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C 000 Initial Comments C 000
Management acknowledge
The Adult Care Licensure Section conducted an that ]{}qul Home did not
annual survey on 07/15/26-07/16/26. tlHVE a current ﬁl.'E
CO034] 10ANCAC 13G 0302 (n) Design and 034 inspection report available
Construction for review.
10A NCAC 13G 0302 Design and Construction M_anagement hEid a ll'lEfEtl!lg
with staff to go over this
{n) The facility shall maintain and have avallable and figure out how to fix it.
for review curment sanitation and fire safety
inspection reports Asa Fe?ult* the
Administrator called the
local Fire Marshal on
07/15/26 and got the
This Rule Is not met as evidenced by: mspecti{}n done on
Based on observations, interviews and record 07/16/26
reviews, the facility failed 1o have a current fire e ) 7/18/26
inspection available for review. We also set up electronic
i AT
The findings are: I'E'I'l'lllldEll'S 50 we don't miss
scheduling the yearly fire
Review of the facility’s current license effective iuspection again_
011726 revealed the facility was licensed for 6
ambulatory residents
Review of the facility's fire inspection report dated
04/14/25 revealed:
-The facility passed ihe inspection
-There were no violations.
Telephone interview with the receptionist at the
local Fire Marshal's office on O7/15/26 at 9 44am
revealed:
-The facility had (o call them and let them know
when they needed a fire inspection.
-The Fire Marshal would "usually” go "right out”
when he knew someone needed a fire inspection
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Telephone interview with the local Fire Marshal on
07/15/26 at 9:55am revealed: ;‘he Wt ﬂgﬂmﬁﬂ Hn:;:
-The facility was responsible for letting him know amuly Care S wiedge that
~The facility staff had not calied to request a fire contracted !’mcm::b?‘f MIF"“P
inspection this year pharmacy, wh ets o
R ¥ each medication on 04/28/26. Those
Interview with the Administrator on 07/16/26 at meds sat for 14 days and were retumed
10:55am revealed: to stock. Staff were never notified, and
-He had contacted the local Fire Marshal the mental health provider only sent the
yesterday (07/15/26) to request a fire inspection. FL2 to the pharmacy without telling the
-The Fire Marshal was coming out to the facility to [““ht" ; i
do an inspection "loday” (07/16/26). Resident #3 r.m:‘m in prmmd 04/23/26..
-He was setting up electronic reminders 1o ensure (timeline of FL2s, injectable history, ~
he scheduled annual fire inspections when they 25-day coverage, no hallucmations
were due. enieg) 7/30/26
The April eMAR showed zero doses. .. i
C 330 10ANCAC 13G .1004(a) Medication 330 Yactuing the odd “patch tot.on
Administration resident” note), May was 25 of 27,
Admunistrator was never told, resident
10A NCAC 135 1004 Medication Administralion T:Ial::t;nh?:ts mnx\ - peuhic
(a) Afamily care home shall assure that the Then the cotrective ﬂEFﬂ PP
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 mainiained in the resident's record, and
(2) rules in this Section and the facility's policies
and procedures.
This Rule is not met as evidenced by:
Based on observations, interviews, and record
reviews, the facility failed to adminisier
medications as ordered for 1 of 3 sampled
residents {(Resident #3) related o a medication
used {o treal schizeaffective disorder and
dementia,
-E ELiT d I E — H =
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The findings are:
i & " s Same-day call to contracted
eview of Resident #3's current dated ¢ ]
pharmacy / bac pharmacy, pic
05/06/26 revealed diagnoses included dementia, within 2_& hﬁmm P kU-F'
schizoaffective disorder, mental disorder, and Written pharmacy contact log until
generalized anxiety disorder. meds are in the med room
New medication receipt checklist
1. Review of Resident #3's admission FL2 dated (with all the fields you listed)
04/23/26 revealed there was no order for Same-day FL2-ve-meds check on
palipenidone every new admission and every new
FLz2
Review of Resident #3's FL2 dated 04/27/26 Weeklv eMAR review for “not
revealed there was an ﬂrd.El lm.' paliperidong administered / not received / blank™ 1/30/76
(used to treat schizoaffeclive disorder) ER 9mg with same-day investigation
one 1abhet daily. SHHHNIHHE no more vague notes
- ¥ -
) like “patch not on resident™ for
Review of Resident #3's cumrent FL2 daled tablets
05/0626 revealed there was an order for Sl.l!"-’-l‘l"}'—d-ﬂ‘r‘ bubble p&fkﬂ already
paliperidone ER 9mg one tablet daity. comrect B Tune/Taky '
Review of Resident #3's April 2026 electronic
Medication Administration Record (eMAR) from
D4/23/26-04/30/26 revealed;
-There was an eniry for paliperidone ER Smg one
lablet daily scheduled at 8:00am with a stan date
of 04/27126.
-There were no documented administrations of
palipendone from 04/27/26-04730026.
-The paliperidone ER 9mg was documented as
not administered on 04/29/26 due to "not received
from drug store” and on 04/30/26 due to “patch
not on resident”
Review of Resident #3's May 2026 eMAR
revealed:
-There was an enlry for paliperidene ER 9mg one
tablet daily scheduled at 8:00am.
-The palipendone was documented as
administered 25 occumences out of 27
oppariunities.
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Continued From page 3

