about missing funds on debit card. 

Informed the resident that funds were used to pay 

a bill by mistake. Staff G came to the 

Administrator and reported she had mistakenly 

used the debit card and paid her cable bill. Staff 

G stated the money could not be returned to 

Resident #1's debit card, because the card had 

been blocked. Staff G would get a money order 

to replace the resident's funds. 

-The entry was created by the Administrator on 

12/12/25 at 5:11pm. 

Review of the facility's electronic progress note 

dated 12/12/25 at 5:12pm for Resident #1 

revealed: 

-There was communication with the 

RP/Guardian. 

-Staff G spoke with Resident #1's family member 

about funds and informed the family member that 

she gave Resident #1 a $145.00 to replace the 

funds for $144.00. The family stated that she 

knew mistakes happen and was okay with money 

order (to replace funds). 

-The entry was created by the Administrator on 

12/12/25 at 5:14pm. 

Review of Resident #1's HCPR 24-Hour Initial 

Report dated 12/12/25 revealed: 

-In the Allegation/Incident Type section, 

misappropriation of resident property was 

selected. 

-In the Allegation Description section, the incident 

occurred on 12/10/25 at 1:00pm. 

-In the Allegation Description section, there was 

an entry that staff looked on bank statement and 

realized she had used resident's debit card to pay 

cable bill. Staff G informed the director the cable 

company would return funds to Resident #1's 

debit card. 

-In the Law Enforcement section, "No" was 
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selected for the question is there a reasonable 

suspicion of a crime. 

-In the Law Enforcement section, there was no 

documentation to show the incident had been 

reported to law enforcement. 

-The 24-Hour Initial Report was signed by the 

Administrator but was not dated. 

-There was a fax confirmation sheet that the 

HCPR 24-Hour Initial Report was transmitted by 

fax on 12/12/25 at 2:57pm. 

Review of Resident #1's HCPR 5-Working Day 

Report dated 12/16/25 revealed: 

-In the Allegation/Incident Type section, 

misappropriation of resident property was 

selected. 

-In the Allegation/Incident Type section "Yes" was 

selected for the question is reasonable suspicion 

of a crime related to any allegation. 

-In the Allegation/Incident Details section, the 

incident occurred on 12/10/25 at 1:00pm. 

-In the Allegation/Incident Details section, there 

was an entry that staff looked at her cable 

statement and realized she had used resident's 

debit card to pay the cable bill. Staff informed the 

director the cable company would return funds to 

the resident. 

-In the Allegation/Incident Details section, "No" 

was selected for the question did the incident 

result in physical injury/harm. 

-In the Allegation/Incident Details section, "No" 

was selected for the question related to mental 

anguish that lasted 5 days or more. 

-In the Resident Information section, "Yes" was 

selected for the question, is the resident 

interviewable. 

-In the Resident Information section, the resident 

was in assisted living and was alert and oriented. 

-In the Actions section, "No" was selected for the 

question, was the allegation substantiated. 
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-In the Actions section, "No" was selected for the 

question, was the accused individual's 

employment terminated, as there was no 

termination related to the allegation. 

-In the Actions section, the investigation was 

completed 12/16/25 by the Administrator. 

-In the Law Enforcement section, "No" was 

selected for the question was there a reasonable 

suspicion of a crime. 

-In the Law Enforcement section, "Yes" was 

selected for the question was the incident 

reported to law enforcement. 

-In the Law Enforcement section, "No" was 

selected for the question was the accused 

charged as there were no charges related to the 

allegation. 

-In the Witness(es) section, "No" was selected to 

the question was there witnesses to incident. 

-The supporting documentation attached and 

submitted with the report indicated: During the 

investigation, the Administrator spoke with Staff G 

who reviewed her bank statement and realized 

her balance was incorrect. Staff G called the 

cable company and asked what card was used 

for payment due to the discrepancy. Staff G 

usually ordered groceries through her phone for 

residents who did not have a lot of family support. 

When Staff G realized the discrepancy between 

the two she called to try to get the money 

refunded but the resident had received a new 

card. 

-After the Administrator was informed she asked 

Staff G if she could give money back to the 

resident, which she did. Due to this being a 

mistake the Administrator unsubstantiated the 

case. 

-The HCPR 5-Working Day Report was signed by 

the Administrator on 12/16/25. 

-There was a fax confirmation sheet that the 

HCPR 5-Working Day Report was transmitted by 
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fax on 12/16/25 at 7:17pm. 

Review of a photocopy money order on 12/12/25 

at 3:20pm revealed: 

-The money order was dated 12/12/25. 

-The money order was payable to Resident #1. 

-The amount was $145.00. 

-In the top left corner there was a handwritten 

note that indicated for replacement funds. 

Review of Resident #1's Trust Fund ledger on 

01/06/26 revealed a deposit was made on 

12/18/25 for $145.00. 

Interview with Resident #1 on 12/12/25 at 2:52pm 

revealed: 

-His debit card was lost or stolen out of his wallet 

sometime in November 2025, at which time his 

family member helped him get a new debit card. 

-He kept his debit card in his wallet on his 

nightstand but would sleep with his wallet at times 

because his nightstand could not be locked as 

the lock was broken and he did not have a key to 

the nightstand. 

-Resident #1 did not have any knowledge that his 

debit card had been used by a staff member to 

pay a bill, as no one from the facility had talked 

with him about his debit card being used to pay a 

staff member's bill. 

-No one at the facility shopped for him, as he had 

a worker from an outside agency who came to 

the facility every Monday and took him shopping if 

needed. 

-Resident #1 did not give his debit card to Staff G. 

Telephone interview with Resident #1's family 

member on 2:26pm revealed: 

-She could not recall the date but stated that Staff 

G called her sometime in December 2025 to 

report that Resident #1's debit card was used to 
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pay a bill. 

-Staff G indicated that her family member went in 

her purse to get debit card to pay a bill, but the 

debit card used was Resident #1's and not Staff 

G's. 

-Staff G informed her that she had repaid 

Resident #1 back. 

-She thought it was strange that Staff G went 

shopping for Resident #1, as Resident #1 had 

someone from an outside agency who came to 

the facility every Monday and would take the 

resident shopping as needed. 

-She did not understand how Staff G's family 

member did not understand she used Resident 

#1's debit card to pay a bill and not Staff G's debit 

card, as Resident #1's name was on the debit 

card. 

-She did not believe Staff G told Resident #1 

about his debit card being used to pay a bill 

because when she asked him he did not know 

what she was talking about. 

-Resident #1 informed her sometime in early 

November 2025 he could not find his debit card, 

as he kept debit card in his wallet on his 

nightstand. 

-She stated that Resident #1 was good with his 

money and wallet, so she thought it was strange 

that his card went missing or lost. 

Interview with Staff G on 12/12/25 at 2:17pm 

revealed: 

-She went shopping for Resident #1 on 11/07/25 

and forgot to given him his debit card back when 

she returned to the facility, as she was rushing to 

leave the building because she was going out of 

town. 

-A few days later after 11/09/25, Staff G noticed 

that $144.00 for her cable bill had not been taken 

out of her account. 

-At that moment she realized that her family 
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member had mistakenly used Resident #1's debit 

card to pay Staff G's cable bill instead of using 

Staff G's debit card on 11/09/25. 

-When she realized what happened with Resident 

#1's debit card she went to the Administrator to let 

her know what happened. 

-Staff G called the cable company but could not 

have the money reversed from Resident #1's 

debit card because the card used was no longer 

active. 

-She did not know the exact date in November 

2025 that she informed Resident #1 and called 

his family member to let them know that Resident 

#1's debit card was used to pay her cable bill and 

that she would repay the resident back. 

-The Administrator told Staff G to put the money 

into Resident #1's resident account. 

-She was not able to put the money into Resident 

#1's resident account, because the Business 

Officer Manager (BOM) did not know how to use 

the facility's new banking system. 

Second interview with Staff G via telephone on 

01/07/26 at 10:29am revealed: 

-The incident regarding Resident #1's debit card 

being used to pay her cable bill happened in 

November 2025, and she immediately reported 

incident to the Administrator when she realized 

what had happened. 

-Staff G indicated that her family member got 

Resident #1's debit card out of her purse and 

used it to pay Staff G's cable bill instead of using 

Staff G's debit card. 

-Staff G could not explain how her family member 

did not realize she had used Resident #1's debit 

card to pay the bill when she had to manually 

enter Resident #1's card information. 

-Staff G felt like her family member did not pay 

attention to the fact that she had entered 

Resident #1's debit card information to pay the 
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cable bill. 

Third interview with Staff G on 01/09/26 at 

11:18am revealed: 

-On 11/07/25 she went shopping for Resident #1 

but could not remember if she gave him a receipt 

when she got back to the facility. 

