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|
The Adult Care Licensure Section conducted an |
annual and follow-up survey on June 04, 2026. I
0034! 10A NCAC 136 .0302 (n) Design and C 034 '
Construction i
I H
' 10ANCAC 13G .0302 Design and Construction 5 i
> {
(n} The facility shall maintain and have avadable J .
for review curren! sanitation and fire safety i 'c"”:‘b{ -M..&-&ij ) 7
inspection reports, * ‘ T-F“' S jocar Lare .;7/
? \CD'A"M /i
1 pitece ¥o V2 /
| Mavshall FS
* | \ . Giee Bty ‘
| T ; : 3 -W“‘ - /
| This Rule is not met as evidenced by Sc / 1
| Based on observations, interviews and record i < e e sreds ZDZ
reviews, the facility failed to ensure sanitation and ‘“_Spf-d"‘o‘ -1 b“:: ‘
fire safety inspection reports were current and ;ﬂ_SPA""' " Lht
Imamtamednlheiaﬂtyava%emuevm. r&‘!um and
: . |
The findings are: l ,'n ;“_I_j wit] M.Su‘f;..
|
- Review of the facility's curent license effective ; C-oﬂ?lw*' w bk,
01/01/26 reveaied. equ gma s
-The capacity was 5 ambulatory resident, Jrna- 3“"’“(
- 1 i 1 b
The license would expire on 12/31/26 A— = oA CMPU\-‘-
Observation of the facility on 06/04/26 at 8:00am ! chon vefert wiH
revealed there were 5 residents and two staff L )
present. . be ma Adrei And ON
. Dokl
Interview with the Supervisor-in-Charge (SIC) on | Site ond e (e
06/04/26 at 8:01am revealed the current census | Qo o e
at the fecility was 5 residents.
Rewview of the most recent provided ;
Environmental Health inspection of Residaential |
- Care Facility revealed:
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| steps, and cormidors were unobstructed, free of
fmmgemmble-

 -Address numbers were posted in a prominent
exterior location and were visible and legible.
-The fire alarm system and/or sprinkler system

[ sTatemenT oF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A DUALONE: COMPLETED
R
FCLO33004 olbion 06/04/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIF CODE
: 1101 HILL STREET
WE CARE FAMILY CARE HOME %2 ROCKY MOUNT, NC 27801
4 D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION X
et FiX {EACH DEFICIENCY MUST BE PRECEDED BY FUAL PREFIX {(FACH CORRECTIVE ACTION SHOULD BE COANYE TF
e | REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATL
DEFICIENCY)
Co34 CormledFrnmpa&1 Co34
| “The inspection was dated 01/23/25. f
| -There were 0 demerits . ‘; o e il
-The facility had a status code of an "A". “he Adminisrd
-Classification was documented as "Approved” |
(40 or less dements and no 6-poinl demerits). i‘ a mjdh‘b"“
Review of the faciity's most recent provided Fire COMH‘“" Avecion )
' Inspection Safety Report revealed. i ¢ inchwdes
-The date of inspection was documented as |515bn 4o
08/27124. | #‘ 7
 ~The facility did not utiize listed extension cords all  toquind 4 (s
| “There were working mounted fire extinguishers NS pesiioas loondt @ R .'/
| readily available in the residence. G aona, -ﬁ_,r..kh /
-There was a fire evacuation plan posted Car -y g
. continually in a prominent place and was wvisible o Adso w il be (A 7 e
1'08.!'85““3“ . - . Ba”\
. -The facility had a working telephone which MH‘M ' /
functioned without electrical power and Rasas S szl..
| emergency numbers were posted within sight of [ a co g
' the phone. . L hrmntc
-There were working smoke alarms in the and an e . Ly
residence thal complied with houses licensed | S\-‘G““‘ w
| between 1976 and 06/30/99, electric smoke , l“ur-J"‘ .
' alarms shall be piaced outside sleeping areas as PP Deginning
| required by code in effect al connection lime. | ho A
-There were no doubie key deadbolts installed on {0 A‘"t" ?\r""
'awegressdoovs. . PN
| -There was no documentation yes or no if doors eAgreete .
' and windows in rooms used for sleeping opened il 0/
properly with littie effort. The A-Ama.ls-&r.h (s p
-The haliways, doorways, entrances, ramps, " CompPlan st /{‘Z.

rd.'—ﬂJlﬂ) /
Colender  Moniily T° /
VMC-I Yhat al \

were maintained, tested, and inspected on an VASpeciien S rw‘r..\nn of

annual basis by qualified and approved service Cmtrark . p‘-"",“f G

personnel. The redlews w4

-The designated heal source was gas. there was | Maiateaed o gt foast 1Zmondits
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no documented secondary heal source.

