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Furnishings

10A NCAC 13F .0306 Housekesping and
Fumishings

{8) Adult care homes shall:

{8) be maintained In an uncluttered, ¢lean and
orderly manner, free of all obstructions and
hazards;

Notwithstanding the requirements of Rule .0301
of this Section, fhls Rule shall apply to new and
exlsting facilities,

This Rule 1s not met as evidenced by:

Based on observations and interviews, the facility
failed to ensure 3 of 3 bathraoms used by
resldents were clean and free of hazards.

The findings are:

Obsenvation of tha shared bathroom batween
resident rooms 1 and 2 an 06/03/26 at 9:20am
revealsd:

=There was a large brownish black siain on the
floor tiles in front of the teflet.

-There was no shower curtain for the shower
stall.

Ohbservation of the shared bathreom between
sesldent rooms 5 and 8 on 06/03/26 at 10:08am
revealed: '
-Tha blue shower curtaln was ripped and tom
with a hole in the upper right corner.

-There was dirt on the shower floor and a buildup
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Responses 1o the clted deficlencles do

The Adult Care Licensure Section conducted an not constitule admission or

annual and follow-up survey on 06/03/26 - agreement by the facllity of the fruth of

0B/05/26. the facts alleged or conclusions set forth

. Ig the S“tate'&nlta]nt olg Deﬁgiﬂct?:sl or :
orractive Action Report; the Plan o
D079 10A NCAC 13F .0306 (a)(5) Housekeeping and D079 Correction is prepare% solaly as a

matter of compliance with State law.

D079 10A NCAC 13F .0308(a éslz
HOUSEKEEPING AND FURNISHINGS

*ED conducted a walk-through of the
facility to obtain a list of items needed
repair and replacement. ED arranged a
date and time for repairs and replacements
*Staff were refrained on expectations of
cleaning and .maintenance notifications
work orders). ED/Deslgnee will walk
rough the building weekly to ensure tha
cleanliness of rooms and bathreoms,
Any area needing attention will be added -
fo the maintenance work order log that
wili be reviewed by ED weekly,

*Designea will monitor and reﬁort any open
maintenance items needing attention, Any

- repalrs, replacemehts, and malntenance Issues
that are beyond the scops of the facility wi
ba referred to an outside source.
*Adminlistrator will follow up with staff
or contractors on outstanding issues week
untit resolvead.

*Deep cleaning schedule as follows: Odd-numbered
rooms will be cleaned on Tuesday, Thursday, and
Sunday. Even-numbered rooms wlll ba cleahed on
Monday, Wadnesday, and Friday. All showgr curtains
will be replaced every 3 months. Weekly inspections.
of the building is conductad by RCG/Deslgnge.
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of a pink and light brown film on the floor of the
showerstall. :

=There was buildup of a black substance around
the metal grab bars, on the underside of the
attached folding shower bench, and on the
showerwall where the shower bench was
attached.

~There was a buildup of a black substance on the
floor tiles in front of the shower stall on the right
side with multiple cracks in the floor tiles.

-There was a crumpled plete of misted metal
sticking out near the bottomn of the wall on the left
slde of the shawer stall and missing paint and
baseboard.

-There were brownish stains and peeling paint on
1he wall near the grab bar beslde the toilet.

Interview with a resident residing In resldent raom
6 on 06/03/26 at 10:08am revealed:

<The resident's shower was not clean enough and
needed cléaning.

~He was not sure how often the balhroom was
cleaned but he did not fesl like It was cleaned
enough.

-The rusted piece of metal sticking out of the wall
near the floor had been that way since he had
been at the faciiity (about © manths).

Observation of the bathroom in resident oom 7
on (06/03/26 at 10;18am revealed;

~The metal drain cover In the middle of the
shower floor was missing and had a huildup of
green and white stains on metal around the open
drain hole.

-There were dark brown stains on the floor tilas in
front of the toilet.

Interview with the Administrator on 08/03/26 at
4:01pm revesled;
-The facllity did not have housekeeping stafl.
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~The personal care aides (FCAs) were at the
facility 24 hours a day, 7 days a week and they
cleaned up everyday.

-The PCAs usually deep cleaned onca a week.
-She usually chserved every room In the facility
ahout ence a month for cleanliness. !
~She was not aware the reslden{s' bathrooms ' )
were not clean.

~There was a work order on 06/01/28 witha
contractor fo get the susted metal In the shared
bathroom between resldent rooms 6 and 6
repaired,

-The stained floor tiles in the bathroom would
probably have to be replaced because she did not
think the stains could be removed by cleaning ihe
tiles.

-She would have to call & contracted

maintenance company about the missing shower
draln cover.

Second observation of the shared bathroom
between resident rooms 1 and 2 on 068/04/28 at
4:4%pm revealed there was still a stain on the
floor tiles in front of the tollet and no shower
curtain for the shower stall,

Interview with a resident reslding in resldent room
1 on 06/04/286 &t 4:48pm revealed:

~His roommate cleaned ihs shower stalt
yesterday, 06/M3/26.

~There was still no shower curiain in thelr
bathroom.

~Tha floor in front of the toilet was still stained.

Second observation of the shared bathroom '
between residarit oms & and 6 on 06/04/26 at
12:37pm revealed:

~Tha blua shower curtain was ripped and torn
with a hole in the upper right corner.
-Therawas a small amount of buildup of a pink
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and light brown film on the floor of the shower
stall,

~There was bulldup of a black substance around
the metal grab bars, on the underside of the
attached folding shower bench, and on the
shower wall where the shower bench was
aftached,

-There was a bulidup of a black substance on the
floor tiles in front of the shower stall on the right
slde with multlpls cracks In the floor tiles.

<There vias a crumpled plece of rusted mefal
sticking out near the bottom of the wall on the left
side of the shower stalt and missing paint and
baseboard.

-There were brownigh stalns and peeling paint on
the wall near the grab bar heside tha toilet.

interview with a resident reslding in resident room
5 on 06/04/26 at 1:41pm revealed:

~The shower curlain In his bathroom had been
fom "awhlla".

-He wanted the shower and shower bench to be
cleaner.

-He sometimes tried to clean it himself.

<The PCA cleaned the shower that moming,
06/04/28,

Second observation of the bathroom In resident
room 7 on 06/04/28 at 12:48pm revealed:

~The metal drain cover in the middle of the
shower floor was missing and had a bulldup of
green and white stalns on metat around the open
draln hole.

~There were dark brown stains on the floor flles in
front of the tollet.

Interview with a PCA an 08/04/26 at 12:42pm
revenled:

-There were no housekespers far the facility.
<The PCAs wera supposed to clean the

Do7e
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bathrooms In the facllity once a week but she
usually cleaned them about every other day
because the restdents got urine on the floor in the-
bathraoms, : ;
-She alse triad {o ¢lean the showers every other
day.

-She usualiy cleaned the attached shower
benches when she cleaned the shower stalls:
<The PCAs had other duties to do besldes
cleaning and keeping the facility clean depended
on whether other PCAs cleaned llke they waere
supposed to clean when they were on duty.

Sacond interview with the Adminlstrator on
06/05/26 at 11:25am ravealed:

-5he, the Resident Care Coordinator (RCC), and
the medication aidss (MAs) were responsible for
random checks to ensure the PCAs wera
cleaning the facility.

-She usually checked to make sura the laundry
was done but she did not usually check
bathrooms every day.

10A NCAC 13F .0403(a) Qualifications OFf
Medication Staff -

10A NCAC 13F .0403 Qualifications Of
Medication Staff .

(8) Adultcare home staff who administer
medications, heregfter referred to as medieatlon -
aides, and their direct supervisors shall complete

training, clinfcal skills validation, and pass the

written examination as set forth In G.5.
131D-4.58, Persons aulhorized by state
cecupafional licansure laws to administer
medicatlons are exempt from this requlrament.
Readopted EfF, July 1, 2021,

Thiz Rule is not met as evidenced by:

Do7e

Type texi here

D125 <

POGFORIDA260EA0S
. GUALIFICATION OFR:MEDICATIONSTAFF

*On 06/07/2026, the ED engaged in a review of
all employee files and completed training and

clinical skill validation for all clinlcal staff.

|
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TYPE B VIOLATION

Based on observations, interviews, and record
reviews, {he facllity falled to ensure 2 of 2
sampled staff (A, B) who administered
medications had completed medication
administralion clinlcal skllis validation checklist
and the siate approved S-hour, 10-hour and/or
15-hour medicatlen aide tralning courses as
requlred,

The findings are:

1. Review of Staff A’s personnel record revealad:
-Staff A was hired as a medication aide (MA}/
parsonal care alde (PCA) on 05/01/28.

-Staff A passed the state written MA examination
on 11702124,

-There was no dacumentation that Staff A
completed the medication adminlstration clinical
skllls validation checklist.

~There was no documenfation of Staff A
completing the state approved 5-hour, 10-hour,
and/or 15-hour MA fralning courses.

Chbservation on 06/03/26 at 8:00am revealed
Staff Awas in the dining room adminlstering
medications to the residents.

Review of May 2026 elactronic medication
adminlstration recerds (eMARS) revealed there
was documentation Staff A administered
medications on 05/05/26 - 05/12/28 and 05/15/28
= 05/31/28,

Review of June eMARS revealed there was
documentation Staff A administerad medications
an 06/01/26 - 06/03/26.

Interview with Staff A on 08/04/26 at 6:00pm

. all medication aides upon hire and before giving any meds’

*On 6/19/2026, the ED engaged the services of
2 nursing team to provide the required 15-hour
medlcation alde tralning for medication aides
who require It,

*Moving forward, the ED wilt engage a nursing

team fo complete clinical skills valldation for

New assign dates for orlentation.

are the 1*and the 3% Monday of each month.
*O_n designated orientation dates, LHPS :
nurses provide 15 hours of medication tech,
tralning t? all newly hired medication ai;i_ga '\\
within'60 days of hire. To Include medication

- — o ————

alde training annually. The 5- and 10-hour fedication
aidé training will be completed before administering
medication. The medication alde exam must betaken and.
passed before administering medication. ‘

*The ED will ensure all medication aide tralning is

complsted and placed in employee files. ED will

flles for completlon of training.

724

complete a monthly audit on all new personnel i 7/ /5

o
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revealed:

-She starled working at the facility on 05/01/26.
~She had administered medlcations in May 2026
and June 2026 to residents.

-She had completed the state approved 5-hour
and 10-hour training at a previous facllity but did
not have a copy of the signed ceriificates,

-She had been checked off by a nurse at the
facllity, and she thought that documentation was
in her personnel flle.

-She was not sure which checklist the nurse
complated.

Interview with the Administrator on 06/04/26 at
6:30pm rovealed:

-She was not familiar with the medication
adminlstration clinical skills validation checklist,
-She thought the Licensed Health Professional
Support {(LHPS) validation check-off was the
chacklist needad for medication administration,
-Staff A had not completed the state approved
5-hour, 10-hour, and/or 15-hour MA tralning
courses bacause she thought they had 6 months
1o complete that training.

-Staff A was the only MA curenlly administering
medications because prior MAs ware no longer
employed with the facllity.

-She and the Resident Care Coordinator (RCC)
were back-up fo help with administering
medications when needed.

“There were no current staff at the facility who
had completed all requirements to administer
medicatlons o the resldents.

-She would contact a reglstered nurse (RN) to
complete the requlred training.