-She did not give Resident #1 his debit card back 

on 11/07/25, as she was in a rush to leave the 

building as she was going out of town. 

-She did not have any documentation to show 

she went shopping for Resident #1 on 11/07/25, 

as the facility did not require her to keep a log that 

documented shopping trips for the residents. 

-Her family member used Resident #1's debit 

card to pay Staff G's cable bill on 11/09/25, and 

not Staff G's debit card. 

-Staff G could not provide confirmation of cable 

bill payment on 11/09/25. 

-She gave Resident #1 back his debit card on 

11/11/25 when she came back to work. 

-She went to the BOM a few days after 11/09/25 

to repay Resident #1 the $144.00, but the BOM 

could not figure out how to put the money in 

Resident #1's resident account in the new 

accounting system. 

-Staff G had could not explain why the BOM could 

not put money into Resident #1's resident 

account a few days after 11/09/25, if the facility's 

new accounting system did not go into effect until 

12/01/25. 

Interview with the BOM on 01/08/26 at 3:03pm 

revealed: 

-Resident #1 came to him sometime between the 

end of October 2025-first week of November 

2025 to report that he could not find his debit 

card. 

-He called Resident #1's family member, who 

helped the resident get a new debit card. 
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-Staff G had put a money order under his office 

door on 12/12/25 for $145.00. 

-Staff G then came by his office to tell him the 

money order was for Resident #1 and to apply 

money to his resident account. 

-Staff G did not tell him what the money order 

was for but noticed replacement of funds was 

written in the top left corner of the money order. 

-The facility's previous accounting system ended 

on 11/24/25. 

-He was not able to deposit or withdraw any 

money from the resident accounts from 

11/25/25-11/30/25. 

-The facility's new accounting system was active 

on 12/01/25. 

-He was not approached prior to 12/12/25 about 

adding money to Resident #1's resident account. 

Interview with the Administrator on 12/12/25 at 

1:55pm revealed: 

-Staff G came to her on 12/09/25 and reported 

that Resident #1's debit card was mistakenly 

used to pay her cable bill for $144.00, as there 

was a mix up with her debit card and Resident 

#1's debit card. 

-Staff G indicated that money could not be 

reversed from Resident #'1 debit card because 

the resident had gotten a new card. 

-She stated that Staff G had Resident #1's debit 

card because she had gone shopping for the 

resident and that Resident #1 was okay with. 

-Staff G would put $144.00 into Resident #1's 

resident funds account on 12/15/25 when she got 

paid. 

-She did not report incident to the Health Care 

Personnel Registry (HCPR), because she felt that 

it was a mistake and not done intentionally and 

that Staff G came to her to report the issue. 

Second interview with the Administrator on 
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01/09/26 at 12:45pm revealed: 

-She was notified on 12/09/25 by Staff G that 

Resident #1's debit card was used to pay her 

cable bill but did not know the date the bill was 

paid. 

-Staff G stated that she could not get the charges 

reversed off of Resident #1's debit card because 

Resident #1 had gotten a new debit card. 

-She informed Staff G that she had until 12/15/25 

to pay Resident #1 back. 

-She did not report the incident to the HCPR 

because Staff G shopped for residents on her 

phone, so she thought that was how Resident 

#1's debit card was accidentally used, as Staff G 

may have had the card number stored into her 

personal cellphone. 

-She did not know if Staff G had Resident #1's 

physical debit card. 

-She did not report the incident that Staff G had 

used Resident #1's debit card to the HCPR 

because she did not feel it was intentional 

because Staff G shopped for residents on her 

phone using their debit card. 

-She did not report the incident to HCPR because 

there was no ill intent. 

-She reported the incident to the HCPR on 

12/12/25 after the Department of Social Services 

(DSS) had asked if the incident had been 

reported. 

-The date of the HCPR report should have been 

12/08/25 and not 12/10/25, cause 12/08/25 was 

the date Staff G informed her of the incident. 

-She understood now that the incident should 

have been reported to the HCPR within 24 hours 

of learning about the incident. 

-She would have been responsible for reporting 

the incident to the HCPR. 

-Staff G was unaware if she had actually used 

Resident #1's debit card. 

-Staff G never came back to her to let her know 
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for sure if Resident #1's debit card was used, as 

she only knew something had happened in 

November 2025. 

Third interview with the Administrator on 01/09/26 

at 4:46pm revealed: 

-She did not know Staff G had Resident #1's 

physical card and that Staff G's family was the 

one who used Resident #1's debit card to pay the 

cable bill. 

-She had assumed Staff G had Resident #1's 

debit card number stored in her phone. 

-She did not conduct an external investigation 

regarding Resident #1's debit card being used to 

pay Staff G's cable bill. 

-She unsubstantiated the allegation of 

misappropriation of resident funds on the HCPR 

because Staff G came to her to report the 

incident and Resident #1's debit card was used 

intentionally. 

-If she would have known Staff G had possession 

of Resident #1's physical debit, which was used 

to pay her cable bill, she would have done things 

differently by investigating the incident. 

-Resident #1's information had to be manually 

entered when Staff G's cable bill was paid, which 

meant that the incident was not accidental, as the 

resident's name was on the card. 

-She would contact the facility's support team with 

the corporate office and complete a new 24-hour 

Initial Report and send to HCPR. 

-Staff G would be suspended effective 01/09/26 

pending investigation. 

________________ 

The failure of the facility's Administrator to report 

an allegation of exploitation to the Health Care 

Personnel Registry (HCPR) within 24 hours when 

she had knowledge that Resident #1's debit card 

was used to pay Staff G's cable bill.  The 

Administrator was aware that something had 
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happened possibly with Resident #1's debit card 

on 11/18/25.  Staff G continued to work at the 

facility and have access to the residents' debit 

cards, as she was not suspended for using 

Resident #1's debit card until 01/09/26, which 

resulted in a substantial risk for residents to be 

exploited. The Administrator's failure resulted in 

substantial risk for exploitation of residents and 

constitutes a Type A2 Violation. 

________________ 

The facility provided a plan of protection in 

accordance with G.S. 131D-34 on 01/09/26 for 

this violation. 

THE CORRECTION DATE FOR THIS TYPE A2 

VIOLATION SHALL NOT EXCEED FEBRUARY 

11, 2026.

 D 438 

D 451 10A NCAC 13F .1212(a) Reporting of Accidents 

and Incidents 

10A NCAC 13F .1212 Reporting of Accidents and 

Incidents 

(a) An adult care home shall notify the county 

department of social services of any accident or 

incident resulting in resident death or any 

accident or incident resulting in injury to a 

resident requiring referral for emergency medical 

evaluation, hospitalization, or medical treatment 

other than first aid. 

D 451 

This Rule is not met as evidenced by:

Based on interviews and record reviews, the 

facility failed to notify the local county Department 

of Social Services (DSS) within 48 hours of an 

incident resulting in an injury requiring emergency 

Division of Health Service Regulation 
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ED will ensure reportable IR are sent to the department of social services within 48 hours of the incident occurring.



ED will keep a confirmation of deliver either by fax or email in the office as proof that the IR was submitted.
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RCD will review IR as ED and or care managers send and will provide a reminder to submit to DSS.

2/26/26

Social Services Manager with DSS is scheduled to provide re-education to ED, Care managers and MAs on the process and importance of submitting IR to the DSS.

3/3/26

RCD and/or RVPO will monitor compliance during routine site visits.

2/26/26
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medical evaluation and treatment for 1 of 5 

sampled residents (#3). 

The findings are: 

Review of Resident #3's current FL-2 dated 

04/29/25 revealed: 

-Diagnoses included unspecified dementia, 

psychotic disturbance, mood disturbance, 

anxiety, osteoarthritis, pain in right knee, and 

urinary incontinence. 

-Resident #3 was ambulatory. 

-The resident was a wanderer. 

-The resident was constantly disoriented. 

Review of Resident #3's current care plan and 

assessment dated 10/21/25 revealed: 

-Resident #3 exhibited disruptive behavior.

 -The resident required extensive assistance for 

toileting, ambulation, bathing, dressing, grooming, 

and transferring. 

Review of Resident #3's Resident Register dated 

06/21/23 revealed the resident was admitted to 

the facility on 06/21/23. 

Review of an Incident Form for Resident #3 dated 

01/04/2026 revealed: 

-Resident #3 had an unwitnessed fall in her room. 

-Resident #3 sustained a small laceration on her 

forehead. 

-The resident was transported by emergency 

medical services (EMS) to a local hospital for 

evaluation and treatment. 

-There was no documentation for notification to 

the local county DSS of Resident #3 being sent to 

the local hospital for evaluation and treatment for 

the injury sustained. 

