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The Adult Care Licensure Section conducted an
annual and follow-up survey on 10/01/25 through
10/03/25.
D 273 10ANCAC 13F .0802(b) Health CGare D273
10ANCAC 13F .0802 Health Care
fh) The facility shall assure referral and follow-up
to meet the routine and acute health care needs
of residents.
This Rule is not met as evidenced by:
TYPE B VIOLATION A1l Staff need to inform Supervisor
Based on observations, interviews, and record immediately of any issues with a 10/6/2025

reviews, the facility failed to ensure health care
referral and follow-up for 2 of 5 sampled
residents (#2, #5) including falling to immediately
notify the primary care provider (PCP) when a
resident was found fo have an injury of unknown
origln (#2) and failing to notify the PCP of blood
stigar readings greater than 400 as ordered (#5).

The findings are:

1. Review of Res|dent #5's current FL2 dated
06/02/25 revealed:

-Diagnoses included type 2 diabetes,
hypertension, generaiized anxiety, irritable bowel
syndrome, pancrealilis, and gastreesophageal
reflux disease,

~There was an order for insulln lispro (lisprois a
rapid acting Insulin used to treat elevated blood
glucase levels), chack fingerstick blood sugars
before meals and at bedtime, and inject per
silding scale insulin {SS), for FSBS of 160-198=
2 units, 200-249= 4 units, 260-299=6 unifs,
300-349= 8 units, 350-389="10unks, if greater

Resident.

Supervisor to contact the Prescribing
Provider, Administrator of any issues
Of unknown causes, and the
Responsible Party.

Medication Aide will contact
Prescribing Provider of any immediate
danger to a Resident such as Blood
Sugars out of normal range or according
to the Physician Orders, any injury
unknown origin, and/or Accidents
and/or Incident. Via Telehealth or by
Phone.
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than 400=12 units and notify primary care
provider (PCP).

Review of Resident #5's signed physicians order
sheet dated 07/14/25 revealed an order for insulin
lispro 100/ml, check FSBS before meals and at
bedtime and inject SSI, 150-199= 2 units,
200-249=4 units, 250-299=6 units, 300-346=8
units, 350-399=10 units, if greater than 400=12
units and notify provider.

Review of Resident #5's August 2025 electronic
medication administration record (eMAR)
revealed:

~There was an entry for insulin lispro 100/ml,
check FSBS before meals and at bedtime and
inject SSI, 150-198= 2 units, 200-249=4 units,
250-299=6 units, 300-349=8 units, 350-309=10
units, if greater than 400=12 units and notify
provider, scheduled at 7:00am, 11:00am, 4:00pm
and 7:00pm.

-Resident #5's FSBS was documented as 413 at
4;00pm on 08/02/25 and 12 units of insulin lispro
documented as administered with no
documentation the PCP was notified.

-Resident #5's FSBS was documented as 476 at
7:00am on 08/28/25 and 12 units of insulin lispro
documented as administered with no
documentation the PCP was notified.

Review of Resident #5's progress notes revealed
there was no documentation of primary care
provider (PCP) nofification of FSBSs greaterthan
400 on 08/09/25 and 08/28/25.

Review of Resident #5's September 2025 eMAR
revealed:

-There was an entry for insulin lispro 100/ml,
check FSBS before meals and at bedfime and
inject 881, 150-199= 2 units, 200-249=4 units,

Quality Assurance & Care Coordinators
will monitor MAR's Q2weeks to assure
Prescribing Provider is made aware of
in blood sugar readings according to
physician orders, medications not given
and/or medications/treatments omitted.

Administrator will In-service staff of
the importance of Reporting changes

in the Residents to the Shift Supervisor,
Resident Rights and reminding of the
Shift Change Report with all staff and
The importance of their assignments.

Administrator and/or Care Coordinator
to in-service All staff semi-annually on
Reporting Changes, Shift Change
Report and Resident Rights.

Administrator will monitor Monthly
Shift Change Reports to assurc
Incident/Accident Reports go hand and
hand.

Quality Assurance will monitor
Monthly for 6 months the Variance
Medication Reports, Medication
Exception Reports, Incident Reports,
and Shift Change Reports to identify
issues with reports and assure
prescribing physician was made aware.

10/6/2025

10/14/2025

10/6/2025

10/6/2025
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250-299=5 units, 300-349=8 units, 350-390=10
units, if greater than 400=12 units and notify
provider, scheduled at 7:00am, 41:00am, 4:00pm
and 7:00pm.

-Insulin lispro was documented as not
administered at 7:00am on 08/02/25, with the
exception documented as “resident asleep” and
there was no documentation of a FSBS.
-Resident #5's FSBS was documented as 405 at
11:00am on 09/02/25 and 12 units of Insulin fispro
was documented as administered with no
documentation the PCP was notified.

-Resident #5's FSBS was documented as 425 at
4:00pm on 02/02/25 and 12 units of insulin lispro
was documented as administered with no
documentation the PCP was notified.

-Resident #5's FSBS was documented as 533 at
4:00pm on 09/04/25 and 12 units of insulin ispro
was documented as administered with no
documentation the PCP was notified.
-Resident#5's FSBS was documented as 421 at
4:00pm on 09/06/25 and 12 units of insulin Ispro
was documented as administered with no
documentation the PCP was notified.
-Resident#5's FSBS was documented as 447 at
7:00pm on 09/21/25 and 12 units of insulin lispro
was documented as administered with no
documentation the PCP was notified.

Review of Resident #5's progress notes revealed
there was no documentation of PCP notification
of FSBSs graater than 400 on 09/02/25,
00/04/25, 09/06/25, and 09/21/25.

Documentation of PCP nofification of FSBSs
greater than 400 for Resident#5 on 0B/09/25,
0B8/28/25, 09/02/25, 08/04/25, 09/06/25, and
09/21/25 were requested on 10/02/25 at 3:53pm
and was not provided prior to survey exit.
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Interview with a medication aide (MA) on
10/03/25 at 4:20pm revealed:

-The MAs notified the facility's contracted PCP of
F5BSs oufside of parameters using telemedicine.
-The MAs should always contact the residents'
PCPR if FSBS were greater than 400 uniess there
were other parameters ordered.

~Telemedicine was like texting.

-Telemedicine notes could be printed and
provided documentation of PCP notification of
FSBSs outside of parameters.

Interview with a second MA on 10/03/25 at
4:20pm revealed:

-The MAs used telemedicine fo communicate
with the facility's contracted provider.

-She always reported Resident#5's FSBSs
outside of parameters.

-She did not always use telemedicine because it
was easiar to call the facility's contracted PCP
because she did not always have ime to log onto
the computer and use the telemedicine system.
-She did not document her phone calls to the
facility's PCP because she was very busy but she
was certain she notified the PCP of Resident #5's
elevated FSBSs above 400 on 08/02/25,
00/04/25, 09/06/25, and 09/21/25.

Interview with the Resident Care Goordinator
{RCC) on 10/03/25 at 5:36pm revealed:

~The MAs notified the facility's contracted PCP of
elevated FSBSs via telemedicine.

-If the MA did not utilize telemedicine and called
ingtead, they were to complete an
Incident/Accident report for the phone call,

-The facility's contracted PCP should have been
notified each time Resident #5's FSBS was
greater than 400 as ordered.

Interview with the Administrator on 10/03/25 at

D 273

Medication Aide will contact
Prescribing Provider of any immediate
danger to a Resident such as Blood
Sugars out of normal range or according
to the Physician Orders, any injury
unknown origin, and/or Accidents
and/or Incident. Via Telehealth or by
Phone.

Quality Assurance & Care Coordinators
will monitor MAR’s Q2weeks to assure
Prescribing Provider is made aware of
in blood sugar readings according to
physician orders, medications not given
and/or medications/treatments omitted.
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7:40pm revealed:

-The MAs were to review all orders for the
residents three times and compare to the
resident's eMAR, this included parameters for
notifying the facility's contracted PCP.

-The MAs were to always use telemedicine to
contact the facility's contracted PCP or the on-call
PCP of FSBSs outside of parameters.

-If the MA was unable to utilize telemedicine and
called the PCP or notified her verbally while in the
facility, they were to document the conversation in
the progress notes.

-Any contact with the PCP was to be documented
either via telemedicine or documenting on a
charting note.

-The facility's contracted PGP shaould have been
notified of Resident #5's FSBSs greater than 400
in August 2025 and September 2025.

