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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 March 25, 2026 through March 

27, 2026. The complaint was initiated by New 

Hanover County Department of Social Services 

on March 10, 2026.

 D 000 

D 238 10A NCAC 13F .0703 (f) Tuberculosis Test, 

Medical Exam & Immunizatio 

10A NCAC 13F .0703 Tuberculosis Test, Medical 

Examination And Immunizations 

(f) If the information on the Adult Care Home 

FL-2 is not clear or is insufficient, or information 

provided to the facility related to the resident's 

condition or medications after the completion of 

the medical examination conflicts with the 

information provided on the Adult Care Home 

FL-2, the facility shall contact the physician or 

physician extender for clarification in order to 

determine if the facility can meet the individual's 

needs. 

D 238 

This Rule is not met as evidenced by:

Based on record reviews and interviews the 

facility failed to clarify the FL-2 for 1 of 5 sampled 

residents (#4) related to an FL-2 which had "see 

attached" written on it, but there was no 

attachment. 

The findings are: 

Review of Resident #4's FL-2 dated 03/24/26 

revealed: 

-Diagnoses include vascular dementia, 
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unspecified severity with agitation; diabetes 

mellitus type II with neuropathy; hypertension; 

hyperlipidemia; peripheral vascular disease; and 

iron deficiency anemia. 

-There was an entry "see attached" under 

medications/name and strength, dosage and 

route. 

-There were no other signed orders or attached 

documents. 

Interview with the Special Care Coordinator 

(SCC) on 03/26/26 at 12:54pm revealed: 

-When receiving residents who were discharged 

from the hospital the paperwork needed to be 

sent to the doctor and pharmacy. 

-She would try to send the paperwork on the 

same day the resident was discharged. 

-She would scan documents and send them via 

email to the primary care provider (PCP). 

Second interview with the SCC on 03/27/26 at 

3:50pm revealed: 

-Resident #4's 03/24/26 FL-2 needed to be sent 

to sent back to the PCP for clarification, but it was 

not completed. 

-The "see attached" was the discharge summary 

from the hospital. 

-They had to fill out an FL-2 clarification form and 

get the PCP to clarify all the medications. 

-Resident #4's 03/20/26 FL-2, 03/20/26 hospital 

discharge medication list and 03/24/26 FL-2 were 

attached to an email that she sent to the PCP. 

-A mistake was made by her and the PCP when 

the PCP signed the 03/24/26 FL-2 which did not 

have an attachment with other medications on it. 

Interview with the Administrator on 03/27/26 at 

6:20pm revealed: 

-FL-2s had to be clarified by the care coordinators 

or Administrator so the medication aides (MAs) 

D 238 
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could give the medications correctly. 

-The MAs could take verbal orders to clarify any 

order.

 D 238 

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

10A NCAC 13F .0902 Health Care 

(b) The facility shall assure referral and follow-up 

to meet the routine and acute health care needs 

of residents. 

D 273 

This Rule is not met as evidenced by:

TYPE B VIOLATION 

Based on observations, interviews, and record 

reviews, the facility failed to ensure referral and 

follow up for 1 of 5 sample residents (#4) related 

to the physical therapy, occupational therapy and 

skilled nursing needs for a resident who was 

discharged from the hospital after a fractured hip 

and hemiarthroplasty and broken wrist. 

a. Review of Resident #4's FL-2 dated 03/24/26 

revealed: 

-Diagnoses include vascular dementia, 

unspecified severity with agitation; diabetes 

mellitus type II with neuropathy; hypertension; 

hyperlipidemia; peripheral vascular disease; and 

iron deficiency anemia. 

-Resident #4 was intermittently disoriented. 

-Resident #4 was non-ambulatory. 

-Resident #4 needed physical therapy (PT) five 

days a week. 

Review of Resident #4's hospital discharge 

summary dated 03/20/26 revealed: 

-Resident #4's diagnoses on admission included 

left subcapital femoral neck fracture, left distal 
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radius fracture with extension into the radioulnar 

joint, and closed head injury without acute 

intracranial abnormality on CT. 

-Resident #4 had procedures performed on 

03/16/26 including a left hip hemiarthroplasty and 

closed reduction and casting of the left wrist. 

-There were referrals for PT and occupational 

therapy (OT) for Resident #4. 

Review of Resident #4's hospital records from her 

03/13/26 admission revealed there were referrals 

for OT and PT for Resident #5 dated 03/20/26. 

Review of Resident #4's physician's order 

document dated 03/24/26 revealed there was an 

order for home health PT/OT to evaluate and 

treat due to acute left hip fracture. 

Review of Resident #4's primary care provider 

(PCP) note dated 03/24/26 revealed: 

-Resident #4 had a left femur fracture and wrist 

fracture on 03/13/26 and had surgery on her hip 

on 03/16/26. 

-Resident #4 had a fall on 03/23/26 and facility 

staff reported this may be due to Resident #4 

trying to transfer from her bed. 

-Resident #4 was referred to PT and OT. 

-The note was signed 03/26/26. 

Interview with Resident #4 on 03/26/26 at 2:45pm 

revealed: 

-She did not feel good. 

-She had pain in her left hip, it was broken and 

she had stitches. 

-She broke her hip a week ago on Friday. 

-Pain came and went and right now the pain was 

5 out of 10 in her hip. 

-She fell out of bed on Tuesday (03/24/26), an 

ambulance came and she went to the hospital. 

-She had difficulty with constipation and had 

D 273 
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trouble cleaning herself after a bowel movement. 

-She thought she was doing therapy with an 

occupational therapist until the second fall on 

Tuesday (03/24/26), but then she refused therapy 

because she was in so much pain that she could 

not move. 

Interview with a medication aide (MA) on 

03/27/26 at 11:27am revealed: 

-She asked if Resident #4 had pain on a scale 

from 0-10 and Resident #4 told her it was 7 out of 

10 this morning before the medication was given. 

-Resident #4 did not need assistance getting out 

of bed until she had surgery, but now she needed 

lifting to get out of bed and out of the chair and to 

perform toilet transfers. 

-She had pain that limited her ability to move. 

Interview with a second MA on 03/27/26 at 

2:00pm revealed: 

-She looked at activities of daily living (ADLs) in 

the computer system and the computer system 

told staff how much assistance residents needed. 

-Resident #4 needed assistance with everything 

prior to the hospital, but Resident #4 tried to be 

independent. 

-Resident #4 needed assistance, but she did not 

require lifting assistance. 

-Resident #4 took steps during transitions from 

her wheelchair to the toilet. 

Interview with the Special Care Coordinator 

(SCC) on 03/26/26 at 12:54pm revealed: 

-When receiving residents who were discharged 

from the hospital the paperwork needed to be 

sent to the doctor and pharmacy. 

-She would try to send the paperwork on the 

same day the resident was discharged. 

-She would let the Administrator know if a 

resident needed a skilled nursing facility (SNF). 

D 273 
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-She spoke with the hospital case manager and a 

therapy manager to make sure that Resident #4 

could receive PT and OT five days a week when 

she returned to the facility. 

-She went to the hospital and sat with Resident 

#4, and she spoke to the nurse and case 

manager before accepting Resident #4 back to 

the facility. 

Telephone interview with the Regional Director of 

Operations for Resident #4's home health 

company on 03/27/26 at 11:56am revealed: 

-Nobody from the agency had been to the facility 

to see Resident #4 since 2024. 

-The agency received a faxed referral for 

Resident #4 this morning 03/27/26 at 10:19am. 

Second interview with the SCC on 03/27/26 at 

3:50pm revealed: 

-PT and OT had not seen Resident #4 yet. 

-The primary care provider (PCP) sent orders for 

home health to the home health agency. 

-The PCP said she reached out to home health 

this morning. 

Interview with the Administrator on 03/26/26 at 

1:10pm revealed: 

-The process of receiving residents discharged 

from the hospital was to send orders to the 

provider. 

-If there was no response from the provider then 

the facility would follow orders from the current 

FL-2. 

-The orders from the hospital were to be sent to 

the PCP and the PCP would decide how to 

proceed. 

Second interview with the Administrator on 

03/27/26 at 9:35am revealed: 

-Resident #4's referrals for outpatient PT and OT 

D 273 

Division of Health Service Regulation 

STATE FORM LCXF11 If continuation sheet 6 of 706899 



 

 

 

   

 

 

PRINTED: 04/20/2026 
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-C 

03/27/2026 

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 273 Continued From page 6

were sent to the in-house outpatient providers on 

Thursday (03/26/26). 

-She did not know whether that was a referral or 

verbal communication. 

-She knew that verbal communication was made 

with the therapy manager and the SCC about 

in-house outpatient therapy. 

-Resident #4's power of attorney POA talked to 

the SCC and said he wanted her to return to the 

facility. 

-The hospital social worker called and asked 

about care that Resident #4 could receive at the 

facility. 

-Resident #4 had not received any therapy since 

returning from the hospital. 

-The in-house outpatient therapy manager told 

her she could set up physical and OT for 

Resident #4. 

Third interview with the Administrator on 03/27/26 

at 6:20pm revealed: 

-If residents went to the hospital, MAs could 

accept the resident back to the facility if they were 

gone for three days or less. 

-Resident #4 returned to the facility after seven 

days. 

-When Resident #4 was ready to be discharged 

from the hospital the SCC went to assess her. 

-A home health representative came today 

(03/27/26) to assess Resident #4 for home health 

PT, OT, and nursing. 

-She was concerned about Resident #4's PT, 

especially if Resident #4 could not move. 

-If an order was placed for home health the 

facility staff should fax the home health order to 

the home health agency. 

Interview with a physical therapist from Resident 

#4's previous outpatient therapy service provider 

on 03/26/26 at 3:03pm revealed: 
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-She last saw Resident #4 on 03/12/26 and 

discharged her from care on 03/16/26. 

-Resident #4 had to be discharged because of 

her hospital admission. 

-Resident #4 would receive home health PT until 

she was discharged from that service. 

-Resident #4 was discharged from OT on 

03/18/26 and was last seen for OT on 03/12/26. 

-Orders were received through Resident #4's 

primary care provider (PCP) and those were 

processed by the therapy manager. 

-As long as Resident #4 was receiving any home 

health she could not receive PT from this provider 

because of insurance coverage. 

-Therapy could help Resident #4 obey 

precautions, transfer safely, ambulate, improve 

her balance, strength, and range of motion. 

-She hoped Resident #4 could be restored to her 

prior level of function where she was transferring 

independently with some verbal and tactile cues. 

-Therapy was time sensitive to encourage hip 

precautions, range of motion and strength. 

-Therapy was important for pain and eventually 

would work on scar mobility (scar mobilization is 

a technique that can be used to reduce pain and 

improve range of motion). 

Interview with the program director from Resident 

#4's previous outpatient therapy service provider 

on 03/27/26 at 10:00am revealed: 

-When Resident #4 was in the hospital, facility 

staff had asked her if Resident #4 could receive 

therapy five times a week. 

-She verified Resident #4's insurance on 

03/18/26. 

-After Resident #4's insurance was verified, she 

found that Resident #4 could receive PT and OT 

five times per week. 

-When Resident #4 returned, she asked if there 

would be a need for home health because of 

D 273 

Division of Health Service Regulation 

STATE FORM LCXF11 If continuation sheet 8 of 706899 



 

 

 

   

 

 

PRINTED: 04/20/2026 
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-C 

03/27/2026 

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 273 Continued From page 8

Resident #4's staples in her incision. 

-She spoke with facility staff the following Monday 

(03/23/26) after Resident #4 returned from the 

hospital on 03/20/26. 

-Normally the PCP would write an order and give 

it to the facility's staff and the facility staff would 

give the orders to her and she would check their 

insurance. 

-If she could not provide therapy then she would 

say that a resident's order needed to be sent to 

home health. 

-She received Resident #4's therapy order last 

night on 03/26/26 at 6:49pm, so there was a 

delay in receiving Resident #4's order. 

-She talked with the facility's Administrator about 

how outpatient therapy could not be billed at the 

same time as home health nursing because 

insurance would deny payment. 

-The facility staff told her about the power of 

attorney's (POA's) desire for Resident #4 to 

return to the facility while Resident #4 was still in 

the hospital. 

-PT and OT should have started immediately 

after the hemiarthroplasty surgery and should be 

continuous. 

-Resident #4 may never walk again because her 

knees were contracted previous to the hip 

fracture, and if she was not getting out of the 

chair that may prohibit her walking. 

-Therapy treatments could include manual 

therapy for Resident #4's pain, strengthening, 

endurance, range of motion, balance, standing 

tolerance and ambulation. 

-If Resident #4 was in bed for a week she would 

lose muscle mass, endurance and strength. 

-Resident #4 was in therapy before she fell, 

received assistance with transfers, and she 

mobilized with a wheelchair. 

-Before her injury Resident #4 could walk 25 feet 

with either contact guard assistance or 15% 
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assistance (contact guard assistance is where 

the clinician maintains gentle contact with the 

patient during an activity while the patient 

performs 100% of the physical work or effort). 

Telephone interview with Resident #4's PCP on 

03/27/26 at 10:40am revealed: 

-Once Resident #4 was discharged from home 

health wound care then her outpatient PT and OT 

could start. 

-Whether the facility felt they could accept a 

resident was based on the facility's assessment. 

-It was not ideal that Resident #4 was not 

receiving PT and OT. 

-She wrote an order on Tuesday (03/24/26) for 

home health for Resident #4 and it was rewritten 

yesterday (03/26/26) since they were worried 

about her wound. 

Attempted telephone interview with the power of 

attorney for Resident #4 on 03/27/26 at 9:25am 

was unsuccessful. 

b. Review of Resident #4's FL-2 dated 03/24/26 

revealed Resident #4's skin was assessed with 

scattered bruising, with documentation that there 

was a left hip incision with wound vacuum (vac) in 

place (a wound vacuum is a device used to 

remove excess fluid from a wound and to 

promote healing). 

Review of Resident #4's orthopedic progress note 

dated 03/18/26 revealed Resident #4 had her 

wound vac removed from the left hip incision and 

an Aquacel bandage was placed that could 

remain until 03/25/26 (Aquacel is a type of 

dressing that can be used to promote wound 

healing). 

Review of Resident #4's hospital discharge 
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summary dated 03/20/26 revealed: 

-Resident #4's injury list on admission included 

left subcapital femoral neck fracture, left distal 

radius fracture with extension into the radioulnar 

joint, and closed head injury without acute 

intracranial abnormality on computed tomography 

(CT). 

-Resident #4 had procedures performed on 

03/16/26 including a left hip hemiarthroplasty and 

closed reduction and casting of the left wrist. 

-Resident #4 was to leave the post-operative 

dressing (surgical Aquacel) in place for 7 days 

(until 03/25/26) then start daily dry gauze dressing 

changes. 

-If Resident #4's dressing became more than 

75% saturated before 7 days then it was to be 

removed and the facility was to start twice daily 

dry gauze dressing changes at that time. 

-After the surgical Aquacel was removed staff 

was to wash incisions and wounds with soap and 

water using a clean damp cloth once daily, and 

dry thoroughly; dressing changes were to be 

performed twice daily with dry gauze and tape. 

Review of Resident #4's physician's order 

document dated 03/24/26 revealed there was an 

order for home health PT/OT to evaluate and 

treat due to acute left hip fracture. 

Review of Resident #4's primary care provider 

(PCP) note dated 03/24/26 revealed: 

-Resident #4 had a left femur fracture and wrist 

fracture on 03/13/26 and had surgery on her hip 

on 03/16/26. 

-Resident #4 had staples on her left hip and 

would benefit from home health skilled nursing for 

wound management due to her diabetes and risk 

of poor wound healing. 

-The note was signed 03/26/26. 
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Review of Resident #4's physician order dated 

03/24/26 revealed home health skilled nursing 

was ordered to evaluate and treat Resident #4's 

left hip surgical wound. 

Observation of Resident #4 on 03/27/26 at 

10:58am revealed: 

-Resident #4 had a white dressing taped to her 

left upper leg. 

-There was an incision noted on the left upper leg 

with 20 staples. 

-There was redness noted on the upper third of 

the incision around the staples. 

-There were purple and yellow discolored areas 

noted around the staples. 

-There was no swelling, discharge or drainage 

noted from the incision. 

Interview with a hospital case manager on 

03/27/26 at 3:14pm revealed: 

-The hospital did not question the report of what 

they could and could not provide at the facility. 

-Facilities managed their own home health 

arrangements and had a contracted provider. 