Review of an After Visit Summary from the 
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hospital emergency department for Resident #3 

dated 01/04/26 revealed: 

-Resident #3's reason for the hospital visit was 

documented as a fall and laceration of forehead. 

-Resident #3's emergency department treatment 

included a forehead laceration repair with 

sutures. 

Observation of Resident #3 on 01/08/26 at 

9:15am revealed: 

-Resident #3 was seated on the side of the bed 

with her feet resting on a fall mat that was next to 

her bed. 

-There was a white band attached to the 

resident's right wrist. 

-There was a purplish discoloration on the 

resident's right temporal area. 

-There was an abrased area in the center of the 

resident's forehead. 

Interview with Resident #3 on 01/08/26 at 9:15am 

revealed: 

-She went to the hospital three days ago. 

-She had fallen and hurt her arm. 

Interview with a medication aide (MA) on 

01/08/26 at 12:30pm revealed: 

-Resident #3 had a fall but she did not know the 

date of the fall. 

-Resident #3 went to the hospital on 01/07/26 

because of pain related to a fall. 

-When a resident had a fall, an incident/accident 

report was completed by the MA and forwarded to 

the Administrator. 

-The Administrator was probably responsible for 

sending the incident/accident report to anyone 

else that needed to receive the incident/accident 

report. 

Interview with the Special Care Coordinator 
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(SCC) on 01/09/26 at 10:00am revealed: 

-The care coordinators (SCC and Resident Care 

Coordinator (RCC) and Administrator reviewed 

incident/accident reports. 

-The Administrator sent the incident/accident 

reports to whomever was supposed to receive the 

incident/accident report. 

-She did not know who was supposed to receive 

the incident/accident reports but thought the 

county DSS received the incident/accident 

reports. 

Interview with the Administrator on 01/09/26 at 

10:47am revealed: 

-She was responsible for sending 

incident/accident reports to the local county DSS 

within 48 hours of any reportable 

incident/accident. 

-Incident/accident reports were sent to the local 

county DSS contact via email. 

-She had not reported Resident #3's 01/04/26 

incident/accident to the local county DSS 

because she (Administrator) had just realized that 

Resident #3 was sent to the hospital on 01/04/26 

for a fall. 

-She was not always notified, but the MAs would 

notify the SCC or RCC when a resident was 

transported to the hospital. 

-She would expect staff to notify her the same 

day of occurrence when a resident was 

transported to the hospital for emergency care. 

Interview with the local county DSS Adult Home 

Specialist (AHS) on 01/09/26 at 4:55pm revealed: 

-She received the incident/accident report for 

Resident #3 dated 01/04/26 via email on 01/09/26 

at 11:32am.  

-The county DSS was supposed to be notified 

within 48 hours if a resident was sent to the 

hospital for treatment of an injury beyond first aid. 

D 451 

Division of Health Service Regulation 

STATE FORM SJKZ11 If continuation sheet 74 of 756899 



 

 

 

   

 

PRINTED: 02/02/2026 
FORM APPROVED 

Division of Health Service Regulation 
STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER: 

HAL065036 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING: ______________________ 

B. WING _____________________________ 

(X3) DATE SURVEY

 COMPLETED 

R 

01/12/2026 

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE 

3915 STEDWICK COURT 
NEW HANOVER HOUSE 

WILMINGTON, NC  28412 

(X4) ID 

PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

ID 

PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY) 

(X5) 

COMPLETE 

DATE 

Division of Health Service Regulation 

STATE FORM SJKZ11 If continuation sheet 75 of 756899 


	Structure Bookmarks
	STATEMENT OF DEFICIENCIES 
	STATEMENT OF DEFICIENCIES 
	STATEMENT OF DEFICIENCIES 
	(X1) PROVIDER/SUPPLIER/CLIA
	(X2) MULTIPLE CONSTRUCTION 
	(X3) DATE SURVEY

	AND PLAN OF CORRECTION 
	AND PLAN OF CORRECTION 
	        IDENTIFICATION NUMBER: HAL065036 
	A. BUILDING: ______________________ B. WING _____________________________ 
	COMPLETED R 01/12/2026 

	NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE 3915 STEDWICK COURT NEW HANOVER HOUSE WILMINGTON, NC  28412 
	NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE 3915 STEDWICK COURT NEW HANOVER HOUSE WILMINGTON, NC  28412 

	(X4) ID PREFIX TAG 
	(X4) ID PREFIX TAG 
	SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY OR LSC IDENTIFYING INFORMATION)
	ID PREFIX TAG 
	PROVIDER'S PLAN OF CORRECTION (EACH CORRECTIVE ACTION SHOULD BE CROSS-REFERENCED TO THE APPROPRIATE DEFICIENCY) 
	(X5) COMPLETE DATE 

	D 000 
	D 000 
	Initial CommentsThe Adult Care Licensure Section and New Hanover County Department of Social Services conducted a follow-up survey and complaint investigation on January 8-9, 2026, and January 12, 2026. The complaints were initiated by New Hanover County Department of Social Services on 12/03/25, 12/12/25, 12/13/25, and 01/03/26.
	 D 000 
	TD
	Annot


	D 079 
	D 079 
	10A NCAC 13F .0306 (a)(5) Housekeeping and Furnishings 10A NCAC 13F .0306 Housekeeping and Furnishings (a) Adult care homes shall: (5) be maintained in an uncluttered, clean and orderly manner, free of all obstructions and hazards; Notwithstanding the requirements of Rule .0301 of this Section, this Rule shall apply to new and existing facilities. 
	D 079 
	TD
	Annot

	TD
	Annot


	TR
	This Rule is not met as evidenced by:Based on observations and interviews, the facility failed to maintain an environment free of hazards including personal care items in a residents' room and tools, paint, and chemicals in the maintenance director's office in a Special Care Unit (SCU), which was unsupervised when unlocked and accessible to the residents. The findings are: 
	TD
	Annot
	Annot

	TD
	Annot
	Annot



	STATE FORM SJKZ11 If continuation sheet 1 of 75 
	Annot
	Annot
	6899 

	Figure
	STATEMENT OF DEFICIENCIES 
	STATEMENT OF DEFICIENCIES 
	STATEMENT OF DEFICIENCIES 
	(X1) PROVIDER/SUPPLIER/CLIA
	(X2) MULTIPLE CONSTRUCTION 
	(X3) DATE SURVEY

	AND PLAN OF CORRECTION 
	AND PLAN OF CORRECTION 
	        IDENTIFICATION NUMBER: HAL065036 
	A. BUILDING: ______________________ B. WING _____________________________ 
	COMPLETED R 01/12/2026 

	NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE 3915 STEDWICK COURT NEW HANOVER HOUSE WILMINGTON, NC  28412 
	NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE 3915 STEDWICK COURT NEW HANOVER HOUSE WILMINGTON, NC  28412 

	(X4) ID PREFIX TAG 
	(X4) ID PREFIX TAG 
	SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY OR LSC IDENTIFYING INFORMATION)
	ID PREFIX TAG 
	PROVIDER'S PLAN OF CORRECTION (EACH CORRECTIVE ACTION SHOULD BE CROSS-REFERENCED TO THE APPROPRIATE DEFICIENCY) 
	(X5) COMPLETE DATE 

	D 079 
	D 079 
	Continued From page 1Review of the facility's policy for Special Care Unit (SCU) Safety Measures for Accidental Ingestion dated September 2021 revealed: -Assessment of the resident, on admission and periodically screening for; personal items that could be ingested are maintained by staff (all liquid personal items, aerosols, hearing aids, pins, buttons, clips, etc.). -Resident and responsible party are notified of policy on admission. -Resident rooms/care areas are inspected regularly for unsafe items that 
	D 079 

	STATEMENT OF DEFICIENCIES 
	STATEMENT OF DEFICIENCIES 
	(X1) PROVIDER/SUPPLIER/CLIA
	(X2) MULTIPLE CONSTRUCTION 
	(X3) DATE SURVEY

	AND PLAN OF CORRECTION 
	AND PLAN OF CORRECTION 
	        IDENTIFICATION NUMBER: HAL065036 
	A. BUILDING: ______________________ B. WING _____________________________ 
	COMPLETED R 01/12/2026 

	NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE 3915 STEDWICK COURT NEW HANOVER HOUSE WILMINGTON, NC  28412 
	NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE 3915 STEDWICK COURT NEW HANOVER HOUSE WILMINGTON, NC  28412 

	(X4) ID PREFIX TAG 
	(X4) ID PREFIX TAG 
	SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY OR LSC IDENTIFYING INFORMATION)
	ID PREFIX TAG 
	PROVIDER'S PLAN OF CORRECTION (EACH CORRECTIVE ACTION SHOULD BE CROSS-REFERENCED TO THE APPROPRIATE DEFICIENCY) 
	(X5) COMPLETE DATE 