Interview with the facility’s contracted primary
care provider {PGP) on 10/03/25 at 11:18am
revealed:

-She was not notified of Resident #5's FSBSs
above 400 in August and September at the time
they occurred.

-She was notified later usually when she was at
the facility to see Resident #5 or by reviewing his
FSBSs on the eMAR.

-She expected to be notified at the time the
elevated FSBS occurred so she could give orders
to cover the elevated FSBSs.

-It was frustrating to her that staff did not notify
her immediately of Resident #5's elevated
FSBSs.

-The telemedicine system was a very gasy and
convenient communication system for staff to use
to report FSBSs outside of parameters for
Resident #5 immediately.

-She could not order additional insulin units for
Resident#5 when his FSBSs were above 400 if

Medication Aide will contact
Prescribing Provider of any immediate
danger to a Resident such as Blood
Sugars out of normal range or according
to the Physician Orders, any injury
unknown origin, and/or Accidents
and/or Incident. Via Telehealth or by
Phone.
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she was not notified at the time it occurred.
-Short term effects of hyperglycemia or elevated
blood sugarincluded sweating, lethargy, drooling,
frequent urination, excessive thirst, and blurred
vision.

-Long term effects of elevated blood sugars put
Resident #5 at risk for damage to his organs such
as the kidneys, heart, and eyes and neuropathy.

2. Review of Resident #2's current FL-2 dated
03/26/25 revealed:

-Diagnoses included vascular dementia,
generalized anxiety and insomnia.

-She was constantly disoriented.

-She was semi-ambulatory with the use of a
wheelchair.

Observation of Resident #2 on 10/02/25 at
8:07am revealed:

-She was sitting in the TV room in her wheelchair,
-She was constantly reaching out to a resident
that was seated beside her wheelchair.

-She was scooting her wheelchair by using her
fest.

-Her right footfankle was in a brace secured by
gauze padding and wrap.

Review of a communication thread between the
facility and Resident #2's primary care provider
(PCP) dated 08/20/25 revealed:

~There was a picture sent from the facility with a
cornplaint stating Resident #2's foot was swollen
and warm to the touch at 2:01pm.

-The response from the PCP at 5:28pm stated
she was calling the facility.

Review of Resident #2's nursing notes revealed:
-On 08/21/25 at 8:48am, staff discovered
Resident #2 had swelling and discoloration of her
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tight lower leg, the primary care provider (PCP)
was notified and an x-ray was ordered.

-On 08/21/25 at 11:51am, the order for x-ray was
sent to the maobile x-ray company.

-On 0B/21/25 at 11:54pm, Resident #2 was sent
to the local hospital emergency depariment (ED)
for right foot swelling, pain and discoloration.

Review of Resident #2's accident and incident
report dated 08/21/25 revealed:

-Resident #2 was found In the dayroom with
swelling and discoloration to her right lower leg at
11:30am.

-The provider was notified and x-ray of the right
tibia and fibula were ordered.

Review of Resident #2's second accidentand
incident report dated 08/21/25 revealed:.
-Resident #2 was found in her bedroom at
8:00pm with her right foot swollen and discolored.
-Resident #2 ctied when her right foot was
touched.

-She was sent to the locat hospital ED via
ambulance.

Review of a second communication thread
between the facility and Resident #2's PCP dated
08/21/25 revealed:

-The facility nofified the PCP that Resident #2
was being sent out to the local hospital ED for
evaluation of the right foot swelling and redness
at approximately 9;16pm.

-The response from the PCP at 09:17pm stated
she was aware and requested that she be alerted
when Resident #2 returned to the facility.

Revisw of Resident #2's x-ray report dated
08/21/25 revealed:

-There was a mildly displaced fracturg involving
the right tibia and fibula noted with overlying mild
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soft tissue swelling.
-The final report for the x-ray was dictated at
10:05pm.

Review of Resident #2's after visit summary from
the local hospital emergency department (ED)
dated 08/21/25 revealed:

-She was seen for leg swelling.

-She was diagnosed with a closed fracture of the
shaft of the right tibia and torus fracture of the
right fibula. (Torus fractures are a type of
incomplete bone fracture that usually result from
falls onto outstretched limb.)

Review of Resident #2's orthopedic provider visit
note dated 08/28/25 revealed:

-The orthopedic doctor reviewed the x-ray from
the ED visit on 08/21/25.

-There was a mildly displaced spiral type fracture
through he mid to distal tibia shaft. (A spiral
fracture ocours when a twisting force is applied to
the bone causing a corkscrew type fracture and
are most common in long bones such as the tibia
and fibula.)

-There was a mildly displaced and minimally
angulated oblique type fracture there the distal
fibular shaft. (Oblique fractures typically cccur
due o direct impact or shearing force.)

Telephone interview with Resident #2's family
member on 10/03/25 at 8:51am revealed:
-Resident #2 had always been very active and
scoots her wheelchair around.

-The facility contacted her regarding the injury to
Resident #2's leg but she did not remember what
day or time she was contacted.

~The facility called her quickly for any concerns.

Interview with a personal care aide (PCA) on
10/03/25 at 8:26am revealed:

Medication Aides will ensure all
medications ordered from Emergency
Room that the facility Pharmacy
receives the orders and are having them

Care Coordinators will follow up with
Pharmacy after the return of a Resident
from the ED to ensure prescriptions
were received and are being delivered
for Resident to take.

The Care Coordinator and/or
Medication Aide will notify the In-
house Physician of any new orders
received from the ED and assure the
medications are in the facility for the
Resident.

[f Medication did not come in from
Pharmacy, the Medication Aide or Care
Coordinator will follow Pharmacy to
track down medications.

Helivered to the facility within 24 hours. {10/ 4 /2025
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-8he worked the 7:00am-3:00pm shift on
08/21/25.

-She saw Resident #2 that moming in the TV
room sitting in her wheelchair at approximately
9:00am.

-Resident #2's pants leg was pulled up and she
noticed Resident #2's right leg was red and
swoilen so she reported it to the Resident Care
Coordinator (RCC).

-There had been no report of injury by the prior
shift during morning hand-off,

-Resident #2 was known to scoot her wheelchair
using her feet; sometimes gefting the right side
unlocked and scooting around in a circle to the
left.

-She never saw anyone be aggressive with
Resident#2 but would have reported it
immediately if she had.

Telephone inferview with a medication aide (MA)
on 10/03/25 at 10:26am and 10:52am revealed:
-She was a medication aide (MA) but was
working on the floor as an personal care aide on
the 11:00pm-7:00am shift on 08/21/25.

-There were no concerns to Resident #2's leg
reported ta her by the previous shift.

-She and another MA were in Resident #2's
bedroom together and were getting the residents
out of bed for the day.

-She was assisting Resident #2's roommate
when she noticed the other MA had put Resident
#2's bedroom shoes on the wrong feet.

-She then noficed "red spots" on Resident#2's
right leg.

.She described the red spots as "splotchy" and
"red sparkle”.

-She did not notice any swelling to Resident#2's
but she did not go over to inspect.

-The red spots were not reported to the MA
in-charge during her shift because she did not

The Care Coordinator will make the
prescription to the Pharmacy and assure
medication gets to the facility. And if
not, the CC will inform In-House
Physician of the Omissions of the
medications and find out what Physician
wants done with every insistence.

The Care Coordinator will continue
with the 24-Hour Resident Medication
Order Tracking Tool to Track all
Medications Daily. This will help keep
all meds orders in compliance. If there
is a problem you cannot solve, inform
Administrator with each insistence.

The Care Coordinator will turn this
check list in Monthly to Administrator.

10/6/2025

10/6/2025

11/1/2025
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think there was anything wrong with Resident#2's
leg since Resident #2 was acting nommal.

-She should have reported to findings to the MA
in-charge that night.

-She thought the other MA reported the redness
on Resident #2's leg to the on-coming personal
care aide (PCA) and MA but she did not.

Interview with a second MA on 10/02/25 at
3:32pm revealed:

-Resident#2 was able to scoot her wheelchair
around with her feet and continued to do so
despite the fracture.

-Resident #2 was always reaching out to grab
people.

-Resident #2 would grab hold of staff and not let
go when staff were completing personal care.
-Resident#2 never tried to hurt or kick at staff.
-She thought the redness and swelling in
Resident #2's leg was discovered on first shift
(7:00am-3:00pm) on 08/21/25.

-She remembered letting the mobile x-ray
company in the facility but did not recail what day
or time; She thought it was possibly around
3:30pm.

Interview with Resident #2's primary care provider
(PCP) on 10/03/25 at 12:47pm and 3:05pm
revealed:

-She received notification on 08/20/25 from the
facility informing her that Resident #2's leg was
red and swollen.