Revlew of physlcian's orders, sBMARs, and
controlled substance records revealed:
=Staff A made medications ejrors related to a
delay in starting and administering a complete

Divislon of Health Servica Ragulstion .
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course of an antibloticto a reslident.
-Staff A failed to reorder a controlled substance

for insomnia for a resident resulting In the
resident missing a dose of the medication.

[Refar fo Tag 358, 10A NCAC 13F .1004(a)
Medication Administration.]

Refer to telephone irterview with the faciiity's
confracted RN on 06/05/26 at 9:202m.

2. Review of Staff B's personnel record revealed:
-Staff B was hired on 03/16/26,

-There was no job deseription In Staff B's
parsonnel file.

-Staff B passed the state written medication aide
(MA) examination on 04/24/14.

-Thare was no documentation that StaffB
completed the medication adminlstration clinical
gkllls valldation checklist.

~There was no documentation of Staff B
completing the state approved S-hour, 10-hour,
and/or 15-hour MA fraining courses.

Review of Aprll 2026 electronic medicalion
administration records (eMARs) revealed there
was documentation Staff B administered
medicalions on 04/28/26 - 04/30/26,

Review of May 2028 eMARSs revealad there was
dosumentation Sfaff B adminfsfered medications
on 05/01/26,

Interview with Staff B on 08/04/26 at 2:43pm
revealed:

-She started working al the facllity on 03/16/26 as
the Resident Care Coordinator (RCC).

-She supervised the MAs, processed medication
orders, approved orders on the eMARs, and filled
in to administer niedications If nesded,

Division of Health Servics Ragulation
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Interview with the Administrator on 0B/04/28 at
6:30pm ravealed:

-She was not familiar with the medication
administration clinfeal skills validation checkist,
-Ehe thought the Licensed Health Profassional
Suppert (LHPS) validation check-off was the
chacklist neaded for medication administration.
-Staff B had not completed the state approved
&-hour, 10-hour, andfor 15-hour MA training
courees because she thought they had & months
to complete that training.

-Staff B was the RCC and administered
medleations only as a back-up If needed.
=Thera were no current sfaff at the facliity who
had completed ali requirements to administer
medications to the resldents,

-She would contact a registered nurse (RN) to
complete tho required fraining.

Refer {o telephone interview with the facility's
contracted RN on 06/05/26 at 9:20am.

‘Telephone interview with the facility’s contracted
Registered Nursa (RN) on 08/05/26 at 8:20am
revealed no one from the facllity had contacted
her to do the medication alde (MA) tralning prior
fo yesterday, 06/04/26.

The facility failed to ensure Staff A and Staff B
had completed the medication adminlstralion
clinfcal skills validation checkilst or completed at
least the &-hour state approved medicaticn alde
(MA)} tralning course prior o adminlstering
medications {o residents resulting in medication
errors Including erors with a resldent's antibiofic
far Infection and another resident’s contrelled
substance for insomnia, S1afr A administered
medications In May 2028 and June 2026 and
Staff B administered medications in Aprl 2026

———
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and May 2026 without meetlng the qualifications
to administer medications, This fallure of the
facllity was detrimental to the health, safety, and
welfare of the resldents and constitutes a Typa B
Violation. .
The facilify provided a plan of protection in
accordance with 3.5, 131D-34 on 06/04/26 for
this viclation.

CORRECTION DATEFORTHETYPE B

VIOLATION SHALL NOT EXCEED JULY 20,
2026, .

10A NCAC 13F .0407{a)}(5) Other Stoff
Qualifications

10A NCAG 13F .0407 Other Staff Qualifications
{e) Each s!aif person at an adult cere home
shall:

{5) have no findings llsted on the North Caroling
Health Care Pareonnal Reglstry according to G.S.
131E-286;

This Rule [s not met as evidenced by:

Based on observations and Interviews, the facility
failed 1o ensure 1 of 3 sampled staff (C) had
documentation of no substantiated findings on the
North Carolina Health Care Personnel Registry
{HCPR} upon hire,

The findings are:

Observations of Staff C from 06/03/28 ~ 06/05/26
at various imes revealed:
-Staff C cooked and served meals and snacks fo

the residents.
~-Staff C agslctod rasidenta with aare and cleaned.

D125

D137
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Interviews with Staff G on DB/03/26 at 8:58am
and 9:13am revaaled: ,
-She was working es a personal care alde (PCA)
at the fadility and provided care to residents.
~She was live-In staff and she either worked every
2 wesgks with one week off or every 3 wesks with
one week off.
~-She was also responsible for cooking, senving
meals, and cleaning.

Interviews with the Administrator on 08/04/28 at
€:10pm and 08/05/26 at 11:25am revealed:
~She was unabla fo locate Staff C's personna!
record,

-She remembsred sselng Staff C's personnel
record In her offica in fanuary 2026, February
2028, and April 2028 when she was auditing
personnel files.

-Btaff C's personne! record should have been
filed with the other staff personnsl records,
-Staff C was hired as a PCA.

-Siaff C provided care for the resldents, cooked,
cleaned, and did laundry.

~She was responsible for ensuring health cars
parsonnel reglstry (HCPR) checls were
completed for 2l staff upon hire. ¢ e
-A HCPR check was completed for Staff C upon
hire but ehe was uneble to locate it.

Interview with the Facility Owmer on 05/05/26 at
12:45pm revesled:

-Staif C had been working at the facilify since
February 2024. '

-5taff C had a personnel flle and It should be In
tha facility.

~The Administrator was responsible for making
sure HCPR chacks were completed for staff upon
hire.

POCFOR: FHErAONHOTENS)
OTHER STAEE:QUALRICATIAENS

*ED conducted an audit of all personne! files L

*All active employees' files are accounted for
and placed under a double-locking system.

*ED wilt complete a review every 4 months of
all active employees and verify that all flles
are secure and on site.

*ED will be responsible for complesting the
‘Heallhcare registry check. Before hiring.

s

on 06/12/2029 to validate the accuracy and location of flle:

i

07/16/2021
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10A NCAC 13F 0502 Health Care
(b} The facllity shall assure raferral and follow-up
to meet the routine and acute health care needs *RCC/MT will be re-educated on appropriate
of resldents. \
and mandatory use of the 24-hour report log.
This Rule Is not metas evidenced by: , !
TYPE B VICLATION RCCIMT to bring 24-hour report log to daily ~ \ .
Based on Interviews and record reviews, the stand-up meeting to ensure fotlow-up is completed
facliity falled to ensure healih care raferral and 4 B
follow-up for 2 of 3 samplod residents (#1, #2) "RCC/MT will be fn-service on appropriate MD
related to an ophthalmolegy appointment for eye : il
injections and a cardlology referral afier an notification with change of condition or any
emergoncy room (ER) vistt for a fainting episode new onset of syraptoms not alleviated by
(#1) and high blood pressure readings outside the
ordered paremsters (#2). . current physician orders. Notification will
The findings are: take place Immediately of noted change.
1. Revlew of Resident #1's curent FL-2 dated . *MT will ba re-educated on use of the facllity ,, ...
10/13/26 revealed diagnosss included diabetes '
mellitus typs 2, bllateral cataracts, hypertension, order processing system. RCC to monitor
coronary artery disease, hyperiipidemia, srocessing system daily. EDto -
gastroesophageal reflux disease, peripheral ) ordarp rq Rend S ¥ .
edema, and memory loss. review order processing system with RCC weekly. -
Review of Resident #1's Resident Register *PCP to exit with RCC or designee to review ‘i‘
revealed the resident was admitted to the facility . :
on 09/168/25, | residents examined any new orders, and
a. Review of Resldent #1's ophthalmology any questions or concems before leaving community.
provider visit note dated 03/03/26 revealed: :
-The resident had proliferative diabetlc
retinopathy In both eyes. (Proliferative diabetic
retlnopathy Is an advanced stage of diabatlc sye
disease whers abnormal newd:il‘o:fd uasse!:i g!ruw
on the reting, Increasing the severa vision
' loss and blindness.) 07/167202¢
Division of Health Servic Ropuiaton
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<The resident had disbetic macular edema in both *RCC to ensure MD s notified of missed/refused
ayes. (Diabetic macular edema is swelling In the » )
central retina caused by fluld leakage from : medications per facility palicy. ED to follow up
damaged blood vessels In paople with diaketes, -
leading to vislon Impairment). : with RCC for verification weekly,
-The resldent had severe neovascular glaucoma * ,
In both eyes. (Neovascular glaucoma is & severs, EHio develpp ff'?'_'?‘,p’e"‘e"t onart audit
aggressiva form of secondary glaucoma caused schedule for reviewin er an
by abnormal bloed vessel growth in the eye, g orders and follow-up.
leading fo eleveted infraocular pressure and *MT Is responsible for reviewing orders and faxing
potential vision loss.)
-The reason for the rasident’s visit was o geta orders to pharmacy. Transportation is responsible
Viabysmo injection in both eyes. (Mabysmo is an _
eya injection used to freat diabetic macular for making the appolntment. RCC Is responsible for
edema by reducing abnormal blood vesset growth
i sw:?[‘;ng.) reviewing that all steps are completed.
~The resident had “aiong history of belng lost to '
follow up intermittently”,

=The resident's last Vabysmo eye Injections were
4 months ago [n November 2025 with significant
Impravement in infraretinal fluld (2ecumulation of
fluld within the layers of the retina).

~The resldent's Vabysmo injections should be
every 2 months.

-The resident was to follow-up in 2 months for
Vabysmo Injection in both eyes.

Review of Resldent #1's provider viglt notes
revealed there was no documentation that
Resldent#1 had been seen by the ophthalmology
provider to receive Vabysmo eye injections singa
0310328,

Telephone Interview wih front desk staff at
Reslident #1's ophthalmology provider's office on
08/D4/26 st 12:60pm revealed:

~Resldent #1 had an appointment at thelr office
on 050726 but the resldent was "a no show,
~The resident did not show up for the
appolntment, and no one called thelr ofiice to let

Divislon of Hualth Barvice Regulation § ‘
STATE FORM ey 4Lt Heonlinenbion eheet 130738
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them know he was not coming or to reschedule
the appolntment.

Review of Resident #1's facllify progress notes
revealed:

-Thera was no documentation that Resident #1
rofused orwas unavaiiableto gotohls
ophthalmelogy appoiniment on 05/07/26.
~There was no decumentation that the
ophthalmology appointment was cancelled or
rescheduted,

Interview wilh Resident#1 on 06/04/26 at
12:30pm revealed:

-Ha recoived Injections In his eyas atan eye
clinic, but he was not sure how often.

-He had cataracts removed from his eyes and a
shunt placed in his right eye in the past.

-Hls eye pressure waa checked when ite went to
1he eya clinic becauss he had glaticoma.

-He did not know if he had missed any
appointments at the eye clinlc and he dld not
recall refusing to go fo any appointments.

“The viston In his right eye was vety blurry and
the vislon in hisIeft eye was not as blurry as his
right eye.

-HIs vision had been the same for "a while” (could
not specify a timeframe).

Interview with the Resldent Care Goordinator
(RCC) on 06/04/28 at 2:43pm revealed:

-She started working as the RGC on 03116128,
-She was not aware Resldent #1 had an
appointment with tha ophthalmologist for sye
injections on O5/07/26.

“The Administrator may have rescheduted if.

