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O 000 Initial Comments D 000
The Adult Care Licensure Section and Catawba ‘\\|€w
County Department of Social Services conducted
an annual survey on May 13, 2026 through May
14, 2026.
D HT 10A NCAC 13F .0802 (a) (<) Resident Care Plan D 250 D259
10A NCAC 13F .0802 Resident Care Plan 10A NCAC 13F 0802 (a) (c)
Resident Care Plans

(a} The facility shall develop and implement &
care plan for each resident based on the
residents assessment completed in accordance
with Rule 0801 of this Section. The care plan
shall be resident-centered and include the
resident's preferences related to the provision of
care and sarvices. A copy of each resident's
cument care plan shall be maintained in a location
in the Facility where it can be acosssed by facility
etaff who are responsible for the implementation
of the care plan.

{c) The care plan shall include the following:

{1} a description of services, supervision, tasks,
and level of assistance to be provided to address
the resident's neads identified in the resident's
assessment in Rule 0801 of this Section;

{2) frequency of the services or tasks to be
performed;

(3} revisions of tasks and frequency based on

| reassessmants in accordance with Rule .0801 of

this Section;

{4) licensed health professional asks required
according to Rule 0903 of this Subchapter;

(5) adated signature of the assessor upan
commpletion; and

{B) & dated signature of the resident's physician
or physician extender as defined in Rule 0102 of
this Subchapter within 15 days of completion of
the care plan certifying the resident is under this
physician's care and has a medical diagnosis with

The Community will develop
and implement care plans for
each resident based on their
assessment that is resident
centered to include resident’s
preferences related to care and
services, All resident care plans
will be reviewed for accuracy of
ADLUs, diagnoses and
orientation status. Signatures
will be obtained within 15 days
from family and physician
provider on completed. Families
will be notified and sent a copy
of the care plan once
completed by email or USPS. If
a response is not given within 7
days Director of Health and
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associated physical or mental limitations
warranting the provision of the personal care
services in the above care plan in accordance
with G.S. 1310-2.15. This shall not apply to
residents assessed through the Medicaid State
Plan Personal Care Services Assessment for the
portion of the assassment covering tasks needed
for each activity of daily living of this Rule for
which cane planning and signing are directed by
Medicaid,

This Rule is not met as evidenced by

Based on record reviews, and interviews, the
faciity failad to ensure 2 of 5 sampled residents
(#1 and #4) had a care plan that was signed by
‘the provider within 15 days of the residents baing

assessed.

The findings are:

1. Review of Resident #1's curment FL-2 dated
10/27125 revealed:

-Diagnoses included hypothyroidism,
hyperparathyroidism, Vitamin D deficiency,

hypercholesterclemia, hypercalcemia, anxiety
disorder, insomnia and chronic pain syndrome.
-Resident #1 was sami-ambulatory.

| ~There was no information related to orientation
stalus,

-Resgident #1 received continuous oxygen.

Review of Resident #1's Resident Repister
revealed an admission date of 12/13/23,
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Weliness (DHW), Resident Care
Coordinator (RCC), and Memory
Care Director (MCD) will follow
up with the family for signature
and care plan. Physician
signature will be obtained upon
next weekly visit by the DHW,
RCC andfor MCD. An audit will
be completed on all care plans
to ensure completion and
accuracy to regulations. The
DHW, Assistant Executive
Director (AED), and Executive
Director (ED) will monitor each
Wednesday that the signatures
are being obtained.
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Review of Resident #1's care plan dated 11/25/25 ‘
revealed:

-Resident #1 required supervision for bathing

-Resident #1 was independent with ambulation,

toileting, eating, transfers, dressing, and

grooming, ‘

-Resident #1 utilized a rollator and a wheelchair,
-Resident #1 ufilized confinuous oxygen.

-The care plan was not signed by Resident #1's
| Primary Care Provider (PGP).

Refer to the telephona interview with the PGP an
05M13/26 at 3:40pm.

Refer to the telephone interview with the former
RCC on 05/14/26 at 11:21am.

| Refer to the interview with the RCC on 05/14/26
at 11:41am.

Refer to the interview with the Adminisirator on
0514126 ay 11:51am.

2. Review of Resident #4's current FLZ dated
04/09/26 revealed:
-Diagnosas included hyperension,
hyperfipidemia, amdety discrder, depressive
disorder, chranic obstructive pulmonary disease,
gastroesophageal reflux disease, ostecarthritis,
hyperthyraidism, and insomnia.
| -Residant #4 was semi-ambulatory
-There was na information related to crientation
| status.

| Review of Resident #4's Resident Register
| revealed an admission date of 08/17/25.

Review of Resident #4's Care Plan dated |
| 01724126 revealed:
Dhvision of Heafih Service Regulaion
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-Resident #4 required limited assistance with
bathing, dressing, and grooming.

-Resident #4 was independent with ambulation,
tolleting, eating, and transfers,

-Resident #4 utilized a rollator and a wheelchair.
-The care plan was not signed by Resident #4's
Primary Care Provider (PCP),

Refer to the telephong interview with the PCP an
| 05/13/26 at 3:40pm.

Refer to the telephons interview with the former
RCC on 05/14/26 at 11:21am.