-She thought Resident #2 may have had a deep
vein thrombosis (a blood clot in a deep vein) due
to Resident #2's history.

-She considered ordering a doppler study but
decided to order an xray.

-Resident#2's leg continued to get worse over
the next couple of days and she was sentoutto
the local hospital ED for evaluation.

Quality Assurance will review this 24-
Hour Resident Medication Order
Tracking Tool monthly for 6 months
and quarterly thereafter, if no
indications of Omissions.

on Medication Error and the importance
of reporting to the In-house Physician.

11/7/2025

Register Nurse will complete In-service| ;5149025

10/21/2025
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-X-ray results showed a fracture at the local
hospital ED and the facility received the same
results from the mobile x-ray later the same day
{08/21/25).

-Resident #2 was unable to walk or stand and
used a wheelchair for mobility.

-Immediate reporting of injuries was important to
ensure a quick response from the provider.

-A delay in reporting put Resident #2 at risk fora
blood clot dislodging and causing a pulmonary
embolus or a stroke and continued pain and to
ensure x-rays arders are obtained timely.

Interview with the Resident Care Coordinator
(RCC) on 10/03/25 at 7:22pm revealed:

-She became aware of the redness and swelling
o Resident #2's leg on Wednesday 08/21/25
when a first shift PCA reported It fo her at
approximately 8:30am.

-The Special Care Unit Goordinator (8GC) came
in at approximately 9:00am and they looked at
Resident #2's leg together.

-Resident #2 did not appear to be in pain but the
leg was red and swollen.

-An x-ray was ordered on 08/21/25 and was
completed at approximately 3:00pm-4:00pm.
-Resident #2 appeared to be worse on second
shift and she sent a picture to Resident #2's PGP
at approximately 6:30pm.

-Resident #2 was sent out for evaluation at the
local hospital ED before results of the x-ray were
received.

Interview with the Administrator on 10/03/25 at
7:38pm revealed:

_Staff should have informed the MA on duty
immediately with any concerns.

-An MA working fhe floor as a PCA told her she
saw it at 3:00am or 4:00am that morning but did
not report it to the MA in-charge or the PCP
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during the shift.

-The MAs had access to a notification system 24
hours a day and should have reported concerns
immediately to the PCP and complete an
accident and incident report.

-Staffwere frained annually about immediate
reporting of accidents and incidents.

Resident #2's records were requested from the
local EMS on 10/03/25 but were not provided.

Based on observations, interviews and record
raviews, itwas determined that Resident #2 was
not interviewable.

The fagility failed to ensure the acute health care
needs were met for Resident#5 who had an
order to notify the primary care provider of blood
sugar readings greater than 400, there were two
occasions in August and five occasions in
September in which his blood sugar was over 400
and as high as 533, placing Resident #5 at risk
for damage to the kidneys, heart, and eyes. The
failure of the faciiity to provide heaith care
coordination and follow-up was detrimental to
health, safety, and welfare of the residents and
constitutes a Type B Violation.

The facility provided a plan of protection in
accordance with G.S. 131D-34 on 10/03/25 for
this violation.

THE CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED NOVEMBER
17, 2025,

D 358| 10A NCAG 13F 1004 (a) Medication
Administration

D273

D 358

Medication Aide will communicate with
resident's Primary Care Provider for
all orders that specifically state {o
notify provider for parameters outside
of a set limit. 10/4/2025

Medication Aides will run the
Medication Variance report each night
to ensure any medications that were
not given (including due to ouf of
g'egratrg%tg vitals) to remind them to e
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10ANCAC 13F .1004 Medication Administration
(a) An adult care home shall assure that the Facilty wil i deatsnsh
i intstrati - acility will provide medications to
prepar.attl_on anr;ij admlmstrat.lop of me;i;cah;:ns, : Residents as ordered by the 10/05/2025
prescription and non-prescription, an reatments prescribing provider - All Medication
by staff are in accordance with: Aides
(1) orders by a licensed prescribing practitioner
which are maintained in the resident's record; and
{2) rules in this Section and the facility's policies
and procedures. Medication Aide will run a Variance
Medication Report 1 hour before end
This Rule is not met as avidenced by: of their shift to ensure no medications 10/24/2025
TYPE A2 VIOLATION or treatments are omitted .
The Medication Aide will contact the
Based on observations, record review, and prescribing Provider via Telehealth to AT
interviews, the facility failed to administer inform youl of any medieation 2472
medications as ordered for 2 of 3 (#3 and #6) )
residents observed during the moming The Medication Aide will follow the
medication pass and for 5 of 5 sampled residents ?i{d‘?rs from that provider to correct 10/24/2025
(1, #2, #3, 74, and #5) pertaining to medications EeEe,
used to treat high blood pressure (#3, #5), Medication Alde will complete
manage movement disorders, treat seizure documentation as a Med Error
disorder, a blood thinner (#3), vitamin !Ré?c% ggﬁ"twﬁgt?ﬁet%?g\xgre}_he comm- 10/24/2025
supplements (#1, #3, #5), a stool softener (#3, I )
#5), medications used to treat anxiety (#1, #3, The Medication Aide will make a copy
#5), medications used to treat dementia (#1, #3, olf the V.?ll:‘l?ln;lc% wﬁdécahgr? ?—ﬁp"sﬂﬁ-ﬁ —
¢ . place wi e Shift Report. The Shi 0/24/2025
) medica‘tlor!s used to treat typa 2 dlgbetes (#3, Report is given to the Care Coordinator.
#5), a medication used to treat low sodium levels
(#3), 2 medication used to treat gastroesophageal SRR — Medicatl
reflux disease (#6), a digestive enzyme, a e orginal Vanance Medication
medication used treat irritable bowel syndrome, a Report will go to the Administrator. 10/24/2025
medication used fo treat constipation, a
medication used to treat dry eyes (#5), a
medications used to treat depression and
insomnia (#1, #2, #5), medication used fo treat The Care Coordinator will follow up with
schizophrenia, and medications used to treat Srisggmﬂqg Pifa‘{'if,er\ff;ﬂi“rg catl Io?_lmlils;gns
Type one diabetes (#5), and a medication used to bgses_ Hn n " P 10/24/2025
treat bacterial infections (#4).
The findings are;
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Review of the facility's undated Medication
Administration policy revealed:

-As new orders are received, read the order
confirming all elements of the order is present,
the medication name, the strength of the
medication, the dosage of the medication to be
administered, the route of administration, the
specific directions for use, including frequency of
administration, and if ordered on an as-needed
basis, a stated indication for use.

“When a medication is not given as prescribed by
the MD, a medication error has occurred.

-Errors are the opposite of the Five Rights and
thus can be referred to as the Five Wrongs.
-They are the wrong resident, the wrong
medication, the wrong dose, the wrong time, a
medication was given at the wrong time or not at
all, and the wrong route.

1. The medication error rate was 7% as
evidenced by 2 errors out of 28 opportunities
during the 7:00am/8:00am medication pass on
10/01/25.

a. Review of Resident #3's current F1.2 dated
04/16/25 revealed:

-Diagnoses included unspecified dementia,
diabetes type 2, and hyperlipidemia.

-Her level of care was special care unit.

Review of Resident #3's hospital discharge
summary dated 07/31/25 revealed there was an
order to start amlodipine (amlodipine is used to
treat high blood pressure) 5mg, take one daily,
hold for systolic biood pressure of less than 110,
to start on 08/01/25.

Review of Resident #3's August 2025 electronic
medication administration record (eMAR}
revealed:

D 358

The Medication Aide will follow facility
protacol to start a 72-hour monitaring
report to monitor any signs or symptoms
related fo omission of medications or
treatments. Which includes Vital Signs
This will be started each time an omission
QCcCcurs.

The Care Coordinator will follow up with
prescribing Provider when this occurs o

assure proper communication was completed.

10/24/2025

10/24/2025
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-There was an entry for amladipine 5mg, take
one tablet every day, hold for systolic blood
pressure of less than 110.

-Amladipine 6mg tablet was documented as
administered at 8:00am on 08/01/25 through
08/10/25.

-Amlodipine 5mg tablet was documented as not
administered at 8:00am on 08/11/25 with the
exception dosumented as "resident asleep”.
-Amlodipine 5mg tablet was documented as
administered at 8:00am on 08/12/25 through
08/31/25

-There was no entry to recard the resident's blood
pressure on 08/01/25 through 08/31/25.