	D 079 
	D 079 
	Continued From page 2staff present in the room. -There was a shopping cart in the room that contained a hammer, an opened can of paint within a plastic bag, a spray can of primer, and a bag of tools. -There were miscellaneous tools on shelve that included a drill, sander, a jack hammer, and saw. -There was a box on a shelf that contained screws, bolts, a chisel, and batteries. -There was 5 gallon bucket can of ceiling paint finish, which indicated respiratory, skin, and eye irritation hazards. -There was a 
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	Continued From page 3he was not in the room due to tools and chemicals in the room, as the room was in the SCU. -The residents could get hurt if they got into the tools and chemicals. Interview with the Special Care Coordinator (SCC) on 01/12/26 at 11:50am revealed: -She did not ever go in the Maintenance Director's office, which was in the SCU. -She was not aware the Maintenance Director's office was unlocked. -There were 2 residents in the SCU who wandered throughout the facility. -The rooms of the 2 resi
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	Continued From page 4-There were no residents in the SCU currently she considered as wanderers but that did not mean residents would not go into another resident's room. -She had no concerns about residents ingesting anything harmful, but she would not want residents in his office due to the supplies in his office.  -She would expect to door to his office to be locked if he was not in there and did not know why it was not locked. 12. Observation of room 110 on 01/08/26 at 9:30am revealed there was a manufac
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	Continued From page 5-There was a tube of antibiotic ointment inside a clear plastic container positioned on a dresser next to the bed. -There were two sealed single use packets of a medicated powder containing a non-steroidal anti-inflammatory drug (NSAID) in the top drawer of a bedside table (NSAIDs are used to treat pain and contain a medication that may cause severe stomach bleeding). Second interview with the resident in room 111 on 01/12/26 at 3:17pm revealed: -She did not know what was in the tube in
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	Continued From page 6-The melatonin was an over-the-counter medication. -She did not know she could not have the melatonin in her room. Observation of the Special Care Coordinator (SCC) on 01/08/26 at 9:45am revealed the resident gave the SCC the melatonin container for removal from the resident room. Interview with the SCC on 01/08/26 at 9:45am revealed: -The melatonin had recently been brought to the resident by a family member. -She had previously removed medications from the resident's room. -She had a 
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	Continued From page 7every family member and visitor was not aware of policies for the residents. Telephone interview with the facility's contracted primary care provider (PCP) on 01/12/26 at 4:00pm revealed: -She did not think residents were supposed to have personal care products in their room because of the risk of consumption. -The medicated packets in the resident room was more concerning because of the content in the medication and the risk of bleeding.
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	10A NCAC 13F .0403(a) Qualifications Of Medication Staff 10A NCAC 13F .0403 Qualifications Of Medication Staff (a) Adult care home staff who administer medications, hereafter referred to as medication aides, and their direct supervisors shall complete training, clinical skills validation, and pass the written examination as set forth in G.S. 131D-4.5B. Persons authorized by state occupational licensure laws to administer medications are exempt from this requirement. Readopted Eff. July 1, 2021. 
	D 125 
	TD
	Annot
	Annot

	TD
	Annot
	Annot
	Annot


	TR
	This Rule is not met as evidenced by:Based on observations, interviews, and record reviews, the facility failed to ensure 1 of 6 staff sampled (Staff A) who administered medications had passed the medication written exam within 60 days of their medication administration clinical skills validation. The findings are: 
	TD
	Annot


	STATEMENT OF DEFICIENCIES 
	STATEMENT OF DEFICIENCIES 
	(X1) PROVIDER/SUPPLIER/CLIA
	(X2) MULTIPLE CONSTRUCTION 
	(X3) DATE SURVEY

	AND PLAN OF CORRECTION 
	AND PLAN OF CORRECTION 
	        IDENTIFICATION NUMBER: HAL065036 
	A. BUILDING: ______________________ B. WING _____________________________ 
	COMPLETED R 01/12/2026 

	NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE 3915 STEDWICK COURT NEW HANOVER HOUSE WILMINGTON, NC  28412 
	NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE 3915 STEDWICK COURT NEW HANOVER HOUSE WILMINGTON, NC  28412 

	(X4) ID PREFIX TAG 
	(X4) ID PREFIX TAG 
	SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY OR LSC IDENTIFYING INFORMATION)
	ID PREFIX TAG 
	PROVIDER'S PLAN OF CORRECTION (EACH CORRECTIVE ACTION SHOULD BE CROSS-REFERENCED TO THE APPROPRIATE DEFICIENCY) 
	(X5) COMPLETE DATE 