Interview with the Administrater on 08/04/26 at
3:58pm ravealed:
-Ehe had baen tha Adminisirator at the facihty

Diviglon of Hoalth it Servico Regulation : . ¥ »
STATE FORM exd 14LS11 if conlinuation choot 44 of 38
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since 01/16/28,

-Resldent #1’s family member had contacted her
after she started working at the facllity (date/time
not specified).

~The family member was upset because the
resident dld not go to his eye appointment when
the previous Administrator was at the facility.
-She made Resldent#1 an appoiniment to see
the ophthalmolopist-on 03/03/28,

-Resident #1 went to the ophthalimologist
appointment on 03/03/28 and received eye
Injections.

-She was not sure why Resldent #1 missed the
appolntment on 05/07/28.

«If a regldent refused fo go fo an eppointment it
should be documented in the progress notes and
reschaduled.

~The RCG was responslble for rescheduling
appointments.

Telephone interview with a triage staff person at
Resident #1's ophthalmology provider's office on
06/05/28 at 2:48pm revealed:

-Resident#1 mlssed an appolntment on 05/07/28
for sye injections at thelr office.

-Sha spoke with Resldent #1's ophthalmolegy
provider regarding the resident mlssing the
Vabysmeo eys injections on 05/07/28.

~Tha ophthalmology provider reported to her that
missing Vabysmo eye InJections put the resident
at Increased risk of worsening his eye conditions
and decreasing hls vision. -

-~The resident’s blood vessels could leak and
cause his eyes to blead.

-If the resident received his eye Injections
consistently, his vision would stay more stable.

Attempted telephone Injerview with Resldent#1's
family member on 06/05/26 at 10:08am was
unsuccessiul.
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b. Review of Resldent#1's facility progress note
dated 02/27/26 at 3:30pm reveated:

-Resldent #1's family member called the facility
with a concem that the resident needed a
follow-up cardiology appolniment.

~The facility made a cardlology appointment for
\ Resident#1 for 03/31/26 at 9:30am.

Review of Resldent #1's facllity progress note
dated 03/03/26 at 3:00pm revealed:

-Resident#1 fainted while at his sye appolntment
for eye Injections,

-Emergency medical services (EMS) were called,
and the resldent was taken to the emergency
room {ER) for evaluation and treatment.

Review of Rasldent #1's ER afier visit summary
(AVS) dated 03/03/28 revealed:

-Resident #1 was seen for dizzinsss and syncope
(falnting or passing ouf).

~The resident presented to ihe ER after having a
syncopal eplsode or “falling out”.

-This oecurred after the resident had been sitiing,
got up quickly, and felt ightheaded and sweaty.
~This was conslstent with "vasovagal syncope® {a
reflex fainting caused by a sudden drop In blood
pressure and heart rate).

-The resldent was diagnoesed with fainting.
~Thera was a referral {or the resident fo follow-up
wilh cardlology.

~There was documentation the resident had a
cardiclogy appolntment on 03/31/28 at 8:30am.

Revlew of Resident #1's provider visit notes
revealad no documentation of tha resldent seeing
a cardiologist on 03/31/28 or after.

Revlew of Resident #1's facllity progress notes
revealed:

D273
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~There was no documentation that Resident #1
reftised or was unavaitable to go to his cardlology
appointment on 03/31/26.

~There was no documentation that the
appolntment was cancelled or rescheduled.

Interview with Resldent #1 on 06/04/26 at -
12:30pm revealed:

<The last {ime he saw a cardiologlst was about 1
1 years ago.

-He had not refused or missed any appointments
o his knowledge, .

-He thought he passed out on 03/03/26 because
he was at the eye ¢linlc to get injections in his
gyes and he was terrified of needles.

Telephone Interviaw with a representative at
Resident #1's cardiolegy provider's office an
08/04/28 at 1:01pm revealed:

-Resident #1 was g new patient and had never
heen seen at thelr offics,

-Residsnt #1 had an appolntment on 03/31/26 but
he was "a no show", meaning he did not come for
the appaintment, and no one contacted their
office {o let them know he was not coming,

-No one had contacted their office to reschedule
the appointment.

interview with the Resldent Care Coordinator
(NOUG) On Q0/O4/Z0 ot Z-opm rovoalod:

-She started working as the RCC on 03/16/28.
-She was not sure why Resident #1 missed his
cardiology eppointmant on 03/31/28,

-She was responsible for reschedullng any
missed appointmants, but she did not know if
Resident#1's cardiology eppaintment had been
rascheduled. ’

Intervisw with the Adminletrator on 06/04/28 at
3:58pm revesled:
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-She had been the Administrator at the facility
since 01/16/286.

-Sha was not sure why Resident #1 did not go to
his cardiology appointment on 03/31/26. ;
-if a resident refused to go to an appointment, It
should be documented in the progress notes,
-The RCC was responslible for reschedullng any .
missed appointments.

Telephone Interview with a triage provider atthe
facility's confracted primary cara provider (PCP)
office on 08/04/28 at 4:43pm revealed:

~-Resident #2's PCP was on leave unfil next week.
-He was a triage provider for the group and had
access 1o the resident's record.

=The cardiology refemal from the ER visit on
(3/03/26 needed to be done for an evaluation of
the residant’s symptoms.

Atiempted telephone interview with Resldent #1's
family member on 08/05/28 at 10:0%am was
unsuccessful.

2, Revlew of Resldent #2's current FL-2 dated
07/30/25 revealed:

-Dlagnoses included insomnla, anxisty, major
depressive disorder, type 2 diabefes mellitus,
diabetic polyneuropathy, chronle kidney dlsease,
gastroesophageal reflux disease, mixed
hypetlipidemta, Vitamin B12 deficiency, and
Vitamin D deficlency.

-There was an arder to check the resident’s blood
pressure (BP) once a month, call pimary care
provider (PCP) for systolic blood pressure (SBF)
greater than (>) 180 or diastollc blood pressure
(DBPR) > 80.

Review of Resldent#2's physiclan's onders dated
03/31/28 revealed an order fo check the
resident's BP once a month, call PCP for SBP >

Divislon of Health Service Rogulatlon .
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180 or DBP > 90.

Review of Resident #2's May 2026 electranic
medication administration record (eMAR)
ravealed:

~There was an eniry to check BP once a month.
for monitoring, cali PCP for SBP = 180 or DEP
=80,

=The resident's BP was schedulad to be checked
at 8:00am and it was checked dally Instead of
monthly.

-The resident's BP was documentad ag 1511108
on 05/07/28 and 147/102 on 05/30/26,

-There was no documentation the residant's PCP
was notified of the DBPs > 90 on 05/07/26 and
05/30/28, )

~The resident’s BP ranged from 92/82 - 151/108
from OB/01/26 - 05/31/28. :

Raview of Resident #2's facllity progress notes for
May 2026 revesled no documentatlon tha PCP
was noiified of the resident's DBP » 80 an
05/07/286 or 05/30/28.

Interview with Resident #2 on 06/04/26 at 1:41pm
revealed:

-His BP was checked every day at the facility.
-His BP had been running "good".

-He denied any symploms of high or low BP.

Interview with the medication alde (MA) on
08/04/26 at 10:18am revegled:

-She usually checked Resldent#2's BP every day
because it "popped up” on the eMAR to chegk it
-She was aware of BP parameters to contact
Resident #2's PCP, but his BP had not been
outside of the parameters so she had not called
the PCP,

-=Ifihe PGP had to be contacted, she would
document In on the eMAR in the excaptlon

D273
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seotion.

-For Resident #2's BPs on 05/07/26 and
05730726, shae did not eontact the PCP because
she thought both the SBP and DBP had to be
hlgh.

-She did not notlce the order and instructions
indlcated to contact the PCP If the SBP "o DBP
were aut of the parameters.

~She should have contacied the PCP on 05/07/28
and 05/30/28 for the high DBPs.

Interview with the Resldent Care Coordinator
{RCC) on 06/04/26 at 2:43pm revealed:

-She was nof aware of any discrepancies with
Resident#2's BP order.

-The MAs should contact Resldent #2's PCP if his
BPs were cut of the parameters ordered,

-She ugually checked ths eMARs during monthly
chart audits, but sha had not chacked the sMARs
for May 2026 yet.

Interview wilh the Adminisirater on 06/04/26 at
3:58pm revealed;

~Tha MAs should follow ordars with parameters
and contact the PCP if outside of the parameters.
~The MAs should document in the sMAR system
wher fhe PCP was contacted.

Telephane intervievr with a triage PCP at the
facllity’s contracted PCP office on 068/04/28 at
4:43pm revealed:

-Resldent#2's PCP was on leave unti] next week.
-He was a triage provider for the group and had
access to the resident’s record.

-He would expect the facliity staff ta follow
Resldent#2's order to contact the PCP when tha
BP was out of the ordered parameters.

«[f their offica had been contacted, the PCP an
call would have probably erdered an additional
dose of medication for high bload pressura.
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-A high DBP could cause stress on the heart over
a period of time.

The facility falled to coordinate health care needs
for 2 of 3 sampled residents (#1, #2). Resident #1
missed an ophthalmology appointment on
05/07/26 to recelve eye injections for both eyss to
freat an eye condilion caused by diabstes that put
the resident at increased risk of worsened eye
conditions, decreased vision, and coutd have
caused his eyes {o blead. Resldent#1 missed a
cardlology appointment on 03/31/26 fo avaluate
and treat the resldent’s symptoms after an
emergency room (ER) visit for fainting on
03/03/286. Resident #2's primary care provider
(PCP) was not notified on two occasions when
the reeidents dlastalic blood pressure (DBP) was
greater than (~) 80 as ordered and having high
DBP could cause stress on the resident's heart,
This fallure of the facility was detrimental to the
health, safety, and welfare of the residents and
constitutes a Type B Vialation,

The facility provided a plan of protection in
accordanca with G.S. 131D-34 on 08/04/26 for
this vioation,

CORRECTION DATE FOR THETYPE B
VIOLATION SHALL NOT EXCEED JULY 20,
2026,

D388 10A NCAC 13F .1004 (a) Medlcation ' D3ss
Administration

10A NCAC 13F .1004 Medication Administration
(&) An adult care home shall assure that the
praparafion and administration of medications,
prascription and non-prescription, and treatments
by staff are In accordance with:

Division of Heslln Servica Reguialon
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(1) orders by a licensed prescribing practitionsr DS TATION
which are malntained in the resident's record; and PRNE Y Sl i aodhe ERpRckize
: ) nsurg follow-ip is complel
() rules In fhis Section and the facillly's poficies B Yaep il b sl g
and procedures, | *RCC or dasfirlee to review and approve
g&rﬁi{hln 4 howrs of racaipébpaylng close
This Rule Is not met as evidenced by: giiattion 19 aind Carrecling hy anoml
TYPE BVIOLA *RCC to review edminisiration records dally to
TION [dentify missad, dupficaled, unavailable, and
. other frequency medications. RCC fo
Based on observations, interviews, and record g&umm mﬁ_‘e egﬂrfg%%&nccwem
reviews, the facilty failed to ensure medications to ensure complaﬂo?as well as assist with
wera administered as ordered for 2 of 3 residents dﬂlﬂicult-m-rasa!va issues, l.e insurance,
(#1, #2) sampled Including emors with two eye i {zations.
drops for glaucoma and an antiblotic for Infection . f?&@%@ﬁ?mwuma s lnthe
If medization Is not available. Medleafion will be Immeatilata
W 1) ol & cxrtrONed SUBIRHCI REAM B NeEL re?r?iared, ;nd PE;\\L?II be notified of l?nrissad ;adlml o:. ¥
insomnla §#2).
Tlhﬁ?a facli ht%s Ig;p&gema“ntad chatrft ?évlew for rtgf?bad i
: e [} all medications were p
The ﬁl'ldiﬂﬂs ae; adnﬁnistaﬂng.
e B s R s e
’ N a ‘
1. Review of Resident #1's current FL-2 dated < All racidant charts ware Inftially reviswed by 6/18/2048

10/13/25 revealed diagnoses Included dlabetes
melltus typa 2, bilateral cataracts, hypertension,
coronary antery disease, hyperlipldemia,
gastroesophageal reflux disease, peripheral
edema, and memory [oss.