Review of Resident #3's September 2025 eMAR
revealed,

-There was an entry for amlodipine mg, take
one tablet every day, hold for systolic blood
pressure of less than 110.

-Amlodipine 5mg tablet was documented as
administered at 8:00am on 09/01/25 through
09/141/25,

-Amlodipine Smg tablet was documented as not
administered at 8:00am on 09/15/25 with the
exception documented as "resident asleep”.
-Amlodipine Smg tablet was documented as
administered at 8:00am on 09/16/25 through
09/30/25

~There was no entry to record the resident's blood
pressure on 09/01/25 through 09/30/25.

Review of Resident #3's October 2025 eMAR
revealed:

«There was an entry for amlodipine 8mg, take

one tablet every day, hold for systolic blood
pressure of less than 110

-Amlodipine 5mg tablet was documented as
administered at 8:00am on 10/01/25.

-There was no entry to record the resident's blood
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Observation of the morning medication pass on
10/01/25 revealed:

-The medication aide (MA) prepared Resident
#3's morning mediations that included one
amlodipine 5mg tablet.

-The MA administerad Resident #3's morning
medications which included amlodipine Smg at
9:02am.

~The MA did not check Resident #3's bloed
pressure prior to administering the resident's
morning medications.

Observation of Resident #3's medication on hand
on 10/01/25 at 11:5%am revealed:

-There was a bubble pack of amlodipine 5mg,
take ane tablet every day, hold for systolic blood
pressure less than 110, with a dispense date of
09/25/25 for 28 tablets.

“There were 21 remaining tablets of amlodipine
5my for Resident #3 in the bubble pack.

Telephone interview with a pharmacist with the
facility's contracted pharmacy provider on
10/03/25 at 3:14pm revealed:

-An order was received for Resident #3 on
07/31/25 for amlodipine 5mg, take one tablet
daily, hold for systolic blood pressure less than
110.

-Amlodipine 5mg, take one tablet daily hold for
systolic blood pressure less than 110 was
dispensed for Resident#3 on 07/31/25 for a
quantity of 28 tablets, on 08/21/25 for a quantity
of 28 tablets and on 09/18/25 for a quantity of 28
tablets.

Interview with the MA on 10/01/25 at 12:00pm
revealed:
-She checked Resident#3's blood pressure when

Division of Health Service Regulafion
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it popped up in the eMAR.

-Resident #3 did not have an order for daily blood
pressure checks so if would not pop up on the
eMAR.

-There was no space to record Resident #3's
blood pressure on the eMAR,

-She usually checked Resident #3's blood
pressure before administering her amlodipine
each morning.

-She forgot to check Resident#3's blood
pressure this morning during the medication
pass.

-She never had to hold Resident #3's amlodipine
due her systolic blood pressure being below 110.
-She should have checked Resident#3's blood
pressure prior to administering amiodipine.

Interview with the Special Care Coordinator
{SCC) on 10/01/25 at 12:18pm revealed:

-Sha did not realize there was no space on the
eMAR to record Resident #3's blood pressure.
-She would add a space fo Resident #3's eMAR
to record her blood pressure.

-The MAs were to compare the residents’
medication label to the eMAR order three times
prior to administering their medications.

-She expected the MAs to administer medications
as ordered by the physician orders.

-Resident #3's blood pressure should have been
checked by the MA prior to administering the
amlodipine.

Interview with the Administrator on 10/01/25 at
12:28pm revealed;

-The MAs were to always compare the residents’
medication label to the eMAR.

-If a medication had parameters, the MAs were
expected to administer the medication as ordered
by the physician.

Divislon of Health Service Regulation
STATE FORM UJN111 If continuation sheat 17 of 112



PRINTED: 1017/2025

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION {¥3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
HAL046020 B. WING 10/03/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
240 SOUTH EARLEY STAT ROAD
AHOSKIE ASSISTED LIVING Ton
AHOSKIE, NC 27910
(41D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION 5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION §HOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
D 358 | Continued From page 17 D 358 o un .
The Medication Aide will follow the
10/24/2025

Interview with Resident #3's primary care provider
(PCP) on 10/03/25 at 10:47am revealed:
-Amlodiping was prescribed for Resident #3 for
high blood pressure.

-It was important to check Resident #3's blood
pressure prior to administering the amlodipine to
see if the dose needed to be adjusted.

-If amlodipine was administered to Resident #3
and her blood pressure was low, if could cause
her blood pressure to be too low and could cause
sweating, lethargy, increased heart rate, and
dizziness.

-She expected the MAS to check Resident #3's
blood pressure prior to administering the
amlodipine.

b. Review of Resident #6's current FL2 dated
02/11/25 revealed:

-Diagnoses included unspecified dementia, type 2
diabetes, and hypertension.

-Her level of care was special care unit.

-There was an order for famotidine ({famotidine is
used to treat heartburn, acid indigestion and
gastroesophageal reflux disease) 20mg, take one
every morning before breakfast.

Review of Resident #6's signed physician's order
sheet dated 02/11/25 revealed an order for
famotidine 20mg, take one tablet every day
before breakfast.

Observation of the morning medication pass on
10/01/25 revealed:;

-The medication aide (MA) prepared Resident
#6's morning medications that included
famotidine 20mg.

-The MA administered Resident #8's morming
medications that included famotidine 20mg at
9:09am.

prescribing provider orders fo assure
Resident Recavies the proper care
every med pass.

Medication Aide will ensure medications

If medications is not given before meals,
the medication aide will contact prescribing
provider to inform them of Med Omission.
And follow Facility Protoco! of Med Error.

The Medication Error is reported to the Care
Coordinater, Administrator, Provider and the
Pharmacist to assure all parties

are aware of the Med Error.

ordered prior to meals are given before meals.

10/24/2025

10/24/2025
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Interview with the MA on 10/01/25 at 9:10am
revealed:

-Breakfast was served in the special care unit
between 8:00am and 8:30am.

-Resident #6 had eaten breakfast prior to the
morning medication pass.

Observation of Resident #6's medications on
hand revealed:

_There was a bubble package of famotidine
20mag, take one tablet every day before breakfast
with dispense date of 09/26/25 for 28 tablets.
-There were 24 remaining tablets of famotidine
20mg for Resident #8 in the bubble package.

Telephone interview with the pharmacist with the
facility's contracted pharmacy on 10/03/25 at
3:06pm revealed:

-An order was received for Resident #6 for
famotidine 20mg, take one tablet every day
before breakfast on 02/20/25.

-Famotidine 20mg, take one tablet every day
before breakfast was dispensed for Resident #6
on 08/21/25 and 09/18/28 for 28 tablets each.
-It was recommended the famotidine be
administered on an empty stomach for better
absorption of the medication.

Secand interview with the MA on 10/01/25 at
12:00pm revealed:

-She knew Resident #6 was to receive her
famotidine 20mg before breakfast.

-Resident#6 usually received her medications
before breakfast.

-Another resident had to be sent to the
emergency department this morning and she got
behind on her medication pass.

Interview with the Special Care Coordinator
(SCC) on 10/01/25 at 12:18pm revealed:
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-The MAs were to follow the residents’ medication
orders as ordered by the provider.

-Resident#6 usually received her morning
medications before breakfast.

Interview with the Administrator on 10/01/28 at
12:28pm revealed:

-If a resident was to receive medications before a
meal, the medication should be administered 30
minutes before the meal.

-The MAs were to follow the prescriber's orders
and administer the residents' medications as
ordered.

Interview with Resident #6's primary care provider
(PCP) on 10/03/25 at 9:56pm revealed:

-She preseribed famotidine 20mg to Resident #6
for gastroesophageal refiux.

-Famotidine 20mg was absorbed better on an
empty stomach and should be taken prior to a
meal,

2. Review of Resident #5's current FL.2 dated
0B6/02/25 revealed:

-Diagnoses included type 2 diabetes,
hypertension, generalized anxiety, irritable bowel
syndrome, pancreatitis, and gastroesophageal
reflux disease.

-There was an order for lantus (lantus is a
long-acting insulin used to treat elevated blood
glucose levels) solostar inject 20u each morming.
<There was an order for insulin ispro {lispro is a
rapid acting insulin used to treat elevated blood
glucose levels), check fingerstick bleod sugars
{FSBSs) before meals and at bedtime, and inject
per sliding scate insulin {SSI), for FSBS of
150-189= 2 units, 200-249= 4 units, 250-299=6
units, 300-349= 8 units, 350-399=10 units, if
greater than 400=12 units and notify primary care
provider (PCP).