Rafar to the interview with the RCC on 05/14/26
at 11:41am.

Refer to the interview with the Administrator on
| 0514126 ay 11:51am.

Telephone interview with the PCP on 051326 at
| 3:40pm revealsd;
-She did not know the resident's care plans had
not been complated.
-The former RCC would leave resident care plans
| for her to sign in a notebook.
| -She would sign the care plans and place them in
the same natebook.
| -The last time she signed resident care plans was
in April.

Telephone interview with the former RCC an
0514726 11:21am revealed:

-She laft the faciity on 04/21/26.

-She was respensible for completing care plans
on all residents and making sure the primary care
physician (PCP) signed them.

-5he completed each care plan, printed them,
and placed them in a notebook for the physician
1o sign.

D258
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_Sha was not sure why some of the cane plans
did not get signed by the PCP.

Interview with the RCC on 05/14/26 at 11:41am
revealed:

_She started working as the RCC at the end of
April 2026.

-She was aware care plans had to be signed by
the PGP within 15 days of the assessmant.
-She was responsible for completing care plans
and making sure the PCP signed them.

-She printed the care plans and placed them ina
folder for the PCP to sign.

-She placed care planuilaﬂd'lmidorl’srecud
after the PCP signed them.

| -She had recently started auditing charts on

05/07/26 but did not realize some of the residents
did not have signed care plans by the PCP.

Interview with the Administrator on 0514126 at
11:51am revealed:

The RCC was respansible for complating care
plans and making sure the PCP signed the care

plans,

-They had an online tracking system in place to
make sure they met deadiines, but there was no
way to check online if the PCP had signed care
plans.

_He thaught chart audits would ba the only way to
chack if the PCP had signed care plans.

_He thought the stalf were doing chart audits.

_He was not sure why some of the residents did
not have signed care plans by the PCP.

104 NCAC 13F .0802(b) Health Care

104 NCAC 13F .0802 Health Care
{b) The facility shall assure referral and follow-up
hmuatmnrnuﬁmandummemnudu
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of residents. 0278 'l'l
This Rule |6 not met as evidenced by: 10A NCAC 13F. .0902(b)
Based on interviews and record reviews, the Health Care '
facility failed to ensure refemal and follow-up for 1 !
of 4 sampled residents (#5) related to an order to The community will ensure
natify the Primary Care Provider (PCP) of blood referral and follow-up related to
sugar readings less than 70. orders requiring notification of
' The findings are: ~ the Primary Care Provider (PCP) -
N —— I as ordered. Med Tech's are to '
2] CLITE
04/08/26 revealed: assure that Blood Sugars belw..r
| -Diagnoses included Alzheimer's disease and 70 or Blood Sugars over 400 will
d|i::m mmumm:‘ I, be reported to the
. was consta orientated. £ s .
-His level of care was for special care unit (SCU). physician/provider for further
instructions. Also,
Review or Resident #5's Resident Register documentation will be made in
revealed an admission date of 04/15/25. Extended Care Professionals
Review of Resident #5's signed physician's order {ECP), (which is our Emar)
:n:d m:wmhc; g;;;fu an 1:::1: for concerning the contact and any
ar sugar before meal .
and at bedtime and 1o notfy the PCP if FSBS was Ethas; g/vaniin tha AeciEen.
less ﬂ'lﬂl'l 70 or greater than 400. The DHW, RCC, and MCD will
Review of Resident #5's March 2026 electronic monitor Monday to Friday and
s .
sication administration record (eMAR) on Monday for the weekend in
revealed: ECP that these procedures are
-There was an entry to monitor Resident #5's followed by the Med Tech for
FSBS before each meal and &t bedtime and to .
notify the PGP if FSBS was less than 70 or EONIioRcE. REpoNEs|fre
greater than 400, available in ECP to enable the
-0On 03/23/26 at 7:58am Resident #5's FSBS was DHW, RCC, and MCD to quickly
62. .
-On 03/26126 at 8:38am Resident #5's FSBS was evaluate compliance.
66,
~There were 2 of 120 opportunities when
Diwisicn of Healh Service Reguiabon
STATE FORM eea
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Resident #5's FSBS was less than 70. Med Tech’s will receive an in-
_There was no documentation Resident #5's PCP service by July 15*" concerning

ween ' Diabetes, reporting, and

Review of Resident #5's April 2026 eMAR documentation by the DHWor
revealed: : other qualified Registered
~There was an entry o monitor Resident #5°s Nurse. '
FSBS before each meal and at bedtime and to E—
notify the PCP if FSBS was less than 70 or
greater than 400,

.On 04/01/26 at 8:12am Resident #5's FSBS was

68
-On 04/02/26 at 7:5%em Resident #5's FSBS was

B4,
-On 04704726 at 8:01am Resident #5's FSBS was
G4,
-0n 04005125 at B:44am Resident #5's FSBS was
&0,
-On D4/07/26 at B:0dam Resident #5's FSBS was

85.
| -On 04/13/26 at 7:01am Resident #5's FSBS was

gfn 04/17/26 at 9:18am Resident #5's FSBS was
-5(‘;;1 04/18/26 at 7-30am Resident #5's FSBS was
gﬁmm& at ©:49am Resident #5's FSBS was
On BA720/26 t B 15am Resident #5's FSBS was

55,

-On (4/21/28 al 8:16am Resident #5's FSBS was
65.