Review of Resident #1's Resident Reglster
revealed the resldent was admitted to the facility
on 09/16/25,

a. Review of Resident #1's physiclan's erdera
dated 01/09/28 revealed:

<Thera was an order for Dorzolamide-Timolol
22.3-6.8mg/ml eye drops Instill 1 drop Into both
eyes two {lmes a day for glaucoma,
{Darzolamide-Timolo! Is a combination eye drop
used to lower elevated Infraccular pressure in
patlents with glaucoma or ocutar hypertension.)
~There was an order for Latanoprost 0,005% eye
drops, Instill 1 drop In both eyes at bedtime for 071512026
glaucoma. (Latanoprost is an eys drop used fo

Divigion of Heslth Sarvice Regulation .
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trest glaucoma and high eye pressure.)
-Documentation for Dorzolamlde-Timolol eye
drops and Latanoprost eye draps on the
physlelan's order sheet noted the original date of
the prescription for both eya drops was 11/06/25,

Revlew of Resldent #1's ephihalmclogy provider
vislt note dated 03/03/26 revealed:

-The resident had proliferative diabetic
retinopalhy i hoth eyes. (Prolliferative diabetic
retinopathy Is an advanced staga of diabetic eye
disease where abnormal new blood vessels grow
on the reting, increasing the risk of severe vision
logss and blindness.)

-The resident had dizbetic macular edema in both
eyes. (Diabetic macular edemna 13 swelling In the
centrat retina caused by fluld leakage from
damaged blood vessels in people with diabetes,
{eading to vision impalrment.)

~The rasldent had severe necvascular glaucoma
In both eyes. (Neovascular glaucoma is a severe,
aggressive form of secoridary glaucoma caused
by abnormal bload vessel growth in the eye,
leading fo elevatad inlraocular presture and
potential vislon loss.)

-The reason for the resident's visit was to get an
infection in both eyes for diabelic macular edema,
-The resident reslded in an assisted living facility.
«|t was unclear f the facllity was administering the
resident’s eye drops for glaucama text here
~There was an order for Latanoprost 0.005%
Instill 1 drop in both eyes every evening,

-Thera was an order for Dorzolamide-Timalal 1
drop In hoth eyes twice a day.

-The resident was {o follow-up in 2 months.

Review of Resident #1's physlclan's orders end
providervisit notes revealed no documentatton of
any discontinued orders for Boszolamide-Timolel
sye drops or Latanoprost eye drops.
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Review of Resldent #1's January 2026 eMAR
revealed:

~There was an entry for Borzolamide-Timolol
22.3-6.8ma/ml Instill 1 drop Info both eyes 2 times
a day for glaucoma scheduled at 7:00am and
9:00pm.

~Dorzolamide-Timolol eye drops were
documented as administered from 7:00am on
01/01/26 through 7:00am on 01/16126,
-Dorzolamide-Timolo! eye drops were
documented as not administerad from £:00pm on

| 01116726 through 7:00am on 01/18/28 due to

“walling on pharmacy to delivar'.
~-Dorzolamide-Timolol was noted {o be
discontinued on 01/19/26 at 7:00pm.

~There was an entry for Latanoprost 0,005% eya
drops Instilt 1 drop into both eyes at bedtime for
glaucoma schaeduled at 8:00pm.

-Latanoprost was documentad as adminlstered
from 01/01/26 - 01/18/26.

-Latanoprost was noted o be discontinued on
01/19/26 at 7:00pm.

Review of Resldant #1's February 2026 - June
2028 eMARS revealed:

~There were ne entries for Dorzalamide-Timolol
eya drops end none was decumented as
adminlstered from February 2028 - June 2026,
~There were no entrles for Latanoprost eye drops
and none was documented as administered from
February 2026 - June 2026. :

Observation of Resident #1's medications on
hand on 08/04/26 at 9:.42am revealed;

-There were no Dorzolamide-Timolol eye drops
available for administration.

-There ware no Latenoprost eye drops avajlable
for adminlstration.

Division of Healih Servica Regulation
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Telephone interview with a phammacist at the
facllity's contracted pharmacy on 06/04/26 at
11:23am revealsd:

-The phamacy received an order for Resldent
#1's Dorzalamide-Timolol eya drops on 11/06/26
and one 10m! bottle was dispensed on 11/08/26.
{On average, there are 20 drops In tml of eye
solution o a 10ml botile wottld provide
approximately 200 drops, If Dorzolamide-Timolol
was administered 1 drop in both eyes twice a day
{4 drops per day), a 10ml bottla would last 5D
days) .

-The pharmacy received an order for Resident
#1's Latanoprost on the same prescription on
11/08/25 and dispensed one 2.5ml bottle of
Latanoprost eye drops on 11/06/26. (On average,
there are 20 drops in 1m} of eye solution so a
2.6ml bottle would provide epproximately 50
drops. If Latanoprost was administered 1 drop In
both eyes at bedtime {2 drops per day), a 2.5ml
bottle would last 26 days.)

-Their records showed Dorzolamide-Timolef and
Latanoprost eya drops were stii] active orders In
thelr system.

~They had not received any orders to discontinue
Dorzolamide-Timolol or Latanoprost eye drops.
~The facility would have to request refills for these
eye drops because sye drops were not sent with
the monthly cycle flils to the facillty.

~Thers had been no requests by the facility to
refill elther of these two eye drops for Resident
#.

-The pharmacy enterad orders into the eMAR
system and the facliity also had access to enter
or change orders inthe eMAR sysiem.

-~She did not know why the facllity's eMAR
showed the two eye drops as discontinued
because the pharmacy did not have discontinued
orders for elther medication.
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Interview with Resident #1 on 08/04/26 at
12:30pm revealed:

-His gye pressure was checked when he went to
the eye clinic because he had glaucoma.

-He received ays drops In the moming and at
night, but he was not sure which eye drops.

-He did not know If he was supposed to get more
than one eya drop. :
~The vision in his right eye was very blurry and
the vislon in hls ioft eye was not as blurry as hils
right eye,

-His vision had been the same for "a while® {could
not specify a timeframe).

Interview with the medication alde {MA) on
06/04/26 at 9:57am revealed:

-She started worklng at the facllity on 05/01/26.
-She was not aware of Resident #1 receiving any
eye drops other than Ariificial Tears (Jubricant eys
drop for dry eyes) since she started working
there.

«The only eye drops Resident#1 had on hand
v/as Artificial Tears.

-Resident #1 had not complalned of any vi :
problems to her. '

Intervlew with the Resident Cara Coordinator
(RCC) on 06/04/28 at 2:43pm revesled:

-Sha started working as the RCC on 03/16/28,
~She and the MAs did chart audits weskly.

-She was not aware of and had not noticed any
discrepancies with Resident #1's medications.
-She had not noticed the orders for Resldent #1
to receive Dorzolamide-Timolo! and Latanoprast

eye drops.

Intarview with the Administrator on 06/04/26 at
3:58pm revealed:

-She had been the Administrator at the facllity
since 01/16/28.

D 358
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<The RCC did chart/cart audits weekly which
Inciuded checking medication orders, eMARS,
and medications on hand.

-She was not aware Resident #1 had orders for
Dorzclamide-Timolol and Latanoprost eye drops
and was not recelving them.

Telephone interview with a trlage representative
at Resident #1's ophihalmology provider's office
revealad:

~During Resident #1's last visit on 03/03/28, itwas
unclear to the ophthalmologlst whather the
resident was recelving Dorzolamide-Timolol eye
drops or Latanoprest eye drops so she Included
orders for those fweo medications.

-Resident #1 had neovascular glaucoma and "it ’
was never a good Idea" to be without medications
for glaucoma. :
-Resident #1 had Ieaking blood vessels and not
getiing the eye drops for glaucoma could make
his glaucoma worse.

Telephona Interview with a representative ata
second ophthaimology provider's office for
Resident#1 on 06/05/26 at 8:21am revealed:
-Resident #1's eye provider or eye techniclan
were not available,

~They had been managing Resident #1's
glaucoma but they had not seen the resldent
since January 2025.

~They had Letanoprost eye drops as an active
order, but they did not have Dorzolamlide-Timolol
eye drops as active In their system.

-The orders with Resldent #1's ophthalmology
provider at the retina center could be dffferant
because they had not seen the resident sinca

January 2025.

b, Review of Resldent #1's facility progress note
dated 05/15/28 (no time specified) revealad:

Division of Health Sanvice Regulation
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-Staff was called to Resldent #1's room,
-Resident #1 was [n the chalr with his leg
elevated.

~Resident #1's right leg was swallen and wam to
touch.

<The resldent denied any paln.

-~The resldent would be sent to tha emergency
room {ER) for evaluation and treatment.

Review of Resldent #1's ER after visit summary
(AVS) dated 05/15/26 revealed:

~Resldent #1 was seen for leg sweliing.

-No bload clots were identified In the resident's
leg. .

-The resldent was heing started on Cephalaxin
and received his first dose In the ER at 2:68pm
on 05/16/26, (Cephalexin is an antiblotic for
infection.)

-The resldent's next dose was due tanight
(05/15/26) at 6:00pm and every & hours.
~There was a note fo pick up Cephalexin from any
pharmacy with the printed prascription.

Review of Resident#1's printed prescription from
a local hospital ER dated 05/16/26 revealed:
-There was an order for Cephalexin 500mg 1
capsule 4 times a day for 10 days.

-The start dated was noted as 05/15/26 and the
end date was 05/25/28. -

Review of Resident #1's May 2026 electronic
medication administration record (eMARS)
revealed:

~There was an entry for Cephalexin 500mg 1
capsule 4 times a day for 10 days for infaction.
-Cephalexin was scheduled for administration at
8:00am, 11:00am, 4:00pm, and 8:00pm.

-The firet dose of Cephalexin was documented as
adminlstered on 05/20/28 at 11:00am.
-Cephalexin was documented as adminlstered

D888
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from 14:00am on 05/20/26 through 8:00pm on
05/28/26.

~There were 35 doses of Cephalexin documented
as administerad instead of 40 doses as ordered.

Observation of Resident #1's medications on
hand on 08/04/28 at 8:42am revealed thera was
no Cephalexin avallable for administration.

Telaphone interview with 2 pharmacist at the
facility's contracted pharmacy on 06/04/26 at
11:23am revealed:

-They racelved Resident#1's order for
Cephalexin via fax from the facilily on 05/18/28.
<They dispensed 40 Cephalexin 500mg capsties
on 05/18/28 when the order was recelved.
~Cephalexin would have been dellvered fo the
facility tha night of 05/18/28 or In the early
moming hours on 05/19/26.