The Care Coordinator will discuss with
Provider and Pharmacist of time change
for the any medications ordered on an 10/24/25
empty stomach, if Resident continues to

miss medications related to refusal, not awake,
etc upon each fime this occurs.

Care Coordinator will ensure the Medication
Card is clearly marker via Pharmacist to 10/24/25
indicate the medication has speclal directions
such as: give before meals, etc. And review
with the provider if an issue arises.

The Medication Aide will assure the 10/24/25
provider Is made aware of Med Omission
due to med not given as directed.
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-The was an order for amlodipine (amlodipine is
used to treat high blood pressure) 10mg, take
one daily.

-There was an order for Creon (Creon contains
digestive enzymes to help break down and digest
fats, starches, and proteins in food) DR 2400
units, take one three times a day with food.
-There was an order for Vit D3 (Vitamin D3 is a
supplement that promotes bone health) 2000
units , take one daily.

“There was an order for dicyclomine {dicyclomine
is used to treat symptoms of irritable bowel
disease) 10mg, take four times per day, 30
minutes prior to meals and at bedfime.

-There was an order for Farxiga (Farxiga is used
fo treat type 2 diabetes) 10mg, take one daily.
-There was an order for lisinopril {lisinopril is used
to treat high bload pressure) 20mg take one daily.
-There was an order for metformin 1000mg, take
one twice a day with meals.

-There was an order polyethylene glycol
{polyethylene glycolis a laxative used to treat
constipation) 3350, mix 17 grams in 8 ounces of
water daily.

-There was an order for Restasis (Restasis is an
eye drop used to treat dry eyes) 0.05%, instill one
drop in each eye four times per day.

-There was an order for sertraline {sertraline is
used to treat depression and anxiety and mood
disorders) 100mg, take one daily.

~There was an arder for trazodone (trazodone is
used to treat depression and insomnia) 50mg,
take a half tablet (25mg) daily at bediime.

~There was an order for ziprasidone {ziprasidone
is an anti-psychotic medication used to treat
schizophrenia and bi-polar disorder) 40mg, take
twice daily with meals.

a. Review of Resident #5's signed physician's
order sheet dated 07/14/25 revealed an order for

The Care Coordinator will review medications
monthly to assure all medications before meals
and special times, that the times are adjusted
fo assure on the MAR, to ensure given as
ordered by provider. The Care Coordinator will
perform this task while checking in th Batch
meds for the following month.

10/25/2025
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Lantus solostar 100U/ml, inject 20 units
subcutaneously every morning, prime pen with 2
units prior to each use.

Review of Resident #5's August 2025 electronic
medication administration record (eMAR)
revealed:

-There was an entry for Lantus solostar injection
100U/ml, inject 20 units subcutaneously evary
morning, prime pen with 2 units prior to each use,
scheduled at 8;00am.

-Lantus was documented as not administered at
9:00am an 08/03/25, with the exception
documented as "resident asleep”.

-Lantus was not documented as administerad at
9:00am on 08/22/25, with no exception
documented and the space for initials on the
sMAR was blank.

-Lantus was not documented as administered at
9:00am on 08/25/25, with no exception
documented and the space for initials on the
eMAR was blank.

-Lantus was not documented as administerad at
9:00am on 08/31/25, with no exception
documented and the space for initials on the
eMAR was blank.

Review of Resident #5's September 2025 eMAR
revealed:

-There was an entry for Lantus solostar injection
100U/ml, Inject 20 units subcutaneously every
morning, prime pen with 2 units prior to each use,
scheduled at 9:00am.

-Lantus was documented as not administered at
9:00am on 09/02/25, with the exception
documented as "resident asleep”.

-Lantus was not documented as administered at
9:00am on 09/03/25, with no exception
documented and the space for initials on the
eMAR was blank.
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-Lantus was not documented as administered at
9:00am on 09/06/25, with no exception
documented and the space for initials on the
eMAR was blank.

-Lantus was not documented as administered at
9:00am on 09/07/25, with no exception
documented and the space forinifials on the
eMAR was blank.

Telephone interview with a pharmacist with the
facility's contracted pharmacy on 10/03/25 at
3:14pm revealed:

-An order was received for Resident#5's Lantus
solostar 100 units/ml on 04/13/25, to Inject 20
units every morning.

-Two 3ml pens of Lantus solostar 100units/m|
were dispensed for Resident #5 on 07/28/25 and
08B/24/25, to inject 20 units every marning.

Interview with a medication aide (MA) on
10/03/25 at 4:35pm revealed:

-If a resident refused their medications or were
asleep during the medication pass, she moved on
to the next resident.

-She tried to catch the resident later if she saw
them up and about.

-An exception was always required on the
residents’ eMAR if medications were not
administered.

~There should never be blanks on the eMAR.
-There was no policy that she was aware of to
nolify the primary care provider (PCF) of missed
medications.

-The Special Care Coordinator (SCC) orthe
Resident Care Coordinator (RCC) were
responsible for ordering medication refills for the
residents.

-She requested insulin pens for the residents
when she opened the last pen.

-It was possible Resident #5's Lantus was not

Division of Health Service Regulation
STATEFORM £ UJN111 If continuiation sheat 23 of 112



PRINTED: 10/17/2025

o FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERI/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: i COMPLETED
R
HAL046020 B VYING 10/03/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP GODE
240 SOUTH EARLEY STATION ROAD
AHOSKIE ASSISTED LIVING
AHOSKIE, NG 27910
4) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFIGIENGY)
D 358 | Continued From page 23 D 358

available, but she was not sure.
-If a resident did not have insulin in the facility,
she always called the pharmacy.

interview with the facility's contracted primary
care provider {(PCP) on 10/03/25 at 10:55am
revealed:

-Lantus was a long-acting insulin prescribed for
Resident #5 to treat elevated blood glucose levels
related to diabetes.

-Resident #5 needed the long-acting insulin to
keep his blood sugar leve! regulated throughout
the day.

-Short term effects of hyperglycemia or elevated
blood sugar included sweating, lethargy, drooling,
frequent urination, excessive thirst, and blurred
vision.

-Long term effects of elevated blood sugars
included damage to organs such as the kidneys,
heart, and eyes and neuropathy.

-She expecied Resident #5 to receive his Lantus
as ordered,

Refer to interview with the Resident Care
Coordinator {RCC) on 10/03/25 at 5:36pm.

Refer to interview with the Special Care
Coordinator (SCC) on 10/03/25 at 06:33pm.

Refer to interview with the Administrator on
10/03/25 at 7:40pm.

b. Review of Resident #5's signed physicians
order sheet dated 07/14/25 revealed an order for
insulin lispro 100/mi, check FSBS befora meals
and at bedtime and inject $SI, 150-199= 2 units,
200-249=4 units, 250-299=6 units, 300-349=8
units, 350-399=10 units, if greater than 400=12
units and notify provider.
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Review of Resident #5's August 2025 electronic
medication administration record (eMAR}
revealed:

-There was an entry for insulin lispro 100/ml,
check FSBS before meals and at bedtime and
Inject 8SI, 150-198= 2 units, 200-249=4 units,
250-299=6 units, 300-349=8 units, 350-399=10
units, if greater than 400=12 units and notify
provider, scheduled at 7:00am, 11:00am, 4:00pm
and 7:00pm.

-Insulin lispro was documented as not
administered at 7:00am on 08/03/25, with the
exception documented as "resident asleep” and
there was no documentation of a FSBS.

-Insulin lispro was not documented as
administered and no FSBS was documented at
11:00am on 08/16/25, with no exception
documented, and the space for initials and the
FSBS on the eMAR was blank.

-Resident #5's FSBS was documented as 333 at
4:00pm on 08/18/25 and 10 units of insulin lispro
was documented as administered when 8 units of
insulin lispro should have been administered per
the resident's sliding scale.

-Insulin lispro was documented as not
administered at 7:00pm on 08/22/25, with the
exception documented as "resident asleep", and
there was no documentation of a FSBS.

-Insulin lispro was documented as not
administered at 7:00pm on 08/25/26, with the
exception documented as "withheld per DR/RN
orders", and there was no documentation of a
FSBS.

Review of Resident #5's September 2025 eMAR
revealed:

-There was an entry for insuiin lispro 100/ml,
check FSBS before meals and at bedtime and
inject S8, 150-199= 2 units, 200-248=4 units,
250-299=6 units, 300-349=8 units, 350-399=10
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units, if greater than 400=12 units and notify
provider, scheduled at 7:00am, 11:00am, 4:00pm
and 7:00pm.