-On D4/27/26 at 7:23am Resgident #5's FSBS was
B6.

“There ware 12 of 120 opportunities when
Resident #5's FSBS was less than 70,

_There was no documentation Resident #5's PCP
was notifed. |

Review of Resident #5's May 2028 eMAR
Division of Healn Gence Regulaiion
STATE FORM “n
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| revealed:

-There was an entry to monitor Resident #5's
FSBS before each meal and at badtime and to
notify the PCP if FSBS was less than 70 or
greater than 400.

-On 05/01/26 at V.41am Resident #5's FSBS was
68,

-There wes 1 of 120 opporlunities when Residant

‘| #5's FSBS was legs than 70,

=There was no documentation Resident #5's PCP
was notified,

Review of Resident #5's record revealed there
was no documentation his PCP was notified when
his FSBS was less than 70.

[
| Interview with Resident #5's PCP on 05/13/26 at
3:40pm revealad:
-Sha knew Resident #5's FSBS readings had
| been low and had been monitoring them.
| =She had adjusted his insulin in April due to low
FSBS.
| -The facility only notified her of Resident #5's low
FSES in parson while visiting the facility.
-8he had not received any other notification of
Rasident #5's low FSBS readings.
“When in the facility, she reviewed Resident #5's
eMAR for low FSBS readings.
-She expectad the facility to follow physician
orders and nolify her of FSBS readings less than
70.
-Resident #5 could experience hypoglycemia (low
blood sugar), become unresponsive or
UNGCONSCIoUS.

Interview with a medication aide (MA) on
05/13726 at 2:18pm revealad:

-The MAs were responsible for checking
Resident #5's FSBS and notify his PCP if his
FSBS was cutside of parameters.

D273
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-The MAs were responsible for documanting il

| PCP nofifications in the resident’s progress notes.
-The MAs were to notify the Special Care
Casrdinator (SCC), Resident Care Coordinator
(RCC) or the Health and Well Director (HWD.

| -She was unable to find any documentation or

| notification to Resident #5's PCP office in the
eMAR system.

| Interview with the pravious RCC on 0514/26 at

| 11:38am revealed:

| -Her last day at the facility was 04/21/26.

| ~The MAs were responsible for notifying the HWD

| and contacting the PCP when Resident #5's
FSBS was autside of parameters.
“The Mtz were respongible for documenting PGP
natifization in the resident’s progress note and in
the eMAR systemn,

Interview with the SCGC on 04/14/26 at 3:10pm
i revealad:
I -She started working as the SCC in early April.
-The MAs were responsible for calling the PCP if
Resident #5's FSBS was less than 70,
-The MAs were to report low FSBS readings 1o
the HWD.
-She did not know Resident #5's FSBS had been
| less than 70.
-She believed the HWD completed eMAR audits
but did not know what exactly was reviewed.

Interview the HWID on 05/14/28 st 3:28pm
revealed:

| -He did not know Resident #5 had low FSBS
readings.

| -The MAs were to call the PCP if Resident #5's

| FSBS was less than 70 but may have forgotten 1o

| document PCP notification.
-The MAs were to report low FSBS readings to
the RCC, SCC andfor HWD
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| ~The MAs were responsible for documenting PCP
notification in the eMAR system andior a
progress note,
=The MAs were responsible for decumenting the

| date, time, and who they spoks with at the PCP
office.
-He did not know there was no decumentation of
PCP notification for Resident #5 having low FSES
readings.

Interview with the Adminkstrator on 05M14/26 at
3:4%9pm revealed:
-He did not know Resident #5's FSBS readings
were less than 70
-The MAs were responsible for contacting the
PCP when Resident #5's FSBS was lass than 70,
-The MAs wera responsible for reporting low
FSBS readings to the on-call parson which were
the HWD, RCC andfor the SCC.
-The HWD was responsible for completing an
eMAR audit daily and presanting any issues
including FSBS readings out of parameters in the
daily stend-up meetings which, "Obviously had
not happened.”
| =The HWD was responsible for investigating and
following up on any issues identified on the eMAR
audits.
-The MAs were responsible for decumanting PCP
notification.
-He axpected the MAs to follow all physicien
orders.

| Atternpted telephone interview with a second Wi
[ on 0571326 at 3:35pm was unsuccessful

D283 10A NCAC 13F ,0904{a){2) Nutrifion and Food

Service

104 NCAC 13F .0904 Nutrition and Food Service

0273 |
[

D283
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more residants shall ensure food sanvices comply
with Rules Governing the Sanitation of Hospitals,
Nursing Homes, Adult Care Homes and Other
Institutions sat farth in 154 NCAC 18A 1300
which are hereby Incorperated by reference,
including subsequent amendments, assuring
storage, preparation, and serving of food and
beverage under sanitary conditions.

This Rule is not met as evidenced by.

Based an observations, record review and
interviews, the facility failed to ensure food stored
and served to all residents was protected from
eontamination related to foods stored that were
not labeled, dated, spofled or had expiration dale
and the cleaning of the floors in the walk-in
coolar, walk-in freezer, main kitchen area and dry

storage room.