-She could not tell if any of Resident #1's
Cephalexdn had been rsfumed to the phamacy
because there was no accoss to that information
in thelr computer system.

Intervievs with Resident #1 on 08/04/26 at
12:30pm revealed:

-In May 2026, he went to the ER for swelling in
both legs and feet.

-The ER provider prescribed an antiblotic for his
legs. '

-T%ara was a delay In starting the antiblotic when
he retumed to the facility, but he did not know
why it was delayed,

-He was supposed to take It for 10 days; he took
it for "a day or s0” (could not speciiy how long).

Observation of Resldent #1 on 086/04/26 at
12:30pm revealed Resldent #1 cumrently had no
swelling or redness In his legs or fest.
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interview with the medication alde (MA) on
06/04/26 at 9:57am revaaled:;

-Providers usually sent orders to the pharmacy
and the pharmacy entered orders Into the eMAR
system.

-The Resldent Care Coordinator (RCC) was
responsible for reviewing and approving orders in
the eMAR system, butthe medication had to be
in the facllity before the RCC approved the
orders,

-The MAs did not have eccess {o approve orders
in the eMAR system, only the RCC and the
Adminlstrator.

=If a paper prescription was received by the
facllity for a resident, the RCC or the MAs could
fax the order to the phannacy.

-Medications were usually sent elther the same
night or the noxt day after the order was sent to
the pharmacy.

~The phanmacy usually sent antiblotics right away
aven [fthay only sent a partial supply initially and
then the full supply tater.

~The faciity also had a local back-up pharmacy
that would deliver medications to the facliity if
needed.

Second interview with the MA on 06/04/26 at
10:5%am ravealed: .

-Raslident #1 was getiing Cephalexin for cellulifis
In fls leg, (Cellulitis is & comimon bacterial skin
Infecllonwith symptoms of redneas, swelling, and
warmth fo the affected area.}

-She started administering Cephalexin to
Resldent#1 as soon as they received It from the
phammacy.

~She did nat know why thers was a delay in
receiving Cephalexin from the phamnacy.

~The MAs usually called the pharmacy if an
antibiofic was nof recelved.

~She dld not speak to anyone from the pharmacy
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~-She gave no explanation for not contacting the
pharmacy about the delay in receiving Resldent
#1'a Cephalexin in May 2026.

-ifthe order expired and there was any
medication remaining in the bubble back, she
would have written up a retum shest and the
lefiover would have bean gent back to the
phammacy.

-She did not remember If Resident #1 had any
Cephalexin loft over and if any was sent back.
-She could check for a return sheet.

Review of Resident #1's records requesied from
the facility revealed there was no pharmacy retum
shest for Resldent#1's Gephalexin,

Intervigw with the RCC on 06/04/28 at 2:43pm
revesled:

-She started working as the RCGC on 03/16/28.
~The pharmacy usuelly entered arders Into the
eMAR system, and she or the Adminlstrator
spproved the orders in the eMAR system.

-The MA on duty was responsible for faxing
medication orders or she would fax orders as
soon as she refumed fo the facllity f she was not

* | there when it was received.

-She did not usually approve orders [n the eMAR
syslem until the medication was physically In the
facility.

~Resldent #1's order for Cephalexin dated
05/15/26 was on a Friday and he did not return
from the ER untll later that evening.

-She faxed the order to the pharmacy when she
returned to work on Monday, 05/18/26,

~The facifity did not have a back-up pharmacy to
her knowledge.

intervlew with ihe Administrator on 06/04/26 at
3:58pm revealed:
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-She had been the Administrator at the facility
since 01/18/26.

~The pharmacy enterad orders into the eMAR
system and she orihe RCC approved orders
when the medication was recelved.

-The RCC was responsible for faxing orders to
the pharmacy or the MAs could also fax if the
RCC was not there. ’
~The faclity had a back-up pharmacy and orders
for antiblotics should be sent to the back-up
pharmacy. '

-The back-up pharmacy usually defivered
medications o the facility in a few hours,

Telephone [ntervievs with a triage primary care
provider (PCP) at the facility’s contracted PCP
office on 06/04/26 at 4:43pm revealed:

-Resldent #2's PCP was on {eave untit next week.
-He was a friage provider for the group and had
access fo the resident's record,

~The delay in starting Resident #1's Cephalexin or
if the full course of treatment was not
administered could cause the restdent to have -
sepsis which could lead to jow blood pressure,
high heart rate, or eventually septic shock.
(Sepsls Is afife-threatening condition thet oceurs
when the body's response to an Infection causes
widespread Inflammation, potentlally leadlng to
organ fallure and septic shock.) '

2, Revlew of Resident#2's current FL-2 dated
07/30/25 revealad:
-Diagnoses included insomnia, anxisty, major
depressive disorder, type 2 dlabetes mellitus,
diabetic polyneuropathy, chronic kidney disease,
gastroesophageal reflux disease, mixed
hyperipidemla, Vitamin B12 deficlency, and
Vitamin D deficlency.

-There was an order for Zaleplon 10mg 1 capsule
at badtime. (Zaleplon Is a controlied substance

D3as
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and sedative used to treat insomnia.)

Ravlew of Resldent #2's mental health provider
(MHP) visit note dated 05/22/26 revealed:
-Resident #2 was sean for a routine follow-up for
medication management.

-The resident had chronic insomnla,

-The resident was to continue taking Zalsplon
10mg 1 capsule at bedtime for insomnia.

Review of Resident #2's June 2028 electronic
medication adminisiration record (eMAR)
revealed:

~There was an entry for Zaleplon 10mg 1 capsule
at bedtime scheduled at 8:00pm.

-Zaleplon was documented as administered dally
at 8:00pm on 06/01/26 and 06/02/26.

-Zaleplon was documented as not being
administered on 06/03/28 et 8:00pm due to the
medication being unavallable,

Review of Resldent #2's controlled substance
record (CSR) for Zaleplon revealed:

-The facliity received 30 Zaleplon 10mg capsules
on 04/28/28.

<The Zaleplon ¢apsules ware dispensed on
04/29/26 with Instructions fo take 4 capsule at
bediime for insomnia.

-The first dose was documented as administered
on 05/04/26 at 8:00pm and the last dose

_ | documented was 06/02/28 at 8:00pm, leaving a

halance of zero.

Observation of Resldent #2's medications on
hand on 06/04/28 at 10:04am revealed there was
no Zalaplon avaitable for administration for the
resident.

interview with Resldent #2 on 08/04/26 at 1:41pm
revealad:

D 358
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~He did not recelve Zaleplon last night (06/03/26)
because there was none.
~The MA had ordered some more Zaleplon for
him.

Telephone interview with a pharmaclet at the
facility's contracted pharmacy on 08/04/26 at
11:23am revealed:

<The pharmacy dispensed 30 Zaleplon 10mg
capsules for Resldent #2 on 03/28/26,

-The pharmacy dispensed 30 Zaleplon 10mg
capsules for Resident #2 on 04/28/26,

.~There were 1o refills remalning for Zaleplon for
Resident#2.

Interview with the medication aide (MA) on
08/04/26 at 10:15am revealed:

-Resldent #2 did not have any Zaleplon on hand
for administration.

-She administered the last dose on 06/02/26.
-Resldent #2 did not recelve Zaleplon {ast night
on 06/03/26 because there was none avallabla In
the facllity. _
-A refill for Resident #2's Zalsplon was requested
on 05/28/28.

-She had not called the pharmacy about Resldent
#2's Zaleplon because it was one missed dose
and she was hoping it would come in |ast night.
~Confrolled substances did not come on
automatic cyale fills and had to be ordered.

~The MAs were responsible for reordering
controlled substances when the supply got down
{o the blue strip on the bubble card wh[m was
usually 6 to 10 pills.

-If the medication did not come in after 2 missed
dages, the MAs were supposed o follow up with
& phone call o the pharmacy.

-She would now (et the Resident Care
Coordinator (RCC) know and the RCC would
foliow up.
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-If a conirolled substance had no refills, the RCC
would contact the prescriblng provider to geta
new presctiption,

Interview with the RCGC on 06/04/26 at 2:43pm
revealed:

~Controlled substances did not come in the
monthly cycle fills and had to be reordered.
-The MAs were responsible for reordering
controlled substances.

~Some MAs walled to reorder until the supply got
{o the blue strip on the bubble card.

-She would prefer the MAs reorder when there
were 8 pills remaining,

~The MAs usually let her lmow when they
reordered a controlled substance and did not
recelve it.

-She would follow up with the pharmacy.

~She \as not aware Resident #2 was out of
Zaleplon,

Interview with the Adminlstrator on 08/04/26 at
3:58pm revealed:

~The MAs were responsible for reordesing.
controlled substance when the supply got to the
blue strip on the bubbla card.

-t a controlled substance was not received the
next day after it was ordered, the MAs should call
the phammacy and nofify the RGC.

Telephone intervievs with a trlage primary care
provider (PCP) at the facllity's contracted PCP
offica on 06/04/26 at 4:43pm revealed:

-Resident #2's PCP was on leave until next week.

-Hae was 2 trlage provider for the group and had

accass to the resident's record,

-Missing a dose of Zaleplon could cause (ack of

sleap and exacerbate any underlying Issues that
contribute to his chronlc iInsomnia,
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Telephone interview with Resldent #2's MHP on
06/05/26 at 9:27am revealed:

<There was always a provider on call at all times if
the facillly needed to contact them for refills.
-She did not sse any documentatlon that the
facility had contected them to get refills for
Resldent#2's Zaleplon.

~Resldent #2's Zaleplon should be administered
every night.

-Not raceiving Zaleplon couid cause the resident
to not sleep as well.

The faclilly failed to administer medications as
ordered o 2 of 3 sampled residents (#1, #2).
Resldent#1 did not recelve two eye drops for
glaucomafor over 4 months which put the
resident at visk of worsening or dacreased vislon.
Resldent #1's antiblatic for infection for his legs
was ordered on 05/15/26 but not started untll
05/19726 and the full course was not administered
putling the resldent at risk for sepsis which could
lead to low blood pressure, high heart rate, ar
eventually septic shock, Resident #2 did not
recelve a controlled substance for insomnla as
ordered which could cause lack of sleep and
exacerbate underiylng issues contributing to hls
chronic insomnia. This faliure of the facllity was
detrimenta! to the health, ssfely, and welfara of
tha residents and constitutes a Type B Violation.