-Insulin lispro was documented as not
administered at 7:00am on 09/02/25, with the
exception documented as "resident asleep"” and
there was documentation of a FSBS.

-Resident #5's FSBS was documented as 405 at
11:00am on 08/02/25 and 12 units of insulin lispro
was documented as administerad.

-Resident #5's FSBS was documented as 425 at
4:00pm on 09/02/25 and 12 units of insulin lispro
was documented as administered.

-Insulin lispro was not documented as
administered and no FSBS was documented at
7:00pm on 09/02/28, with no exception
documented, and the space for initials and the
FSBS on the eMAR was blank.

-Resident #5's FSBS was documented as 214 at
11:00am on 09/03/25 and 7 units of insulin lispro
was documented as administered when 4 units of
insulin lispro should have been administered per
the resident’s sliding scale.

-Insulin lispro was not documented as
administered and no FSBS was documented at
7:00am on 09/07/25, with no exception
documented, and the space for initials and the
FSBS on the eMAR was blank.

-Resident#5's FSBS was documented as 202 at
7:00am and 2 units of insulin lispro was
documented as administered when 4 units of
insulin lispro should have been administered per
the resident's sliding scale.

-Insulin lispro was not documented as
administered and no FSBS was documented at
11:00am on 09/10/25, with no exception
documented, and the space for initials and the
FSBS on the eMAR was blank.

-Insulin lispro was not documented as
administered and no FSBS was documented at
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7:00am on 09/14/25, with no exception
documented, and the space for initials and the
FSBS on the eMAR was blank.

-Insulin lispro was documented as not
administered at 7:00am on 09/17/25, with the
exception documented as "withheld per DR/RN
orders", and there was no documentation of a
FSBS.

-Insulin lispro was not documented as
administered and no FSBS was documented at
4:00pm on 09/18/25, with na exception
documented, and the space for initials and the
FSBS on the eMAR was blank.

-Insulin lispro was not documented as
administered and no FSBS was documented at
11:00am on 09/30/25, with no exception
documented, and the space for Initials and the
FSBS on the eMAR was blank.

Telephone interview with a pharmacist with the
faciiity's contracted pharmacy on 10/03/25 at
3:14pm revealed:

-An order was received for Resident #5's insulin
[ispro 100/ml, check FSBS before meals and at
bedtime and inject SSI, 150-199= 2 units,
200-249=4 units, 250-299=6 units, 300-349=8
units, 350-399=10 units, if greater than 400=12
units and notify provider on 12/16/24.

-Five 3mi pens of insulin lispro were dispensed
for Resident #5 on 05/31/25, 07/28/25 and
8124125,

Interview with a medication aide (MA) on
10/03/25 at 4.35pm revealed:

-}f a resident refused their medications or were
asleep during the medication pass, she moved on
to the next resident.

-She tried to catch the resident later if she saw
them up and about.

-An axception was always required on the
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residents’ eMAR if medications were not
administered.

-There should never be blanks on the eMAR.
-There was no policy that she was aware of to
notify the PCP of missed medications.

-The Special Care Coordinator (SCC) or the
Resident Care Coordinater (RCC) were
responsible for ordering medication refills for the
residents and requesting refill prescripticns from
the PCP.

-She requested insulin pens for the residents
when she opened the last pen.

-ltwas possible Resident #5's insulin lispro was
not available, but she was not sure.

-If a resident did not have insulin in the facllity,
she always called the pharmacy.

-She always reviewed Resident #5's sliding scale
insulin scale three times and thought she may
have raecorded his FSBS incorrectly and that was
why the incorrect number of units of insulin lispro
was documented as administered to Resident #5.

Interview with the facility's contracted primary
care provider (PCP) on 10/03/25 at 10:55am
revealed:

Insulin lispro was a rapid acting insulin that she
prescribed for Resident#5 for elevated blood
glucose levels.

-It was important that Resident #5 receive his
FSBS and insulin lispro before meals and at
bedtime as ordered per shding scale to control his
blood sugar.

-Resident #5 was a brittle diabetic and was
non-compliant with his diet and she had stressed
to staff the importance of checking his FSBSs
and administering his insulin lispro as ordered.
-Resident #5's last HghA1C (a blood test that
measures the average blood glucose levels over
the previous 90 days) was elevated at 6.3 in June
2025 and it was difficult to manage his insulin and
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blocd glucose if she could not be sure he was
receiving his insulin as ordered.

-On 089/02/25, when Resident #5 did not receive
his 7:00am dose of insulin lispro and his 9:00am
dose of lantus resulted in the FSBS being greater
than 400 at 11:00am and 4:00pm that same day.
-Short term effects of hyperglycemia or elevated
blood sugarincluded sweating, lethargy, drooling,
frequent urination, excessive thirst, and blurred
vision.

-Long term effects of elevated blood sugars
included damage to organs such as the kidneys,
heart, and eyes and neuropathy.

-She expected the MAs to review Resident #5's
55t scale and administer the proper number of
units of insulin ispro.

-Too much insulin lispro could cause Resident
#5's blood sugar to dip too low and he could have
symptoms of hypoglycemia such as shakiness,
tremors, and non-responsiveness.

Refer to interview with the Resident Gare
Coordinator (RCC) on 10/03/25 at 5:36pm.

Refer to interview with the Special Care
Coordinator (8CC) on 10/03/25 at 6:33pm.

Refer to interview with the Administrator on
10/03/25 at 7:40pm.

¢. Review of Resident #5's signed physician's
order sheet dated 07/14/25 revealed an order for
amlodipine 10mg, take one tablet every day for
hypertension.

Review of Resident #5's August 2025 electronic
medication administration record (eMAR)
revealed:

~There was an enfry for amlodipine 10mg, take
one tablet every day for hypertension, scheduled
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at 7:00am.

-Amlodipine 10mg was documented as not
administered at 7:00am on 08/03/25, with the
exception documented as "resident asleep”.

Review of Resident #5's September 2025 eMAR
revealed:

~There was an entry for amlodipine 10mg, take
one tablet every day for hypertension, scheduled
at 7:00am.

-Amlodipine 10mg was documented as not
administered at 7:00am on 09/02/25, with the
exception documented as "resident asleep”.

Telephone Interview with a pharmacist from the
facility's contracted pharmacy provider on
10/03/25 at 3:14pm revealed:

-An order was originally received for Resident
#5's amlodipine 10mg on 08/30/22, o take one
tablet daily for hypertension.

-Arnlodipine 10mg was dispensed for Resident #5
on 07/24/25, 08/21/25, and 09/18/25 for a
quantity of 28 tablets each time for a 28-day
supply to take one dalily for hypertension,

Interview with the facility's contracted primary
care provider (PCP) on 10/03/256 at 10:55am
revealed:

-She prescribed amlodipine for Resident #5 for
high blood pressure.

-Missing doses of amlodipine could cause
Resident #5's blood pressure to be elevated and
not well controlled and could place him af risk for
a stroke.

Refer to interview with a medication aide {(MA}) on
10/02/25 at 4:20pm.

Refer to interview with a second medication aide
(MA) on 10/03/25 at 4:20pm.
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Refer to interview with the Resident Care
Coordinater (RCC) on 10/03/25 at 5:36pm.

Refer to interview with the Special Care
Coordinator (SCC) on 10/03/25 at 6:33pm.

Refer to interview with the Administrator on
10/03/25 at 7:40pm.

Refer to second interview with the facility's
contracted primary care provider (PCP) on
10/03/25 at 11:18am.

d. Review of Resident #5's signed physician's
order sheet revealed an order for Creon {a
medication used to aid digestion due fo a lack of
pancreatic enzymes) DR 2400 units, take one
capsule three times a day with meals for
pancreatic supplement.

Review of Resident #5's August 2025 electronic
medication administration record (EMAR}
revealed:

-~There was an entry for Creon DR 2400 units,
take one capsule three times a day with meals for
pancreatic supplement, scheduled at 7:30am,
12:00pm and 5:00pm..

-Creocn DR was documented as not administered
at 7:30am on 08/03/25, with the exception
documented as "resident asleep”.

-Creon DR was not documented as administered
at 12:00pm on 08/16/25 with no exception
documented and the space for initials on the
eMAR was blank.

Review of Resident #5's September 2025 eMAR
revealed:

-There was an eniry for Creon DR 2400 units,
take one capsule three times a day with meals far
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pancreatic supplement, scheduled at 7:30am,
12:00pm and 5:00pm.