Telephone interview with the Regional Director of 

Operations for Resident #4's home health 

company on 03/27/26 at 11:56am revealed: 

-Nobody from the agency had been to the facility 

to see Resident #4 since 2024. 

-The agency received a faxed referral for 

Resident #4 this morning 03/27/26 at 10:19am. 

Interview with Resident #4 on 03/26/26 at 2:45pm 

revealed: 

-She did not feel good. 

-She had pain in her left hip, it was broken and 

she had stitches. 

-She broke her hip a week ago on Friday 

(03/20/26). 
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Interview with a personal care aide (PCA) on 

03/26/26 at 4:45pm revealed: 

-She had just changed Resident #4's 

incontinence brief. 

-She saw staples and no bandage covering 

Resident #4's wound. 

-She had not worked with Resident #4 in the past 

two days, but saw some bandage on it previously. 

Interview with a medication aide (MA) on 

03/26/26 at 4:31pm revealed Resident #4 just 

had staples and no dressing or bandage on the 

wound the last she checked on Sunday 

(03/22/26). 

Interview with a second MA on 03/27/26 at 

11:27am revealed on Wednesday (03/25/26) 

there was a covering over Resident #4's staples 

with surgical tape on it. 

Interview with the Special Care Coordinator 

(SCC) on 03/26/27 at 4:37pm revealed: 

-Resident #4's wound was covered with 

something but she did not know what it was 

called. 

-Resident #4's wound covering stayed on all the 

time, but it needed to be changed and could not 

stay on 24 hours a day and 7 days a week. 

-Home health was contacted for wound care after 

Resident #4's primary care provider (PCP) saw 

her on Tuesday (03/24/26) 

Second interview with the SCC on 03/27/26 at 

3:50pm revealed: 

-Home health nursing had not seen Resident #4 

yet. 

-The PCP sent orders for home health to the 

home health agency. 

-The PCP said she reached out to home health 
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this morning. 

Interview with the Administrator on 03/27/26 at 

9:35am revealed Resident #4's PCP sent home 

health referrals, but she did not know when they 

were sent. 

Second Interview with the Administrator on 

03/27/26 at 6:20pm revealed: 

-A home health representative came today 

(03/27/26) to assess Resident #4 for home health 

nursing. 

-If an order is placed for home health the facility 

staff should fax the home health order to the 

home health agency. 

-When it was noted that Resident #4 had staples 

they questioned whether home health would be 

required. 

-There was a delay in the process and she was 

concerned about the recovery process for 

Resident #4's wound. 

-She told staff to to send referrals to multiple 

home health providers. 

-She would not want Resident #4 to come back 

without the home health already in place if they 

had known about Resident #4's wound. 

-Staff at the facility could clean wounds and 

replace dressings, but they could not do any 

packing of wounds. 

-The doctor saw Resident #4 and then decided 

home health nursing was necessary. 

Telephone interview with Resident #4's PCP on 

03/27/26 at 10:40am revealed: 

-She had concerns about Resident #4's wound 

and sent a home health order. 

-Usually, residents did not need home health 

nursing for wound care and she did not think it 

was a skilled need, but the facility was nervous 

and the resident was diabetic, so it could be sent 
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as a home health nursing need. 

-She wrote an order on Tuesday (03/24/26) for 

home health for Resident #4 and it was rewritten 

yesterday (03/26/26) since they were worried 

about her wound. 

-On Tuesday (03/24/26) there was a covering on 

the wound. 

-The wound should be covered with a dry 

non-stick dressing to prevent it from being soiled 

and infection was possible. 

-Infections could spread to the hardware and 

sometimes require antibiotics or more care. 

Attempted telephone interview with the power of 

attorney for Resident #4 on 03/27/26 at 9:25am 

was unsuccessful. 

________________________ 

Based on observations, interviews, and record 

reviews, the facility failed to ensure referral and 

follow up for a resident (#4) to meet acute 

physical therapy (PT) and occupational therpay 

(OT) needs. The resident was discharged from 

the hospital after a fractured hip and 

hemiarthroplasty and broken wrist. A referral for 

PT and OT was not sent to the appropriate 

provider until the 7th day after the resident 

returned from the hospital. Delays in Resident 

#4's PT and OT placed her at risk for decreased 

functional independence. The facility's failure was 

detrimental to the residents health, safety, and 

welfare and constitutes a type B violation. 

_________________________ 

The facility provided a plan of protection in 

accordance with G.S. 131D-34 on 03/27/26 for 

this violation. 

THE CORRECTION DATE FOR THE TYPE B 

VIOLATION SHALL NOT EXCEED May 11, 2026. 
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D 276 10A NCAC 13F .0902(c)(3-4) Health Care 

10A NCAC 13F .0902 Health Care 

(c) The facility shall assure documentation of the 

following in the resident's record: 

(3) written procedures, treatments or orders from 

a physician or other licensed health professional; 

and 

(4) implementation of procedures, treatments or 

orders specified in Subparagraph (c)(3) of this 

Rule. 

D 276 

This Rule is not met as evidenced by:

TYPE B VIOLATION 

Based on observations, interviews and record 

reviews the facility failed to implement orders for 

1 of 5 sampled residents (#4) related to 

completing daily dressing changes on a 

postoperative incision. 

The findings are: 

Review of Resident #4's FL-2 dated 03/24/26 

revealed: 

-Diagnoses include vascular dementia, 

unspecified severity with agitation; diabetes 

mellitus type II with neuropathy; hypertension; 

hyperlipidemia; peripheral vascular disease; and 

iron deficiency anemia. 

-Resident #4 was intermittently disoriented. 

-Resident #4 was non-ambulatory. 

-Resident #4's skin was assessed with scattered 

bruising, with documentation that there was a left 

hip incision with wound vacuum (vac) in place (a 

wound vacuum is a device used to remove 

excess fluid from a wound and to promote 
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healing). 

Review of Resident #4's orthopedic progress note 

dated 03/18/26 revealed Resident #4 had her 

wound vac removed from the left hip incision and 

an Aquacel bandage was placed that could 

remain until 03/25/26 (Aquacel is a type of 

dressing that can be used to promote wound 

healing). 

Review of Resident #4's hospital discharge 

summary dated 03/20/26 revealed: 

-Resident #4's injury list on admission included 

left subcapital femoral neck fracture, left distal 

radius fracture with extension into the radioulnar 

joint, and closed head injury without acute 

intracranial abnormality on computed tomography 

(CT). 

-Resident #4 had procedures performed on 

03/16/26 including a left hip hemiarthroplasty and 

closed reduction and casting of the left wrist. 

-Resident #4 was to leave the post-operative 

dressing (surgical Aquacel) in place for 7 days 

(until 03/25/26) then start daily dry gauze dressing 

changes 

-If Resident #4's dressing became more than 

75% saturated before 7 days then it was to be 

removed and the facility was to start twice daily 

dry gauze dressing changes at that time. 

-After the surgical Aquacel was removed staff 

were to wash incisions and wounds with soap and 

water using a clean damp cloth once daily, and 

dry thoroughly; dressing changes were to be 

performed twice daily with dry gauze and tape. 

Review of Resident #4's primary care provider 

(PCP) note dated 03/24/26 revealed: 

-Resident #4 had a left femur fracture and wrist 

fracture on 03/13/26 and had surgery on her hip 

on 03/16/26. 
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-Resident #4 had staples on her left hip and 

would benefit from home health skilled nursing for 

wound management due to her diabetes and risk 

of poor wound healing. 

Review of Resident #4's physician order dated 

03/24/26 revealed home health skilled nursing 

was ordered to evaluate and treat Resident #4's 

left hip surgical wound. 

Review of Resident #4's March 2026 electronic 

medication administration record (eMAR) 

revealed there was no documentation of wound 

care for Resident #4. 

JOYCE's OBSERVATION GOES HERE 

Observation of Resident #4 on 03/27/26 at 

10:58am revealed: 

-Resident #4 had a white dressing taped to her 

left upper leg. 

-There was an incision noted on the left upper leg 

with 20 staples. 

-There was redness noted on the upper third of 

the incision around the staples. 

-There were purple and yellow discolored areas 

noted around the staples. 

-There was no swelling, discharge or drainage 

noted from the incision. 

Interview with Resident #4 on 03/26/26 at 2:45pm 

revealed: 

-She did not feel good. 

-She had pain in her left hip, it was broken and 

she had stitches. 

-She broke her hip a week ago on Friday 

(03/20/26). 

Interview with a personal care aide (PCA) on 

03/26/26 at 4:45pm revealed: 
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-She had just changed Resident #4's 

incontinence brief. 

-She saw staples and no bandage covering 

Resident #4's wound. 

-She had not worked with Resident #4 in the past 

two days, but saw some bandage on it previously. 

Interview with a medication aide (MA) on 

03/26/26 at 4:31pm revealed Resident #4 just 

had staples and no dressing or bandage on the 

wound the last she checked on Sunday 

(03/22/26). 

Interview with a second MA on 03/27/26 at 

11:27am revealed on Wednesday (03/25/26) 

there was a covering over Resident #4's staples 

with surgical tape on it. 

Interview with the Special Care Coordinator 

(SCC) on 03/26/27 at 4:37pm revealed: 

-Resident #4's wound was covered with 

something but she did not know what it was 

called. 

-Resident #4's wound covering stayed on all the 

time, but it needed to be changed and could not 

stay on 24 hours a day and 7 days a week. 

-Resident #4's daily wound cleanings were to 

start yesterday 03/25/26. 

-Resident #4's staples were to be removed on 

04/01/26. 

-Resident #4's orders for wound cleanings were 

supposed to be on the eMAR yesterday but got 

discontinued. 

-Currently there was no eMAR entry to instruct 

the MAs about cleaning Resident #4's wound. 

-The MAs were to perform daily dry gauze 

dressing changes for Resident #4's hip wound. 

-There were no gauze dressings on the resident 

at the moment. 

-Resident #4's orders said to dry, clean with 
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gauze and cover with showers using a bandage 

pack. 

-The order was in the discharge summary. 

-If the order was unclear then she should clarify it 

with the PCP. 

Second interview with the SCC on 03/27/26 at 

3:50pm revealed: 

-She did not know when Resident #4's Aquacel 

bandage came off or when it was pulled off. 

-The Aquacel bandage was on Resident #4's hip 

on Monday 03/23/26. 

-She assessed Resident #4's care needs when 

Resident #4 was at the hospital. 

-She was not sure if she could change dressings, 

the but the case manager at the hospital told her 

she could. 

-On Wednesday (03/25/26) the hospital dressing 

was no longer on the wound. 

-Yesterday the wound was not dressed, but the 

PCA told her that the MA would put the dressing 

on. 

Interview with the Administrator on 03/27/26 at 

6:20pm revealed staff at the facility could clean 

and replace standard dressings, but they could 

not do any packing of wounds. 

Telephone interview with Resident #4's PCP on 

03/27/26 at 10:40am revealed: 

-On Tuesday (03/24/26) there was a covering on 

Resident #4's hip wound. 

-The wound should be covered with a dry 

non-stick dressing to prevent it from being soiled. 

-Infection was possible. 

-Infections could spread to the hardware and 

sometimes require antibiotics or more care. 

-Usually an infection was more painful for the 

resident. 
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Attempted telephone interview with the power of 

attorney for Resident #4 on 03/27/26 at 9:25am 

was unsuccessful. 

D 276 

________________ 

The facility failed to ensure orders were 

implemented for 1 of 5 sampled residents (#4) 

related to dressing changes. The resident had a 

postoperative wound from a hip fracture and 

hemiarthroplasty which was not being dressed 

and changed according to postoperative 

instructions, placing the resident at risk for 

infection. This failure was detrimental to the 

health, safety and welfare of the resident which 

constitutes a Type B Violation. 

________________ 

The facility provided a plan of protection in 

accordance with G.S. 131D-34 on 03/27/26 for 

this violation. 

THE CORRECTION DATE FOR THE TYPE B 

VIOLATION SHALL NOT EXCEED May 11, 2026.

 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. 

This Rule is not met as evidenced by:

FOLLOW-UP TO CONTINUING TYPE B 

VIOLATION 

D 358 
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Based on these findings, the previously Unabated 

Type B Violation has not been abated. 

Based on observations, interviews and record 

reviews the facility failed to ensure medications 

were administered as ordered for 2 of 5 sampled 

residents (#4, #5) including medications for pain, 

blood clot prevention, urinary retention, 

constipation, and indigestion (#4) and 

medications used to treat dementia and skin 

irritation (#5). 

The findings are: 

1. Review of Resident #4's FL-2 dated 03/20/26 

revealed: 

-Diagnoses included bilateral cataracts; colon 

polyp; diabetes mellitus; hyperkalemia; 

hyperlipidemia; hypertension; osteopenia; fall at 

home, sequela; left displaced femoral neck 

fracture; closed fracture of the left distal radius. 

-Resident #4 was being discharged from the 

hospital on 03/20/26 where she had been 

admitted on 03/13/26. 

-Resident #4 was intermittently disoriented. 

-Resident #4 was non-ambulatory. 

Review of Resident #4's Resident Register 

revealed she was admitted to the facility on 

12/23/25. 

a. Review of Resident #4's hospital discharge 

summary dated 03/20/26 revealed: 

-Resident #4's diagnoses on admission included 

left subcapital femoral neck fracture, left distal 

radius fracture with extension into the radioulnar 

joint, and closed head injury without acute 

intracranial abnormality on computed tomography 

(CT). 
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-Resident #4 had procedures performed on 

03/16/26 including a left hip hemiarthroplasty and 

closed reduction and casting of the left wrist. 

-There was an order for oxycodone 5mg take one 

tablet (5mg dose) every six hours as needed for 

pain up to seven days with a maximum daily 

amount of 20mg. (oxycodone is a controlled 

substance medication given to treat pain). 

-There was an order for acetaminophen 325mg 

take two tablets (650mg dose) every six hours as 

needed (PRN) for pain or fever (acetaminophen 

is medication used to treat pain or fever). 

Review of Resident #4's emergency department 

(ED) encounter notes dated 03/23/26 revealed: 

-Resident #4 presented to the ED after a fall. 

-Resident #4 stated that she rolled out of bed that 

morning and landed on her knees and right elbow 

and hit her head on the way down. 

-Resident #4 complained of bilateral knee pain. 

-Resident #4 reported most of her pain was in her 

left lower leg. 

-Resident #4 could not recall the whole fall. 

-Resident #4 had tenderness when palpating left 

femur distal portion as well as proximal portion. 

Review of Resident #4's primary care provider 

(PCP) note dated 03/24/26 revealed: 

-Resident #4 had a left femur fracture and wrist 

fracture on 03/13/26 and had surgery on her hip 

on 03/16/26. 

-Resident #4 had a fall on 03/23/26 and facility 

staff reported this may be due to Resident #4 

trying to transfer from her bed. 

-Resident #4 required a hospital bed to assist 

with changes in body position to alleviate pain in 

ways that were not feasible in an ordinary bed. 

Review of Resident #4's March 2026 electronic 

medication administration record (eMAR) 
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revealed: 

-There was an entry for oxycodone 5mg take one 

tablet every 6 hours as needed for pain for 7 days 

with a start date of 03/24/26, discontinued on 

03/27/26. 

-There was an entry for oxycodone 5mg take one 

tablet every 6 hours as needed for pain for 7 days 

with a start date of 03/26/26, discontinued on 

03/27/26. 

-There was an entry for oxycodone 5mg take one 

tablet every 6 hours as needed without an 

indication for use with a start date of 03/26/26. 

-Oxycodone 5mg was documented as 

administered on 03/24/26 at 12:17pm and was 

effective, on 03/25/26 at 9:18am and was 

effective, on 03/25/26 at 8:28pm and was 

effective, on 03/26/26 at 4:43am and was 

effective, and on 03/27/26 at 8:44am with no 

documentation of effect. 

-There was an entry for acetaminophen 500mg 

take two tablets every 6 hours, scheduled at 

12:00am, 6:00am, 12:00pm and 6:00pm, with a 

start date of 03/26/26. 

-Acetaminophen 500mg two tablets was 

documented as administered on 03/26/26 at 

6:00pm, and 03/27/26 at 12:00am and 6:00am. 

-There was an entry for acetaminophen 325mg 

take two tablets every 6 hours as needed for pain 

or fever greater than 100.3 

-Acetaminophen 325mg two tablets was 

documented as administered on 03/22/26 at 

5:58pm and at 7:50am and was not effective, 

03/23/26 at 8:49am and was effective, and on 

03/25/26 at 4:31pm and was effective. 