The facllity provided a plan of protection in
accordance with G.S. 131D-84 on 06/04/26 for
this violation,

CORRECTION DATE FOR THETYPE B
VIOLATION SHALL NOT EXCEED JULY 20,
2026.
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	and lightbrownfilm on thefloor ofthe shower stall. -There was buildup ora black substance around the metal grab bars, on the underside ofthe attached folding shoVJer bench, and on the showerwall where the shower bench was attached. -There was a buUdup of a black substance on the floor tiles fn front ofthe shower stall on the right side with rnulllple cracks In the floor tiles. 
	•There was a aumpled piece ofrusted metal sticking out near the bottom of the wall on the left side ofthe shower stall and missing paint and baseboard. -Therewere brownish stains and peeling painton the wall nearthe grab barbeside the toilet. 
	lntefvtewwm1 aresident residing In residentroom 5 on 06104/26 at 1:41pm revealed: 
	•The showercurtain fn hfs bathroom had been 
	tom "awhile". -He wanted the shower and shower bench to be cleaner. -He sometimes tried to clean Ithimself. thi, showerthat momln9, 06/04/26, 
	-The PCA cleaned 

	Second observation ofUle bathroom In resident room 7 on 0S/04/28 at 12:46pm revealed: -The metal drain cover In the middle ofthe shower floor was missing and had a buildup of green and white stains on metal around the open 
	drain hole. -There were dark brown stains on the floor tiles In front ofthe toilet. 
	Interviewwith a PCAon 00/04/26 at 12:42pm 
	l'CVOQfcd: 
	•There were no housekeepers farth a facmty. -The PCAswere supposed to clean the 
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	bathrooms In1hefaclUty once a weak butshe usually cleaned them aboutevery other day because the residents got urine on the floor In the· bathrooms. -She also tried to clean the showers every other day. -Sheusually cleaned the attached shower benclleswhen she cleaned the showerstaUs. -Toa PCAs hacl otherduties to do besides cleaning and keeping the faclllly dean depended on whetherotherPCAa cleaned like they were supposed to clean when theywere on duty, 
	Second lntelVlewwith the Administrator on 06/05/26 at 11:25am revealed: -She, the Resfdentcare Coordinator (RCC), and the medlcaUon aides (MAs) were responsible for random checks to ensure the PCAs were cleaning the faclUty. -She usually checked to makesure the laundry 
	was done but she dld not usually check 
	:~"!~~ .-"'.
	bathrooms every day. 
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	Medication Staff 
	(a) Adultcare home staffwho administer 
	Ql1AL!IFlCATION'Gl~1Mt::P)MTJ0N$TAFf.
	medlcaUons, hereafterreferred to asmedication . aides, and their direet supen,isors shall complete 
	1 and pass the 
	training, clinical skills valldaHon

	written examination as setforth fn G.S. 
	*On 06/07/2026, the ED engaged in a review of
	.

	. Persons authorized by e~te occupaµonal llcensure laws to admlnlster 
	1310-4.58

	all employee files and completed training and medfcatlons are exempt from this requirement. Readopted Eff. July 1, 2021. 
	cllnlcal skill validation for,_all clinical staff. 
	This Rule Is not met as evidenced by: 
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	I TYPE BVIOLATION 
	Based on observations, Interviews, and record reviews, the facility failed to ensure 2 of2 sampled staff (A, B) who administered medications had completed medication edmlnlstraUon cUnlcal skllls val!datlon checkllsl and the state approved 5-hour, 10-hour and/or 15-hourmedication aide tralnlng oourses as required. 
	I

	The findings are: 
	1, Review ofStaffA's personnel record revealed: -Staff A was hired as a medication aide (MA)/ personal care aide (PCA) on 05/01/26. -StaffApassed the state written MAexamlnaUon on 11/02/24, -Tbere was no documentaUon that StaffA completed the melllcaUon administration cllnlcal skllls valldatlon checklist. -There was no documentation of SlaffA completrng the state approved 5-hour, 10-hour, and/or 15-hourMAtraining courses. 
	Observation on 06/03/26 at 9:00am revealed Staff A was In the dining room administering medications to the residents. 
	Review of May 2026 aleatronlc medication adm!nlstratlon records (eMARs) revealed there was documentation Staff A administered medications on 05/05/26 -05/12/28 and 05116/26 -05/31/26. 
	Review ofJune er,,tARs revealed !here was documentation Slaff A administered medications on 06/01/26-; 06/03126. 
	lnlervlew wllh Staff A on 06/04/26 at 8:00pm D!vis!onofHeallh Service Regulation STATE FORM 
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	aide training annually. The 5-and 10-hour medication . aide training wlll be completed before administering medlcaUon. The medication aide exam must betaken and. passed before administering medication. I 
	•Toe ED will ensure all medication aide training Is completed and placed In employee flies, ED will 
	complete a monthly audit on all new personnel flies for completlon of training.
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	revealed: -She started working at the facility on 05/01/26. -She had administered medications In May 2026 and June 2026 to residents. -She had completed the state approved 5-hcur and 10-hour training at a previous facility but did not have a copy ofthe signed certificates. -She had been checked off by a nurse at the 
	facility, and she thought that documentation was In herpersonnel fife. -She was not sure which checklist the nurse completed. 
	Interview with the Admlnlstralor on 08/04/28 al 6:30pm revealed: -She was not famt1iar with the medication admlnlstraUon cllnlcal skills validaUon checklist. -She thought the Licensed Health Professional Support (LHPS) valldaUon check-off was the checklist needed for medlcatlon administration. 
	•StaffA had notcompleted the slate approved 5-hour, 10-hour, and/or 15-hour MA training courses because she thought they had 6 months to complete that training. -Slaff A was the only MA currently administering med!catlons because prior MAs were no longer employed with the facility. -She and Iha Resident Care Coordinator (RCC) were back-up to help with administering medlcaUons when needed. -There were no current staff at the facility who had eomploted a!I requirements to adm!n!star medlcallons to the residen
	Review of physician's orders, eMARs, and 
	controlled substance records revealed: -Stall' A made medications errors related to a delay In starting and administering a completi, 
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	lntervlewwittitheAdmlnlstratoron 08/04/26 at 
	6:30pm revealed: 
	-She was not familiar with the medication 
	admlnlstration cllnlcal skllls validation checklist. 
	•She thought the Licensed Health Professional Support (LHPS) valldallon check-off was the checkllst needed for medication admlnlstratlon. -Staff B had not completed the state approved 5-hour, 10-hour, andfor 15-hour MAtraining courses because she thought they had 6 months to complete that training. -StaffB was the RCC and administered medications only as a back-up Ifneeded. -There were no current staff at the faclllty who had completed all requirements to administer med!catlons to the residents. -She would 
	Refer to telephone inleivfew with thefacility's contracted RN on 08/05/26 at 9:20am. 
	e facility's contracted Registered Nurse (RN) on 06/05/26 at9:20am revealed no one from the faclllty had contacted her to dothe medication aide (MA) training prior to yesterday, 06/04/26, 
	Telephone interviewwith th

	Staff A and StaffB had completed the medicaUon admlnlstrallon cllnlcal skills validation checklist orcompleted at leastthe5-hour state approved medication aide (MA) tmlning course prior lo administering medications to residents resulting In medication errors lnclud!ng errors with a resident's antibiotic for Jnfectfon and another resident's controlled 
	The racmty failed to ensure

	substance forlnsomnta. StarrA aelmlnlsterea medications In May 2026 and June 2026 and Staff B administered medications In April 2026 
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	and May 2028 wHhoutmeeting the qualificaUons to administer medications. This failure ofthe facilitywas detrimental to the health, safety, and welfare orthe residents and constitutes aType B Violation. 
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	The facility provided aplan 
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	10ANCAC 13F.0407 OtherStaffQualJfications 
	(a) 
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	Each staffperson at an adult care home shall: 

	(6) 
	(6) 
	haveno findings fisted on the North Carolfna Health Care Personnel Regtsby according to G.S. 131E-256; 


	This Rule Is notmet as evidenced by: Based an obseivaUons and lnten,Jews, the facility failed to ensure 1 of 3 sampled staff (C) had documentation ofno substanUated findings on the North Carolina Health care Personnel Registry (HCPR} upon hire. 
	The findings are: 
	ObseTVaUons cfStaffC from 06103/28 -06105/26 at various times revealed: -staffCcooked and served meals and snacks to the resldents. 
	-Staff c oii~liitod rooldonto. wl!h cam and cloaned. 
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	Interviews with SteffCon 06103/26 at B:5Bam and 8:13am revealed: -S~e was working as a personal care aide (PCA) at the facility and provided care to residents. ~Shewas live-In staffand she eitherworked eveiy 2 weoks withone week off or every 3 weeks with oneweek off. ..She was also responslbfe fer cooking, serving meals, and cleaning. 
	Interviews with theAdministrator on 06/04126 at 8:10pm and 08/05126 et 11:25am revealed: -Shewas unableto locate StaffC's personnel 

	record. 
	record. 
	-She remembered seeing staffC's personnel record In heroffice In January 2026, February 2028, andApril 2028 when she was auditing personnel files. .StaffC'c personnel record should have been filed with the other s1affpersonnel records. -Staff C was hired as a PCA. -StaffCprovided care fortha residents, cooked, cleaned, and did laundry. -Shewas responsible forensuring healthcare personnel raglstry (HCPR) checks were completed for an staffupon hire. . -· -A HCPR checkwas completed for StaffCupon hire but she 
	lntervlewwfth the Facility Owneron 06/05126 at 12:45pm revealed: -Staff C had been working atthe faclllty since 
	Februasy2024. • 
	-staff Chad a persoMel flle and Itshould be In 
	the facility. -TheAdministratorwas responsible for making sure HCPR checks were completed forstaffupon hire. 
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	10ANCAC 13F.0902 Health Care 
	(b) The facl!lty shall assure referral and fonow-up to meetthe routlne and acute health care needs of residents. 
	This Rule Is notmetas evidenced by: TYPE BVIOLATION 
	Based on Interviews and record reviews, the facility falfed to ensure healthcare referral and for 2 of3 sampled residents (#1, #2) related to an ophthalmology appointment for eye injactlons and a cardlotogy referral after an emergency room (ER) visitfor a fainting episode 
	ronow-t.1p 

	(#1) and high blood pressure readings oulslde the ordered parameters (#2). 
	The findings are: 
	1. Review ofResldent#1'a current FL·2 dated 10/13/25 revealed diagnoses lnclu~ed diabetes menhus type 2, bllateral cataracts, hypertension, c;oronaJy artery disease, hyperllpldemla, gastroesophageal reflux disease, periphaf)31 ...... edema, and memory loss. 
	Review ofResident#1's Resident Register revealed the residentwas admitted to the facnity 
	on 09/16/26. 
	a. ReviewofRealdent#1'sophthalmoJogy providervisitnote dated 03/03/28 revealed: -The resident had proliferative diabetic retinopathy In l:ioth eyes. (Proliferative diabetic retlnopathy tsan advanced ataga ofdlabatlceye disease where abnormal new blood vessels grew on the retina, Increasing the risk ofsevere vision loss and blindness.) 
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	RCC/MT to bring 24-hour report log to daily 
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	~tend-up meeting to ensure follow-up Is completed 
	•RCC/MT will be ln•service on appropriate MD nollflcatlon with change ofcondition or any new onset ofsymptoms not alleviated by 
	·current physician orders. Notification will take place lmmedletely ofnoted change. 
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	-The resident had diabeticmacularedema in both eyes. (Diabetic macular edema is swelling In Iha centralretina caused by fluid leakage from damaged blood vessels In people with diabetes, leading to vision Impairment) • -The resident had severe neovascular glaucoma In both eyes. (NeovascularglaucomaIs a severe, aggressivefonn ofsecondary glaucoma caused byabnonnal blood v.essel growth fn the eye, reading to elevated intraocularpressure and potential vision loss.) -The reason for the resident's visit was to ge
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	them know hewas notcoming orto reschedule the appolntmenL 
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	Review orResident#1's facllity progress notes revealed: -There was no documentation that Resldent#1 refused orwas unavailable to go tohis ophthalmology appointment on 05/07/26. -There was no documentation thatthe ophthalmology appointment was cancelled or rescheduled. 