	D 125 
	D 125 
	Continued From page 8Review of Staff A's personnel record revealed: -Staff A was re-hired on 07/30/24. -Staff A was a medication aide (MA). -Staff A had a clinical skills validation for medications dated 10/31/25. -Staff A had the 15- hour medication training dated 10/16/25. -There was no documentation Staff A had passed the MA written exam test. Review of a resident's January 2026 electronic medication administration record (eMAR) revealed Staff A had administered medications on 01/06/26. Review of the fac
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	Continued From page 9
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	TR
	Interview with the Administrator on 01/06/26 at 12:32pm revealed: -Staff A was currently working as a MA in the SCU on 01/06/26. -Staff A was not able to take the medication exam on 12/17/25 due to the system being down and the exam was rescheduled for 12/21/25. -Staff A was not allowed to complete the medication exam virtually on 12/21/25 because someone walked into the room while she was taking the exam. -She was not sure if Staff A had rescheduled the medication exam since she did not complete the exam o
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	10A NCAC 13F .0906(e) Other Resident Care and Services 10A NCAC 13F .0906 Other Resident Care and Services (e) Personal Lockable Space. (1) Personal lockable space shall be provided for each resident to secure his personal valuables. One key shall be provided free of charge to the resident. Additional keys shall be provided to residents at cost upon request. It is not the home's obligation to pay for additional keys; and (2) While a resident may elect not to use lockable space, it shall still be available i
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	Continued From page 10resident and the administrator or supervisor-in-charge. The administrator or supervisor-in-charge shall determine at admission whether the resident desires lockable space, but the resident may change his mind at any time. This Rule is not met as evidenced by: TYPE B VIOLATION Based on observations, interviews, and record reviews the facility failed to ensure 2 of 3 sampled residents (#1, #8) who were exploited by staff were provided lockable space to secure their personal valuables. Th
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	Continued From page 11Review of Resident #1's signed Resident Agreement dated 11/08/21 did not indicate if the resident was provided lockable space and a key. Interview with Staff G on 12/12/25 at 2:17pm revealed: -She went shopping for Resident #1 on 11/07/25 and forgot to given him his debit card back, as she was rushing to leave the building that day because she was going out of town. -A few days after 11/09/25, Staff G noticed that $144.00 for had cable bill had not been taken out of her account. -At th
	D 325 
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	Continued From page 12facility. -He would like to have a nightstand that locked so that he could put his wallet in it because he usually had money in his wallet. -The maintenance person told him earlier that week that he would see what he could do about his nightstand as the he told him that he could not lock his nightstand and that he did not have key. Interview with the Business Office Manager (BOM) on 01/08/26 at 3:03pm revealed: -Resident #1 came to him sometime between the end of October 2025-first wee
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	Continued From page 13went missing or lost. -Prior to the incident with the debit card, Resident #1 did not have a way to secure his belongings prior to incident, because he did not have a key to his nightstand. -Sometime after the incident with Resident #1's debit card, the resident was given a nightstand that was lockable. -She was pleased that Resident #1 now had a way to secure his belongings. Second interview with Resident #1 on 01/08/26 at 9:30am revealed: -He had gotten a new nightstand that he could
	D 325 
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	Continued From page 14-She did not have keys to any of the nightstands. -She was not aware of the regulatory rule regarding lockable space. Second interview with the Administrator on 01/06/26 at 2:15pm revealed the facility did not have a policy about lockable space, but lockable space was addressed in the Resident Agreement. 2. Review of Resident #8's current FL-2 dated 07/30/25 revealed diagnoses included seizures, type 1 diabetes mellitus with hyperglycemia, hypothyroidism, frailty, aortic stenosis, hype
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	Continued From page 15-After she reviewed copies of the checks sent via text from family member, she realized that it was not her writing on the checks. -She kept one checkbook in the bottom drawer of the nightstand beside her bed and one checkbook in a bag she kept on her rollator walker. -She indicated that Staff H worked at night, which gave him access to her room and to go through her things at night when she was asleep. -She kept her checkbooks out of sight because she did not have a way to lock up her
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	Continued From page 16-She was not aware of any lockable space offered to Resident #8, so ordered the resident a safe so no one else would be able to steal the resident's checks. Observation of Resident #8's room on 01/06/26 at 11:24am revealed the resident had a small black metal safe on her nightstand beside her bed. Interview with the Administrator on 01/12/26 at 10:53am revealed: -Resident #8 informed her on 01/06/26 that she wanted lockable space. -She asked residents on 01/06/26 if they wanted lockabl
	D 325 
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	Continued From page 17________________ The facility provided a plan of protection in accordance with G.S. 131D-34 on 01/12/26 for this violation. THE CORRECTION DATE FOR THE TYPE B VIOLATION SHALL NOT EXCEED FEBRUARY 26, 2026.
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	10A NCAC 13F .0909 Resident Rights 10A NCAC 13F .0909 Resident Rights An adult care home shall assure that the rights of all residents guaranteed under G.S. 131D-21, Declaration of Residents' Rights, are maintained and may be exercised without hindrance. 
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	TR
	This Rule is not met as evidenced by:TYPE A1 VIOLATION Based on observations, interviews, and record reviews, the facility failed to ensure 3 of 7 sampled residents (#1, #2, #8) were free of exploitation when a resident's (#1) debit card was used without consent to pay Staff G's cable bill and when Staff H wrote checks from residents' (#2, #8) personal checking accounts made payable to Staff H that were unauthorized by the residents. The findings are: Review of the facility's resident abuse, neglect, and ex
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	Continued From page 18verbal abuse, neglect, fraud or exploitation of the resident or community property by community staff, the community will complete the Health Care Personnel Registry (HCPR) 24-hour report now referred to as the Initial Report. -Upon notification of any of the above allegations as indicated in 10A NCAC 13 F .1205 as well as 10A NCAC 13 F 0101, .0102. The community will begin an investigation and document findings on the HCPR 5-day report now referred to as the Investigation Report and s
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	Continued From page 19supportive services needed. -An unsubstantiated allegation: The employee will be returned to work; The employee will be offered additional counseling if needed; and the Community Management will review Resident Rights and have employee resign Declaration of Residents' Rights. -Resident Abuse, Neglect, or Exploitation indicates: Any form of abuse, neglect, or exploitation of residents is prohibited and will not be tolerated. Any employee found to be abusive to residents in anyway is sub
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	Continued From page 20eating, ambulation, dressing, and transferring. -The resident required supervision with toileting and extensive assistance with bathing and grooming. -The resident had a history of mental illness. -The resident was oriented. -The resident was forgetful and needed reminders. Review of Staff G's personnel record revealed: -Staff G was hired on 05/26/25. -Staff G was the Activities Director (AD). -There was documentation dated 05/29/25 Staff G had acknowledged receipt of the employee hand
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	D 338 
	Continued From page 21Officer Manager (BOM) did not know how to use the facility's new banking system. -She did not know the exact date but she informed Resident #1 and called his family member in November 2025 to let them know what had happened as the plan was for Staff G to repay Resident #1 back. Interview with Resident #1 on 12/12/25 at 2:52pm revealed: -No one at the facility shopped for him, as he had a worker from an outside agency who came to the facility every Monday and took him shopping if needed
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	Continued From page 22that Resident #1's debit card was mistakenly used to pay her cable bill for $144.00, as there was a mix up with her debit card and Resident #1's debit card. -Staff G indicated that money could not be reversed from Resident #'1 debit card because the resident had gotten a new card. -Staff G had Resident #1's debit card because she went shopping for the resident and that Resident #1 was okay with her using his debit card. -Staff G would put $144.00 into Resident #1's resident funds accou
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	Continued From page 23-The facility did not go to a new accounting system until 12/01/25, so Staff G would have been able to repay Resident #1 back by depositing money into his resident account in November. -She acknowledged that she could not say other residents had not been exploited by Staff G, as Staff G was not suspended and had access to other residents and their debit card information as she shopped for some residents. Third interview with the Administrator on 01/09/26 at 4:46pm revealed: -When asked
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	Continued From page 24handbook that discussed Resident Rights and expectations of the staff. -The "Workplace Rules for Your Relationship with Residents," was part of the employee handbook. -She would expect staff to treat residents with dignity and respect, which included no misappropriation of a resident's property. Review of Resident #1's Trust Fund ledger on 01/06/26 revealed a deposit was made on 12/18/25 for $145.00. 2. Review of Resident #2's current FL-2 dated 04/23/25 revealed diagnoses included hyp
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	TR
	Review of photocopied checks written in October 2025 from Resident #2's personal checking account revealed: -On 10/17/25 a check was written payable to Staff H for $245.00, for "special project." -On 10/21/25 a check was written payable to Staff H for $260.00, for "project completion." -On 10/22/25 a check was written payable to Staff H for $185.00 for "project completed." -On 10/23/25 a check was written payable to Staff 
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	Continued From page 25H for $248.00 for "project/work." -The total amount of the checks made payable to Staff H from Resident #2's personal checking account in October 2025 was $938.00. Review of photocopied checks written in November 2025 from Resident #2's personal checking account revealed: -On 11/03/25 a check was written payable to Staff H for $370.00, for "special project." -On 11/05/25 a check was written payable to Staff H for $189.00, for "project." -On 11/07/25 a check was written payable to Staff
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	Continued From page 26checking account revealed: -On 12/08/25 a check was written payable to Staff H for $387.00, for "private duty work." -On 12/13/25 a check was written payable to Staff H for $279.00, for "Christmas Bonus." -On 12/14/25 a check was written payable to Staff H for $320.00, for "private duty." -The total amount of the checks made payable to Staff H from Resident #2's personal checking account in December 2025 was $986.00. Interview with Resident #2 on 01/06/26 at 11:34am revealed: -While lo
	D 338 

	STATEMENT OF DEFICIENCIES 
	STATEMENT OF DEFICIENCIES 
	(X1) PROVIDER/SUPPLIER/CLIA
	(X2) MULTIPLE CONSTRUCTION 
	(X3) DATE SURVEY

	AND PLAN OF CORRECTION 
	AND PLAN OF CORRECTION 
	        IDENTIFICATION NUMBER: HAL065036 
	A. BUILDING: ______________________ B. WING _____________________________ 
	COMPLETED R 01/12/2026 

	NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE 3915 STEDWICK COURT NEW HANOVER HOUSE WILMINGTON, NC  28412 
	NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE 3915 STEDWICK COURT NEW HANOVER HOUSE WILMINGTON, NC  28412 

	(X4) ID PREFIX TAG 
	(X4) ID PREFIX TAG 
	SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY OR LSC IDENTIFYING INFORMATION)
	ID PREFIX TAG 
	PROVIDER'S PLAN OF CORRECTION (EACH CORRECTIVE ACTION SHOULD BE CROSS-REFERENCED TO THE APPROPRIATE DEFICIENCY) 
	(X5) COMPLETE DATE 