-There were no documented substandard

| components or hazards found which required

| additional inspection.
-The status was documented as approved.
-The Fire inspection Safety Report was signed,
and the inspection department was documented
as FirefLife Safety.

interview with the Administrator/Owner on
06/04/26 at 12:57pm
-The last sanitation inspection report she had was
dated 01/23/25.
-She knew a Sanitation Inspection was required
annually.
-The last fire inspection she had was dated
a8/27i24.

| -She knew a fire inspection was required

annually.

| -1t was her responsibility 1o make sure the facility
had annual fire and sanitation inspechions.

| -She did not have a process for keeping up with
when [he facility's annual fire and sanitation
inspections were due, she just iried to remember
to request them annually.
-She called the county sanitation health inspector
yesterday, on 08/03/26 to schedule the facility's
annual sanitation inspection and was toid the

| inspector was not available until next week.

-She contacled the cily fire departiment yesterday.

on 06/03/26 and had to leave a message and had

not received a phone call back.

i
Telephone interview with the Fire Marshall with
the city fire department on 06/04/26 at 1:14pm
revealed
-Fira Inspections were fc be done every 18
manths.
-it was the facility's responsibility to contact the
fire department to schedule their fire nspecbon.
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C U034 | Continued From page 3 C o34 L*hp {“m .H?tr-hn
-Staff from the facility should contact the fire i _ S orssed-
| departiment to request a fire inspection and the h.A-kv— ko dlow S« (.) _
fire inspection was then placed on a schedule to Hme—  $o- Sehe dulta 2/
be done. i / ™y
-He was unable to tell if the facility had contacted ind- Compliien | The g
the depariment ta scheduie their fire inspection. P.‘H “,.huob aaar\“’j e/
7 |
Attempted telephone interview with the B¢ ail Ceumd  Coquse a2yl
Environmental Health Specialist with the local TASpe-dreas (il pasetst i
county health department on 06/04/26 at 1:07pm Socumestoian oo Ay comploa
was unsuccessful. M :hj "‘,‘. af?"‘“h’
A CrPrrwiren ol foe Schadobel
€207 10ANCAC 136G .0702 {f} Tuberculosis Test and C 207 . Adande

Medical Examination

10ANCAC 13G .07C2 Tubercuiosis Test and
{f} i 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
delermine if the faciity can meet the individual's
needs.

| This Rule i1s not met as evidenced by

' Based on interviews and record reviews. the

; facility failed to ensure 1 of 3 sampled residents’
| {#2) medication orders were compiete to include
' the frequency of administration of all medications
| were documented on the resident's current FL2,

Abeniny immediclely
Condockd Mo vesdab
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‘ * ; o U
The findings are. | !y:; (Jh\'a' R p
| o4 & [
Review of Resident #2's current FL2 dated | }:»LZ Cerled™ ) atl (o
04/30/26 revealed: | 3
-Diagnoses mecluded paranoid schizophrenia, ‘ m,u“t W-Lu...—. -L--.m 3, /-/’—?:,
W, constipation, hyperfipidemia, and “The Vesdenls b e, "
J'"herewasanmforamiodipww(usedlokeat i aa L "“-*,__W'c R R a o
high biood pressure} 5mg, one tablel. ! _ g L
-The amiodipine 5mg order did not indicate a | Ws (eNiwee Cts)c-m% -
| frequency of administration. |
| -There was an order for Farxiga (used o treat \_p\b jh_(-:,‘u;n v -Lc_'>
| type 2 diabetes) Smg. one tablet, \ Licak
| -The Farxiga 5mgq order did not indicate a Yo n Sure Mo sicavieds
| frequency of adminisiration. oy Ty,
-There was an order for fluticasone {a nasal spray L itne \q;..«n,) Ct-!\.uﬁ'-t°%
| used ta reduce nasal congestion, sneezing, and | ) . -
runny nose) 50meg. 1 spray each nostril. i as ’t\.-v. Scritaed | Th .
-The flulicasone 50meg order did not indicate a . U-Pcli A i:Lz- 7D
frequency of administration, | = : ) "
“There was an order for levothyroxine (used to P(“"é" .~ Mine s Jerk
treat underactive thyrowd) 50mcg, one tablet. J-,
~The levothyroxine 50mcg order did not indicate a ﬂ'\(/“""( Vs ~e%S,
frequency of adminisiration. )
| -There was an order for metoprolol (used to treat V
high biood pressure) 50mg, one lablel, L {r“-"”
| -The metoprolol 50mg order did not indicate a ’ﬂ\c... Mm"“h‘ J 2/
frequency of administration, aAL p‘_Am‘A P/ T PN
-There was an order for polyethylene glycol (used ) ZI;'("
to treal constipation) 255-gram. —_ ” Y V. eacin
-The polyethylene giycol 255-gram order did not e "N :
indicate a frequency of administration, or Pes A N FLZ M'Anj
administration dosage. ' )
-The was an order for vitamin b-6 (a supplement anA & e S b
used to treat low vitamin b levels) 100, two
} sl
| fablets. A;..JD/ U\
~The vitamin b-6 100 order did not indicate a L b
4 i g L Yy
frequency of administration. _ he
~There was an order for vitamin d (a supplement |
Dwsion of Heallh Servce Regulation
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) 2
used to treat low vitamin levels) 1000units, one ]"L Q2 & e
| tablet. . »
| -The order for vitamin d did not indicate a Cetlech all cumet
frequency of administration. le_‘ Lt inan ww, ,d»&
-There was an order for Eliquis {a blood thinner Les
used to prevent and treat biood clots) Smg, one Q.-A—-..r.-. N*—A“"“" 3
tablel.
“The order for Eliquis 5mg did not indicate a Vew by Acvcder appectmads Oy
frequency of administration. X
“There was an order for Depakole (used to treat Medicakien Cheayo