	TR
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	b. Review ofResldent#1's faclllty progress note dated 02127/28 at 3:30pm revealed: -Resident #1's famlly membercalled thefacility with aconcern thatthe resident needed a follow-up cardiology appointment. 
	•The facility made a cardiology appolntmentfor Res!denl#1 for03/31/28at9:SOem. 
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	Continued From page 16 -There was no documentation that Resldent#1 refused orwas unaval!abt0 to go to hiscardiology appointment on 03/31/26. -There was no documentation that the appointmentwas cancelled orrescheduled. lnteNlewwllh Resldent#1 on 06/04/28 at. 12:30pm revealed: -The last time he saw a cardiologistwas about 1 ¼years ago. -Hehad notrefused or missed any appointments to hls knowledge, -Hethought he passed outon 03/03126 because hewas atthe eye cllntc to eat lnjecllons In his eyes and hewas ten1fl
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	Continued From page 17 D273 -She had been the Administrator atthe facility since 01/16126. -Sha was notsure why Resident#1 did notgo to hiscarcllology appolnlment on 03/31126. -Ifa resident refused to go to an appointment, It should be documented In the progress notes. -The RCC was responsible fer rescheduling any. missed sppolntments. Telephone Interviewwith o triageprovider atthe facifitys contracted primary care provider (PCP) office on 08/04/26 at 4:4Spm revealed: -Resldent'#2.'s PCPwas on leave until n
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	180 orDBP > 90. 
	180 orDBP > 90. 

	Review ofResident#2's May 2026 electronlc 
	Review ofResident#2's May 2026 electronlc 

	medication administration record {eMAR) 
	medication administration record {eMAR) 

	revealed: 
	revealed: 

	-There was an entry to check BP once a month. 
	-There was an entry to check BP once a month. 

	formonitoring, call PCP for SBP > 180 orDBP 
	formonitoring, call PCP for SBP > 180 orDBP 

	>90. 
	>90. 

	-The resident's BP was scheduled to be checked 
	-The resident's BP was scheduled to be checked 

	at 8:00am and itwas checked dally Instead of 
	at 8:00am and itwas checked dally Instead of 

	monthly. 
	monthly. 

	-The resJdenrs BP was documented as 151/108 
	-The resJdenrs BP was documented as 151/108 

	on 05/07/26 and 147/102 on 05/30126. 
	on 05/07/26 and 147/102 on 05/30126. 

	-There was no documentation the resident's PCP 
	-There was no documentation the resident's PCP 

	was nollfled ofthe DBPs > 90 on 05/07/28 and 
	was nollfled ofthe DBPs > 90 on 05/07/28 and 

	05/30/26. 
	05/30/26. 

	-The resident's BP ranged from 92/62-151/108 
	-The resident's BP ranged from 92/62-151/108 

	from 06/01/26 ~ 05/31/28. 
	from 06/01/26 ~ 05/31/28. 

	Review ofResident #2's faclllty progress notes for 
	Review ofResident #2's faclllty progress notes for 

	May 2026 revealed no documenta1lon the PCP 
	May 2026 revealed no documenta1lon the PCP 

	was notified ofthe resident's DBP >90 on 
	was notified ofthe resident's DBP >90 on 

	05/07/26 or 05/30/26. 
	05/07/26 or 05/30/26. 

	Interview with Resldent#2 on 06/04/26 at 1:41pm 
	Interview with Resldent#2 on 06/04/26 at 1:41pm 

	revealed: 
	revealed: 

	-His BP was checked every dayatthe faclllty. 
	-His BP was checked every dayatthe faclllty. 

	-His BP had been running "good". 
	-His BP had been running "good". 

	-He denied any symptoms ofhigh or low BP. 
	-He denied any symptoms ofhigh or low BP. 

	Interview with the medication aide (MA) on 
	Interview with the medication aide (MA) on 

	06/04/26 at 10:16am revealed: 
	06/04/26 at 10:16am revealed: 

	-She usually checked Resl~ent #2.'s BP every day 
	-She usually checked Resl~ent #2.'s BP every day 

	because It apoppad up" on the eMAR to check IL 
	because It apoppad up" on the eMAR to check IL 

	-She was av,are ofBPparameter.Jto contact 
	-She was av,are ofBPparameter.Jto contact 

	Resident#2.'s PCP, but hla BP had not been 
	Resident#2.'s PCP, but hla BP had not been 

	outside ofthe parameters so she had not called 
	outside ofthe parameters so she had not called 

	UlePCP. 
	UlePCP. 

	-lftha PCP had to llu contacted, she would 
	-lftha PCP had to llu contacted, she would 

	document In on the eMAR In the exceptlon 
	document In on the eMAR In the exceptlon 
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	section. -ForResident#2's BPs on 05/07/26 and 05/30/26, she did not contactthe PCP because she thought both the SBP and DBPhad to be 
	high. 
	-Sha did not notice the order and instructions Indicated to contactthe PCP ffthe SBP "or' DBP were out ofthe parameters. ' .She should have contacted the PCP on 05107/26 and 05130/26 fortha high OBPs. 
	lnlentlewwith the Resident Care Coordinator (RCC) on 06/04126 at2:43pm revealed: -She was not aware ofany discrepancies with Resfdent#2s BP order. -The MAs.should contact Resident#2's PCP Ifhis BPs were out ofthe parameters ordered. -She usually checked the eMARs duringmonthly chart audits, but she had notchecked the eMARs fatMay 2026 yet 
	1

	Interviewwith the Administrator on 06/04/28 at 3:58pm revealed: -The MAs should follow orderswith parameters and contadthe PCP Ifoutside.ofthe P,arameters. -The MAs should documentIn the eMAR system when the PCP was contacted. 
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	Continued From page20 -A high OBP could cause stress on the heartover a period of time. Thg facility failed to coordinate health care needs for2 of3 sampled residents (#1. #2). Resident#1 missed an ophthalmology appointment on 05/07126 to receive eyeInjections for both eyesto treat an eye conc!IUon caused by diabetes1hatput 1he residentatJncreased risk ofworsened eye condltlons,decreased vision, and could have caused his eyes to bleed. R,esldent#1 missed a cardiology appointment on 03131126 to evaluate and 
	0273 D358 


	Division ofHealth S81VlceRegu!aU0n 
	Ifcont1nua11t1n aheat 21 c:il 38
	Division ofHealth Service Reaulalion STATEMFNrOFDEFICIENCIES 
	(X1) PROW>ERISUPPUER/CLIA 
	ANDPt.ANOF CORRECTION 
	IDENTIFICATIONNUMBER: 
	HAL051072 
	(X2)MJl.1tPLE CONSTRUCTION A.Bun.DING:_______ 
	B.~ 
	PRJNTED: 06/26/2026 FORMAPPROVED 
	(l(3)OAll:SURVEY COMPLErED 
	R 


	06/0512026 
	06/0512026 
	NAMEOF PROVIDER ORSUPPLIER BtREETADDRESS, CITY,STA,:E, ZIPCODE 
	103 ANNIE PARK£~CIRCLE
	AMERICARESADULTHOMES.#2 
	SMITHFIELD, NC 276'17 
	SUMMARY 611,TEMENT OFDEflCIENCIE8 PREFIX 
	(X4)1D 
	(EACH DEFICIENCYMUSTBEPRECEDEDBYFUU. TAG 
	ReGUlATORYOR LSC IDENTIFYINGINFORMATION) 
	D358 
	Continued From page 21 
	(1) 
	(1) 
	(1) 
	orders by a licensed prescribing pract!Uoner which are maintainedIn the resident's record; and 
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	Tots Rule lsnot met as evidenced by: iYPE 6 VIOLATION 
	Based on observations, Interviews,and record 
	reulews. the facility fal!ed to ensure medications 
	were administered as ordered for 2 of3 residents 
	(#1,1#2) sampled Including errors with two ,:rye 
	drops for glaucoma and an antibioticfor Infection 
	(#1) and a controlled substance used to treat 
	Insomnia (#2). 
	Thefindingsare: 
	1. Review ofResident#1's currentFL~2 dated 10/13/25 revealed diagnoses Included diabetes meUltus type 2, bfiateral cataracte, hypertension, coronary artery disease, hyperllpldemia, gastroescphageal reflux disease, peripheral edema, and memoryloss. 
	Review ofResident#1's Restdent Register 
	revealed the resident \Vas admitted to the facility 
	on 09/18125. 
	a. Review ofResident#1's physician's ordera dated01/09/26 revealed: 
	-There waa an orderfor Do,zolamlde--11molot 22.3-8.Bmg/ml eye drops Instill 1 dropInto both eyes twotimes a day for glaucoma. 
	(Dorzolamlde-llmolol ls a combination eye drop used to lowerelevated lntraocularpressure In paOantswith glaucoma orocularhypertens!on.) 
	-There was an orderfor Latanoprost 0,005% eye drops, lnsbll 1 dropIn both eyes atbedUmafor g1eucoma. (latanoprost Is an eye drop used to 
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	RCC to review cartaudits 06/08/2026 "To ensure follow-up Is cDmpleted
	and meds are ordera/recelved.
	"RCC ordaslgnee to review and approve
	otdera wah!n 24 hours ofrecelpl paying close attentionto and conectlng any abnormal 
	defaulttimes. 
	"RCCto review admJnfstraUon records daDy to 
	ldenuriimissed, dupncated, unavailable, end 
	other<requancy med!caUons. RCC to documentfollow-up and correctlDns. 
	-eo to have foRow-upmeeting with RCCweekly 
	to en.sure comP.leUon as well as assist with dlfflcult-to-resolve Issues, I.a Insurance, 
	0
	f~g'cf::,e=;ffmedlcatlonaare In the facilitytobeadmlnls1ered,
	th

	Ifmodlcatfon Is notavollllble. Med!c::i.llon wru be Imme 
	latelyreorderad, and PCPwlll be nqtlfled ofmissed medlcal on. 
	-rho faclllty has Implemented chart review forthe 
	entirefacllltY to ensUJe all medicationswere profiled fc r administering. 
	.,-Jia fedD!y has put In place a weeklY chart audit schedule. 
	•stx 
	•stx 
	•stx 
	charts are reviewed each week by RCC. 