D 358 

Review of Resident #4's controlled substance log 

for oxycodone 5mg revealed: 

-There were 14 doses remaining of 20 dispensed. 

-Resident #4 received oxycodone 5mg on 
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03/24/26 at 12:18pm, 03/25/26 at 9:25am, 

03/25/26 at 8:33pm, 03/26/26 at 4:44am, 

03/26/26 at 8:38pm, and 03/27/26 at 8:46am. 

Observation of Resident #4's medications on 

hand on 03/26/26 at 11:08am revealed there was 

a card of Resident #4's oxycodone 5mg tablets 

with 16 doses remaining of 20 which were labeled 

as dispensed on 03/23/26. 

Telephone interview with a pharmacist from the 

facility's contracted pharmacy on 03/26/26 at 

11:44am revealed: 

-The pharmacy received an order for Resident 

#4's oxycodone on 03/23/26 and filled it for 20 

tablets. 

-Resident #4's oxycodone arrived at the facility 

early in the morning on 03/24/26. 

Interview with Resident #4 on 03/26/26 at 2:45pm 

revealed: 

-She did not feel good. 

-She had pain in her left hip, it was broken and 

she had stitches. 

-She broke her hip a week ago on Friday. 

-The pain came and went and right now the pain 

was 5/10 in her hip. 

-She had pain medication after the hospital but 

had no idea what it was called. 

-She fell out of bed on Tuesday (03/24/26), and 

an ambulance came and she went to the hospital. 

-She thought she was doing therapy with an 

occupational therapist until the second fall on 

Tuesday, but then she refused therapy because 

she was in so much pain that she could not 

move. 

Interview with a medication aide (MA) on 

03/26/26 at 4:31pm revealed: 

-Resident #4 complained of pain last night 

D 358 
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(03/25/26) and on Sunday (03/22/26). 

-Resident #4 had acetaminophen PRN for pain 

which was given on Sunday (03/22/26) 

(acetaminophen is medication used to treat pain 

or fever). 

-Resident #4 now had oxycodone and 

acetaminophen for pain. 

Interview with a second MA on 03/27/26 at 

11:27am revealed: 

-She just administered Resident #4 scheduled 

acetaminophen. 

-She asked if Resident #4 had pain on a scale 

from 0-10 and Resident #4 told her it was 7 out of 

10 this morning before the medication was given. 

-Resident #4 did not need assistance getting out 

of bed until she had surgery, but now Resident #4 

needed lifting to get out of bed and out of the 

chair and to perform toilet transfers. 

-Resident #4 had pain that limited her ability to 

move. 

-On Wednesday (03/25/26) she asked Resident 

#4 if she was in pain and she said yes, so another 

MA gave Resident #4's medications. 

Interview with a physical therapist from Resident 

#4's previous outpatient therapy service provider 

on 03/26/26 at 3:03pm revealed: 

-Pain experienced after hemiarthroplasty could be 

achy and sore and for a resident in the special 

care unit (SCU) it was important to read their 

facial expressions and behaviors and not just 

verbal communication. 

-Pain severity depended on how far out Resident 

#4 was from surgery and could be minimal or 

moderate. 

-If the resident did not have pain medication 

available that would affect her pain as well. 

-If Resident #4 was not receiving pain medication 

her pain could be severe. 
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Interview with the program director from Resident 

#4's previous outpatient therapy service provider 

on 03/27/26 at 10:00am revealed: 

-Pain severity depended on the person after 

surgery. 

-Therapy was often done in conjunction with 

medication administration for pain. 

-Normally patients may report severe pain if they 

did not have medications in the first couple of 

weeks after surgery. 

-She did not know Resident #4 had a second fall 

after surgery. 

-Resident #4 could rate pain using a faces pain 

scale and rated her effort using a visual cue. 

Interview with the Special Care Coordinator 

(SCC) on 03/26/26 at 12:54pm revealed: 

-When receiving residents who were discharged 

from the hospital the paperwork needed to be 

sent to the PCP and pharmacy. 

-She would try to send the paperwork on the 

same day the resident was discharged. 

-She made a mistake and did not send the full 

discharge summary to the pharmacy for Resident 

#4's 03/20/26 hospital discharge. 

-She sent the discharge summary for Resident 

#4's 03/20/26 discharge to the PCP on 03/23/26. 

-She would scan documents and send them via 

email to the PCP. 

-She would send documents to the pharmacy via 

fax. 

-She was unsure when she sent the fax to the 

pharmacy. 

Interview with the Administrator on 03/26/26 at 

1:10pm revealed: 

-The process of receiving residents discharged 

from the hospital was to send orders to the PCP. 

-If there was no response from the PCP then the 
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facility would follow the orders on the current 

FL-2. 

-The orders from the hospital were to be sent to 

the PCP and the PCP would decide how to 

proceed. 

-Staff was to follow the hospital order until the 

PCP clarified the order. 

-If the Administrator or the SCC was not there the 

MAs could send things to the pharmacy and the 

PCP. 

-When Resident #4 was discharged the PCP was 

notified on 03/20/26 by the SCC. 

-The discharge summary was sent in an email on 

03/20/26. 

-Orders should have been faxed to the pharmacy 

and she did not know if they were. 

Second interview with the Administrator on 

03/26/26 at 3:33pm revealed: 

-All orders received should go to the pharmacy 

first. 

-MAs should fax all orders to the pharmacy. 

-She thought Resident #4's medication orders 

were not sent to the pharmacy when she returned 

from the hospital on 03/20/26. 

-She thought Resident #4's PCP was not notified 

immediately of new orders when she returned 

from the hospital on 03/20/26. 

Third interview with the Administrator on 03/27/26 

at 6:20pm revealed: 

-FL-2's had to be clarified by managers so the 

MAs could give the medications correctly. 

-The MAs could take verbal orders to clarify any 

order. 

Telephone interview with Resident #4's PCP on 

03/27/26 at 10:40am revealed: 

-Resident #4 probably felt pain when she fell on 

03/23/26. 
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-Resident #4 was sore on Tuesday (03/24/26) 

when she saw her, feeling better than the day she 

fell. 

-Resident #4 seemed to be at her cognitive 

baseline. 

-The hospital sent an FL-2 for Resident #4 that 

did not match the discharge medications. 

-The FL-2 may be sent before discharge and then 

the medications could change at discharge. 

-The facility should go by the FL-2, but the 

problem was that it did not match the discharge 

summary. 

Attempted telephone interview with the power of 

attorney for Resident #4 on 03/27/26 at 9:25am 

was unsuccessful. 

b. Review of Resident #4's hospital discharge 

summary dated 03/20/26 revealed: 

-Resident #4's diagnoses on admission included 

left subcapital femoral neck fracture, left distal 

radius fracture with extension into the radioulnar 

joint, and closed head injury without acute 

intracranial abnormality on computed tomography 

(CT). 

-Resident #4 had procedures performed on 

03/16/26 including a left hip hemiarthroplasty and 

closed reduction and casting of the left wrist. 

-There was an order for methocarbamol 750mg 

take one tablet (750mg dose) every six hours as 

needed (PRN) for pain following an operation. 

(methocarbamol is a muscle relaxing medication 

that can be used to treat pain). 

Review of Resident #4's emergency department 

(ED) encounter notes dated 03/23/26 revealed: 

-Resident #4 presented to the ED after a fall. 

-Resident #4 stated that she rolled out of bed that 

morning and landed on her knees and right elbow 

and hit her head on the way down. 
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-Resident #4 complained of bilateral knee pain. 

-Resident #4 reported most of her pain was in her 

left lower leg. 

-Resident #4 could not recall the whole fall. 

-Resident #4 had tenderness when palpating left 

femur distal portion as well as proximal portion. 

Review of Resident #4's primary care provider 

(PCP) note dated 03/24/26 revealed: 

-Resident #4 had a left femur fracture and wrist 

fracture on 03/13/26 and had surgery on her hip 

on 03/16/26. 

-Resident #4 had a fall on 03/23/26 and facility 

staff reported this may be due to Resident #4 

trying to transfer from her bed. 

-Resident #4 required a hospital bed to assist 

with changes in body position to alleviate pain in 

ways that were not feasible in an ordinary bed. 

Review of Resident #4's third PCP order dated 

03/26/26 revealed there was an order to continue 

methocarbamol 750mg every 6 hours as needed 

for muscle spasms. 

Review of Resident #4's March 2026 electronic 

medication administration record (eMAR) 

revealed: 

-There was an entry for methocarbamol 750mg 

take one tablet every six hours as needed for 

pain with a start date of 03/26/26. 

-There was no documentation that Resident #4's 

methocarbamol had been administered. 

Observation of Resident #4's medications on 

hand on 03/26/26 at 11:08am revealed there was 

no methocarbamol on the cart for Resident #4. 

Telephone interview with a pharmacist from the 

facility's contracted pharmacy on 03/26/26 at 

11:44am revealed: 
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-The pharmacy received initial orders on 03/25/26 

for Resident #4 last night for methocarbamol and 

had never dispensed the medication for Resident 

#4 before. 

-There was no paperwork on file related to a 

03/20/26 hospital discharge for Resident #4. 

-The pharmacy was processing new orders 

received for Resident #4 on 03/25/26. 

-Someone sent Resident #4's new orders on 

03/25/26 after the pharmacy's 5:00pm cut off time 

and the pharmacy was reviewing the document. 

Interview with Resident #4 on 03/26/26 at 2:45pm 

revealed: 

-She did not feel good. 

-She had pain in her left hip, it was broken and 

she had stitches. 

-She broke her hip a week ago on Friday. 

-The pain came and went and right now the pain 

was 5/10 in her hip. 

-She had pain medication after the hospital but 

had no idea what it was called. 

-She fell out of bed on Tuesday (03/24/26), and 

an ambulance came and she went to the hospital. 

-She thought she was doing therapy with an 

occupational therapist until the second fall on 

Tuesday, but then she refused therapy because 

she was in so much pain that she could not 

move. 

Interview with a medication aide (MA) on 

03/26/26 at 4:31pm revealed: 

-Resident #4 complained of pain last night 

(03/25/26) and on Sunday (03/22/26). 

-Resident #4 had acetaminophen PRN for pain 

which was given on Sunday (03/22/26). 

-Resident #4 now had oxycodone and 

acetaminophen for pain. 

Interview with a second MA on 03/27/26 at 
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11:27am revealed: 

-She just administered Resident #4 scheduled 

acetaminophen. 

-She asked if Resident #4 had pain on a scale 

from 0-10 and Resident #4 told her it was 7 out of 

10 this morning before the medication was given. 

-Resident #4 did not need assistance getting out 

of bed until she had surgery, but now Resident #4 

needed lifting to get out of bed and out of the 

chair and to perform toilet transfers. 

-Resident #4 had pain that limited her ability to 

move. 

-On Wednesday (03/25/26) she asked Resident 

#4 if she was in pain and she said yes, so another 

MA gave Resident #4's medications. 

Interview with a physical therapist from Resident 

#4's previous outpatient therapy service provider 

on 03/26/26 at 3:03pm revealed: 

-Pain experienced after hemiarthroplasty could be 

achy and sore and for a resident in the special 

care unit (SCU) it was important to read their 

facial expressions and behaviors and not just 

verbal communication. 

-Pain severity depended on how far out Resident 

#4 was from surgery and could be minimal or 

moderate. 

-If the resident did not have pain medication 

available that would affect her pain as well. 

-If Resident #4 was not receiving pain medication 

her pain could be severe. 

Interview with the program director from Resident 

#4's previous outpatient therapy service provider 

on 03/27/26 at 10:00am revealed: 

-Pain severity depended on the person after 

surgery. 

-Therapy was often done in conjunction with 

medication administration for pain. 

-Normally patients may report severe pain if they 
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did not have medications in the first couple of 

weeks after surgery. 

-She did not know Resident #4 had a second fall 

after surgery. 

-Resident #4 could rate pain using a faces pain 

scale and rated her effort using a visual cue. 

Interview with the Special Care Coordinator 

(SCC) on 03/26/26 at 12:54pm revealed: 

-When receiving residents who were discharged 

from the hospital the paperwork needed to be 

sent to the PCP and pharmacy. 

-She would try to send the paperwork on the 

same day the resident was discharged. 

-She made a mistake and did not send the full 

discharge summary to the pharmacy for Resident 

#4's 03/20/26 hospital discharge. 

-She sent the discharge summary for Resident 

#4's 03/20/26 discharge to the PCP on 03/23/26. 

-She would scan documents and send them via 

email to the PCP. 

-She would send documents to the pharmacy via 

fax. 

-She was unsure when she sent the fax to the 

pharmacy. 

Interview with the Administrator on 03/26/26 at 

1:10pm revealed: 

-The process of receiving residents discharged 

from the hospital was to send orders to the PCP. 

-If there was no response from the PCP then the 

facility would follow the orders on the current 

FL-2. 

-The orders from the hospital were to be sent to 

the PCP and the PCP would decide how to 

proceed. 

-Staff was to follow the hospital order until the 

PCP clarified the order. 

-If the Administrator or the SCC was not there the 

MAs could send things to the pharmacy and the 
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PCP. 

-When Resident #4 was discharged the PCP was 

notified on 03/20/26 by the SCC. 

-The discharge summary was sent in an email on 

03/20/26. 

-Orders should have been faxed to the pharmacy 

and she did not know if they were. 

Second interview with the Administrator on 

03/26/26 at 3:33pm revealed: 

-All orders received should go to the pharmacy 

first. 

-MAs should fax all orders to the pharmacy. 

-She thought Resident #4's medication orders 

were not sent to the pharmacy when she returned 

from the hospital on 03/20/26. 

-She thought Resident #4's PCP was not notified 

immediately of new orders when she returned 

from the hospital on 03/20/26. 

Telephone interview with Resident #4's PCP on 

03/27/26 at 10:40am revealed: 

-Resident #4 probably felt pain when she fell on 

03/23/26. 

-Resident #4 was sore on Tuesday (03/24/26) 

when she saw her, feeling better than the day she 

fell. 

-Resident #4 seemed to be at her cognitive 

baseline. 

-The hospital sent an FL-2 for Resident #4 that 

did not match the discharge medications. 

-The FL-2 may be sent before discharge and then 

the medications could change at discharge. 

-The facility should go by the FL-2, but the 

problem was that it did not match the discharge 

summary. 

Attempted telephone interview with the power of 

attorney for Resident #4 on 03/27/26 at 9:25am 

was unsuccessful. 
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c. Review of Resident #4's hospital discharge 

summary dated 03/20/26 revealed: 

-Resident #4's diagnoses on admission included 

left subcapital femoral neck fracture, left distal 

radius fracture with extension into the radioulnar 

joint, and closed head injury without acute 

intracranial abnormality on computed tomography 

(CT). 

-Resident #4 had procedures performed on 

03/16/26 including a left hip hemiarthroplasty and 

closed reduction and casting of the left wrist. 

-There was an order for lidocaine 4% place one 

patch onto the skin daily; remove and discard 

patch within 12 hours or as directed by the PCP 

(lidocaine 4% patches are used to treat pain). 

Review of Resident #4's emergency department 

(ED) encounter notes dated 03/23/26 revealed: 

-Resident #4 presented to the ED after a fall. 

-Resident #4 stated that she rolled out of bed that 

morning and landed on her knees and right elbow 

and hit her head on the way down. 

-Resident #4 complained of bilateral knee pain. 

-Resident #4 reported most of her pain was in her 

left lower leg. 

-Resident #4 could not recall the whole fall. 

-Resident #4 had tenderness when palpating left 

femur distal portion as well as proximal portion. 

Review of Resident #4's primary care provider 

(PCP) note dated 03/24/26 revealed: 

-Resident #4 had a left femur fracture and wrist 

fracture on 03/13/26 and had surgery on her hip 

on 03/16/26. 

-Resident #4 had a fall on 03/23/26 and facility 

staff reported this may be due to Resident #4 

trying to transfer from her bed. 

-Resident #4 required a hospital bed to assist 

with changes in body position to alleviate pain in 
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ways that were not feasible in an ordinary bed. 

Review of Resident #4's March 2026 electronic 

medication administration record (eMAR) 

revealed: 

-There was an entry for lidocaine patch 4% apply 

one patch topically every day, on 12 hours and off 

12 hours, with a start date of 03/26/26. 