-Creon DR was documented as not administered
at 7.30am on 09/02/25, with the exception
documented as "resident asleep”.

-Creon DR was not documented as administered
at 5:00pm on 09/19/25 with no exception
documented and the space for initials on the
eMAR was blank.

Telephone interview with a pharmacist from the
facility's contracted pharmagy provider on
10/03/25 at 3:14pm revealed:

-An order was originally received for Resident
#5's Creon DR 2400 units on 08/30/22, to take
ohe capsule three times a day with meals for
pancreatic supplement.

-Creon DR 2400 units was dispensed for
Resident #5 on 06/16/25, 07/24/25, and 08/29/25,
for 2 quantity of 100 capsules each time for a
33-day supply to take one three times a day with
meals for pancreatic supplement.

Interview with the facility’s contracted primary
care provider (PCP) on 10/03/25 at 10:55am
revealed:

-Resident #5 had a history of pancreatitis.

-She prescribed Creon to Resident #5 to help
keep his digestive enzymes regulated.
-Without the Creon, Resident #5 could
experience abdominal pain and worsening of his
pancreatitis.

Refer ta interview with a medication aide {(MA) an
10/02/25 at 4:20pm.

Refer to interview with a second medication aide
(MA) on 10/03/25 at 4:20pm.

Refer to interview with the Resident Care
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Coordinator (RCC) on 10/03/25 at 5:36pm.

Refer to interview with the Special Care
Coordinator (SCC) on 10/03/265 at 6:33pm.

Refer {o interview with the Administrator on
10/03/25 at 7:40pm.

Refer to second interview with the facility's
contracted primary care provider (PCP) on
10/03/25 at 11:18am.

e, Review of Resident #5's signed physician's
order sheet dated 07/14/25 revealed an order for
Vitamin D3 2000 units, take one capsule every
day for supplement.

Review of Resident #5's August 2025 electronic
medication administration record (eMAR)
revealed:

-Thera was an entry for Vitamin D3 2000 units,
take one every day with for supplement,
scheduled at 7:00am.

-Vitamin D3 was documented as not
administered at 7:00am on 08/03/25, with the
exception documented as "resident asleep”.

Review of Resident #5's September 2025 eMAR
revealed:

-There was an entry for Vitamin D3 2000 units,
take one every day with for supplement,
scheduled at 7:00am.

-Vitamin D3 was documented as not
administered at 7:00am on 09/02/25, with the
exception documented as "resident asleep”.

Telephone interview with a pharmacist from the
facility's contracted pharmacy provider on
10/03/25 at 3:14pra revezled:

-An order was originally received for Resident
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#5's Vitamin D3 2000 units on 09/30/22, to take
one capsule every day for supplement.

-Vitamin D3 2000 units was dispensed for
Resident #5 on 07/24/25, 08/21/25, and 09/18/25,
for a quantity of 28 capsules each time for a
28-day supply to take ane daily for supplement.

Interview with the facility's contracted primary
cara provider (PCP) on 10/03/25 at 10:55am
revealed,

-Vitamin D3 was prescribed for Resident #5 for
low Vitamin D 3 levels.

-Not receiving Vitamin D3 could cause Resident
#5's Vitamin D3 leval to continue to be low on his
lab work.

Refer to interview with a medication side (MA) on
10/02/25 at 4:20pm.

Refer to interview with a second medication aide
{MA) on 10/03/25 at 4:20pm.

Refer to interview with the Resident Care
Coordinator (RCC) en 10/03/25 at 5:36pm.

Refer to interview with the Special Care
Coordinator (SCC) on 10/03/25 at 6:33pm.

Refer to interview with the Administrator on
10/03/25 at 7:40pm.

Refer to second interview with the facilty's
contracted primary care provider (PCP} on
10/03/25 at 11:18am.

f. Review of Resident #5's signed physician order
sheet dated 07/14/25 revealed an order for
dicyclomine 10mg, take one capsule 30 minutes
prior to meals and bedtime {four times per day).
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Review of Resident #5's August 2025 electronic
medication administration record (eMAR)
revealed:

-There was an entry for dicyclomine {(a
medication used to treat symptoms of irritable
bowel syndrome) 10mg, take one capsule 30
minutes prior to meals and bedtime, four times a
day, scheduled at 7:00am, 11:00am, 4:00pm and
7:00pm.

-Dicyclomine 10mg was documented as not
administered at 7:00am on 08/03/25, with the
exception documented as "resident asleep”.
-Dicyclomine 10mg was not documented as
administered at 11:00am on 08/16/25 with no
exception documented and the space forinitials
on the eMAR was blank.

-Dicyclomine 10mg was documented as not
administered at 7:00pm on 08/22/25, with the
exception documented as "resident asleep".

Review of Resident #5's September 2025 eMAR
revealed:

-There was an entry for dicyclomine 10mg, take
one capsule 30 minutes prior to meals and
bedtime, four times a day, scheduled at 7.00am,
11:00am, 4:00pm and 7.00pm.

-Dicyclomine 10mg was documented as not
administered at 7:00am on 09/02/25, with the
exception documented as "resident asleep”.
-Dicyclomine 10mg was not documented as
administered at 4:00pm on 09/19/25 with no
exception documented and the space forinitials
on the eMAR was blank.

Telephone interview with a pharmacist from the
facility's contracted pharmacy provider on
10/03/25 at 3.14pm revealed:

-An order was originally received for Resident
#5's dicyclomine 10mg on 09/30/22, to take one
capsule 30 minutes prior to meals and at
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bedtime.

-Dicyclomine 10mg was dispensed for Resident
#5 on 07/24/25, 08/21/25, and 09/18/25, fora
quantity of 112 capsules each time for a 28-day
supply, to take one capsule 30 minutes prior to
meals and at bedfime.

Interview with the facilty's contracted primary care
provider (PCP on 10/03/25 at 10:55am revealed:
-Dicyclomine was prescribed for Resident #5 for
irritable bowe! syndrome.

-Missing doses of dicyclomine could cause
Resident #5's irritable bowe! syndrome to flare
up, resulting in abdominal pain, nausea, vomiting
and diarrhea.

Refer to interview with 2 medication aide (MA) on
10/02/25 at 4:20pm.

Refer to interview with a second medication aide
{MA} on 10/03/25 at 4:20pm.

Refer {o interview with the Resident Care
Coordinator {(RCC) on 10/03/25 at 5:36pm.

Refer to interview with the Special Care
Coordinator (3CC) on 10/03/25 at 8:33pm.

Referto interview with the Administrater on
10/03/25 at 7:40pm.

Refer to second interview with the facility's
contracted primary care provider {PCP) on
10/03/25 at 11:18am.

g. Review of Resident #5's signed physician's
order sheet dated 07/14/25 revealed an order for
Famxiga (a medication used to treat type 2
diabetes) 10mg, taks one tablet every day.
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Review of Resident #5's August 2025 electronic
medication administration record (eMAR)
revealed:

~There was an entry for Farxiga 10mg, take one
tablet every day, scheduled at 7:00am.
-Farxiga 10mg was documented as not
administered at 7:00am on 08/03/25, with the
exception documented as “resident asleep”.

Review of Resident #5's September 2025 eMAR
revealed:

-There was an eniry for Farxiga 10mg, take one
tablet every day, scheduled at 7:00am.

-Farxiga 10mg was documented as not
administered at 7:00am on 09/02/25, with the
exception documented as "resident asleep”.

Telephone interview with a pharmagcist from the
facility's contracted pharmacy provider on
10/03/25 at 3:14pm revealed:

-An order was originally received for Resident
#5's Farxiga 10mg on 09/30/22, to take one tablet
every day.

-Farxiga 10mg was dispensed for Resident#5 on
07/24125, 08/21/25, and 09/18/25, for a quantity
of 28 tablets each time for a 28-day supply to
take one tablet every day.

Interview with the facility's contracted primary
care provider (PCP) on 10/03/25 at 10:55am
revealed:

-Farxiga 10mg was prescribed for Resident#5 for
type 2 diabetes.

-Not receiving Farxiga could cause Resident #5's
blood glucose levels to be elevated and could
increase his HgbA1C reading that could possibly
indicate a change in medication dosage thatwas
not warranted because he did not receive his
diabetic medications as ordered.