-The paliperidone was documented as not
administered on 05/04/26 due to "not received
from drug store ®

Review of Resident #3's June 2026 eMAR
revealed.

-There was an eniry for paliperidone ER 9mg one
tablet daily scheduled at 8:00am

-The paliperdone was documented as
administered as ordered.

Review of Resident #3's July 2026 eMAR from
O7/01/26-07/115/26 revealed:

-There was an eniry for paliperidone ER 9mg one
tablet daily scheduled at 8:00am

-The paliperdone was documented as
administered as ordered

Cbservation of Resident #3's medications on
hand on 07/16/26 at 9:29am revealed:

-There was one bubble pack of palipendone ER
9mg tablets with 13 tablets remaining with a
dispense date of 07/01/26.

-The label directions were paliperidone ER 9mg
one tablet daily

Review of Resident #3's former facility
therapeutic leave form dated 04/23/26 revealed
there were eight lablels of paliperidone ER 9mg
released to Resident &3 upon discharge

Review of the facility’s medication checklist dated
0572026 revealed 30 tablets of palipendone Smg
were delivered from the contracted facility
pharmacy lor Resident #3.

Telephone interview with the facility's contracted
pharmacy on 0716726 at 8.32am revealed:

-0n 04/23/26, they received an FL2 dated
D4723726 for Resident #3, but the FL2 did not

C 330

Ongoing prevention:

Checklist + contact log for
every order, no exceptions
Weekly + monthly review by
Manager /Administrator
Injectable-to-oral switches
treated as high priority

New staff trained before
working alone

Process reviewed at regular
management meetings

7/30/26

Division of Health Senvice Reguiation
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:have an order for paliperidone.

04727726 for Resident #3 with an order for
paliperidone ER 9mg one tablet daity

-The paliperidone ER 9mg was sent to a local
backup phamacy to be filed since it was oulside
their scheduled delivery date.

Telephone Interview with the facility's local

backup pharmacy on 07/16/26 at 9:06am
revealed, ;

_They received an order for paliperidone ER 9mg

one tablet daily on 04/28/26.

-They filled 30 tablets of paliperidone ER 9mg on
04/28/26

-The paliperidone ER 9mg was never picked up
-The paliperidone ER 9mg was held for 14 days
and then retumed to stock because it was not
picked up.

Interview with the Resident Care Coordinator
{RCC) on OF/16/26 at 9:00am revealed:

-He was unaware the paliperidong ER 9mg
tabiets were availabie for pickup at the local
backup pharmacy.

-The mental health provider (MHP) did not
communicale with the facility staff when they
created a new FL2 for Resident #3 on 04/27/26.
-Thal was why he asked Resident #3's primary
care provider (PCP) to complete a new FL2 on
05/06/26.

-The MHP only sent Resident #3's FL2 dateqd
0D4/27/26 to the facility’s contracted pharmacy
-The facility's confracted pharmacy then notified
the local backup pharmacy io fill the paliperidone
ER 9mg.

-The backup pharmacy did not notify the facility
siaff the paliperidone ER 9mg was ready for pick
up for Resident #3.

c3%
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Continued From page 5

Telephone interview with Resident #3's MHP on
071526 al 4:50pm revealed:

-The paliperidone was prescribed to treatl
schizoaffective disorder

-Resident #3 received an injectable version of the
palipendone for more than a year.

-The injectable paliperidone was recently stopped
at the request of Resident #3.

-The injectable paliperidone would have
confinued to provide coverage for 25 days.
-Missing doses of the oral form of paliperidone
could potentially cause Resident #3 to experience
auditory hallucinations after the injectable began
to wear off.

Interview with Resident #3 on 07/16/26€ al
10:00am revealed she did not experience any
unusual symptoms like auditery hallucinations as
a result of the missed doses of paliperidone in
April or May 2026.

Refer to the interview with Resident #3 on
07/15/26 at 9-25am.

Refer to the interview with the Administrator on
07/16f26 at 10:55am.

2. Review of Resident #3's admission FL2 dated
04/23/26 revealad there was no order for
memantine.

Review of Resident #3's FL2 daled 04527126
revealed there was an order for memanting (used
o treat moderate fo severe dementia associaled
with Alzheimer's disease) Smg one tablet daily.