-There was no documentation that Resident #4's 

lidocaine patch 4% had been administered. 

Observation of Resident #4's medications on 

hand on 03/26/26 at 11:08am revealed there were 

no lidocaine patches on the cart for Resident #4. 

Telephone interview with a pharmacist from the 

facility's contracted pharmacy on 03/26/26 at 

11:44am revealed: 

-The pharmacy received initial orders on 03/25/26 

for Resident #4 last night for Resident #4's 

lidocaine 4% patches and had never dispensed 

the medication for Resident #4 before. 

-There was no paperwork on file related to a 

03/20/26 hospital discharge for Resident #4. 

-The pharmacy was processing new orders 

received for Resident #4 on 03/25/26. 

-Someone sent Resident #4's new orders on 

03/25/26 after the pharmacy's 5:00pm cut off time 

and the pharmacy was reviewing the document. 

Interview with Resident #4 on 03/26/26 at 2:45pm 

revealed: 

-She did not feel good. 

-She had pain in her left hip, it was broken and 

she had stitches. 

-She broke her hip a week ago on Friday. 

-The pain came and went and right now the pain 

was 5/10 in her hip. 

-She had pain medication after the hospital but 

had no idea what it was called. 
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-She fell out of bed on Tuesday (03/24/26), and 

an ambulance came and she went to the hospital. 

-She thought she was doing therapy with an 

occupational therapist until the second fall on 

Tuesday, but then she refused therapy because 

she was in so much pain that she could not 

move. 

Interview with a medication aide (MA) on 

03/26/26 at 4:31pm revealed: 

-Resident #4 complained of pain last night 

(03/25/26) and on Sunday (03/22/26). 

-Resident #4 had acetaminophen PRN for pain 

which was given on Sunday (03/22/26). 

-Resident #4 now had oxycodone and 

acetaminophen for pain. 

Interview with a second MA on 03/27/26 at 

11:27am revealed: 

-She asked if Resident #4 had pain on a scale 

from 0-10 and Resident #4 told her it was 7 out of 

10 this morning before the medication was given. 

-Resident #4 did not need assistance getting out 

of bed until she had surgery, but now Resident #4 

needed lifting to get out of bed and out of the 

chair and to perform toilet transfers. 

-Resident #4 had pain that limited her ability to 

move. 

-On Wednesday (03/25/26) she asked Resident 

#4 if she was in pain and she said yes, so another 

MA gave Resident #4's medications. 

Interview with a physical therapist from Resident 

#4's previous outpatient therapy service provider 

on 03/26/26 at 3:03pm revealed: 

-Pain experienced after hemiarthroplasty could be 

achy and sore and for a resident in the special 

care unit (SCU) it was important to read their 

facial expressions and behaviors and not just 

verbal communication. 
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-Pain severity depended on how far out Resident 

#4 was from surgery and could be minimal or 

moderate. 

-If the resident did not have pain medication 

available that would affect her pain as well. 

-If Resident #4 was not receiving pain medication 

her pain could be severe. 

Interview with the program director from Resident 

#4's previous outpatient therapy service provider 

on 03/27/26 at 10:00am revealed: 

-Pain severity depended on the person after 

surgery. 

-Therapy was often done in conjunction with 

medication administration for pain. 

-Normally patients may report severe pain if they 

did not have medications in the first couple of 

weeks after surgery. 

-She did not know Resident #4 had a second fall 

after surgery. 

-Resident #4 could rate pain using a faces pain 

scale and rated her effort using a visual cue. 

Interview with the Special Care Coordinator 

(SCC) on 03/26/26 at 12:54pm revealed: 

-When receiving residents who were discharged 

from the hospital the paperwork needed to be 

sent to the PCP and pharmacy. 

-She would try to send the paperwork on the 

same day the resident was discharged. 

-She made a mistake and did not send the full 

discharge summary to the pharmacy for Resident 

#4's 03/20/26 hospital discharge. 

-She sent the discharge summary for Resident 

#4's 03/20/26 discharge to the PCP on 03/23/26. 

-She would scan documents and send them via 

email to the PCP. 

-She would send documents to the pharmacy via 

fax. 

-She was unsure when she sent the fax to the 
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pharmacy. 

Interview with the Administrator on 03/26/26 at 

1:10pm revealed: 

-The process of receiving residents discharged 

from the hospital was to send orders to the PCP. 

-If there was no response from the PCP then the 

facility would follow the orders on the current 

FL-2. 

-The orders from the hospital were to be sent to 

the PCP and the PCP would decide how to 

proceed. 

-Staff was to follow the hospital order until the 

PCP clarified the order. 

-If the Administrator or the SCC was not there the 

MAs could send things to the pharmacy and the 

PCP. 

-When Resident #4 was discharged the PCP was 

notified on 03/20/26 by the SCC. 

-The discharge summary was sent in an email on 

03/20/26. 

-Orders should have been faxed to the pharmacy 

and she did not know if they were. 

Second interview with the Administrator on 

03/26/26 at 3:33pm revealed: 

-All orders received should go to the pharmacy 

first. 

-MAs should fax all orders to the pharmacy. 

-She thought Resident #4's medication orders 

were not sent to the pharmacy when she returned 

from the hospital on 03/20/26. 

-She thought Resident #4's PCP was not notified 

immediately of new orders when she returned 

from the hospital on 03/20/26. 

Telephone interview with Resident #4's PCP on 

03/27/26 at 10:40am revealed: 

-Resident #4 probably felt pain when she fell on 

03/23/26. 
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-Resident #4 was sore on Tuesday (03/24/26) 

when she saw her, feeling better than the day she 

fell. 

-Resident #4 seemed to be at her cognitive 

baseline. 

-The hospital sent an FL-2 for Resident #4 that 

did not match the discharge medications. 

-The FL-2 may be sent before discharge and then 

the medications could change at discharge. 

-The facility should go by the FL-2, but the 

problem was that it did not match the discharge 

summary. 

Attempted telephone interview with the power of 

attorney for Resident #4 on 03/27/26 at 9:25am 

was unsuccessful. 

d. Review of Resident #4's hospital discharge 

summary dated 03/20/26 revealed: 

-Resident #4's diagnoses on admission included 

left subcapital femoral neck fracture, left distal 

radius fracture with extension into the radioulnar 

joint, and closed head injury without acute 

intracranial abnormality on computed tomography 

(CT). 

-Resident #4 had procedures performed on 

03/16/26 including a left hip hemiarthroplasty and 

closed reduction and casting of the left wrist. 

-There was an order for tamsulosin 0.4mg take 

one capsule (0.4mg dose) daily for 14 days 

(tamsulosin is medication used to relax the 

bladder so that urine can flow easily). 

Review of Resident #4's hospital provider notes 

from her 03/13/26 admission revealed Resident 

#4 had acute urinary retention with foley catheter 

placement on 03/16/26. 

Review of Resident #4's trauma surgery daily 

progress note dated 03/20/26 revealed Resident 
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#4's acute urinary retention was being monitored. 

Review of Resident #4's physician order dated 

03/26/26 revealed there was an order to 

discontinue the current tamsulosin order and start 

tamsulosin 0.4mg take one capsule daily for 14 

days. 

Review of Resident #4's March 2026 electronic 

medication administration record (eMAR) 

revealed: 

-There was an entry for tamsulosin 0.4mg 

capsule take one once daily for 14 days, 

scheduled at 9:00pm with a start date of 

03/26/26. 

-There was documentation that tamsulosin 0.4mg 

was administered on 03/26/26 at 9:00pm. 

Observation of Resident #4's medications on 

hand on 03/26/26 at 11:08am revealed there was 

no tamsulosin on the cart for Resident #4. 

Telephone interview with a pharmacist from the 

facility's contracted pharmacy on 03/26/26 at 

11:44am revealed: 

-The pharmacy received initial orders on 03/25/26 

for Resident #4 last night for tamsulosin and had 

never dispensed the medication for Resident #4 

before. 

-There was no paperwork on file related to a 

03/20/26 hospital discharge for Resident #4. 

-The pharmacy was processing new orders 

received for Resident #4 on 03/25/26. 

-Someone sent Resident #4's new orders on 

03/25/26 after the pharmacy's 5:00pm cut off time 

and the pharmacy was reviewing the document. 

Interview with the SCC on 03/26/26 at 12:54pm 

revealed: 

-When receiving residents who were discharged 
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from the hospital the paperwork needed to be 

sent to the PCP and pharmacy. 

-She would try to send the paperwork on the 

same day the resident was discharged. 

-She made a mistake and did not send the full 

discharge summary to the pharmacy for Resident 

#4's 03/20/26 hospital discharge. 

-She sent the discharge summary for Resident 

#4's 03/20/26 discharge to the PCP on 03/23/26. 

-She would scan documents and send them via 

email to the PCP. 

-She would send documents to the pharmacy via 

fax. 

-She was unsure when she sent the fax to the 

pharmacy. 

Interview with the Administrator on 03/26/26 at 

1:10pm revealed: 

-The process of receiving residents discharged 

from the hospital was to send orders to the PCP. 

-If there was no response from the PCP then the 

facility would follow the orders on the current 

FL-2. 

-The orders from the hospital were to be sent to 

the PCP and the PCP would decide how to 

proceed. 

-Staff was to follow the hospital order until the 

PCP clarified the order. 

-If the Administrator or the SCC was not there the 

MAs could send things to the pharmacy and the 

PCP. 

-When Resident #4 was discharged the PCP was 

notified on 03/20/26 by the SCC. 

-The discharge summary was sent in an email on 

03/20/26. 

-Orders should have been faxed to the pharmacy 

and she did not know if they were. 

Second interview with the Administrator on 

03/26/26 at 3:33pm revealed: 
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-All orders received should go to the pharmacy 

first. 

-MAs should fax all orders to the pharmacy. 

-She thought Resident #4's medication orders 

were not sent to the pharmacy when she returned 

from the hospital on 03/20/26. 

-She thought Resident #4's PCP was not notified 

immediately of new orders when she returned 

from the hospital on 03/20/26. 

Telephone interview with Resident #4's PCP on 

03/27/26 at 10:40am revealed: 

-The hospital sent an FL-2 for Resident #4 that 

did not match the discharge medications. 

-The FL-2 may be sent before discharge and then 

the medications could change at discharge. 

-The facility should go by the FL-2, but the 

problem was that it did not match the discharge 

summary. 

Attempted telephone interview with the power of 

attorney for Resident #4 on 03/27/26 at 9:25am 

was unsuccessful. 

e. Review of Resident #4's hospital discharge 

summary dated 03/20/26 revealed: 

-Resident #4's diagnoses on admission included 

left subcapital femoral neck fracture, left distal 

radius fracture with extension into the radioulnar 

joint, and closed head injury without acute 

intracranial abnormality on computed tomography 

(CT). 

-Resident #4 had procedures performed on 

03/16/26 including a left hip hemiarthroplasty and 

closed reduction and casting of the left wrist. 

-There was an order to pause oxybutynin 5mg 

tablet take two tablets, with instruction to wait until 

the PCP advised resuming the medication 

(oxybutynin is medication used to treat bladder 

spasms or overactive bladder). 
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-The order to pause oxybutynin 5mg tablets had a 

comment that Resident #4 had urinary retention 

postoperatively and she was to resume as 

needed when voiding had returned to normal and 

if overactive bladder was problematic. 

Review of Resident #4's hospital provider notes 

from her 03/13/26 admission revealed Resident 

#4 had acute urinary retention with foley catheter 

placement on 03/16/26. 

Review of Resident #4's trauma surgery daily 

progress notedated 03/20/26 revealed Resident 

#4's acute urinary retention was being monitored. 

Review of Resident #4's physician order dated 

03/26/26 revealed there was an order to 

discontinue oxybutynin. 

Review of Resident #4's second physician order 

dated 03/26/26 revealed there was an order to 

discontinue oxybutynin. 

Review of Resident #4's March 2026 electronic 

medication administration record (eMAR) 

revealed: 

-There was an entry for oxybutynin 5mg take two 

tablets (10mg) once daily scheduled at 9:00am 

with a start date of 12/24/25. 

-Resident #4's oxybutynin was documented as 

administered daily on 03/21/26 to 03/26/26. 

Observation of Resident #4's medications on 

hand on 03/26/26 at 11:08am revealed: 

-There was a card of Resident #4's oxybutynin 

5mg with eight tablets remaining of ten 

dispensed. 

-The card of Resident #4's oxybutynin 5mg had a 

dispense date of 03/21/26 and instructions for 

Resident #4 to take two tablets once daily. 
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Telephone interview with a pharmacist from the 

facility's contracted pharmacy on 03/26/26 at 

11:44am revealed: 

-There was an order written 01/02/26 for 

oxybutynin 5mg take two tablets once daily. 

-An order was received last night (03/25/26) and 

it looked like oxybutynin might be discontinued 

but the pharmacy was reviewing that document. 

-There were no holds on the medication prior to 

the document received last night. 

-Oxybutynin 5mg was dispensed in 7 day supply 

on 03/25/26, 5 day supply on 03/21/26, 7 day 

supply on 03/11/26, and 7 day supply on 

03/04/26. 

-There was no paperwork on file related to a 

03/20/26 hospital discharge for Resident #4. 

-The pharmacy was processing new orders 

received for Resident #4 on 03/25/26. 

-Someone sent Resident #4's new orders on 

03/25/26 after the pharmacy's 5:00pm cut off time 

and the pharmacy was reviewing the document. 

Interview with the Special Care Coordinator 

(SCC) on 03/26/26 at 12:54pm revealed: 

-When receiving residents who were discharged 

from the hospital the paperwork needed to be 

sent to the PCP and pharmacy. 

-She would try to send the paperwork on the 

same day the resident was discharged. 

-She made a mistake and did not send the full 

discharge summary to the pharmacy for Resident 

#4's 03/20/26 hospital discharge. 

-She sent the discharge summary for Resident 

#4's 03/20/26 discharge to the PCP on 03/23/26. 

-She would scan documents and send them via 

email to the PCP. 

-She would send documents to the pharmacy via 

fax. 

-She was unsure when she sent the fax to the 
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pharmacy. 

Interview with the Administrator on 03/26/26 at 

1:10pm revealed: 

-The process of receiving residents discharged 

from the hospital was to send orders to the PCP. 

-If there was no response from the PCP then the 

facility would follow the orders on the current 

FL-2. 

-The orders from the hospital were to be sent to 

the PCP and the PCP would decide how to 

proceed. 

-Staff was to follow the hospital order until the 

PCP clarified the order. 

-If the Administrator or the SCC was not there the 

MAs could send things to the pharmacy and the 

PCP. 

-When Resident #4 was discharged the PCP was 

notified on 03/20/26 by the SCC. 

-The discharge summary was sent in an email on 

03/20/26. 

-Orders should have been faxed to the pharmacy 

and she did not know if they were. 

Second interview with the Administrator on 

03/26/26 at 3:33pm revealed: 

-All orders received should go to the pharmacy 

first. 

-MAs should fax all orders to the pharmacy. 

-She thought Resident #4's medication orders 

were not sent to the pharmacy when she returned 

from the hospital on 03/20/26. 

-She thought Resident #4's PCP was not notified 

immediately of new orders when she returned 

from the hospital on 03/20/26. 

Telephone interview with Resident #4's PCP on 

03/27/26 at 10:40am revealed: 

-The hospital sent an FL-2 for Resident #4 that 

did not match the discharge medications. 
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-The FL-2 may be sent before discharge and then 

the medications could change at discharge. 

-The facility should go by the FL-2, but the 

problem was that it did not match the discharge 

summary. 

Attempted telephone interview with the power of 

attorney for Resident #4 on 03/27/26 at 9:25am 

was unsuccessful. 

f. Review of Resident #4's hospital discharge 

summary dated 03/20/26 revealed: 

-Resident #4's diagnoses on admission included 

left subcapital femoral neck fracture, left distal 

radius fracture with extension into the radioulnar 

joint, and closed head injury without acute 

intracranial abnormality on computed tomography 

(CT). 

-Resident #4 had procedures performed on 

03/16/26 including a left hip hemiarthroplasty and 

closed reduction and casting of the left wrist. 

-There was an order for aspirin 81mg take one 

tablet (81mg dose) twice daily for 30 days and 

transition to 81mg once daily after 30 days 

(aspirin can be used to treat pain, fever, 

inflammation or to prevent blood clots). 