The findings are:

Review of the facility's Food Establishment
Inspection Report dated 04/24/26 ravealed,
_The facility recsived a sanitation score of 38

parcent
Comective Actions included cleaning frequency

Jh:'-".l Ol MEs ;. J
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(8) Food Procurement and Safety in Adult Cara
Homes: = i 1\15‘{#
{2) Facilities with a licensed capacity of 13 or D
283

10A NCAC 13F. 0904(a)(2)
Nutrition and Food Service

The community will ensure that
all food is stored, labeled dated
and disposed of in accordance
with proper Serve Safe
Standards. The community will
maintain a daily sanitary
environment in the kitchen
through assigned cleaning
schedules by the Culinary
service Supervisor [CSS).
Manitoring will be conducted
daily by the C55 and the AED.

In-Services will be conducted
for all dietary employees
concerning proper storage,
labeling/dating, and disposal of
foods. We will request the local
Health Inspector to conduct the
in-service if available or conduct
it by a qualified Food Service
Director in TerraBella.
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and restrictions related to cleaning / repairing
floors, and walls throughout the: kitchen, dry
-gtorage and trash can.

Observation of the kitchen on 05/13/28 at
11:25am reveated:

-There was visible signage posted on the walk-in

cooler/ freezar that directad kitchen staff to labal

and date all foods stored In the cooler.

~Thara was an unlabelad and openaed container of
whipped cream, an uniabeled and open container
of sour cream (5 liters), an unlabeted plastic
container of wiltad brownish and green colored
salad leaves, two large clear bags of frozen

| sausages unlabeled and removed from original

| packaging, a large container of vegatable soup

| dated 04/22/26, five unlabeled plastic bags of
shredded camots and cabbags, six containers of

| large unlabeled and opened salad dressing, a
large container of half covered cocked rice with a
date of 05/02/26 in the walk-in coaler. i
~Thera was locse food debris, trash debris, a
frozen packaged pork roast, on the heavily soiled
floor, in the walk-in cooler and walk-in freezer,
-There was locse food debris and trash debris
under the steam table, and a heawly soiled floor,
throughout the main kitchen area.
-There was grease build up and french fries on

| the fioor batween the stove and grease fryer,

| Interview with the Dietary Manager (DM) on
05/13/28 at 3:15pm revealed:

=All kitchen staff were responsible for labaling
opan containers of food stored in the refrigerator
and discarding them within 5-7 days after the
labeled date.

-She did not have a chance to move the grease
fryer to clean batwean the stove and fryer to
remove grease debris/ build-up and loose food
particles.
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Continued From page 12

.She had not created a kitchen cleaning log and
expected all stalf to clean the kitchen.
“The walk-in cooler and walk-In freezer fioors

.could not be cleaned with waler because they

would freeze.
-Sha was ultimately responsible for ensuring food

" storad for resident consumption was properly
| lmdudardmmwnflﬁmmmﬂmm

Observation of the kilchen on 05/14/26 at 8:21am
revealed:

~The walk-in cooler and walk-in freezer ficors
were still heavily solled with debris.

There was continued grease buildup and food
debris batween the grease fryer and the slove
that had not been cleaned after the first
observation on D5M3126.

mmmuw«mmw&m
did not have a chance to clean under the debris
from the fioor of the walk-in cooler and walk-in
freazer floor after it was observed by the State
Surveyor on D5/13/28, due to a food delivary that
was received on 05/14/26.

Interview with the Administrater on 0514726 at
2-45pm revealad:

_He knew about the Food Establishment
Inspection Report dated 04/24/26 that indicated
comective actions thet included cleaning
m:mmdmﬁmsrmbdhdeanmr
repairing floors, and walls throughaut the kitchen,
dry storage and trash can.

_The DM was responsible for ensuring opened
faods stored in the kilchen were properly labeled,
and oversight of kitchen staff to assure regular
sanitation tasks wers performed.

_He was informed of the issues with the kitchen,
on 05/1:3/26 but did not know the sanitation of the
conler and freazer fioors was not done on