	D 338 
	D 338 
	Continued From page 27accountable. Telephone call with the Administrator on 01/02/25 at 2:03pm revealed: -Resident #2 informed her on 01/02/26 what something was working and that he was missing money from his checking account. -He showed her photocopies of checks payable to Staff H that had cleared his bank. -The first check was written by Staff H on 10/21/25. -Resident #2 denied writing checks to Staff H and indicated the photocopies of the checks he had were not his writing on the checks. -She would be re
	D 338 
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	D 338 
	Continued From page 28personal checking account dated 11/21/25 revealed the check was written payable to Staff H for $286.00 for a project. Review of a photocopy check from Resident #8's personal checking account dated 12/01/25 revealed the check was written payable to Staff H for $170.00. Interview with Resident #8 on 01/06/26 at 10:53pm revealed: -A family member contacted her on 12/12/25 regarding checks that were written out to Staff H, who was a medication aide (MA) at the facility. -She indicated that
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	D 338 
	Continued From page 29signature. Telephone interview with Resident #8's family member on 01/05/26 revealed: -She was Resident #8's Power of Attorney (POA). -She was trying to reconcile Resident #8's transactions one morning and notice checks that had been written and made payable to Staff H, who was a former MA at the facility. -When she saw the images of the checks she knew the checks had been forged. -The writing on the checks and the signature was not Resident #8's, as the resident signed her full name a
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	Continued From page 3001/12/26 at 3:07pm revealed: ________________ The facility failed to ensure residents were free from exploitation when a staff (Staff G) took a resident's (#1) debit card that was used to pay Staff G's cable bill without authorization, and Staff G continued to work at the facility having access to residents, and when Staff H took checks from resident's (#2, #8) and writing those checks payable to Staff H.  Staff H wrote 20 checks from Resident #2's account for a total of $8,151.00 and 
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	10A NCAC 13F .1004 (a) Medication 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.
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	D 358 
	D 358 
	Continued From page 31This Rule is not met as evidenced by: FOLLOW UP TO TYPE B VIOLATION Based on these findings, the previous Type B Violation was not abated. Based on observations, interviews, and record reviews, the facility failed to ensure medications were administered as ordered for 2 of 3 residents (#6, #7), observed during the medication administration passes, including a medication used to treat constipation (#6) and a medication used to treat mood disorders (#7); and for 2 of 5 residents (#2, #5)
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	D 358 
	Continued From page 3201/08/26 at 10:13am revealed: -The medication aide (MA) prepared seven medications for administration to Resident #6 from a multi-dose package (MDP), one eye drop solution, one nebulizer solution vial, and one medication in a pharmacy labeled blister package. -The MA opened the bottom drawer of the medication cart and lifted a container of Miralax from the drawer, looked at the label, and returned the Miralax container inside the medication drawer and closed the drawer without preparin
	D 358 
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	Continued From page 33revealed: -She did not administer the Miralax powder on 01/08/26 at 9:00am because there was no Miralax powder for Resident #6 in the medication cart. -She needed to order Miralax powder for Resident #6. -She documented administration of the Miralax so she "could clear the MAR". -She could go back into the eMAR and remove her documentation for administration and document that she did not administer the Miralax. -She was trained to not document administration of a medication until she a
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	Continued From page 34was not administered. -She would have expected the MA to contact her when she (MA) could not locate Miralax for Resident #6. Second interview with the Administrator on 01/09/26 at 2:32pm revealed: -MAs were supposed to conduct three checks of medications prior to administering the medication to ensure administration of the right medication, dose, and resident. -She expected MAs to read instructions on the eMARs and administer medications as ordered by the prescribing practitioner. Tele
	D 358 
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	D 358 
	Continued From page 35Sertraline 50mg tablet after looking at the eMAR and pharmacy labeled medication containers. -The MA prepared a glass of water and entered Resident #7's bedroom and administered the medications to Resident #7. Review of Resident #7's January 2026 eMARs revealed: -There was a printed entry for Sertraline 50mg tablet take 3 tablets by mouth once daily and scheduled at 9:00am. -Sertraline 50mg tablet take 3 tablets once daily was documented as administered on 01/09/26 at 9:00am. Interview
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	Continued From page 36
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	TR
	Interview with the Administrator on 01/09/26 at 2:32pm revealed: -MAs were supposed to conduct three checks of medications prior to administering the medication to ensure administration of the right medication, dose, and resident. -She expected MAs to read instructions on the eMARs and administer medications as ordered by the prescribing practitioner. Telephone interview with the primary care provider (PCP) on 01/09/26 at 12:42pm revealed: -Resident #7 could experience increased depression or anxiety, and w
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	D 358 
	Continued From page 37-The resident's recommended level of care was the Special Care Unit (SCU). Review of Resident #5's Resident Register revealed the resident was admitted to the facility on 02/15/24. Review of Resident #5's Physician Order Review dated 01/06/26 revealed: -There was an order dated 04/15/25 for fingerstick blood sugar checks (FSBS) three times a day before meals notify the provider if blood sugar was over 500 or less than 60. -There was an order dated 10/01/25 for Novolog Kwikpen to be adm
	D 358 
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	Continued From page 38-There was an entry for blood sugar check three times daily before meals, notify provider if blood sugar was over 500 or less than 60. -On 12/02/25, FSBS was documented as 149 and Novolog Kwikpen 10 units was documented as administered at 7:30am. -On 12/02/25, FSBS was documented as 92 and Novolog Kwikpen 10 units was documented as administered at 12:00pm. -On 12/03/25, FSBS was documented as 133 and Novolog Kwikpen 10 units was documented as administered at 7:30am. -On 12/04/25, FSBS 
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	Continued From page 39
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	Novolog Kwikpen 10 units was documented as 

	TR
	administered at 12:00pm. 

	TR
	-On 12/12/25, FSBS was documented as 83 and 

	TR
	Novolog Kwikpen 10 units was documented as 

	TR
	administered at 7:30am. 
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	-On 12/13/25, FSBS was documented as 96 and 

	TR
	Novolog Kwikpen 10 units was documented as 

	TR
	administered at 7:30am. 
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	-On 12/14/25, FSBS was documented as 97 and 

	TR
	Novolog Kwikpen 10 units was documented as 

	TR
	administered at 7:30am. 
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	-On 12/14/25, FSBS was documented as 51 and 

	TR
	Novolog Kwikpen 10 units was documented as 

	TR
	administered at 5:00pm. 
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	-On 12/16/25, FSBS was documented as 120 and 

	TR
	Novolog Kwikpen 10 units was documented as 

	TR
	administered at 12:00pm. 

	TR
	-On 12/18/25, FSBS was documented as 114 and 

	TR
	Novolog Kwikpen 10 units was documented as 

	TR
	administered at 5:00pm. 

	TR
	-On 12/23/25, FSBS was documented as 114 and 

	TR
	Novolog Kwikpen 10 units was documented as 

	TR
	administered at 12:00pm. 

	TR
	-On 12/25/25, FSBS was documented as 135 and 

	TR
	Novolog Kwikpen 10 units was documented as 

	TR
	administered at 7:30am. 

	TR
	-On 12/25/25, FSBS was documented as 132 and 

	TR
	Novolog Kwikpen 10 units was documented as 

	TR
	administered at 5:00pm. 

	TR
	-On 12/26/25, FSBS was documented as 144 and 

	TR
	Novolog Kwikpen 10 units was documented as 

	TR
	administered at 5:00pm. 

	TR
	-On 12/27/25, FSBS was documented as 123 and 

	TR
	Novolog Kwikpen 10 units was documented as 

	TR
	administered at 7:30am. 

	TR
	-On 12/28/25, FSBS was documented as 83 and 

	TR
	Novolog Kwikpen 10 units was documented as 

	TR
	administered at 5:00pm. 

	TR
	-On 12/31/25, FSBS was documented as 77 and 

	TR
	Novolog Kwikpen 10 units was documented as 
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	Continued From page 40administered at 7:30pm. Review of Resident #5's January 2026 eMAR revealed: -There was an entry for Novolog Kwikpen to be administered 10 units subcutaneously three times daily with meals to be held if blood sugar less than 150. -There was an entry for blood sugar check three times daily before meals, notify provider if blood sugar was over 500 or less than 60. -On 01/03/26, FSBS was documented as 141 and Novolog Kwikpen 10 units was documented as administered at 7:30am. -On 01/05/26, 
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	D 358 
	D 358 
	Continued From page 41resident's primary care provider (PCP) if the resident's blood sugar was less than 60. -She acknowledged her initials on the eMAR as documenting the resident's blood sugar reading on 12/14/25 as 51. -She did not recall if she notified the PCP on 12/14/25. -She did not recall administering insulin to Resident #5 on 12/14/25. -She acknowledged her initials on Resident #5's eMAR documenting administration of insulin indicated that she administered the medication. Interview with a second M
	D 358 
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	D 358 
	D 358 
	Continued From page 42-Resident #5's order for Novolog insulin directed notification to the PCP if over 400 or less than 60. -The order on Resident #5's eMAR directed to hold Novolog Kwikpen if the blood sugar reading was under 150. -Notification to the PCP and the blood sugar reading was documented in the resident's progress notes. Interview with the Special Care Coordinator (SCC) on 01/09/26 at 11:40pm revealed: -The MA on duty should notify the PCP if there was an order to notify related to blood sugars.
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	D 358 
	D 358 
	Continued From page 43-The resident could have adverse reaction if administered insulin with low blood sugar reading. -The resident's blood sugar could drop too low causing loss of consciousness which could lead to death. Based on observations, interviews and record reviews, Resident #5 was not interviewable. 3. Review of the facility's medication administration policy revised January 2018 revealed: -Medications are administered in accordance with the written orders of the prescriber. -When medications are 
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	D 358 
	D 358 
	Continued From page 44electronic medication administration record (eMAR) revealed: -There was an entry for Nystatin cream 100,000 unit/gram apply topically to bilateral groin twice daily, to be administered at 9:00am and 9:00pm. -Nystatin cream 100,000 unit/gram was documented as administered daily at 9:00am from 11/01/25 to 11/20/25 and 11/22/25 to 11/30/25. -Nystatin cream 100,000 unit/gram was documented as administered daily at 9:00pm from 11/01/25 to 11/30/25. Review of Resident #2's December 2025 eMAR
	D 358 
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	Continued From page 45
	 D 358 