Review of Resident #4's orthopedic trauma 

progress note dated 03/18/26 revealed Resident 

#4's DVT prophylaxis was lovenox with a 

recommendation to discharge on aspirin 81mg 

twice daily for four weeks postoperatively. 

Review of Resident #4's trauma surgery daily 

progress note dated 03/20/26 revealed Resident 

#4's DVT prophylaxis was listed as "SCDs, 

pLOV" (SCDs most often refers to sequential 

compression devices or inflatable sleeves that 

provide mechanical compression of the lower 

extremities to decrease the chance of blood clot 
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formation. "pLOV" is typically used to refer to a 

pharmacy-managed low-dose prophylaxis 

protocol with heparin or lovenox). 

Review of Resident #4's March 2026 electronic 

medication administration record (eMAR) 

revealed: 

-There was an entry for aspirin 81mg take one 

tablet twice daily for 30 days, scheduled at 

9:00am and 9:00pm, with a start date of 03/26/26. 

-Aspirin 81mg take one tablet twice daily was 

documented as administered on 03/26/26 at 

9:00pm and 03/27/26 at 9:00am. 

-There was an entry for aspirin 81mg take one 

tablet once daily scheduled at 9:00am with a start 

date of 12/24/25. 

-The entry for aspirin 81mg take one tablet once 

daily scheduled at 9:00am was discontinued on 

03/27/26. 

-Aspirin 81mg take one tablet once daily was 

documented as administered daily on 03/21/26 to 

03/26/26. 

Observation of Resident #4's medications on 

hand on 03/26/26 at 11:08am revealed: 

-There was a card of Resident #4's aspirin 81mg 

three tablets remaining of five dispensed. 

-The card of Resident #4's aspirin 81mg had a 

dispense date of 03/21/26 and instructions for 

Resident #4 to take one tablet once daily. 

Telephone interview with a pharmacist from the 

facility's contracted pharmacy on 03/26/26 at 

11:44am revealed: 

-The pharmacy received orders on 03/25/26 for 

Resident #5's Aspirin 81mg to be given twice a 

day for 30 days, and the medication was being 

dispensed now. 

-The next previous Aspirin 81mg order the 

pharmacy had was dated 01/02/26 for one tablet 
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once daily. 

-Resident #4's Aspirin was dispensed on 03/25/26 

for a quantity of 7, 03/21/26 for a quantity of 5, 

03/11/26 for a quantity of 7 and 03/04/26 for a 

quantity of 7. 

-There was no paperwork on file related to a 

03/20/26 hospital discharge for Resident #4. 

-The pharmacy was processing new orders 

received for Resident #4 on 03/25/26. 

-Someone sent Resident #4's new orders on 

03/25/26 after the pharmacy's 5:00pm cut off time 

and the pharmacy was reviewing the document. 

Interview with the Special Care Coordinator 

(SCC) on 03/26/26 at 12:54pm revealed: 

-When receiving residents who were discharged 

from the hospital the paperwork needed to be 

sent to the PCP and pharmacy. 

-She would try to send the paperwork on the 

same day the resident was discharged. 

-She made a mistake and did not send the full 

discharge summary to the pharmacy for Resident 

#4's 03/20/26 hospital discharge. 

-She sent the discharge summary for Resident 

#4's 03/20/26 discharge to the PCP on 03/23/26. 

-She would scan documents and send them via 

email to the PCP. 

-She would send documents to the pharmacy via 

fax. 

-She was unsure when she sent the fax to the 

pharmacy. 

Interview with the Administrator on 03/26/26 at 

1:10pm revealed: 

-The process of receiving residents discharged 

from the hospital was to send orders to the PCP. 

-If there was no response from the PCP then the 

facility would follow the orders on the current 

FL-2. 

-The orders from the hospital were to be sent to 
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the PCP and the PCP would decide how to 

proceed. 

-Staff was to follow the hospital order until the 

PCP clarified the order. 

-If the Administrator or the SCC was not there the 

MAs could send things to the pharmacy and the 

PCP. 

-When Resident #4 was discharged the PCP was 

notified on 03/20/26 by the SCC. 

-The discharge summary was sent in an email on 

03/20/26. 

-Orders should have been faxed to the pharmacy 

and she did not know if they were. 

Second interview with the Administrator on 

03/26/26 at 3:33pm revealed: 

-All orders received should go to the pharmacy 

first. 

-MAs should fax all orders to the pharmacy. 

-She thought Resident #4's medication orders 

were not sent to the pharmacy when she returned 

from the hospital on 03/20/26. 

-She thought Resident #4's PCP was not notified 

immediately of new orders when she returned 

from the hospital on 03/20/26. 

Telephone interview with Resident #4's PCP on 

03/27/26 at 10:40am revealed: 

-The hospital sent an FL-2 for Resident #4 that 

did not match the discharge medications. 

-The FL-2 may be sent before discharge and then 

the medications could change at discharge. 

-The facility should go by the FL-2, but the 

problem was that it did not match the discharge 

summary. 

Attempted telephone interview with the power of 

attorney for Resident #4 on 03/27/26 at 9:25am 

was unsuccessful. 
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g. Review of Resident #4's hospital discharge 

summary dated 03/20/26 revealed: 

-There was an order to start calcium carbonate 

500mg chew one tablet (500mg dose) daily as 

needed without an indication for use (calcium 

carbonate is medication that can be used to treat 

heartburn or calcium deficiency). 

Review of Resident #4's March 2026 electronic 

medication administration record (eMAR) 

revealed: 

-There was an entry for calcium carbonate 

500mg take one tablet once daily as needed, 

without an indication for use, with a start date of 

03/26/26. 

-There was documentation that calcium 

carbonate 500mg was administered once on 

03/27/26 at 9:58am. 

Observation of Resident #4's medications on 

hand on 03/26/26 at 11:08am revealed there was 

no calcium carbonate on the cart for Resident #4. 

Observation of Resident #4 on 03/26/26 at 

11:11am revealed: 

-Resident #4 was sitting in a living room near the 

medication cart. 

-Resident #4 called for help to the medication 

aide (MA). 

-Resident #4 explained that she had discomfort 

due to heartburn. 

Telephone interview with a pharmacist from the 

facility's contracted pharmacy on 03/26/26 at 

11:44am revealed: 

-The pharmacy received initial orders on 03/25/26 

for Resident #4 last night for calcium carbonate 

and had never dispensed the medication for 

Resident #4 before. 

-There was no paperwork on file related to a 
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03/20/26 hospital discharge for Resident #4. 

-The pharmacy was processing new orders 

received for Resident #4 on 03/25/26. 

-Someone sent Resident #4's new orders on 

03/25/26 after the pharmacy's 5:00pm cut off time 

and the pharmacy was reviewing the document. 

Interview with the Special Care Coordinator 

(SCC) on 03/26/26 at 12:54pm revealed: 

-When receiving residents who were discharged 

from the hospital the paperwork needed to be 

sent to the PCP and pharmacy. 

-She would try to send the paperwork on the 

same day the resident was discharged. 

-She made a mistake and did not send the full 

discharge summary to the pharmacy for Resident 

#4's 03/20/26 hospital discharge. 

-She sent the discharge summary for Resident 

#4's 03/20/26 discharge to the PCP on 03/23/26. 

-She would scan documents and send them via 

email to the PCP. 

-She would send documents to the pharmacy via 

fax. 

-She was unsure when she sent the fax to the 

pharmacy. 

Interview with the Administrator on 03/26/26 at 

1:10pm revealed: 

-The process of receiving residents discharged 

from the hospital was to send orders to the PCP. 

-If there was no response from the PCP then the 

facility would follow the orders on the current 

FL-2. 

-The orders from the hospital were to be sent to 

the PCP and the PCP would decide how to 

proceed. 

-Staff was to follow the hospital order until the 

PCP clarified the order. 

-If the Administrator or the SCC was not there the 

MAs could send things to the pharmacy and the 
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PCP. 

-When Resident #4 was discharged the PCP was 

notified on 03/20/26 by the SCC. 

-The discharge summary was sent in an email on 

03/20/26. 

-Orders should have been faxed to the pharmacy 

and she did not know if they were. 

Second interview with the Administrator on 

03/26/26 at 3:33pm revealed: 

-All orders received should go to the pharmacy 

first. 

-MAs should fax all orders to the pharmacy. 

-She thought Resident #4's medication orders 

were not sent to the pharmacy when she returned 

from the hospital on 03/20/26. 

-She thought Resident #4's PCP was not notified 

immediately of new orders when she returned 

from the hospital on 03/20/26. 

Third interview with the Administrator on 03/27/26 

at 6:20pm revealed: 

-FL-2's had to be clarified by managers so the 

MAs could give the medications correctly. 

-The MAs could take verbal orders to clarify any 

order. 

Telephone interview with Resident #4's PCP on 

03/27/26 at 10:40am revealed: 

-The hospital sent an FL-2 for Resident #4 that 

did not match the discharge medications. 

-The FL-2 may be sent before discharge and then 

the medications could change at discharge. 

-The facility should go by the FL-2, but the 

problem was that it did not match the discharge 

summary. 

Attempted telephone interview with the power of 

attorney for Resident #4 on 03/27/26 at 9:25am 

was unsuccessful. 
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h. Review of Resident #4's hospital discharge 

summary dated 03/20/26 revealed there was an 

order for Senna 8.6-50mg take two tablets two 

times daily (Senna is medication that can be used 

to treat constipation). 

Review of Resident #4's March 2026 electronic 

medication administration record (eMAR) 

revealed: 

-There was an entry for Senna 8.6-50mg take two 

tablets twice daily scheduled at 9:00am and 

9:00pm with a start date of 03/26/26. 

-Senna 8.6-50mg was documented as 

administered on 03/26/26 at 9:00pm and 

03/27/26 at 9:00am. 

Observation of Resident #4's medications on 

hand on 03/26/26 at 11:08am revealed there was 

no Senna on the cart for Resident #4. 

Telephone interview with a pharmacist from the 

facility's contracted pharmacy on 03/26/26 at 

11:44am revealed: 

-The pharmacy received initial orders on 03/25/26 

for Resident #4 last night for Senna and had 

never dispensed the medication for Resident #4 

before. 

-There was no paperwork on file related to a 

03/20/26 hospital discharge for Resident #4. 

-The pharmacy was processing new orders 

received for Resident #4 on 03/25/26. 

-Someone sent Resident #4's new orders on 

03/25/26 after the pharmacy's 5:00pm cut off time 

and the pharmacy was reviewing the document. 

Interview with Resident #4 on 03/26/26 at 2:45pm 

revealed she had difficulty with constipation and 

had trouble cleaning herself after a bowel 

movement. 
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Interview with the Special Care Coordinator 

(SCC) on 03/26/26 at 12:54pm revealed: 

-When receiving residents who were discharged 

from the hospital the paperwork needed to be 

sent to the PCP and pharmacy. 

-She would try to send the paperwork on the 

same day the resident was discharged. 

-She made a mistake and did not send the full 

discharge summary to the pharmacy for Resident 

#4's 03/20/26 hospital discharge. 

-She sent the discharge summary for Resident 

#4's 03/20/26 discharge to the PCP on 03/23/26. 

-She would scan documents and send them via 

email to the PCP. 

-She would send documents to the pharmacy via 

fax. 

-She was unsure when she sent the fax to the 

pharmacy. 

Interview with the Administrator on 03/26/26 at 

1:10pm revealed: 

-The process of receiving residents discharged 

from the hospital was to send orders to the PCP. 

-If there was no response from the PCP then the 

facility would follow the orders on the current 

FL-2. 

-The orders from the hospital were to be sent to 

the PCP and the PCP would decide how to 

proceed. 

-Staff was to follow the hospital order until the 

PCP clarified the order. 

-If the Administrator or the SCC was not there the 

MAs could send things to the pharmacy and the 

PCP. 

-When Resident #4 was discharged the PCP was 

notified on 03/20/26 by the SCC. 

-The discharge summary was sent in an email on 

03/20/26. 

-Orders should have been faxed to the pharmacy 
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and she did not know if they were. 

Second interview with the Administrator on 

03/26/26 at 3:33pm revealed: 

-All orders received should go to the pharmacy 

first. 

-MAs should fax all orders to the pharmacy. 

-She thought Resident #4's medication orders 

were not sent to the pharmacy when she returned 

from the hospital on 03/20/26. 

-She thought Resident #4's PCP was not notified 

immediately of new orders when she returned 

from the hospital on 03/20/26. 

Third interview with the Administrator on 03/27/26 

at 6:20pm revealed: 

-FL-2's had to be clarified by managers so the 

MAs could give the medications correctly. 

-The MAs could take verbal orders to clarify any 

order. 

Telephone interview with Resident #4's PCP on 

03/27/26 at 10:40am revealed: 

-The hospital sent an FL-2 for Resident #4 that 

did not match the discharge medications. 

-The FL-2 may be sent before discharge and then 

the medications could change at discharge. 

-The facility should go by the FL-2, but the 

problem was that it did not match the discharge 

summary. 

Attempted telephone interview with the power of 

attorney for Resident #4 on 03/27/26 at 9:25am 

was unsuccessful. 

2. Review of Resident #5's FL-2 dated 04/29/25 

revealed: 

-Diagnoses included "unspecified dementia, 

unspecified severity, without behavioral 

disturbance, psychotic disturbance, and a"; 
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unspecified urinary incontinence; unspecified 

osteoarthritis, unspecified site; pain in right knee. 

-She was constantly disoriented. 

-The recommended level of care was special 

care unit (SCU). 

a. Review of Resident #5's physician order sheet 

dated 01/08/26 revealed there was an order for 

memantine 10mg tablet twice daily (memantine is 

medication used to treat moderate to severe 

dementia). 

Review of Resident #5's physician order dated 

02/13/26 revealed: 

-There was an order to discontinue memantine. 

-There was an order for Resident #5's admission 

to hospice. 

Review of Resident #5's February 2026 electronic 

medication administration record (eMAR) 

revealed: 

-There was an entry for memantine 10mg take 

one tablet twice daily scheduled at 9:00am and 

9:00pm. 

-Memantine 10mg was administered twice daily 

on 02/13/26 to 02/16/26. 

-On 02/17/26 at 9:00am there was documentation 

that Resident #5 refused the medication. 

-Memantine was documented as discontinued on 

02/17/26 at 9:00pm. 

Telephone interview with a pharmacist from the 

facility's contracted pharmacy on 03/26/26 at 

3:53pm revealed: 

-Resident #5's memantine 10mg was 

discontinued on 02/16/26 and the order previous 

to that was 01/08/26 for memantine 10mg 1 tablet 

twice daily. 

-Resident #5's memantine was dispensed in 

7-day supplies on 01/21/26, 01/28/26, 02/04/26, 
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and 02/11/26. 

Telephone Interview with the power of attorney 

(POA) for Resident #5 on 03/27/26 at 9:16am 

revealed: 

-Resident #5 was on hospice and care was not 

provided solely by the facility. 

-Before Resident #5 was on hospice, medications 

were an issue with her primary care provider 

(PCP) and neurologist. 

Interview with the Special Care Coordinator 

(SCC) on 03/27/26 at 3:50pm revealed: 

-Resident #5's memantine was discontinued by 

hospice recently. 

-She recalled Resident #5's POA asking about 

medications that were stopped and the PCP 

spoke to her. 

-For discontinued medications she made copies 

of orders and sent them to the pharmacy and 

then verified when the pharmacy uploaded 

changes. 

-If there was an order change then the MAs had 

to put stickers on the medications in the 

multi-dose pack (MDP) and may have to 

manually remove pills that were discontinued. 

Interview with the Administrator on 03/27/26 at 

6:20pm revealed when the PCP sent orders, 

things did not change until the entry on the eMAR 

was reviewed. 

Attempted telephone interview with Resident #5's 

hospice nurse on 03/27/26 at 12:20pm was 

unsuccessful. 

Attempted telephone interview with Resident #5's 

mental health provider at on 03/27/26 at 12:31pm 

was unsuccessful. 

D 358 

Division of Health Service Regulation 

STATE FORM LCXF11 If continuation sheet 58 of 706899 



 

 

 

   

 

PRINTED: 04/20/2026 
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-C 

03/27/2026 

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 58

b. Review of Resident #5's physician order sheet 

dated 01/05/26 revealed there was an order for 

nystatin 100,000U/g cream, apply topically to 

bilateral groin twice daily for 30 days (Nystatin 

cream is medication used to prevent fungus 

growth on the skin). 

