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1OA N F .1007 Medication Disposition a 
(a) Me catio s shall be released to or with a 
residen upon discharge if the resident has a 
physici n's o er to continue the medication. 
Prescri ed m ications are the property of the 
residen and hall not be given to, or taken by, 
others ffor sidentsaccordingtoRule .1004(0) 
of this ub pter. 

ot met as evidenced by: 
Based n obs rvation, interviews, and record 
reviews the cility failed to ensure prescribed 
medicat on of resident was not given to another 
residen upon discharge for 1 of 1 sampled 
residen (#4). 

, The fin ·ngs e: 

Review f the acility's medication handling upon 
the dis arge r death of a resident dated 
06/11/2 rev led: 
-Upon r Ide discharge, all medications should 
go with re 'dent. 
-The Dir,ctor f Health and Wellness (HWD) or 
Medica n Ai (MA} would create a list and 
count al medi tions. 

-The re;ent ncl/ or responsible party would 
sign the list, i ication agreement with the 
quantity ofea medication being transferred with 
the res ent o ofthe community. 
-The sig d Ii t would be placed in the resident's 
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Review ol Res dent #4's current FL-2 dated 
04/30/26 eve. led diagnoses included 
Alzheime 's wi h agitation, hypertension, chronic 
bilateral knee 11ain and hypothyroidism. 

Review o Res dent #4's physician's order dated 
06/16/26 eve~led an order for Tramadol Hcl 
tablet 50jg, take 1 tablet every 12 hours as 
needed ( • RN) for pain. (Tramadol Hcl is used to 
treat pain . 

Observatipn of Resident #4's medications on 
hand on 0l7/16126 at 10:06am revealed there 
were no T amiol Hcl 50mg tablets in the 
medicatio ~ ca . 

Review of Resi ent #4's controlled substance log 
for the Trc mad )I Hcl 50 mg on 07/16/26 at 
10:06am revea ed there were 24 tablets 
remaining in th1e facility. 

Interview With Fesident #4 on 07/16/26 at 1 :46pm 

revealed:J 
-His side as hurting but he did not let anyone 
know. 
-He did no know if he took anything for pain. "I 
just take hat t ~ey give me and not ask any 
questions. ' 

Interview II ith ti e Health and Wellness Director 
(HWD) on 07/1G/26 at 10:54am revealed : 
-ResidentE's ramadol Hcl 50mg tablets were 
not in the edication cart yesterday, 07/15/26, 
when the econd shift medication aide (MA) 
came in. l 
-The MA who was on duty on 07/15/26 told her on 
07/16/26, ! 1he apcidentally put Resident #4's 
Tramadol in a b~g with another resident who was 
dischargec on C7/15/26. 
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Interview with fl MA on 07/16/26 at 12:00pm 
revealed Resi~ent #4 did not need any Tramadol 
this morn ng because she asked him if he was in 
pain. 

Interview with a family member of the resident 
who was disctarged from the facility on 07/16/26 
at2:11pn revEaled: 
-The resi ,jent ~ad discharged from the facility on 
07/15/26. 
-There wfTr~madol Hcl 50mg tablet for 
Resident in the bag with the other resident's 
medicati n. 
-He woul ~ rett rn the Tramadol to the facility on 
07/17/26. 

Interview with ahospice nurse on 07/1 6/26 at 
1:55pm revealed she received an alert from the 
facility tht:tthev needed another prescription for 
Resident 's lrramadol because the current 
medicati n wa'S mistakenly sent home with a 
resident ho ~11as discharged from the facility. 

Second i~tervitaw with the HWD on 07/16/26 at 
2:15pm rrvealrad : 
-The fac~·I ty reordered the Tramadol for Resident 
#4. 
-She wo Id re1,eive the medication from the 
family m mbe but then would follow their 
company s pol cy to return the medication to the 
pharmacr or aestroy it. 

Second i terviraw with a MA on 07/16/26 at 
3:15pm r vealr.d when she packed the 
medicati n fo~~he other resident on 07/15/26, she 
accidentf ly pi,.ked up Resident #4's Tramadol. 
-She nev r loc ked at the medication to verify 
what wa in the bag. 

Third inte rviev with the HWD on 07/16/26 at l 
Division of Health ServicE Regu ation 
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3: 19pm eve, led: 
-The M sho1 Id have completed a medication log 
which w~uld I ave included the medications and 
the amo nt ti at were being discharged to the 
other re iden 
-The M1 and he family should have signed the 
log after ~erif ing the medications that were being 
discharid wi•h the resident. 

lntervie with the Administrator on 07 /16/26 at 
3:59pm vea ed: 
-The MA!shou d have completed a delivery sheet. 
-The deliiery heet came from the pharmacy. 
-The deli ery heet included the list of all the 
medicati ns tr e discharged resident was taking 
with the~. 
-The MA shou d have compared the medications 
in the facility tc the delivery sheet. 
-The MA~nd t~e family receiving the medications 
should have si ~ned the delivery sheet. 
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Be la Knightdale POC 

CA 13F (a) Medication Disposition 

Clinical taffwill be retrained in the Medication Release Form. 

The b •di ation Release form wiU be used with medications that are being sent homewith 

the rsid nt. 

Theiamil /responsible party will sign and date the release form and the releasing staff 
me ber ill also sign the form. 

The H will review each form before filing in the resident record. 

The ate f correction for this standard deficiency is 08/12/26 



Knightdale POC 
3F (a) Medication Disposition 

Medte hsiill be retrained on the Medication Release Form by DHW or designee 
The M die tion Release form will be used with medications that are being released to the 
respo sibl party 
The fa ily responsible party will sign and date the release form acknowledging 
medic tio s received, and the MT or designee will also sign the form. 
Them die tions and Medication Release Form with be double checked before releasing to 

sibl party to ensure proper medications are released for the residents. 

W r designee will monitor the Medication Release forms at morning meeting 
weekj for odays 
Futur [ Me -tech training will include the steps indicated above 

The d te o correction for this standard deficiency is 08/12/26 
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Cc: 
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Attachments: 
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CAUTION: Exter I e 
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Good Momin 
Please let me kno 

Pamela Mayo 
Executive Dire tor 
2408 Hodge R ad 

Pamela Mayo <Pmayo@terrabellaknightdale.com> 
Wednesday, August 12, 2026 9:10 AM 
Forte, Hope 

Beth Mize; Amy Costin; Jennifer Price Penn; Regulatory 
[External] Terra Bella Knightdale POC/ Pamela Mayo, ED 
SKM_C551 i26081 208530.pdf 

email from pmayo@terrabellaknightdale.com. Learn why this is important 

ail. Do not click links or open attachments unless verified. Report suspicious emails with the Report Message 
Outlook menu bar on the Home tab. 

if I need to send anything else. Have a great week. Pamela 

Knightdale, N 275 5 

919-266-6676 

From: terrabell sea s@gmail.com <terrabellascans@gmail.com> 

Sent: Wednesd y, A gust 12, 2026 8:54 AM 
To: Pamela Ma o <P ayo@terrabellaknightdale.com> 
Subject: [EXTE NAL] Message from KM_CSSli 
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Forte, Ho e 

From: 
Sent: 
To: 
Subject: 
Attachments: 

Pamela Mayo < pmayo@terrabellaseniorliving.com> 
Monday, August 17, 2026 6:58 PM 
Forte, Hope 

[External] Addendum for POC TB Knightdale 
Addendum for POC TB Knightdale 
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Hi Ms. Forte, 
Please let me kno if you need anything .. Pam 

Pamela Mayo 
Executive Di 
2408Hodge 
Knightdale, 
919-266-667i 

1 