	TR
	Observation of Resident #2's room on 01/09/26 at 9:00am revealed Resident #2 had a medication cup with a yellow color cream in it on his desk. Observation of Resident #2's medication on hand on 01/09/26 at 11:00am revealed there were 2 used tubes of Nystatin cream 100,000 unit/gram on the cart for Resident #2, dispensed 12/15/25 and 12/22/25. Second observation of Resident #2's medication on hand on 01/12/26 at 11:25am revealed: -The 2 used tubes of Nystatin cream 100,000 unit/gram for Resident #2 dispensed
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	D 358 
	D 358 
	Continued From page 46area was better or worse. -He had no complaints of pain or itching in the groin area. Interview with the medication aide (MA) on 01/08/26 at 5:00pm revealed: -The cream in the cup on Resident #2's desk was Nystatin cream 100,000 unit/gram. -She left the Nystatin cream 100,000 unit/gram with Resident #2 in his bathroom. -She left the Nystatin cream 100,000 unit/gram with Resident #2 all the time. -Resident #2 was usually using the bathroom on or his way to the bathroom when she left the
	D 358 
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	Continued From page 47
	 D 358 

	TR
	Second interview with the RCC on 01/09/26 at 10:18am revealed: -She did not know why the MA did not remove the Nystatin cream 100,000 unit/gram from Resident #2's room on 01/08/26 as instructed. -She removed the Nystatin cream 100,000 unit/gram from Resident #2's room herself today, 01/09/26, once she was informed by the Administrator that the medication was still in the room. Interview with the Administrator on 01/08/26 at 2:45pm and 4:28pm revealed: -She was not aware Resident #2's Nystatin cream 100,000 

	STATEMENT OF DEFICIENCIES 
	STATEMENT OF DEFICIENCIES 
	(X1) PROVIDER/SUPPLIER/CLIA
	(X2) MULTIPLE CONSTRUCTION 
	(X3) DATE SURVEY

	AND PLAN OF CORRECTION 
	AND PLAN OF CORRECTION 
	        IDENTIFICATION NUMBER: HAL065036 
	A. BUILDING: ______________________ B. WING _____________________________ 
	COMPLETED R 01/12/2026 

	NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE 3915 STEDWICK COURT NEW HANOVER HOUSE WILMINGTON, NC  28412 
	NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE 3915 STEDWICK COURT NEW HANOVER HOUSE WILMINGTON, NC  28412 

	(X4) ID PREFIX TAG 
	(X4) ID PREFIX TAG 
	SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY OR LSC IDENTIFYING INFORMATION)
	ID PREFIX TAG 
	PROVIDER'S PLAN OF CORRECTION (EACH CORRECTIVE ACTION SHOULD BE CROSS-REFERENCED TO THE APPROPRIATE DEFICIENCY) 
	(X5) COMPLETE DATE 

	D 358 
	D 358 
	Continued From page 48facility's contracted pharmacy on 01/12/26 at 11:00am revealed: -Resident #2 had an order dated 10/02/25 for Nystatin cream 100,000 unit/gram apply twice daily to the bilateral groin. -Nystatin cream 100,000 unit/gram was an antifungal cream. -Nystatin cream 100,000 unit/gram was dispensed 11/13/25, 12/02/25, 12/08/25, 12/15/25, 12/22/25, 12/29/25, and 01/05/26. -The Nystatin cream 100,000 unit/gram was delivered to the facility before the morning medication pass the day after the disp
	D 358 
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	D 358 
	Continued From page 49-She expected medication to be given on time and as ordered. Attempted second interview with the MA that administered medication to Resident #2 on 01/08/26 on 01/09/26 at 11:27am was unsuccessful. Refer to interview with the medication aide (MA) on 01/08/26 at 5:00pm. Refer to interview with a second MA on 01/09/26 at 11:10am. Refer to interview with the Resident Care Coordinator (RCC) on 01/09/26 at 10:18am. Refer to second interview with the RCC on 01/09/26 at 10:18am. Refer to inter
	D 358 
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	D 358 
	D 358 
	Continued From page 50administered daily at 9:00am from 11/17/25 to 11/30/25. -There was an entry for Methotrexate Sodium 2.5mg tablet take 2 tablets once weekly every Monday for 4 weeks to be administered at 9:00am. -Methotrexate was documented as administered at 9:00am on 11/24/25. Review of Resident #2's December 2025 eMAR revealed: -There was an entry for Folic Acid tablet 1mg take one tablet once daily except on the day of Methotrexate, to be administered at 9:00am. -Folic Acid tablet 1mg was documente
	D 358 
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	D 358 
	D 358 
	Continued From page 51acid in each bubble with a dispense date of 12/31/25. -There was a card of Methotrexate 2.5mg with 8 tablets dispensed on 12/10/25 with 8 tablets remaining. -There was a multidose pack with 2 Methotrexate 2.5mg tablets with a dispense date of 12/31/25 in the bubble for Monday, 01/12/26 along with 2 other medications. -There was a second multidose pack dispensed 12/31/25 with 2 Methotrexate 2.5mg tablets in the Monday, 01/12/26 bubble along with other medications. Interview with Residen
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	D 358 
	D 358 
	Continued From page 52(RCC) on 01/09/26 at 10:18am revealed: -When medications were in multidose packs, the MA was supposed to count the medications in the pack and match the medications to the eMAR. -If the instruction for a medication said not to administer one medication with another, the MA was supposed to remove the medication from the multidose pack and discard it. -She was not aware Resident #2 was getting Folic Acid and Methotrexate on the same day. -She was unsure why Resident #2 was administered F
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	D 358 
	Continued From page 53-She was not aware of any interaction between Folic Acid and Methotrexate, but Folic Acid could possibly slow down the therapeutic effects of Methotrexate. -Folic Acid was already built up in Resident #2's system because he took the medication daily. -The pharmacy added the orders to the eMAR. -The instructions for administering medications were on the eMAR. -The facility had to approve the eMAR and the order showed up on the computer screen. -Folic Acid 1mg was dispensed: 4 tablets on
	D 358 
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	D 358 
	D 358 
	Continued From page 54-She was unsure of the interaction between Folic Acid and Methotrexate. Telephone interview with a clinical staff member at Resident #2's rheumatology office on 01/09/26 at 9:26am revealed: -Resident #2 had an order for Folic Acid 1mg to be taken every day except for the day he takes Methotrexate. -Methotrexate was taken any day of the week but had to be taken consistently on the same day. -There were no contraindications between Folic Acid and Methotrexate. -The way the order for the 
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	D 358 
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	Continued From page 55Refer to interview with the Administrator on 01/09/26 at 9:10am. ________________ Interview with the medication aide (MA) on 01/08/26 at 5:00pm revealed: -When administering medication, MAs were supposed to compare and administer the medication according to the eMAR. -When administering medication, MAs were supposed to observe the residents taking or applying the medication. Interview with a second MA on 01/09/26 at 11:10am revealed when administering medications, MAs were to compare t
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	D 358 
	D 358 
	Continued From page 56-No one checked behind the RCC and SCC on eMAR audits. -The last eMAR audit was done yesterday (01/08/26). -MAs were expected to read the eMARs and administer medications as ordered. Interview with the Administrator on 01/09/26 at 9:10am revealed: -When administering medication, MAs were supposed to compare the medications to the eMAR 3 times. -MAs conducted cart audits daily. -The RCC and SCC did cart audits weekly. ________________ The facility failed to ensure medications were admin
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	Continued From page 57
	 D 438 

	D 438 
	D 438 
	10A NCAC 13F .1205 Health Care Personnel Registry 10A NCAC 13F .1205 Health Care Personnel Registry The facility shall comply with G.S. 131E-256 and supporting Rules 10A NCAC 13O .0101 and .0102. 
	D 438 
	TD
	Annot

	TD
	Annot


	TR
	This Rule is not met as evidenced by:TYPE A2 VIOLATION Based on observations, interviews, and record reviews, the facility failed to complete a Health Care Personnel Registry (HCPR) report within 24 hours of knowledge of misappropriation of funds for 1 of 1 resident (#1) when Staff G reported that the resident's debit card was used to pay her cable bill. The findings are: Review of the facility's resident abuse, neglect, and exploitation policy dated September 2021 revealed: -In the event of physical and/or
	TD
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	D 438 
	Continued From page 58-For resident abuse, neglect, and exploitation: Interview all staff present or any individuals present during the allegation; Interview any providers or ancillary support services that may have details regarding the alleged abuse; and Complete and submit the 5-day working report either substantiated or unsubstantiated. -A substantiated allegation:  The employee would receive disciplinary action up to and including termination; Resident Rights training would be scheduled and conducted w
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	D 438 
	Continued From page 59on 11/09/21. Review of Resident #1's care plan dated 08/13/25 revealed: -The resident required limited assistance with eating, ambulation, dressing, and transferring. -The resident required supervision with toileting and extensive assistance with bathing and grooming. -The resident had a history of mental illness. -The resident was oriented. -The resident was forgetful and needed reminders. Review of a message communication thread between the Administrator and Staff G on 11/18/25 at 7:
	D 438 