Review of Resident #3's current FL2 dated
0506726 revealed there was an order for
memantine 5mg one tablet daily.

C 330
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Review of Resident #3's April 2026 electronic
Medication Administration Record (eMAR) from
04/23726-04/30/26 revealed:

-There was an entry for memantine 5mg one
tablet daily scheduled at 8:00am with a start date
of Q4727726

-There were no documented administrations of
memanting from 04/27/26-04/30/26.

-The memantine 5mg was documented as nol
administered on 04/29/26 due 1o "not received
from drug store” and on 04/30/26 due 1o "patch
not on resident”

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

-There was an entry for memantine Smg one
tablet daily scheduled at 8:00am.

-The memantine was documented as
administered 25 occumrences out of 27
opporunites.

-The memantine was documented as not
administered on 05/01/26 and 05/02726 due 1o
“not received from drug store.”

-Resident #3 was doecumented as "out of facility”
from 05/08/26-05/12/26

Review of Resident #3's June 2026 eMAR
revealed:

~There was an entry for memantine Smg one
tablet daily scheduled at 8:00am.

-The memantine was documented as
administered as ordered.

Review of Resident #3's July 2026 eMAR from
O701/26-07/115/26 revealed:

-There was an enfry for memanting S5mg one
tablet daily scheduled at 8.00am.

-The memantine was documented as
administered as ordered.

Civiton of Hiealth Service Reguiation
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Continued From page 7

Observation of Resident #3's medications on
hand on 07/16/26 at 9.29am revealed:

-There was one bubble pack of memantine Smg
tablets with 13 (ablels remaining with a dispense
date of O7/01/26.

-The label directions were memanting Smg one
lablet daiky.

Review of Resident #3's former facility
iherapeutic leave form dated 04/23/26 revealed
there were eight tablets of memantine Smyg
released to Resident #2 upon discharge.

Review of the facility’s medication checklist dated
05720726 revealed 30 tablets of memanting Smg
were delivered from the contracted facility
pharmacy for Resident #3.

Telephone interview with the facility's contracted
pharmacy on 07716726 at 8:32am revealed:

-0On 04/23/26, they received an FL2 dated
0423726 for Resident #3, but the FL2 did not
have an order for memantine.

-0n D4/27126, they received an FL2 dated
04727726 for Resident #3 with an order for
memantmne Smg one tablet daily.

-The memantine Smg was sent to a local backup
pharmacy to be filled since it was outside their
scheduled defivery dale.

Telephone interview with the facility"s local
backup pharmacy on 07/16/26 at 9:06am
revealed:

-They received an order for memanting Smg one
labiet daity on 04/28/26

-They filled 30 tablets of memantine 5mg on
04728126,

-The memantine Smg was never picked up

-The memantine Smg was heid for 14 days and
then retumed to stock because it was nol picked

330
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interview with the Resident Care Coordinator
({RCC) on O7/16/26 at 9:00am revealed:

-He was unaware the memantine Smqg tablets
were available for pickup at the local backup
pharmacy,

-The mental health provider (MHP) did not
communicale with the facility staff when they
created a new FL2 for Resident #3 on 04/27/26.
-Thal was why he asked Residenl #3's primary
care provider (PCP) to complete a new FLZ on
05/06/26,

-The MHF only senl Resident #3's FLZ dated
04727126 to the facility's contracted phamacy.
-The facility’s contracted pharmacy then notified
the local backup pharmacy to fill the memanting
5mg.

-The backup pharmacy did not notify the facility
staff the memantine Smg was ready for pick up
for Resident #3.

Telephone interview with Resident #3's MHP on
07711526 al 4:50pm revealed:

-The memantine was prescribed fo treat
dementia.

-The memantine did not help Resident #3.

-3he and Resident #3 had discussed
discontinuing the memantine

Interview with Resident #3 on 07/16/26 al
10:00am revealed she did not experience any
unusual symploms as a result of the missed
doses of memantine April or May 2026.

Refer to the interview with Resident #3 on
0O7/15/26 al 9:25am.

Refer o the interview with the Adminisirator on
071626 at 10:55am.
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Interview with Resident #3 on 07M5/26 at 9:25am
revealed;

-5he had lived at the facility for three months.
-She ran out of one of her medications "a month
ago.”

-She did not remember the name of the
medication

-1t took the facility stafff "a week™ to get her
medicathon.

Interview with the Administrator 07/16/26 at
10:55am revealed:

-He was made aware when Resident #3 was
admitted to the facility and she did net have
physician orders for all the medications that
arrived with the resident.

-He was not made aware Resident #3's
medications for the FL2 wniten 04/27/26 were not
received from the pharmacy.
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