D 283
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(4 1D | SUMMARY STATEMENT OF DEFICIENCIES D [ PROVIDER'S PLAN OF CORRECTION )
PREFD | {EACH MUST BE PRECEDED BY FULL PREFE [EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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D283 Continued From page 13 D263 |
D5IM4I26, I
-His expectation was for sl foods served 1o |
residents to be prepanad and stored in a sanitary
environment
D358
D358 10ANCAC 13F .1004 (a) Medication D358
Administration 10A NCAC 13F .1004 (a) \e
Medication Administration -‘\,\i‘a
10ANCAC 13F 1004 Madication Administration '
{a) An adult care home shall assure that the The community will prepare
preparation and administration of medications, - . s
| prescription and non-prescription, and treatments and administer medications,
by staff are in accordance with: prescriptions, non-prescription
{1} orders by a licensed prescribing practitioner and treatments in accordance
which are maintained in the resident's record; and i bi ctitioner”
{2) rules in this Section and the facility's policies with prescribing practitioner’s
and procedures, orders. Orders are received by
This Ruls s 2ot wiet a5 evidenced the community/pharmacy to be
2 IS B
| Based on record ...va:.: .ndTmmw-s the facility filled. The pharmacy enters the i
failed to ensure medications were administered orders into ECP and then they |
as ordered for 1 0f 5 sampled residents (#3) fill it to be delivered to the
related to a medication used io treat dementia . is then th
behaviors, community. It is then the i
responsibility of the RCC, or [
The findings are: MCD to review the received [
Review of Residert #3's cummerd FL2 d _ prescription against the original
04/08/28 revealed: order and to ensure that it was
'm‘ﬁf_":: |"f-‘f';i':d dmﬂﬁmm failure, entered into ECP correctly
chronic kidney re, , and anemia. ;
-Resident #3 was constantly disoriented. before being approved and
-Resident #3's level of care was special care unit | placed on the med cart for
(SCU) distribution. The DHW s then
Review of Resident #3's resicent register | responsible for reviewing all
revealed an admission date of 04/21/23. | new medication orders M-F and
| on Monday for the weekend
Review of Resident #3's record revealed a |
=2 Heallh Serce Regusbon
STATE FORM = FTHE I earileuston shast 14 of 26
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D358 Continued From page 14

hospice admission date 12/06/24.
|
| Review of Resident #3's physician order
| summary dated 04/08/26 revealed an order for
quetiapine {madication used to treat dementia
behaviors) 25mg tablet, one tablet by mouth at
bedtime at 8:00pm.

Review of Resident #3's March 2026 and April
2026 electronic medication administration records
{eMAR) revealad:

-Thare was an entry for quetiapine 25mg tablets,
one lablet by mouth at bedtime at 8:00pm.

-There was documentation Resident #3's
quetiapine 25 mg, cne tablet by mouth at badtime
at 8:00pm, was administered from 03/01/26 to
04728026,

-There was no documentation 25mg, one tablet
by mouth at bedtime at 8:00pm was administered
on 04/30/26, as ordered.

Review of a verbal physician's order dated
04/30/26 revealed Resident #3 had an order to
discantinue quetiapine 25mg at bedtime, start
quetiaping 50mg, one tablet at bedtime, and
queliapine 25mg, one tablet by mouth in the
moming for agitation.

Review of Resident #3's record rgvealed a
physician's order change dated 05/02/26 fo
discontinue quetiapine 50mg at bedtime and start
quetiapine 25mg twice daily.

Rieview of Resident #3's May 2026 eMAR
revealed:

-There was an entry for quetiapine 25mg tablets,
sne tablet by mouth every moming at 8:00am.
“There was no doecumentation quetiaping 25mg
tablets, cne tablet by mouth every moming at
8:00am, was administered on 05/01/26, 05/04/26,

FORM APPROVED
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0358

against meds received and
approved by the RCC or MCD as
a final quality check. A daily
report at Standup is to be given
to the AED that this procedure
has taken place and in
compliance.

An in-service will be conducted
with the Med Techs on
medication administration and
following physician orders by -
the DHW. An audit will be

| conducted on all current

residents. Weekly auditing will

be conducted by the DHW, RCC,
MCD, and AED to ensure orders

are followed as prescribed

moving forward.
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ETATE FORM

FTHEN i comtinuaton sheat 18 of 28



PRINTED: 06/01/2026

FORM APPROVED
2 MULTIPLE CONSTRUCTION PC3 DATE SLIRVEY
AND FLAN OF CORRECTION ENTIFICATION NUMBER: A BUILDING: COMPLETED
HALO18036 B.WING 05M4/2026
HAME OF PROVIDER OR SUPPLIER STREET ADDREES, CITY, STATE, ZIF CODE
1088 RADIO STATION ROAD
TERRABELLA NEWTON
HEWTON, NC 23658
) 1D SUMMARY STATEMENT OF DEFICIENCIES [} PROVIDER'S PLAN OF CORRECTION PIs}
PREFI {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFDX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
TAS REGULATORY OR LG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE

DEFICIEMCY)

0358

STATE FORM

Continued From page 15

05/05/26 and 05/06/26, as ondered.

-There was documentation guetiapine 25mg
tablets, one tablet by mouth every morming at
B:00am, was adminisiered on 05/02/26 and
05/03/26.

~Thera was an entry for quetiapine S0mg tablets,
one tablet by mouth at bedtime at B:00pm.
-There was documentation quetiapine 50mg
tablets, one tablet by mouth at badtime was
administerad at 8:00pm on 05/01/26 and
05/03/26 and was refused on 05/02/26.

-There was an entry for quetiapine 25mg tablets
one tablet by mouth twice daily at 8:00am and
8:00pm.

-There was documentation Resident #3 was
administered 25mg tablets one tablet by mouth
twice daily at B:00am on 050726 to 05/1326 and
at 8:00pm from 05/06/26 to 05/12/26.

~There was no documentation Resident #3 was
administered 25my tablets one tablet by mouth
twice daily at 8:00am on 05/06/26, as ordened.

Observation of medications available for
administration on 05/13/26 revealad Rasident #3
had quatiapine 25ma tablets, one tablet by mouth
twice daily, 30 tablets dispensed on 05/04/25, and
18 tablets were avaitable for administration.