	STATEMENT OF DEFICIENCIES 
	STATEMENT OF DEFICIENCIES 
	(X1) PROVIDER/SUPPLIER/CLIA
	(X2) MULTIPLE CONSTRUCTION 
	(X3) DATE SURVEY

	AND PLAN OF CORRECTION 
	AND PLAN OF CORRECTION 
	        IDENTIFICATION NUMBER: HAL065036 
	A. BUILDING: ______________________ B. WING _____________________________ 
	COMPLETED R 01/12/2026 

	NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE 3915 STEDWICK COURT NEW HANOVER HOUSE WILMINGTON, NC  28412 
	NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE 3915 STEDWICK COURT NEW HANOVER HOUSE WILMINGTON, NC  28412 

	(X4) ID PREFIX TAG 
	(X4) ID PREFIX TAG 
	SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY OR LSC IDENTIFYING INFORMATION)
	ID PREFIX TAG 
	PROVIDER'S PLAN OF CORRECTION (EACH CORRECTIVE ACTION SHOULD BE CROSS-REFERENCED TO THE APPROPRIATE DEFICIENCY) 
	(X5) COMPLETE DATE 

	D 438 
	D 438 
	Continued From page 60with resident about missing funds on debit card. Informed the resident that funds were used to pay a bill by mistake. Staff G came to the Administrator and reported she had mistakenly used the debit card and paid her cable bill. Staff G stated the money could not be returned to Resident #1's debit card, because the card had been blocked. Staff G would get a money order to replace the resident's funds. -The entry was created by the Administrator on 12/12/25 at 5:11pm. Review of the faci
	D 438 
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	D 438 
	Continued From page 61selected for the question is there a reasonable suspicion of a crime. -In the Law Enforcement section, there was no documentation to show the incident had been reported to law enforcement. -The 24-Hour Initial Report was signed by the Administrator but was not dated. -There was a fax confirmation sheet that the HCPR 24-Hour Initial Report was transmitted by fax on 12/12/25 at 2:57pm. Review of Resident #1's HCPR 5-Working Day Report dated 12/16/25 revealed: -In the Allegation/Incident 
	D 438 
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	D 438 
	Continued From page 62-In the Actions section, "No" was selected for the question, was the accused individual's employment terminated, as there was no termination related to the allegation. -In the Actions section, the investigation was completed 12/16/25 by the Administrator. -In the Law Enforcement section, "No" was selected for the question was there a reasonable suspicion of a crime. -In the Law Enforcement section, "Yes" was selected for the question was the incident reported to law enforcement. -In th
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	D 438 
	D 438 
	Continued From page 63fax on 12/16/25 at 7:17pm. Review of a photocopy money order on 12/12/25 at 3:20pm revealed: -The money order was dated 12/12/25. -The money order was payable to Resident #1. -The amount was $145.00. -In the top left corner there was a handwritten note that indicated for replacement funds. Review of Resident #1's Trust Fund ledger on 01/06/26 revealed a deposit was made on 12/18/25 for $145.00. Interview with Resident #1 on 12/12/25 at 2:52pm revealed: -His debit card was lost or stole
	D 438 
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	D 438 
	D 438 
	Continued From page 64pay a bill. -Staff G indicated that her family member went in her purse to get debit card to pay a bill, but the debit card used was Resident #1's and not Staff G's. -Staff G informed her that she had repaid Resident #1 back. -She thought it was strange that Staff G went shopping for Resident #1, as Resident #1 had someone from an outside agency who came to the facility every Monday and would take the resident shopping as needed. -She did not understand how Staff G's family member did 
	D 438 
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	D 438 
	D 438 
	Continued From page 65member had mistakenly used Resident #1's debit card to pay Staff G's cable bill instead of using Staff G's debit card on 11/09/25. -When she realized what happened with Resident #1's debit card she went to the Administrator to let her know what happened. -Staff G called the cable company but could not have the money reversed from Resident #1's debit card because the card used was no longer active. -She did not know the exact date in November 2025 that she informed Resident #1 and calle
	D 438 
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	D 438 
	D 438 
	Continued From page 66cable bill. Third interview with Staff G on 01/09/26 at 11:18am revealed: -On 11/07/25 she went shopping for Resident #1 but could not remember if she gave him a receipt when she got back to the facility. -She did not give Resident #1 his debit card back on 11/07/25, as she was in a rush to leave the building as she was going out of town. -She did not have any documentation to show she went shopping for Resident #1 on 11/07/25, as the facility did not require her to keep a log that doc
	D 438 
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	D 438 
	D 438 
	Continued From page 67-Staff G had put a money order under his office door on 12/12/25 for $145.00. -Staff G then came by his office to tell him the money order was for Resident #1 and to apply money to his resident account. -Staff G did not tell him what the money order was for but noticed replacement of funds was written in the top left corner of the money order. -The facility's previous accounting system ended on 11/24/25. -He was not able to deposit or withdraw any money from the resident accounts from 
	D 438 
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	D 438 
	D 438 
	Continued From page 6801/09/26 at 12:45pm revealed: -She was notified on 12/09/25 by Staff G that Resident #1's debit card was used to pay her cable bill but did not know the date the bill was paid. -Staff G stated that she could not get the charges reversed off of Resident #1's debit card because Resident #1 had gotten a new debit card. -She informed Staff G that she had until 12/15/25 to pay Resident #1 back. -She did not report the incident to the HCPR because Staff G shopped for residents on her phone, 
	D 438 
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	D 438 
	D 438 
	Continued From page 69for sure if Resident #1's debit card was used, as she only knew something had happened in November 2025. Third interview with the Administrator on 01/09/26 at 4:46pm revealed: -She did not know Staff G had Resident #1's physical card and that Staff G's family was the one who used Resident #1's debit card to pay the cable bill. -She had assumed Staff G had Resident #1's debit card number stored in her phone. -She did not conduct an external investigation regarding Resident #1's debit ca
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	D 438 
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	Continued From page 70happened possibly with Resident #1's debit card on 11/18/25.  Staff G continued to work at the facility and have access to the residents' debit cards, as she was not suspended for using Resident #1's debit card until 01/09/26, which resulted in a substantial risk for residents to be exploited. The Administrator's failure resulted in substantial risk for exploitation of residents and constitutes a Type A2 Violation. ________________ The facility provided a plan of protection in accordan
	 D 438 
	TD
	Annot


	D 451 
	D 451 
	10A NCAC 13F .1212(a) Reporting of Accidents and Incidents 10A NCAC 13F .1212 Reporting of Accidents and Incidents (a) An adult care home shall notify the county department of social services of any accident or incident resulting in resident death or any accident or incident resulting in injury to a resident requiring referral for emergency medical evaluation, hospitalization, or medical treatment other than first aid. 
	D 451 
	TD
	Annot
	Annot
	Annot

	TD
	Annot
	Annot
	Annot


	TR
	This Rule is not met as evidenced by:Based on interviews and record reviews, the facility failed to notify the local county Department of Social Services (DSS) within 48 hours of an incident resulting in an injury requiring emergency 
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	D 451 
	D 451 
	Continued From page 71medical evaluation and treatment for 1 of 5 sampled residents (#3). The findings are: Review of Resident #3's current FL-2 dated 04/29/25 revealed: -Diagnoses included unspecified dementia, psychotic disturbance, mood disturbance, anxiety, osteoarthritis, pain in right knee, and urinary incontinence. -Resident #3 was ambulatory. -The resident was a wanderer. -The resident was constantly disoriented. Review of Resident #3's current care plan and assessment dated 10/21/25 revealed: -Resi
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	Continued From page 72hospital emergency department for Resident #3 dated 01/04/26 revealed: -Resident #3's reason for the hospital visit was documented as a fall and laceration of forehead. -Resident #3's emergency department treatment included a forehead laceration repair with sutures. Observation of Resident #3 on 01/08/26 at 9:15am revealed: -Resident #3 was seated on the side of the bed with her feet resting on a fall mat that was next to her bed. -There was a white band attached to the resident's righ
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	D 451 
	Continued From page 73(SCC) on 01/09/26 at 10:00am revealed: -The care coordinators (SCC and Resident Care Coordinator (RCC) and Administrator reviewed incident/accident reports. -The Administrator sent the incident/accident reports to whomever was supposed to receive the incident/accident report. -She did not know who was supposed to receive the incident/accident reports but thought the county DSS received the incident/accident reports. Interview with the Administrator on 01/09/26 at 10:47am revealed: -She
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