Review of a physician order sheet dated 01/08/26 

revealed there was an order for nystatin 

100,000U/g cream, apply topically to bilateral 

groin twice daily as needed for rash. 

Review of Resident #5's February 2026 electronic 

medication administration record (eMAR) 

revealed: 

-There was an entry for Nystatin cream apply 

topically to bilateral groin twice daily for 30 days 

scheduled daily at 9:00am and 9:00pm with a 

start date of 01/07/26. 

-Nystatin cream was administered at 9:00am on 

02/01/26 to 02/03/26, on 02/05/26 to 02/16/26, 

and on 02/18/26 to 02/28/26. 

-Nystatin cream was documented as not 

administered at 9:00am by exception on 02/04/26 

due to resident out of facility, and on 02/17/26 

due to resident refusal. 

-Nystatin cream was administered at 9:00pm on 

02/01/26 to 02/28/26 

Review of Resident #5's March 2026 electronic 

medication administration record (eMAR) 

revealed: 

-There was an entry for Nystatin cream apply 

topically to bilateral groin twice daily for 30 days 

scheduled daily at 9:00am and 9:00pm with a 

start date of 01/07/26. 

-Nystatin cream was administered twice daily at 

9:00am and 9:00pm on 03/01/26 to 03/06/26. 

-Nystatin cream was not administered on 

03/07/26 at 9:00am with documentation of drug 
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not given, without further specification. 

-Nystatin cream was not administered from 

03/07/26 at 9:00pm to 03/27/26 with 

documentation that the medication was 

discontinued. 

Telephone interview with a pharmacist from the 

facility's contracted pharmacy on 03/26/26 at 

3:53pm revealed: 

-Resident #5's Nystatin cream was ordered 

01/08/26 to apply to the groin twice daily and 

there were no orders to discontinue the cream. 

-The next previous order for Nystatin cream was 

written 08/05/25 apply twice daily as needed 

(PRN) for rash. 

-The pharmacy did not dispense new cream for 

the 01/08/26 order because it was a physician 

order sheet where orders were renewed and the 

pharmacy did not automatically dispense more 

unless the physician specified to dispense more. 

Interview with the Special Care Coordinator 

(SCC) on 03/27/26 at 3:50pm revealed: 

-Resident #5's Nystatin order said to discontinue 

after 30 days. 

-She had an order for 03/07/26 to discontinue 

Nystatin. 

Interview with a medication aide (MA) on 

03/27/26 at 11:27am revealed she thought 

Resident #5's Nystatin was stopped. 

Interview with the Administrator on 03/27/26 at 

6:20pm revealed when the PCP sent orders, 

things did not change until the entry on the eMAR 

was reviewed. 

Telephone interview with Resident #4's PCP on 

03/27/26 at 10:40am revealed she did not 

remember discontinuing Resident #5's nystatin 
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and the SCC asked her about it. 

Attempted telephone interview with Resident #5's 

hospice nurse on 03/27/26 at 12:20pm was 

unsuccessful. 

_____________________________________ 

The facility failed to ensure medications were 

administered as ordered for two sampled 

residents (#4 and #5) including failure to 

administer pain medication used to treat 

moderate to severe pain until 4 days after her 

return from the hospital and a patch used to treat 

pain until 7 days after her return from the hospital. 

Resident #4 sustained a hip fracture and wrist 

fracture and oxycodone was not available for 4 

days after her readmission to the facility. This 

failure was detrimental to the health, safety, and 

welfare of the resident and constitutes a 

continuing unabated B violation. 

_____________________________________ 

The facility provided a plan of protection in 

accordance with G.S. 131D-34 on 03/27/26 for 

this violation. 

THE CORRECTION DATE FOR THE TYPE B 

VIOLATION SHALL NOT EXCEED May 11, 2026.

 D 358 

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

Administration 

10A NCAC 13F .1004 Medication Administration 

(j) The resident's medication administration 

record (MAR) shall be accurate and include the 

following: 

(1) resident's name; 

(2) name of the medication or treatment order; 

(3) strength and dosage or quantity of medication 

administered; 

(4) instructions for administering the medication 
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or treatment; 

(5) reason or justification for the administration of 

medications or treatments as needed (PRN) and 

documenting the resulting effect on the resident; 

(6) date and time of administration; 

(7) documentation of any omission of 

medications or treatments and the reason for the 

omission, including refusals; and, 

(8) name or initials of the person administering 

the medication or treatment. If initials are used, a 

signature equivalent to those initials is to be 

documented and maintained with the medication 

administration record (MAR). 

D 367 

This Rule is not met as evidenced by: 

Based on observations, interviews, and record 

reviews the facility failed to ensure the electronic 

medication administration records were accurate 

for 2 of 5 sampled residents including 

documentation for a medication used to lower 

blood sugar (#2, #4). 

The findings are: 

Review of the facility's policy on residents 

receiving diabetic medications/treatments dated 

09/21 revealed: 

-Residents receiving medication/treatments for 

diabetic care will be monitored according to the 

physician's orders. 

-Every resident will have their own glucose 

monitor and it will be labeled with their name and 

placed in a bag labeled with their name. 

-All medications, blood sugar monitoring and 

insulins will be added to a diabetic flowsheet. 

-The medication aide will notify the care 

coordinator of any refusals and/or abnormal 
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results. 

-The care coordinator will review any refusals 

and/or abnormal blood sugar reading and notify 

the provider. 

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

01/23/26 revealed diagnoses included diabetes, 

glaucoma, depression, and aortic valve stenosis. 

Review of Resident #2's Resident Register had 

an admission date of 08/01/25. 

Review of Resident #2's signed physician orders 

dated 01/23/26 revealed there was an order for 

Novolog 100units/ml inject 8 units three times 

daily with meals plus sliding scale hold dose and 

call provider if blood sugar (BS) less than 70, BS 

150-200 administer 1 unit, 201-250 administer 2 

units, 251-300 administer 3 units, 301-350 

administer 4 units, 351-400 administer 5 units, 

and 401-458 administer 6 units. (Novolog is a 

rapid acting insulin used to treat high blood 

sugar). 

Observation of Resident #2's medications on 

hand revealed there was a Novolog Kwikpen with 

a dispense date of 11/03/25. 

Observation of Resident #2 during morning 

medication pass on 03/25/26 at 8:52am the blood 

sugar was 182 and she was administered 9 units 

of Novolog. 

Review of Resident #2's February 2026 electronic 

medication record (eMAR) revealed: 

-There was an entry for Novolog 100units/ml 

inject 8 units three times daily with meals plus 

sliding scale hold dose and call provider if blood 

sugar (BS) less than 70, BS 150-200 administer 1 

unit, 201-250 administer 2 units, 251-300 
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administer 3 units, 301-350 administer 4 units, 

351-400 administer 5 units, and 401-458 

administer 6 units to be administered at 7:30am, 

12:00pm, and 5:00pm. 

-There was documentation that Novolog was 

administered at 7:30am from 02/13/26 to 

02/28/26. 

-There was documentation that Novolog was 

administered at 12:00pm from 02/13/26 to 

02/28/26. 

-There was documentation that Novolog was 

administered at 5:00pm from 02/13/26 to 

02/28/26. 

-There was no documentation of the number of 

units of Novolog administered at 7:30am, 

12:00pm, and 5:00pm from 02/13/26 to 02/28/26. 

Review of Resident #2's March 2026 electronic 

medication record (eMAR) revealed: 

-There was an entry for Novolog 100units/ml 

inject 8 units three times daily with meals plus 

sliding scale hold dose and call provider if blood 

sugar (BS) less than 70, BS 150-200 administer 1 

unit, 201-250 administer 2 units, 251-300 

administer 3 units, 301-350 administer 4 units, 

351-400 administer 5 units, and 401-458 

administer 6 units to be administered at 7:30am, 

12:00pm, and 5:00pm. 

-There was documentation that Novolog was 

administered at 7:30am from 03/01/26 to 

03/26/26. 

-There was documentation that Novolog was 

administered at 12:00pm from 03/01/26 to 

03/25/26. 

-There was documentation that Novolog was 

administered at 5:00pm from 03/01/26 to 

03/25/26. 

-There was no documentation of the number of 

units of Novolog administered at 7:30am, 

12:00pm, and 5:00pm from 03/01/26 to 03/25/26. 
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Telephone interview with a pharmacist at the 

facility's contracted pharmacy on 03/26/26 at 

9:40am revealed: 

-The pharmacist entered the medication orders 

into the facility's eMAR system. 

-The pharmacy only interfaced with the facility's 

eMAR system. 

-The pharmacy was unable to see the units of 

sliding scale insulin that was administered. 

Interview with the Resident Care Coordinator 

(RCC) on 03/26/26 at 10:10am revealed: 

-The facility switched to a new medication 

documentation system on 12/01/25. 

-The new medication system did not provide a 

space to document the number of sliding scale 

units of insulin administered. 

Interview with the Administrator on 03/26/26 at 

11:25am revealed: 

-The facility switched to a new medication 

documentation system on 12/01/25. 

-The new medication system did not provide the 

number of sliding scale units of insulin 

administered. 

-There was no documentation that the primary 

care provider (PCP) could review that provided 

the number of units of the sliding scale insulin 

that were administered. 

-The PCP would not be able to determine of the 

sliding scale insulin would need to be adjusted. 

Telephone interview with the Regional Clinical 

Director (RCD) on 03/27/26 at 8:00am revealed: 

-She did not know that the facility could not view 

the number of sliding scale insulin administered. 

-She would research the sliding scale 

documentation and see why the units 

administered were not viewable. 
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Second telephone interview with the RCD on 

03/27/26 at 12:43pm revealed: 

-The facility had to change the way the 

medication order was entered into the eMAR 

system to be able to enter the number of units of 

insulin administered. 

-The PCP not being able to view the units of 

sliding scale insulin could have affected the care 

of the residents. 

Telephone interview with facility's contracted PCP 

on 03/27/26 at 11:05am revealed: 

-She did not know that she was not able to see 

the units of sliding scale insulin administered. 

-She would like to be able to view the number of 

units administered and verify that the correct 

amount was administered. 

-Not having the units administered could affect 

how she adjusted the sliding scale. 

Attempted telephone interview with the facility's 

eMAR systems help desk on 03/27/26 at 11:35am 

was unsuccessful. 

2. Review of Resident #4's FL-2 dated 01/02/26 

revealed: 

-Diagnoses included Vascular dementia, 

unspecified severity, with agitation; diabetes 

mellitus type II with neuropathy; hypertension; 

hyperlipidemia; peripheral vascular disease; iron 

deficiency anemia. 

-There was an order for insulin lispro injection 

100U/ML inject subcutaneously as directed per 

sliding scale before meals and at bedtime for 

blood glucose level less than 60 call MD, 60-200 

= 0 units, 201-250 = 2 units, 251-300 = 4 units, 

301-350 = 6 units, 351-400 = 8 units, for 401 or 

greater call MD (insulin lispro is fast acting 

medication to control blood sugar). 
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Review of Resident #4's February 2026 electronic 

medication administration record eMAR revealed: 

-There was an entry for insulin lispro injection 

100units/mL inject subcutaneously before meals 

and at bedtime for blood glucose level less than 

60 call md, 60-200 = 0 units, 201-250 = 2 units, 

251-300 = 4 units, 301-350 = 6 units, 351-400 = 8 

units, for 401 or greater call MD, scheduled at 

7:00am, 11:30am, 5:00pm, and 8:00pm with a 

start date of 01/11/26. 

-There was documentation that insulin lispro was 

administered at 7:00am from 02/01/26 to 

02/28/26. 

-There was documentation that insulin lispro was 

administered at 11:30am from 02/01/26 to 

02/02/26 and 02/04/26 to 02/28/26. 

-There was documentation that insulin lispro was 

administered at 5:00pm from 02/01/26 to 

02/11/26 and from 02/13/26 to 02/28/26. 

-There was documentation that insulin lispro was 

administered at 8:00pm from 02/01/26 to 

02/09/26, from 02/11/26 to 02/12/26, on 02/14/26 

to 02/17/26, and from 02/19/26 to 02/28/26. 

-There was no documentation of the number of 

units of insulin lispro administered at 7:00am, 

11:30am, 5:00pm, or 8:00pm from 02/01/26 to 

02/28/26. 

Review of Resident #4's March 2026 eMAR 

revealed: 

-There was an entry for insulin lispro injection 

100units/mL inject subcutaneously before meals 

and at bedtime for blood glucose level less than 

60 call md, 60-200 = 0 units, 201-250 = 2 units, 

251-300 = 4 units, 301-350 = 6 units, 351-400 = 8 

units, for 401 or greater call MD, scheduled at 

7:00am, 11:30am, 5:00pm, and 8:00pm with a 

start date of 01/11/26. 

-There was documentation that insulin lispro was 
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administered at 7:00am from 03/01/26 to 

03/10/26. 

-There was documentation that insulin lispro was 

administered at 11:30am from 03/01/26 to 

03/10/26 

-There was documentation that insulin lispro was 

administered at 5:00pm from 03/01/26 to 

03/09/26. 

-There was documentation that insulin lispro was 

administered at 8:00pm from 03/01/26 to 

03/09/26. 

-There was no documentation of the number of 

units of insulin lispro administered at 7:00am, 

11:30am, 5:00pm, or 8:00pm from 03/01/26 to 

03/10/26. 

Interview with the Administrator on 03/25/26 at 

1:00pm revealed: 

-There was not a place on the eMAR for 

medication aides (MA) to document sliding scale 

insulin units. 

-The eMAR was not set up to show the number of 

units on the eMAR. 

-Today (03/25/26) all the residents receiving 

insulin were going to get a new order to add the 

insulin units to the eMAR. 

Telephone interview with Resident #4's primary 

care provider (PCP) on 03/27/26 at 10:40am 

revealed: 

-In facilities she tried not to have sliding scale 

insulin orders. 

-She never really thought about whether staff 

were giving the sliding scale insulin correctly. 

-She tried not to give sliding scale insulin orders 

and changed Resident #4's insulin order.

 D 367 

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

and Incidents

 D 451 
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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. 

This Rule is not met as evidenced by: 

Based on record reviews and interviews the 

facility failed to report an injury to the county 

department of social services for 1 of 3 sampled 

residents (#4) related to a resident who fell and 

required hospitalization and surgery for her 

injuries. 

The findings are: 

Review of Resident #4's FL-2 dated 03/24/26 

revealed: 

-Diagnoses include vascular dementia, 

unspecified severity with agitation; diabetes 

mellitus type II with neuropathy; hypertension; 

hyperlipidemia; peripheral vascular disease; and 

iron deficiency anemia. 

-Resident #4 was intermittently disoriented. 

-Resident #4 was non-ambulatory. 

Review of Resident #4's hospital discharge 

summary dated 03/20/26 revealed: 

-Resident #4 was admitted to the hospital on 

03/13/26 after a fall at home and discharged on 

03/20/26. 

-Resident #4's injury list on admission included 
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left subcapital femoral neck fracture, left distal 

radius fracture with extension into the radioulnar 

joint, and closed head injury without acute 

intracranial abnormality on CT. 

Interview with county department of social 

services (DSS) adult home specialist on 03/27/26 

at 2:50pm revealed: 

-The incident report for Resident #4's hip was 

received on 03/16/26 via email and Resident #4 

fell on 03/13/26. 

-The incident report should be received within 48 

hours. 

-She usually received incident reports from this 

facility via email. 

Interview with the Special Care Coordinator 

(SCC) on 03/27/26 at 3:50pm revealed: 

-She was trained on how to send incident and 

accident reports last week. 

-Before that the Administrator was filling out the 

incident and accident reports. 

-Incident and accident reports needed to be sent 

to DSS in 48 hours. 

Interview with the Administrator on 03/27/26 at 

6:20pm revealed the Administrator and care 

managers were responsible to report to DSS and 

reports were made through email. 