Telephone interview with a pharmacist from the

facility's contracted pharmacy on D514/26 at
9:00am revealed:

-Residant #3 had an active order dated 04/30/26
for quetiapine 25mg one tablet every moming and
50mg, one tablet at bedtime.

- Resident #3's quetiaping 25mg tablets, 15
tablets and 50mg 15 tablets wene dispensed to
the facility on 04/30/26.

-They received an order on 05/04/26 from
Resident #3's Primary Care Physician (PCP) for
qualiapine 25mg tablet, one tablet in the moming

D358
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D358 | Continued From page 18 1258
| and one tablet at bedtime.

-Althaugh they did not recaive a discontinued
arder for quetiapine 50mg, one tablet at bedtime,
the 50mg at badlime was replacad by 25mg does
twice daily.

-Quetiapine 25mg, one tablet twice daily, 56
tablets were to ba dispensed with the naxt cycle
fill on 051526,

-The facility would have had enough quetiapine
25mg tablets to administer to Resident #3 on the
days that were missed on 04/30/26 {8:00am
dosge), 05101/26 (8.00am dosa), 05/04/26
{8:00am and 8:00pm doses), 05/05/28 (8:00am
and B:00pm dosas), and the 8:002m doss on
05106126,

Interview with the Spacial Care Coordinator
(SCC) on 05/14/26 at 10:48am revealsd:

-The former Resident Care Coordinator (RCC}
and the Heaith and Weliness Director (HWD)
were responsible for handting the orders priaf to
her being assigned one week ago.

_She had not started auditing eMARSs and running
mitssad medication reports.

-She knew Resident #3's quetiapine was changed
a few times bacause it was mentionad in the
stand-up mesting.

-The MAs were responsible for decumenting the
eMAR as they administered medications.

-She did not know why thera was no
documentation or explanation showing Resident
#3 was administered quetiapine on 04/30/28

{8:00am dose), 05/01/26 (8:00am dose),

D5/04/26 (8:00am and 8:00pm doses), 050526
(8:00am and §:00pm doses), and the 8:00am
dose on 050626,

-She could enly assume Resident #3 did not
receive thosa doses of quetiapine on those days,
as ardered because there was no documentation.
| {

L
Giwean of Haath Genios Reguabon
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| Interview with the HWD on 05/14/26 at 11:15am
revealed;

| -The former RCC was responsible for overseeing
medication audits and running missed dase

| reports for the assisted living (AL) unit and the

| 8CU.

-Since the RCC position became vacant in the

middie of April 2028, the missed medication dose

report was not generated and Resident #3's

missed doses of quatiapine were not flagged for

further investigation.

-He was in the process of contacting MAs who

worked on the shifts when the holss in the eMAR

occurmad.

He expected all medications to be administared

as ordered and documented on the eMAR

| accurately.

Interview with the Administrator on 0514726 at
| 3:55pm revealed:
| -The MAg were responsible for documenting if a

| =H @ medication was not administered, tha MA

| was 1o provice a reascn why the medication was
not administered.
-The former RCC was resporsible for weekly

| eMAR audits,
<The HWD tock over and became responsible for
running missed medication reports after the RCC
position was vacated,
-Resident #3 could have missed five doses of
Quetiapine since there was always quetiapine
available for administration.
-He expected MAs to administer medications as
ardered, decument the eMAR accurataly and
notify the SCC, RCC or HWD if there was any
issue with medications.

| medication was administered or not administered.
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o In SUMMARY STATEMENT OF DEFICIENCIES 1B PROVIDER'S PLAN OF CORRECTION [
PREFIX (EACH DERCIENCY MUST BE PRECEDED BY FLLL PREFD {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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0 367| 10A NCAC 12F .1004 {J) Medication D 357 .
Administration ot 'ﬂﬁ\&
10A NCAC 13F .1004 Medication Administration 10A NCAC 13F 01004 (I}
i} The resident's medication administration Medication Administration
record (MAR) shall be accurate and include the
following: The community is responsible
| ;]} resident'’s na::; - o for ensuring that the Emar (ECP)
(2} name of the ion or treatment order; :
(3) strength and dosage or quanity of medication seoturate élatadto
administered: documentation of medications
(4} instructions for administering the medication which are administered to the
Pt ke residents.
| (5) reason or justification for the administration of
medications of treatments as neadad (PRN) and .
documenting the resulting effect on the resident; Proper medlcaﬁ:nn
{6) date and time of administration; management will be met as
(7) decumentation of any omission of o e follows. Orders are received by
medications or treatments and the reason for .
ombalon, [ndiuding eeuels; and, the community/pharmacy to be
(8) name or initials of the person administering filled. The pharmacy enters the
the medication or treatment. If inltials are used, a orders into ECP and then they
signature equivalent to those initials ks to be i .
documented and maintained with the medication fill it to be delivered to the
administration record (MAR). community. It is then the
responsibility of the RCC, or
MCD to review the received
prescription against the original
This Rule is not met as evidenced by. order and to ensure that it was
Based on obaewahm'!s, intarviews and record entered into ECP correctly
reviews, the facility failed to ensure electronic b
Medication Adminisiration Records (eMARS) were before being approved and
accurate for 2 of 5 residents (82 and #3) placed on the med cart for
related 1o documentation of madications to lower distribution. The DHW is then
risks of blaod clots (#2) and & medication N .
medication used to reat d ia behaviors (#3). responsible for reviewing all
‘ new medication orders M-F and
The findings are:
Pigion of rvica Fegulation
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1. Review of Resident #2's curment FL2 dated

D4/0V26 revealed diagnoses included atrial
‘fibrillaton (imegular heart rhythm), atrial flutter

(imegular heart rhythm) and hislory of a cerebral
infarct (stroke).