certain types of seizures, and to manage mixed
| episodes associated with bi-polar disorder) ER
500mg. one tablet.
-The order for Depakote ER 500mg did not
| indicate a frequency of administralion,
| =There was an order for halopendol {an
anti-psychotic medication] 10mg, one tablet.
-The order for haloperidol 10mg did not indicate a
| frequency of administration.
-There was an order for latanoprost (an eyedrop
used to treat glaucoma} 0.005%. one drop each
aye.
-The order for latanoprost 0.005% did nol indicate
a frequency of administration.
-There was an order for rosuvastatin (used lo
. treat elevated cholesterol) 10mg. one tablet.
| -The order for rosuvastatin 10mg did not indicate
. a frequency of administration.
| -There was an order for Desyrel (an
| anti-depressant medication) 50mg, one iablel.
| -The order for Desyrel 50mg did not indicale a
|&9quamyafadrmsb’amfn
‘ | -There was an order for Vraylar (an anti-psychotic
- medication) 3mg, one capsule.
-The order for Vraylar 3mg did not indicale a
frequency for administration.
-There was an order for acetaminophen {used o
treat mild to moderate pain and reduce fever)
325mg, one tablet as needed (PRN).
-The order for acetaminophen 325mg did indicale

anf‘.—
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€207 Continued From page 6 C 207 |
a frequency of administration or an indication for
administration. ’

-The was an order for nitroglycenn (used lo treat {

and preven! chest pain caused by heart disease) ! % .
0.4mg, under tongue PRN. P A.“”\ C.\ f\c me s
-The order for nitroglycenn 0.4mg did not indicate !

a fraquency of administration or an indication for | -‘f‘ ( qu“ A-.)
administration. &‘g,ms* ch (-

Review of Resident #2's signed physician's order @: 2
sheet dated 04/30/26 revealed: mwj Aud*> ’/

-There was an order for amiodipine besylate 5mg,

take one tablet every day. | . Y ' .
~There was an order for Farxiga 5mg, take one - J({) ce P ’,}Jk""
tablet in the moming. | &«

take one tablet daily. Pk SN A
~There was an order for meloprolal succinate ER @f‘fL 1

50mgq. take one tablet daily

-There was an order for polyethyiene glycol - D rAer/.J

255gram, mix one capful (17grams) in 8 ounces
of liquid and drink every other day.

-There was an order for vitamin b-6 100. take two
tablets daily.

-There was an order for vitamin d 1000units, take
one tablet every day.

-There was an order for Eliquis 5mg, take one
tablet two times a day.

-There was an order Depakote ER 500mg, take
one lablel al bedlime.

-There was an order for halopendol 10mg, take |
one labiet at bedtime.

-There was an order for latanoprost 0.005%
eyedrops, instill one drop into both eyes at ‘
bedtime. ‘
-There was an order for rosuvastatin 10mg, take
one lablet al bedtime.

-There was an order for Desyrel 50mg, lake one
Devision of Health Service Regulation
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tablet nightiy.
-There was an order for Vraylar 3mg, take one
tablet at bedtime. -
-There was an order acetaminophen 325my, take F
ane tablet every 8 hours as needed for pain or ;
fever. |
-There was an order for nitroglycerin 0.4mg,
place one tablet under tongue every 5 minutes as
needed for chest pain, maximum 3 doses in 15
minutes. ,
|

Inferview with the Supervisor-in Charge (SIC) on
- 06/04/26 at 12:30pm revealed:

-FL2 forms were filled out by either the resilent's
primary care provider (PCP) or facility stafl. !
-She reviewed the residents’ FL2 form to make
sure the madication orders lined up with the
 resident's medication orders and the medication
administration record (MAR). l
-She had not noticed that Resident #2's FL2 did ‘
nol include the frequency of administration for all {
of her medications. ‘
it was important to have the frequency of |
medication administration listed on the residents’ '
FL2Z to know how often and when lo administer ]

interview with the Administrator/Owner on

06/04/26 at 12:55pm revealed:

-Facility staff completed the residents' FL2 forms

and the FL2s were sent to the residents’ PCP for

-She and facility staff reviewed the residents’ FL2 '
|
|

forms for order or medication changes, such as
tcations being d i

dosage changes.

-She expected the residents’ FL2 forms to include

complete medication orders including the

. frequency of admunistration.
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