D 451 
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	Continued From page 1unspecified severity with agitation; diabetes mellitus type II with neuropathy; hypertension; hyperlipidemia; peripheral vascular disease; and iron deficiency anemia. -There was an entry "see attached" under medications/name and strength, dosage and route. -There were no other signed orders or attached documents. Interview with the Special Care Coordinator (SCC) on 03/26/26 at 12:54pm revealed: -When receiving residents who were discharged from the hospital the paperwork needed to be se
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	Continued From page 2could give the medications correctly. -The MAs could take verbal orders to clarify any order.
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	10A NCAC 13F .0902(b) Health Care 10A NCAC 13F .0902 Health Care (b) The facility shall assure referral and follow-up to meet the routine and acute health care needs of residents. 
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	TR
	This Rule is not met as evidenced by:TYPE B VIOLATION Based on observations, interviews, and record reviews, the facility failed to ensure referral and follow up for 1 of 5 sample residents (#4) related to the physical therapy, occupational therapy and skilled nursing needs for a resident who was discharged from the hospital after a fractured hip and hemiarthroplasty and broken wrist. a. Review of Resident #4's FL-2 dated 03/24/26 revealed: -Diagnoses include vascular dementia, unspecified severity with agi
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	Continued From page 3radius fracture with extension into the radioulnar joint, and closed head injury without acute intracranial abnormality on CT. -Resident #4 had procedures performed on 03/16/26 including a left hip hemiarthroplasty and closed reduction and casting of the left wrist. -There were referrals for PT and occupational therapy (OT) for Resident #4. Review of Resident #4's hospital records from her 03/13/26 admission revealed there were referrals for OT and PT for Resident #5 dated 03/20/26. Rev
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	Continued From page 4trouble cleaning herself after a bowel movement. -She thought she was doing therapy with an occupational therapist until the second fall on Tuesday (03/24/26), but then she refused therapy because she was in so much pain that she could not move. Interview with a medication aide (MA) on 03/27/26 at 11:27am revealed: -She asked if Resident #4 had pain on a scale from 0-10 and Resident #4 told her it was 7 out of 10 this morning before the medication was given. -Resident #4 did not need as
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	Continued From page 5-She spoke with the hospital case manager and a therapy manager to make sure that Resident #4 could receive PT and OT five days a week when she returned to the facility. -She went to the hospital and sat with Resident #4, and she spoke to the nurse and case manager before accepting Resident #4 back to the facility. Telephone interview with the Regional Director of Operations for Resident #4's home health company on 03/27/26 at 11:56am revealed: -Nobody from the agency had been to the fa
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	Continued From page 6were sent to the in-house outpatient providers on Thursday (03/26/26). -She did not know whether that was a referral or verbal communication. -She knew that verbal communication was made with the therapy manager and the SCC about in-house outpatient therapy. -Resident #4's power of attorney POA talked to the SCC and said he wanted her to return to the facility. -The hospital social worker called and asked about care that Resident #4 could receive at the facility. -Resident #4 had not re
	D 273 

	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-C 03/27/2026 

	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 273 
	D 273 
	Continued From page 7-She last saw Resident #4 on 03/12/26 and discharged her from care on 03/16/26. -Resident #4 had to be discharged because of her hospital admission. -Resident #4 would receive home health PT until she was discharged from that service. -Resident #4 was discharged from OT on 03/18/26 and was last seen for OT on 03/12/26. -Orders were received through Resident #4's primary care provider (PCP) and those were processed by the therapy manager. -As long as Resident #4 was receiving any home he
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	Continued From page 8Resident #4's staples in her incision. -She spoke with facility staff the following Monday (03/23/26) after Resident #4 returned from the hospital on 03/20/26. -Normally the PCP would write an order and give it to the facility's staff and the facility staff would give the orders to her and she would check their insurance. -If she could not provide therapy then she would say that a resident's order needed to be sent to home health. -She received Resident #4's therapy order last night on 
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	Continued From page 9assistance (contact guard assistance is where the clinician maintains gentle contact with the patient during an activity while the patient performs 100% of the physical work or effort). Telephone interview with Resident #4's PCP on 03/27/26 at 10:40am revealed: -Once Resident #4 was discharged from home health wound care then her outpatient PT and OT could start. -Whether the facility felt they could accept a resident was based on the facility's assessment. -It was not ideal that Reside
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	Continued From page 10summary dated 03/20/26 revealed: -Resident #4's injury list on admission included left subcapital femoral neck fracture, left distal radius fracture with extension into the radioulnar joint, and closed head injury without acute intracranial abnormality on computed tomography (CT). -Resident #4 had procedures performed on 03/16/26 including a left hip hemiarthroplasty and closed reduction and casting of the left wrist. -Resident #4 was to leave the post-operative dressing (surgical Aqua
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	Continued From page 11Review of Resident #4's physician order dated 03/24/26 revealed home health skilled nursing was ordered to evaluate and treat Resident #4's left hip surgical wound. Observation of Resident #4 on 03/27/26 at 10:58am revealed: -Resident #4 had a white dressing taped to her left upper leg. -There was an incision noted on the left upper leg with 20 staples. -There was redness noted on the upper third of the incision around the staples. -There were purple and yellow discolored areas noted a
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	Continued From page 12
	 D 273 

	TR
	Interview with a personal care aide (PCA) on 03/26/26 at 4:45pm revealed: -She had just changed Resident #4's incontinence brief. -She saw staples and no bandage covering Resident #4's wound. -She had not worked with Resident #4 in the past two days, but saw some bandage on it previously. Interview with a medication aide (MA) on 03/26/26 at 4:31pm revealed Resident #4 just had staples and no dressing or bandage on the wound the last she checked on Sunday (03/22/26). Interview with a second MA on 03/27/26 at
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	Continued From page 13this morning. Interview with the Administrator on 03/27/26 at 9:35am revealed Resident #4's PCP sent home health referrals, but she did not know when they were sent. Second Interview with the Administrator on 03/27/26 at 6:20pm revealed: -A home health representative came today (03/27/26) to assess Resident #4 for home health nursing. -If an order is placed for home health the facility staff should fax the home health order to the home health agency. -When it was noted that Resident #4
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	Continued From page 14as a home health nursing need. -She wrote an order on Tuesday (03/24/26) for home health for Resident #4 and it was rewritten yesterday (03/26/26) since they were worried about her wound. -On Tuesday (03/24/26) there was a covering on the wound. -The wound should be covered with a dry non-stick dressing to prevent it from being soiled and infection was possible. -Infections could spread to the hardware and sometimes require antibiotics or more care. Attempted telephone interview with t
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	10A NCAC 13F .0902(c)(3-4) Health Care 10A NCAC 13F .0902 Health Care (c) The facility shall assure documentation of the following in the resident's record: (3) written procedures, treatments or orders from a physician or other licensed health professional; and (4) implementation of procedures, treatments or orders specified in Subparagraph (c)(3) of this Rule. 
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	TR
	This Rule is not met as evidenced by:TYPE B VIOLATION Based on observations, interviews and record reviews the facility failed to implement orders for 1 of 5 sampled residents (#4) related to completing daily dressing changes on a postoperative incision. The findings are: Review of Resident #4's FL-2 dated 03/24/26 revealed: -Diagnoses include vascular dementia, unspecified severity with agitation; diabetes mellitus type II with neuropathy; hypertension; hyperlipidemia; peripheral vascular disease; and iron
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	Continued From page 16healing). Review of Resident #4's orthopedic progress note dated 03/18/26 revealed Resident #4 had her wound vac removed from the left hip incision and an Aquacel bandage was placed that could remain until 03/25/26 (Aquacel is a type of dressing that can be used to promote wound healing). Review of Resident #4's hospital discharge summary dated 03/20/26 revealed: -Resident #4's injury list on admission included left subcapital femoral neck fracture, left distal radius fracture with ext
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	Continued From page 17-Resident #4 had staples on her left hip and would benefit from home health skilled nursing for wound management due to her diabetes and risk of poor wound healing. Review of Resident #4's physician order dated 03/24/26 revealed home health skilled nursing was ordered to evaluate and treat Resident #4's left hip surgical wound. Review of Resident #4's March 2026 electronic medication administration record (eMAR) revealed there was no documentation of wound care for Resident #4. JOYCE's
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	Continued From page 18-She had just changed Resident #4's incontinence brief. -She saw staples and no bandage covering Resident #4's wound. -She had not worked with Resident #4 in the past two days, but saw some bandage on it previously. Interview with a medication aide (MA) on 03/26/26 at 4:31pm revealed Resident #4 just had staples and no dressing or bandage on the wound the last she checked on Sunday (03/22/26). Interview with a second MA on 03/27/26 at 11:27am revealed on Wednesday (03/25/26) there was 
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	Continued From page 19gauze and cover with showers using a bandage pack. -The order was in the discharge summary. -If the order was unclear then she should clarify it with the PCP. Second interview with the SCC on 03/27/26 at 3:50pm revealed: -She did not know when Resident #4's Aquacel bandage came off or when it was pulled off. -The Aquacel bandage was on Resident #4's hip on Monday 03/23/26. -She assessed Resident #4's care needs when Resident #4 was at the hospital. -She was not sure if she could change
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	Continued From page 20Attempted telephone interview with the power of attorney for Resident #4 on 03/27/26 at 9:25am was unsuccessful. 
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	TR
	________________ The facility failed to ensure orders were implemented for 1 of 5 sampled residents (#4) related to dressing changes. The resident had a postoperative wound from a hip fracture and hemiarthroplasty which was not being dressed and changed according to postoperative instructions, placing the resident at risk for infection. This failure was detrimental to the health, safety and welfare of the resident which constitutes a Type B Violation. ________________ The facility provided a plan of protect
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	 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. This Rule is not met as evidenced by:FOLLOW-UP TO CONTINUING TYPE B VIOL
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	Continued From page 21
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	TR
	Based on these findings, the previously Unabated Type B Violation has not been abated. Based on observations, interviews and record reviews the facility failed to ensure medications were administered as ordered for 2 of 5 sampled residents (#4, #5) including medications for pain, blood clot prevention, urinary retention, constipation, and indigestion (#4) and medications used to treat dementia and skin irritation (#5). The findings are: 1. Review of Resident #4's FL-2 dated 03/20/26 revealed: -Diagnoses inc
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	Continued From page 22-Resident #4 had procedures performed on 03/16/26 including a left hip hemiarthroplasty and closed reduction and casting of the left wrist. -There was an order for oxycodone 5mg take one tablet (5mg dose) every six hours as needed for pain up to seven days with a maximum daily amount of 20mg. (oxycodone is a controlled substance medication given to treat pain). -There was an order for acetaminophen 325mg take two tablets (650mg dose) every six hours as needed (PRN) for pain or fever (a
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	Continued From page 23revealed: -There was an entry for oxycodone 5mg take one tablet every 6 hours as needed for pain for 7 days with a start date of 03/24/26, discontinued on 03/27/26. -There was an entry for oxycodone 5mg take one tablet every 6 hours as needed for pain for 7 days with a start date of 03/26/26, discontinued on 03/27/26. -There was an entry for oxycodone 5mg take one tablet every 6 hours as needed without an indication for use with a start date of 03/26/26. -Oxycodone 5mg was documented a
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	TR
	Review of Resident #4's controlled substance log for oxycodone 5mg revealed: -There were 14 doses remaining of 20 dispensed. -Resident #4 received oxycodone 5mg on 

	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-C 03/27/2026 

	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 2403/24/26 at 12:18pm, 03/25/26 at 9:25am, 03/25/26 at 8:33pm, 03/26/26 at 4:44am, 03/26/26 at 8:38pm, and 03/27/26 at 8:46am. Observation of Resident #4's medications on hand on 03/26/26 at 11:08am revealed there was a card of Resident #4's oxycodone 5mg tablets with 16 doses remaining of 20 which were labeled as dispensed on 03/23/26. Telephone interview with a pharmacist from the facility's contracted pharmacy on 03/26/26 at 11:44am revealed: -The pharmacy received an order for Reside
	D 358 

	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-C 03/27/2026 

	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 25(03/25/26) and on Sunday (03/22/26). -Resident #4 had acetaminophen PRN for pain which was given on Sunday (03/22/26) (acetaminophen is medication used to treat pain or fever). -Resident #4 now had oxycodone and acetaminophen for pain. Interview with a second MA on 03/27/26 at 11:27am revealed: -She just administered Resident #4 scheduled acetaminophen. -She asked if Resident #4 had pain on a scale from 0-10 and Resident #4 told her it was 7 out of 10 this morning before the medication
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	Continued From page 26
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	TR
	Interview with the program director from Resident #4's previous outpatient therapy service provider on 03/27/26 at 10:00am revealed: -Pain severity depended on the person after surgery. -Therapy was often done in conjunction with medication administration for pain. -Normally patients may report severe pain if they did not have medications in the first couple of weeks after surgery. -She did not know Resident #4 had a second fall after surgery. -Resident #4 could rate pain using a faces pain scale and rated 
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	Continued From page 27facility would follow the orders on the current FL-2. -The orders from the hospital were to be sent to the PCP and the PCP would decide how to proceed. -Staff was to follow the hospital order until the PCP clarified the order. -If the Administrator or the SCC was not there the MAs could send things to the pharmacy and the PCP. -When Resident #4 was discharged the PCP was notified on 03/20/26 by the SCC. -The discharge summary was sent in an email on 03/20/26. -Orders should have been f
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	Continued From page 28-Resident #4 was sore on Tuesday (03/24/26) when she saw her, feeling better than the day she fell. -Resident #4 seemed to be at her cognitive baseline. -The hospital sent an FL-2 for Resident #4 that did not match the discharge medications. -The FL-2 may be sent before discharge and then the medications could change at discharge. -The facility should go by the FL-2, but the problem was that it did not match the discharge summary. Attempted telephone interview with the power of attorne
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	Continued From page 29-Resident #4 complained of bilateral knee pain. -Resident #4 reported most of her pain was in her left lower leg. -Resident #4 could not recall the whole fall. -Resident #4 had tenderness when palpating left femur distal portion as well as proximal portion. Review of Resident #4's primary care provider (PCP) note dated 03/24/26 revealed: -Resident #4 had a left femur fracture and wrist fracture on 03/13/26 and had surgery on her hip on 03/16/26. -Resident #4 had a fall on 03/23/26 and 
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	Continued From page 30-The pharmacy received initial orders on 03/25/26 for Resident #4 last night for methocarbamol and had never dispensed the medication for Resident #4 before. -There was no paperwork on file related to a 03/20/26 hospital discharge for Resident #4. -The pharmacy was processing new orders received for Resident #4 on 03/25/26. -Someone sent Resident #4's new orders on 03/25/26 after the pharmacy's 5:00pm cut off time and the pharmacy was reviewing the document. Interview with Resident #4 
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	Continued From page 3111:27am revealed: -She just administered Resident #4 scheduled acetaminophen. -She asked if Resident #4 had pain on a scale from 0-10 and Resident #4 told her it was 7 out of 10 this morning before the medication was given. -Resident #4 did not need assistance getting out of bed until she had surgery, but now Resident #4 needed lifting to get out of bed and out of the chair and to perform toilet transfers. -Resident #4 had pain that limited her ability to move. -On Wednesday (03/25/26)
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	Continued From page 32did not have medications in the first couple of weeks after surgery. -She did not know Resident #4 had a second fall after surgery. -Resident #4 could rate pain using a faces pain scale and rated her effort using a visual cue. Interview with the Special Care Coordinator (SCC) on 03/26/26 at 12:54pm revealed: -When receiving residents who were discharged from the hospital the paperwork needed to be sent to the PCP and pharmacy. -She would try to send the paperwork on the same day the re
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	Continued From page 33PCP. -When Resident #4 was discharged the PCP was notified on 03/20/26 by the SCC. -The discharge summary was sent in an email on 03/20/26. -Orders should have been faxed to the pharmacy and she did not know if they were. Second interview with the Administrator on 03/26/26 at 3:33pm revealed: -All orders received should go to the pharmacy first. -MAs should fax all orders to the pharmacy. -She thought Resident #4's medication orders were not sent to the pharmacy when she returned from 
	D 358 