Review of Resident #2's Murse Practitioner's (NP)
note dated 04/10/26 revealed there was an order
for warfarin (a medication to decrease the risk of
biood clots) Sma, one tablet daily on Mondays,
Wednesday, Fridays, Saturdays and Sundays.

Review of Resident #2's April 2026 electronic
medication administration record (eMAR)
revealed: '

~There were two entries for warfarin 5mg, one
tablet on Mondays, Wednesdays, Fridays,
Saturdays, and Sundays.

-There was documentation on the first entry that
warfarin Smag, one tablet was administerad on
Mondays, Wednesdays, Fridays, Saturdays and
Sundays from 04/03/28 to 04/29/25 at 5:00pm
excapt on 04/22/26 bacause thare ware duplicate
onders.

-Thera was documentaton on the second entry
thet werfarin Smg, one tablet was administered
on Wednesday (D4/22/26), Friday (0424728),
Saturday (04/25/26), Sunday (04/26/26), and
Monday (04/27/26).

-The sacend entry had documentation on
Wednesday (04/25/26) warfarin 5mg, one tablat
was not administered as it was a duplicate order,

Review of Resident #2's controlled substance
count sheets (CSCS) for warfarin Smg revealed
warfarin Bmg, one tablet was signed out cn
04124126, 04/25/26, 04/26/26 and 04/27/26 at
5:00pm when the eMAR indicated warfarin Smg,
one tablet was administered on two differant
entries at 5:00pm,

against meds received and
approved by the RCC or MCD as
a final Juality check. A daily
report at Standup is to be given
to the AED that this procedure
has taken place and in
compliance.

An in-service will be conducted
with the Med Techs on
medication administration and
following physician orders by
the DHW. An audit will be
conducted on all current
residents. Weekly auditing will
be conducted by the DHW, RCC,
MCD, and AED to ensure orders
are followed as prescribed
moving forward.
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Observation of medications on hand for Resldent

"| #2 on 0513726 at 4:45pm revealed:

_There weare two bubble pack cards of warfarin
5mg labsled with Resident #2's name on them.
-One bubble pack card had a dispense date of
0402126 and had warfarin Smg, one tablet
remaining in the card.

_The second bubble pack card had a dispense
date of 04/24r26 and contained 20 tablets.

Interview with a medication aide (MA) on
0513726 at 4:54pm revealed.

-Resident #2 had duplicate orders. for warfarin
Smg in the eMAR in April 2026.

| She thought she only marked one of the entries

as adrministesed and the other as not
administered because of the duplicate order
-She only administered warfarin 5mg, one tablet
an 04/24/26, 04/25026, 04/26/26 and 04/27/26 as
indicated on Resident #2's CSCS.

-She did not know when, but she informed the
Health and Weliness Director (HWD) that
Resident #2 had duplicate warfarin 5mg entries
on her aMAR.

-She thaught the previous Fesident Care
Coordinator (RCC) changed the order in the
eMAR system.

Telephone interview with the previous RCC on
0514726 at 11:21am revealed:

The facility had issues at times with duplicate
orders enterad by the phamacy.

-She did not know the date, but staff had brought
it to her attention that Resident #2 had duplicate
warfarin Smg order in the eMAR system

-She removed Resident #2°s duplicate warfarin
5mg order and reviewed the warfarin CSCS to
ensure the corect dose had been signed out to

| administer to the resident.
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Intesview with the HWD on 0514/26 at 3:30pm
| revealed:
-The MAs were responsible to make him and the
RCC aware of any duplicate orders in the eMAR
system.
-The MAs weare able to document notes in the
eMAR system If a resident had a duplicate order.
-He was not aware Resident #2 had duplicats
warfarin 5mg orders in the eMAR system_

Inteniew with the Administrator on 04/14/26 at
3:50pm revealed:
-The RCC or the HWD reviewed all madication
orders in the eMAR system and had to approve
the order before it showed on the resident's
eMAR.
-The MA should have questionad why thers ware
| duplicate warfarin 5mg orders for Resident #2
and called the phamacy.
=The Ma should not have documented warfarin
5mg, one tablet was documenied in both entries.
2. Review of Resident #3's current FL2 daied
04/09/26 revealed:
-Diagnoses included dementia, respiratory faiture,
chronic kidney failure, dysphagia, and anemia.
-Resident #3 was constantly disoriented.
-Resident #3's level of care was special care unit
| (SCU),

| Review of Resident #3's resident register
revealed an admission date of 04/21723,

! Review of Resident #3's record revealed a
hosgpice admission date 12/06/24.