	• 
	• 
	All resident chertswere lnltlally reutewed by6/19/20: 6 
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	ConUnued From page 22 
	lreat glaucoma ancf high eye pmssure.) -Documentallon for DoJZO!amlde-llmolol eye drops and Latanoprost eye drops on the physician's order sheet noted the original date of the prescription for both eye drops was 11/06/25, 
	Review ofResldent#1's ophthalmology provider visit nole dated 03/03/26 revealed: -The resident had proliferative diabetic retlnopathy In both eyes. (Proliferative dlabetfc reUnopalhy Is an advanced stage ofdiabetic eye disease where abnonnal new blood vessels grow on the retina, Increasing the risk ofsevere vision loss and bl!ndness.) -The resident had dlabeUc macular edema In both eyes. (Diabetic maculat edema Is swe1/lng In the central retina caused by fluid leakage from damagedblood vessels In people wit
	leading to elevated lntraocular pressure end potential vision loss.) -The reasonfor the resident'svisit wasto get an Injection in both eyes fordiabeticmacular edema, -The resident reslded in an assisted living facllity. 
	•Itwas unclearIfthe faclllty was administering the resldenrs eye drops for glaucql}lib text here -There was an orderfor Lalanoprost 0.005% Instill 1 dropIn both eyes every evening, -There was an order for Dorzolamlde-Tlmolol 1 drop In both eyes !\vice a day. -The resident was to follow-up In 2 montlls. 
	Review ofResldent#1's physician's orders and pmvldervlslt notes revealed no<locumentallon or any discontinued orders fur Dorzolamlde-limolol 
	eye drops or latanoprosteye drops. 
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	Continued From page 23 
	Review ofResident #1'a JanuafY 2026 eMAR revealed: -There was an enhy for Dorzolamlde-Tlmolol 22.3-6.Smg/ml lnsmr 1 drop Intoboth eyes 2 tlmes a day forglaucoma scheduled at 7:00am end 9:00pm. -Dorzolamlde-Tlmolol eye dropswere documented as administered from 7:00am on 
	01/01/26 through 7:00am on 01/16/26, -DoJZOlamide--limolol eye drops were 
	documented as notadministered from 9:00pm on 
	01/16/26 thraugh 7:00am on 01/19/26 d,ue to 
	"wllltlng onphannscy to deliver''. -Oorzolamlde-Ttmolol was noted to be 
	discontinued on 01/19126 at7:00pm. 
	-There was an entry for Latanoprost 0.005% eye 
	dropsInstill 1drop Intoboth eyesatbedtime for 
	glaucoma scheduled at a:oopm. 
	-Latanoprostwas documented as administered 
	from 01/01fl6-01/18126. 
	-tetanoprostwas noted to be discontinued on 
	01/18128 llt7:00pm. 
	Review ofResident#1'sFebruary 2026 • June 2026 eMARs revealed: -Therewere no entrlea for Dorzolamtde-Tsmolol eye drops endnone was documenled as administered from February 2028-June2026, -There were no entries for Latanoprost eye drops and nonewasdocumented as edmlnlstered from February2026 -June 2026. 
	Observation ofResident#-1's medications on 
	hand on 08/04/26 at 9:42am revealed: • 
	-There were no Dorzolamlde-Timolol eye drops 
	available for administration. 
	-Therewere no Lstanoprost eye drop:s avallablo 
	foradministration. 
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	Continued From page24 
	Telephone Interview with a pharmacist at the faclltty's contracted pharmacy on 08/04/28 at 11:23amrevealed: -Thepharmacy received an order for Resident #1s Dorzolamlde-Tlmolol eye drops on 11/06/28 and one 10ml bottle was dispensed on 11/06/28. (On average, there are 20 drops In 1ml ofeye solution so a 1 Om! bottle would provide approximately 200 drops. IfOorzolamlde-llmalol was administered 1 drop In both eyes twice a day (4 drops perday), a 10ml bottle would laat 60 days.) -The pharmacy received an orderf
	1

	#1. 
	-The pharmacy entered orders inta the eMAR system S!'ld the faclllty also had accessto enter orchango ordCJ8 Inlho oMAR a)'8tem. -she did net know why the facility's eMAR showedthetwo eye drops as discontinued 
	because the phannaey did nothavedlecontlnued orde1'5 for either medication. 
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	Interviewwith Resident #1 on 06/04/26 et 12:30pmrevealed: -His ~ye pressure was checked when he wentto the eye clinic because he had glaucoma. -He received eye drops In themorning and at night, but hewas notsure which eye drops. -He did notknow Ifhe was supposed to getmore than oneeye drop. -The vision in his righteyewasvery blurry end the vision in his lefteye was notas blurry as bis right eye, -His vision had been the same for •a while" (could notspecify a tl~eframe). 
	Interviewwith the medication aide (MA) on 06/04126 at8:57am revealed: -She working at the facility on 05/01126. -She was not aware ofResident#1 receiving any eye drops otherthan ArtHJcialTears (lubrican~ eye drop for dry eyes) sinceshe started working there. ~The only eye drops Resldent#1 had on hand wasArtifldaJTears. -Resident #1 had notoomplalned ofany vision • problemsto her. 
	start.ad 

	Interview with the Resident Care Coordinator (RCC) on 06/04128 at2:43pm revealed: -Sha started working as the RCC on 03/18128. -She and theMAs did chart audits weekly. -Shewas notaware ofand had notnoticed any discrepai:icleswith Resident#1's medications. -She had not noticed the orders for Resld.ent#1 to receive Dorz.olamlde-llmolol and Latanoprost ey_edro~. • 
	lnfeNlew with the Administrator on 06/04/26 at 3:58pm revealed: -She had been the Admlnlatratoratlhefacility 
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	-Staffwas called toResident #1's room. -Re:sldentmwas In the chairwith his leg 
	elevated. 
	-Resident#1'sright leg was swollen and warm to touch. -The resident denied any pain. -The resident would be senttotha emergency room (ER) forevaluatlon and treatment. 
	Rev!ewofResldent#1's ER aftervisit summary (AVS) dated 05/15/26revealed: -Resident#1 was seenfor legswelRng. -Noblood clots were IdentifiedIn the resldenfs 
	leg. -The resident was being started on Cephalexln and received hls firat dose In the ER at 2.!Eigpm on 05/16/26. (Cephalexln ls an antlblotlcfor Infection.) -The resldenl's nextdose was due tonight (05/15/26) at6:00pm and every6 hours. -There was a not$ to pick up Cephalexln from any pharmacy with the printed prescription. 
	ReviewofResident#1's printed prescrlpUonfrom a local hospital ER dated 05/16/26 revealed: -There was an orderfor Cephalexln 500mg 1 
	capsule 4times adayfor 10days. -The start dated was noted as 05/1612.6 and the end date was 05/25/26. 
	Review ofResident #1'sMay 2026 electronJc medlcaUon admlnistraUon record (eMARs) revealed: 
	-There was.an entry for Cephalexln 600mg 1 capsule 4 times a dayfor 1 D days fortnfedlon. -Cephalexln was scheduled for administration at 8:00am, 11:00am, 4:00pm, and 8:00pm: -The first dose ofCephalexln VJE!S documented as aomlnlstered on05120126 at 11:00am. -Cephalexln was documented as administered 
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	D358 Continued From page 28 
	from 11:ooam on 05/20/26 through 8:00pm on 
	05/28/26. 
	-There were 35doses ofCephalexln documented 
	as administered Instead of40 doses es ordered. 
	Observation ofResldent#1's med(caUons en 
	hand on 08/04/28 at 9:42am revealed there was 
	no Cephalexln evallable foradmlnlstraUon. 
	Telephone Interviewwith a phannaclet at the faclfity's contracted pharmacy on 06/04/28 at 11:23am revealed: . -Theyreceived Resldent#1's orderfor C:ephalexln via fax from the facility on 05/18/26. -They dispensed 40 Cephalexln 500mg capsules on 05/18126 when the order was recetved. ..Cephalexln would have been delivered to the facility the night or05/18/26 or In the early momlng hours on 05/19126. ..She could nottell ifanyofResident #1's Cephalexlnhad been returned to the phannacy because therewas no access
	lnterviawwith Resldent#1 on 08/04/26 at 12:30pm revealed: -In May 2026, he went to the ER forswelling In b01h legs and feet. -The ER provider prescribed an anllblotlcfor his legs. • -There wasa delayIn starting the antJblotJcwhen he retumed to the facility, buthe didnot know why Itwas delayed, 
	•He was supposed to take It for 10 days; he took Itfor ~a day orso" (could not apec!ry flow long). 
	ObservaUon ofResident#1 on 06104/26 at 12:30pm revealed Resident#1 currentlyhad no swelling orredness Inhis legsorfeel 
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	D358 
	Interviewwith the medlcallon aide (MA) on 06/04/26 at 9:57am revealed: -Providers usually sent orders to the pharmacy and the phannacy entered orders Into the eMAR 
	system. ~Toe Resident Care Coordinator (RCC) was responsible for reviewing and approving orders In the eMAR system, butthe medication had to be In the faclllty before the RCC approved the 
	orders. -The MAs did not have access to approve orders In the eMAR system, only the RCC and the Administrator. -Ifa paper prescrlpUon was received by the facility for a resident, the RCC orthe MAs could fax the order to the phannacy. 
	-Medications were usually sent either the same night orthe next day after the order wassent to the pharmacy. -The pharmacy usually sent antibiotics rfght away even Ifthay only sent a partial supply initially and thenthefu!I supply later. -The facility also had a local back-up phannacy that would deliver medications to the faclllty If needed. 
	Second interview with the MA on 06/04/26 at 10:51am revealed: ~Resident #1 was getting Cephalexln for cellulltls In hls leg. (Cellull!Js Isa common bactertal skin Infection with symptoms ofredness, swelling, end warmth lothe affected area.) -She stetted administering Caphalexln to Resldent#1 as soon as they received ltfrom the phannacy. ..She dld not know why there was a delay In receiving Cephalaxln from the phannacy. -Tila MAs usually callee! the pharmacy Ifan 
	antibiotic was not received. -She did not speak to anyone from the pharmacy 
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	Continued From page 32 and sedative used to treat Insomnia.} Review ofResident #2.'s mental health provider (MHP) visit note dated 05/22126 revealed: -Resident##2 was seen fora routine follow-up for medication management. -The resident had chronic Insomnia. -The residentwas to continue taking zateplon 10mg 1 capsule atbedtime for Insomnia Revlaw ofResfdent#Zs June 2028 electronic med!caUon admlnlstraUon record (eMAR) revealed: ~There was an entry for Zaleplon 10mg 1 capsule atbedtlme scheduled at 8:00pm. -Z
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	-He did notreceive 2aleplon last night (06/03/26) tlecause there was none. -The MAhad ordered some more Zaleplon for 
	him. 
	Telephone lntenrlew wllh a pharmacist atthe faclllty's contracted pharmacy on 06/04/26 at 11:23am revealed: -The pharmacy dispensed 30 zateplon 10mg capsulesfor Resident#2 on 03/28/26. -The pharmacy.dispensed 30 Zateplon 10mg capsules for Resldent#2 on 04/29126. 
	.-There were no refills remaining forZaleplon for Resident#2. 
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	-Ifacontrolled substance had no refflls, U,a RCC would contactthe prescribing providerto get a new prescription. 
	Interviewwith the RCC on 06/04/26 at 2:43pm revealed! ..Controlled substances did notcome In the monthly cycle fllls and had tobe reordered. -TheMAs were responslbfe for reordering controlled substances. 
	-Some MAs walled to reorder until the supply got lo the blue strip on the bubble card. -She would prefertheMAs reorderwhen there were 8 pills remaining, -The MAs usuallyletherknowwhen 1hey reordered a contcoRed substance and did not receive It 
	-She would follow upwith the phannacy. -She was notaware Resident #2 was out of Zafeplon, 
	lntervlewwlth theAdministrator on 0B/04/26 et 3:58pm revealed: 
	-The MAs were responsible forreordering. controlledsubstancewhen the supply got to the blue strip on the bubble card. -If a oontroned substance was notrecetved the 
	next day after Itwas ordered, theMAs should call the pharmacy and noflfy the RCC. 
	Telephone Interviewwith a triage prtmary care provider (PCP) at the facility's contracted PCP office on 06/04/26 at 4:43pm revealed: -Resident#2's PCP was on leave until next week. -Ha wasa triage providerfor the groupand had access to the resldenrs record, -Missinga dose ofZaleplon could cause lack of sleep and exacerbate any underlying !issues that 
	conll1bute to his cilronlc Insomnia. 
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	Resldent#2's Zaleplon. 
	•Resident #2.'s Zateploll should be admlnlstered every night -Not receiving Zelepton could cause the resident to notsleep as well. 
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