	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-C 03/27/2026 

	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 34
	 D 358 

	TR
	c. Review of Resident #4's hospital discharge summary dated 03/20/26 revealed: -Resident #4's diagnoses on admission included left subcapital femoral neck fracture, left distal radius fracture with extension into the radioulnar joint, and closed head injury without acute intracranial abnormality on computed tomography (CT). -Resident #4 had procedures performed on 03/16/26 including a left hip hemiarthroplasty and closed reduction and casting of the left wrist. -There was an order for lidocaine 4% place one
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	Continued From page 35ways that were not feasible in an ordinary bed. Review of Resident #4's March 2026 electronic medication administration record (eMAR) revealed: -There was an entry for lidocaine patch 4% apply one patch topically every day, on 12 hours and off 12 hours, with a start date of 03/26/26. -There was no documentation that Resident #4's lidocaine patch 4% had been administered. Observation of Resident #4's medications on hand on 03/26/26 at 11:08am revealed there were no lidocaine patches on 
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	Continued From page 36-She fell out of bed on Tuesday (03/24/26), and an ambulance came and she went to the hospital. -She thought she was doing therapy with an occupational therapist until the second fall on Tuesday, but then she refused therapy because she was in so much pain that she could not move. Interview with a medication aide (MA) on 03/26/26 at 4:31pm revealed: -Resident #4 complained of pain last night (03/25/26) and on Sunday (03/22/26). -Resident #4 had acetaminophen PRN for pain which was give
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	Continued From page 37-Pain severity depended on how far out Resident #4 was from surgery and could be minimal or moderate. -If the resident did not have pain medication available that would affect her pain as well. -If Resident #4 was not receiving pain medication her pain could be severe. Interview with the program director from Resident #4's previous outpatient therapy service provider on 03/27/26 at 10:00am revealed: -Pain severity depended on the person after surgery. -Therapy was often done in conjunc
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	Continued From page 38pharmacy. Interview with the Administrator on 03/26/26 at 1:10pm revealed: -The process of receiving residents discharged from the hospital was to send orders to the PCP. -If there was no response from the PCP then the facility would follow the orders on the current FL-2. -The orders from the hospital were to be sent to the PCP and the PCP would decide how to proceed. -Staff was to follow the hospital order until the PCP clarified the order. -If the Administrator or the SCC was not the
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	Continued From page 39-Resident #4 was sore on Tuesday (03/24/26) when she saw her, feeling better than the day she fell. -Resident #4 seemed to be at her cognitive baseline. -The hospital sent an FL-2 for Resident #4 that did not match the discharge medications. -The FL-2 may be sent before discharge and then the medications could change at discharge. -The facility should go by the FL-2, but the problem was that it did not match the discharge summary. Attempted telephone interview with the power of attorne
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	Continued From page 40#4's acute urinary retention was being monitored. Review of Resident #4's physician order dated 03/26/26 revealed there was an order to discontinue the current tamsulosin order and start tamsulosin 0.4mg take one capsule daily for 14 days. Review of Resident #4's March 2026 electronic medication administration record (eMAR) revealed: -There was an entry for tamsulosin 0.4mg capsule take one once daily for 14 days, scheduled at 9:00pm with a start date of 03/26/26. -There was documentat
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	Continued From page 41from the hospital the paperwork needed to be sent to the PCP and pharmacy. -She would try to send the paperwork on the same day the resident was discharged. -She made a mistake and did not send the full discharge summary to the pharmacy for Resident #4's 03/20/26 hospital discharge. -She sent the discharge summary for Resident #4's 03/20/26 discharge to the PCP on 03/23/26. -She would scan documents and send them via email to the PCP. -She would send documents to the pharmacy via fax. 
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	Continued From page 42-All orders received should go to the pharmacy first. -MAs should fax all orders to the pharmacy. -She thought Resident #4's medication orders were not sent to the pharmacy when she returned from the hospital on 03/20/26. -She thought Resident #4's PCP was not notified immediately of new orders when she returned from the hospital on 03/20/26. Telephone interview with Resident #4's PCP on 03/27/26 at 10:40am revealed: -The hospital sent an FL-2 for Resident #4 that did not match the dis
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	Continued From page 43-The order to pause oxybutynin 5mg tablets had a comment that Resident #4 had urinary retention postoperatively and she was to resume as needed when voiding had returned to normal and if overactive bladder was problematic. Review of Resident #4's hospital provider notes from her 03/13/26 admission revealed Resident #4 had acute urinary retention with foley catheter placement on 03/16/26. Review of Resident #4's trauma surgery daily progress notedated 03/20/26 revealed Resident #4's acu
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	Continued From page 44
	 D 358 

	TR
	Telephone interview with a pharmacist from the facility's contracted pharmacy on 03/26/26 at 11:44am revealed: -There was an order written 01/02/26 for oxybutynin 5mg take two tablets once daily. -An order was received last night (03/25/26) and it looked like oxybutynin might be discontinued but the pharmacy was reviewing that document. -There were no holds on the medication prior to the document received last night. -Oxybutynin 5mg was dispensed in 7 day supply on 03/25/26, 5 day supply on 03/21/26, 7 day 
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	Continued From page 45pharmacy. Interview with the Administrator on 03/26/26 at 1:10pm revealed: -The process of receiving residents discharged from the hospital was to send orders to the PCP. -If there was no response from the PCP then the facility would follow the orders on the current FL-2. -The orders from the hospital were to be sent to the PCP and the PCP would decide how to proceed. -Staff was to follow the hospital order until the PCP clarified the order. -If the Administrator or the SCC was not the
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	Continued From page 46-The FL-2 may be sent before discharge and then the medications could change at discharge. -The facility should go by the FL-2, but the problem was that it did not match the discharge summary. Attempted telephone interview with the power of attorney for Resident #4 on 03/27/26 at 9:25am was unsuccessful. f. Review of Resident #4's hospital discharge summary dated 03/20/26 revealed: -Resident #4's diagnoses on admission included left subcapital femoral neck fracture, left distal radius 
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	Continued From page 47formation. "pLOV" is typically used to refer to a pharmacy-managed low-dose prophylaxis protocol with heparin or lovenox). Review of Resident #4's March 2026 electronic medication administration record (eMAR) revealed: -There was an entry for aspirin 81mg take one tablet twice daily for 30 days, scheduled at 9:00am and 9:00pm, with a start date of 03/26/26. -Aspirin 81mg take one tablet twice daily was documented as administered on 03/26/26 at 9:00pm and 03/27/26 at 9:00am. -There was 
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	Continued From page 48once daily. -Resident #4's Aspirin was dispensed on 03/25/26 for a quantity of 7, 03/21/26 for a quantity of 5, 03/11/26 for a quantity of 7 and 03/04/26 for a quantity of 7. -There was no paperwork on file related to a 03/20/26 hospital discharge for Resident #4. -The pharmacy was processing new orders received for Resident #4 on 03/25/26. -Someone sent Resident #4's new orders on 03/25/26 after the pharmacy's 5:00pm cut off time and the pharmacy was reviewing the document. Interview 
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	Continued From page 49the PCP and the PCP would decide how to proceed. -Staff was to follow the hospital order until the PCP clarified the order. -If the Administrator or the SCC was not there the MAs could send things to the pharmacy and the PCP. -When Resident #4 was discharged the PCP was notified on 03/20/26 by the SCC. -The discharge summary was sent in an email on 03/20/26. -Orders should have been faxed to the pharmacy and she did not know if they were. Second interview with the Administrator on 03/2
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	Continued From page 50g. Review of Resident #4's hospital discharge summary dated 03/20/26 revealed: -There was an order to start calcium carbonate 500mg chew one tablet (500mg dose) daily as needed without an indication for use (calcium carbonate is medication that can be used to treat heartburn or calcium deficiency). Review of Resident #4's March 2026 electronic medication administration record (eMAR) revealed: -There was an entry for calcium carbonate 500mg take one tablet once daily as needed, without 
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	Continued From page 5103/20/26 hospital discharge for Resident #4. -The pharmacy was processing new orders received for Resident #4 on 03/25/26. -Someone sent Resident #4's new orders on 03/25/26 after the pharmacy's 5:00pm cut off time and the pharmacy was reviewing the document. Interview with the Special Care Coordinator (SCC) on 03/26/26 at 12:54pm revealed: -When receiving residents who were discharged from the hospital the paperwork needed to be sent to the PCP and pharmacy. -She would try to send the
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	Continued From page 52PCP. -When Resident #4 was discharged the PCP was notified on 03/20/26 by the SCC. -The discharge summary was sent in an email on 03/20/26. -Orders should have been faxed to the pharmacy and she did not know if they were. Second interview with the Administrator on 03/26/26 at 3:33pm revealed: -All orders received should go to the pharmacy first. -MAs should fax all orders to the pharmacy. -She thought Resident #4's medication orders were not sent to the pharmacy when she returned from 
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	Continued From page 53
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	TR
	h. Review of Resident #4's hospital discharge summary dated 03/20/26 revealed there was an order for Senna 8.6-50mg take two tablets two times daily (Senna is medication that can be used to treat constipation). Review of Resident #4's March 2026 electronic medication administration record (eMAR) revealed: -There was an entry for Senna 8.6-50mg take two tablets twice daily scheduled at 9:00am and 9:00pm with a start date of 03/26/26. -Senna 8.6-50mg was documented as administered on 03/26/26 at 9:00pm and 03
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	TR
	Interview with the Special Care Coordinator (SCC) on 03/26/26 at 12:54pm revealed: -When receiving residents who were discharged from the hospital the paperwork needed to be sent to the PCP and pharmacy. -She would try to send the paperwork on the same day the resident was discharged. -She made a mistake and did not send the full discharge summary to the pharmacy for Resident #4's 03/20/26 hospital discharge. -She sent the discharge summary for Resident #4's 03/20/26 discharge to the PCP on 03/23/26. -She w
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	Continued From page 55and she did not know if they were. Second interview with the Administrator on 03/26/26 at 3:33pm revealed: -All orders received should go to the pharmacy first. -MAs should fax all orders to the pharmacy. -She thought Resident #4's medication orders were not sent to the pharmacy when she returned from the hospital on 03/20/26. -She thought Resident #4's PCP was not notified immediately of new orders when she returned from the hospital on 03/20/26. Third interview with the Administrator
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	Continued From page 56unspecified urinary incontinence; unspecified osteoarthritis, unspecified site; pain in right knee. -She was constantly disoriented. -The recommended level of care was special care unit (SCU). a. Review of Resident #5's physician order sheet dated 01/08/26 revealed there was an order for memantine 10mg tablet twice daily (memantine is medication used to treat moderate to severe dementia). Review of Resident #5's physician order dated 02/13/26 revealed: -There was an order to discontinu
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	Continued From page 57and 02/11/26. Telephone Interview with the power of attorney (POA) for Resident #5 on 03/27/26 at 9:16am revealed: -Resident #5 was on hospice and care was not provided solely by the facility. -Before Resident #5 was on hospice, medications were an issue with her primary care provider (PCP) and neurologist. Interview with the Special Care Coordinator (SCC) on 03/27/26 at 3:50pm revealed: -Resident #5's memantine was discontinued by hospice recently. -She recalled Resident #5's POA aski
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	Continued From page 58b. Review of Resident #5's physician order sheet dated 01/05/26 revealed there was an order for nystatin 100,000U/g cream, apply topically to bilateral groin twice daily for 30 days (Nystatin cream is medication used to prevent fungus growth on the skin). Review of a physician order sheet dated 01/08/26 revealed there was an order for nystatin 100,000U/g cream, apply topically to bilateral groin twice daily as needed for rash. Review of Resident #5's February 2026 electronic medication
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	Continued From page 59not given, without further specification. -Nystatin cream was not administered from 03/07/26 at 9:00pm to 03/27/26 with documentation that the medication was discontinued. Telephone interview with a pharmacist from the facility's contracted pharmacy on 03/26/26 at 3:53pm revealed: -Resident #5's Nystatin cream was ordered 01/08/26 to apply to the groin twice daily and there were no orders to discontinue the cream. -The next previous order for Nystatin cream was written 08/05/25 apply t
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	Continued From page 60and the SCC asked her about it. Attempted telephone interview with Resident #5's hospice nurse on 03/27/26 at 12:20pm was unsuccessful. _____________________________________ The facility failed to ensure medications were administered as ordered for two sampled residents (#4 and #5) including failure to administer pain medication used to treat moderate to severe pain until 4 days after her return from the hospital and a patch used to treat pain until 7 days after her return from the hos
	 D 358 
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	10A NCAC 13F .1004 (j) Medication Administration 10A NCAC 13F .1004 Medication Administration (j) The resident's medication administration record (MAR) shall be accurate and include the following: (1) resident's name; (2) name of the medication or treatment order; (3) strength and dosage or quantity of medication administered; (4) instructions for administering the medication 
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	Continued From page 61or treatment; (5) reason or justification for the administration of medications or treatments as needed (PRN) and documenting the resulting effect on the resident; (6) date and time of administration; (7) documentation of any omission of medications or treatments and the reason for the omission, including refusals; and, (8) name or initials of the person administering the medication or treatment. If initials are used, a signature equivalent to those initials is to be documented and mai
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	TR
	This Rule is not met as evidenced by: Based on observations, interviews, and record reviews the facility failed to ensure the electronic medication administration records were accurate for 2 of 5 sampled residents including documentation for a medication used to lower blood sugar (#2, #4). The findings are: Review of the facility's policy on residents receiving diabetic medications/treatments dated 09/21 revealed: -Residents receiving medication/treatments for diabetic care will be monitored according to th
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	Continued From page 62results. -The care coordinator will review any refusals and/or abnormal blood sugar reading and notify the provider. a. Review of Resident #2's current FL-2 dated 01/23/26 revealed diagnoses included diabetes, glaucoma, depression, and aortic valve stenosis. Review of Resident #2's Resident Register had an admission date of 08/01/25. Review of Resident #2's signed physician orders dated 01/23/26 revealed there was an order for Novolog 100units/ml inject 8 units three times daily with m
	D 367 
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	Continued From page 63administer 3 units, 301-350 administer 4 units, 351-400 administer 5 units, and 401-458 administer 6 units to be administered at 7:30am, 12:00pm, and 5:00pm. -There was documentation that Novolog was administered at 7:30am from 02/13/26 to 02/28/26. -There was documentation that Novolog was administered at 12:00pm from 02/13/26 to 02/28/26. -There was documentation that Novolog was administered at 5:00pm from 02/13/26 to 02/28/26. -There was no documentation of the number of units of N
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	Continued From page 64
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	TR
	Telephone interview with a pharmacist at the facility's contracted pharmacy on 03/26/26 at 9:40am revealed: -The pharmacist entered the medication orders into the facility's eMAR system. -The pharmacy only interfaced with the facility's eMAR system. -The pharmacy was unable to see the units of sliding scale insulin that was administered. Interview with the Resident Care Coordinator (RCC) on 03/26/26 at 10:10am revealed: -The facility switched to a new medication documentation system on 12/01/25. -The new me
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	Continued From page 65
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	TR
	Second telephone interview with the RCD on 03/27/26 at 12:43pm revealed: -The facility had to change the way the medication order was entered into the eMAR system to be able to enter the number of units of insulin administered. -The PCP not being able to view the units of sliding scale insulin could have affected the care of the residents. Telephone interview with facility's contracted PCP on 03/27/26 at 11:05am revealed: -She did not know that she was not able to see the units of sliding scale insulin admi
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	Continued From page 66
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	TR
	Review of Resident #4's February 2026 electronic medication administration record eMAR revealed: -There was an entry for insulin lispro injection 100units/mL inject subcutaneously before meals and at bedtime for blood glucose level less than 60 call md, 60-200 = 0 units, 201-250 = 2 units, 251-300 = 4 units, 301-350 = 6 units, 351-400 = 8 units, for 401 or greater call MD, scheduled at 7:00am, 11:30am, 5:00pm, and 8:00pm with a start date of 01/11/26. -There was documentation that insulin lispro was adminis
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	Continued From page 67administered at 7:00am from 03/01/26 to 03/10/26. -There was documentation that insulin lispro was administered at 11:30am from 03/01/26 to 03/10/26 -There was documentation that insulin lispro was administered at 5:00pm from 03/01/26 to 03/09/26. -There was documentation that insulin lispro was administered at 8:00pm from 03/01/26 to 03/09/26. -There was no documentation of the number of units of insulin lispro administered at 7:00am, 11:30am, 5:00pm, or 8:00pm from 03/01/26 to 03/10/
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	TR
	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. 

	TR
	This Rule is not met as evidenced by: Based on record reviews and interviews the facility failed to report an injury to the county department of social services for 1 of 3 sampled residents (#4) related to a resident who fell and required hospitalization and surgery for her injuries. The findings are: Review of Resident #4's FL-2 dated 03/24/26 revealed: -Diagnoses include vascular dementia, unspecified severity with agitation; diabetes mellitus type II with neuropathy; hypertension; hyperlipidemia; periphe
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	Continued From page 69left subcapital femoral neck fracture, left distal radius fracture with extension into the radioulnar joint, and closed head injury without acute intracranial abnormality on CT. Interview with county department of social services (DSS) adult home specialist on 03/27/26 at 2:50pm revealed: -The incident report for Resident #4's hip was received on 03/16/26 via email and Resident #4 fell on 03/13/26. -The incident report should be received within 48 hours. -She usually received incident 
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