Reviaw of Resident #3's physician order
summary dated 04/06/26 revealad an order for
quetiapine (medication used to reat damentia

| behaviors) 25mg tablet, one tablat by mouth at

D367
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[ 367 Continued From page 22
bedtime at 8:00pm.

Review of Resident #3's April 2026 eMAR
revealed:
-There was an entry for quetiapine 25mg tablats,
one tablet by mouth at badtime at 8:00pm,
-There was documentation Resident #3's
guefiapine 25 mg, one tablet by mouth at bedtime
at 8:00pm, was administered from 04/01/26 to
| O4/20028,
| <There was no documentation 25mg, one tablet
by mouth at bedtime at 8:00pm was administered
on 04/30025.

Review of a verbal physician's arder dated
04/30/26 revealed Resident #3 had an order to
diszontinue quetiapine 25mg st badtime, start
quetiapina 50mg, cne tablet at bedtime, and add
quetiaping 25mg, one tablet by mouthin the
moming for agitation.

Review of Resident #3's record revesled a

| physician's order change dated 05/02/26 to
discontinue quetiaping 50mg at badiime and start
quetiaping 26maq twice daily.

Review of Resident #3's May 2026 eMAR
| revealed,
There was an entry for qustiapine 25mg tablets,
ana tablet by mauth every meming at 8:00am.
-There was no documentation queliapine 25mg
tablets, one tablet by mouth every morning at
8:00am, was administered on 05/01/26, 05/04/25,
05/05726 and 0506726,
-There was documentation guetiapine 25mg
tablats, one tablet by mouth every morning at
B:00arm, was administersd on 05/02/26 and
| 0503126,

_There was an entry for quetiapine 50mg tablets,
| one tablet by mouth at bedtime at 8:00pm.
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~There wag documentation quetiapine 50mg
tablets, one tablet by mouth at bedlime was
administerad st 8:00pm on 05/01/28 and
05/03/26 and was refused on 05/02/26,

-Thera was an entry for quetiapine 25mg tablets
| one tablet by mouth twice dally at 8:00am and

| 8:00pm.

-There was documeantation Resident #3 was
administered 25mg tablets one tablet by mouth
twice daily at B:00am on 05/07/26 to 05/13/26 and
at B:00pm from 05/06/26 to 0512426,

Observation of medications available for
administration on 05/13/26 revealed Resident #3

| had quetiaping 25mg tablets, one tablet by mouth
twica daily, 30 tablets dispensed on 05/04/28, and
18 tablets were available for administration,

Telephone interview with a pharmacist from the
facility's contracted pharmacy on 05/14/25 at
9:00am revealad:
-Resident #3 had an active order dated 04/30/28
for quetiapine 25mg one tablet every moming and
50mg, one tablat at badtime.
-Resident #3's quetiapine 25mg tablats, 15
tablets and 50mg 15 tablets were dispansed to
the facility on 04/30428,
-They received an order on 0504726 from
Resident #3's Primary Care Physician (PCP) for

| quetiaping 25mg tablet, ane tablet in the moming
and one tablet at bedtime.
-Although they did not receive a discontinuad
order for quetiapine 50mg, one tablet at bedtime,
the S0mg at badtime was replaced by 25mg
doses twice dally,
=Quetiapine 25mg, one tablet twice daily, 56

| tablets was to be dispensed with the next cycle fill
on 05/ 5026,

Interview with the Special Care Coordinator
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(SCC) on 05/14/26 at 10:48am revealed:

-The former RCC and the HWD wera
rasponsible for handling the orders prior o har
being assigned one week ago.

-She had not started auditing eMARS and running
missed medication reports.

-She knew Resident #3's quetiapine was changed
a few times because it was mentionad in the
stand-up meeting.

-The MAs were responsible for docurmenting the
aMAR as they adminkstered medications.

-She did not know why there was no
documentation or explanation showing Resident
#3 was administered quetiaping 04/30/26
{8:00am dosze), 05/01/26 (8:00am dos=),

| 05104/26 (8:00am and 8:00pm doses), 05/05/26

{8:00am and 8:00pm doses), and the 8:00am
dose on 05106/26,

-Resident #3 did not receive those doses of
quetiapine on those days, as ordered bacause
thera was no documentation.

Interview with the HWD on 05/14/26 at 11:15am
revealed:

-The farmer RCC was responsible for overseeing
medication audits and ensuwing madication
orders matched the eMARs for residents residing
on the assisted living (AL) unit and the SCLU.
-Since the RCC position became vacant in the
middle of April, the aversight of medication audits
was nat performed, therafore the multiple order
changes in Resident #3's doses of quetiapine
within a few days, that delayed the start and stop
of each order.

-He expected all madications to be administared
as ordered and documentad on the eMAR
accurately.

Interview with tha Administrator on 05/14/26 &t
3:55pm revealed:
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| -The former RCC was responsible for weekly

| eMAR audits.

-After the RCC position was vacated, the HWD

| took over and became responsible for medication
audits and ensuring eMARs were accurate.
-He expectad MAs to administer medications as
ordered, document the eMAR accurately and

| notify the SCC, RCC ar HWD if therre were any

| issues with medications.

|

|
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