Division of Health Service Regulation

STATE FORM

UJN111

If continuation shoat 37 of 112




PRINTED: 10/1772025

o . ) FORM APPROVED
Division of Health Service Requlation
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTICN {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING:
R
HAL046020 B.WING 10/03/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
240 SOUTH EARLEY STATION RQAD
AHOSKIE ASSISTED LIVING Re
AHOSKIE, NG 27910
(¥4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5
BREEX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSG IDENTIFYING [NFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENGY)

D 358 ( Continued From page 37 D 358

h. Review of Resident #5's signed physician's
order sheet dated 07/14/25 revealed an order for
lisinopril (a2 medication used ta treat high blood
pressure) 20mg, take one tablet twice a day for
biood pressure.

Review of Resident #5's August 2025 electronic
medication administration record (eMAR)
revealed:

-There was an entry for lisinopril 20mg take one
tablet twice a day for blood pressure, scheduled
at 7:00am and 7:00pm..

-Lisinopril 20mg was documented as not
administered at 7:00am on 08/03/25, with the
exception documented as "resident asleep”.
-Lisinopril 20mg was documented as not
administered at 7:00pm on 08/22/25, with the
exception documented as "resident asleep”.

Review of Resijdent#5's September 2025 eMAR
revealed:

-There was an entry for lisinopril 20mg take one
tablet twice a day for blood pressure, scheduled
at 7:00am and 7:00pm..

-Lisinopril 20mg was documented as not
administered at 7:00am on 09/02/25, with the
axcaption documented as "resident asleep”.
-Lisinoprit 20mg was documented as not
administered at 7;00pm on 09/24/25, with the
exception documented as "awaiting RX/MD prior
auth”.

Telephone interview with a phammacist from the
facility's contracted pharmacy provider on
10/03/25 at 3:14pm revealed:

-An order was originally received for Resident
#5's [isinopril 20mg on 09/30/22, to take tablet
twice a day for blood pressure.

-Lisinopril 20mg was dispensed for Resident #5
on 07/24/25, 08/21/25, and 09/18/25, fora
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quantity of 56 tablets each time for a 28-day
supply, to take one tablet twice a day for blood
pressure.

Interview with the facility's contracted primary
care provider {PCP) on 10/03/25 at 10:55am
revealed;

-Lisinoptil 20mg was prescribed for Resident#5
for hypertension.

<L isinopril also protected the kidneys.

-Missed doses of lisinopril could cause Resident
#5's blood pressure to be elevated.

Refer to interview with a medication aide {(MA) on
10/02/25 at 4:20pm.

Refer to interview with a second medication aide
{MA} on 10/03/25 at 4:20pm.

Refer to interview with the Resident Care
Coordinator (RCC) on 10/03/25 at 5:36pm.

Refer to interview with the Special Care
Coordinator (SCC) on 10/03/25 at 6:33pm.

Refer to interview with the Administrator on
10/03/25 at 7:40pm.

Refer to second interview with the facility's
contracted primary care provider (PCP) on
10/03/25 at 11:18am.

i, Raview of Resident #5's signed physician's
order sheet dated 07/14/25 revealed an order for
metformin {a medication used to treat type 2
diabetes) 1000mg, take one tablet twice a day for
diabetes with meals.

Review of Resident #5's August 2025 electronic
medication administration record (eMAR)
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revesaled:

~There was an entry for metformin 1000mg, take
one tablet twice a day with meals for diabetes,
scheduled at 7:00am and 5:00pm.

-Metformin 1000mg was documented as not
administered at 7:00am on 08/03/25, with the
exception documented as "resident asleep”,

Review of Resident #5's September 2025 eMAR
revealed:

-There was an entry for metformin 1000mg, take
one tablet twice a day with meals for diabetes,
scheduled at 7:00am and 5:00pm.

-Metformin 1000mg was documented as not
administered at 7.00am on 09/02/25, with the
exception documented as "resident asleep”.
-Metformin 1000mg was not documented as
administered at 5:00pm on 09/19/25 with no
exception documented and the space forinitials
on the eMAR was blank.

Telephone interview with a pharmacist from the
facility's contracted pharmacy provider on
10/03/25 at 3:14pm revealed:

-An arder was originally received for Resident
#5's metformin 1000mg on 09/30/22, to take
tablet twice a day with meals for diabetes.
-Metformin 1000mg was dispensed for Resident
#5 on 07/24/25, 08/21/25, and 09/18/25, fora
quantity of 56 tablets gach time for a 28-day
supply, to take one tablet twice a day with meals
for diabstes.

Interview with the facility's confracted primary
care provider {(PCP) on 10/03/25 at 10:55am
revealed:

-Metformin was prescribed for Residant#5 for
diabetes and elevated blood glucose levals.
-Not receiving metformin could cause Resident
#5's blood glucose levels to be elevated and
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could increase his HgbA1C reading that could
possibly indicate a change in medication dosage
that was not warranted because he did not
receive his diabetic medications as ordered.

Refer to interview with a medication aide (MA}) on
10/02/25 at 4:20pm.

Refer to interview with a second medication alde
{MA) on 10/03/25 at 4:20pm.

Refer to interview with the Resident Care
Coordinator (RCC) on 10/03/25 at 5:36pm.

Refer to interview with the Special Care
Coordinator (SCC) on 10/03/25 at 6:33pm.

Refer to interview with the Administrator on
10/03/25 at 7:40pm.

Refer to second interview with the facility's
contracted primary care provider (FCP) on
10/03/25 at 11:18am.

j. Review of Resident #5's signed physician's
order sheet dated 07/14/25 revealed an order for
polyethylene glycol powder (2 medication used to
treat constipation) 3350, mix one capful (17
grams) in 8 ounces of liquid of choice and drink
daily for constipation.

Review of Resident #5's August 2025 electronic
medication administration record (eMAR)
revealed:

-There was an eniry for polyethylene glycol
powder 3350, mix one capful (17grams)in 8
ounces of liquid of choice and drink daily for
constipation scheduled at 8:00am.
-Polyethylens glycol was documented as not
administered at 8:00am on 08/03/25, with the
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exception documented as "resident asleep”.
-Polyethylene glycol was not documented as
administered at 8:00am on 08/18/25 with no
exception documented and the space for initials
on the eMAR was blank.

-Polyethylene glyco! was documented as not
administered at 8:00am on 08/21/25, with the
exception documented as "resident refused”.

Review of Resident #5's September 2025 eMAR
revealed:

~There was an entry for polyethylene glycol
powder 3350, mix one capfut (17grams) in 8
ounces of liquid of choice and drink daily for
constipation scheduled at 8:00am.
~Polyethylene glycol was documented as not
administered at 8:00am on 09/02/25, with the
exceplion documented as "resident asleep".
-Polyethylene glycol was not documented as
administered at 8:00am on 09/03/25 with no
exception documented and the space for initials
on the eMAR was blank.

-Polyethylene glycol was documented as not
administered at 8:00am on 09/11/25, with the
exception documented as "resident refused”.
-Polyethylene glycol was documented as not
administered at 8:00am on 09/25/25, with the
exception documented as "resident refused"”.

Telephone interview with a pharmacist from the
facility's contracted pharmacy provider on
10/03/25 at 3;14pm revealed:

-An order was originally received for Resident
#5's polyethylene glycol on 09/30/22, to mix one
capful (17grams) in 8 ounces of liquid of choice
and drink daily for constipation.

-Palyethylene glycol was dispensed for Resident
#5 on 06/16/25, 07/20/25, and 08/18/25 for 510
grams each time for a 30 day supply, to mix one
capful {17grams) in 8 ounces of liquid of choice
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and drink dally for constipation.

Interview with the facility's contracted primary
care provider (PCP) on 10/03/25 at 10:55am
revealed:

-Polyethylene glyco! was prescribed for Resident
#5 to prevent constipation.

-Missed doses of polyethylene glycol could cause
Resident #5 to experience abdominal pain which
could be confusing to differentiate the cause with
his history of pancreatitis.

Refer to interview with a medication alde (MA) on
10/02/25 at 4:20pm.

Refer to interview with a second medication aide
(MA) on 10/03/25 at 4:20pm.

Refer to interview with the Resident Care
Coordinator (RCC) an 10/03/25 at 5:36pm.

Refer to interview with the Special Care
Cocrdinator {SCC) on 10/03/25 at 6:33pm.

Refer to interview with the Administrator on
10/03/25 at 7:40pm.

Refer to second interview with the facility's
contracted primary care provider (PCP) on
10/03/25 at 11:18am.

k. Review of Resident #5's signed physician's
orders dated 07/14/25 revealed an order for
Restasis (a medication used to treat dry eyes)
0.05%, instill one drop into each eye every 12
hours for dry eyes.

Review of Resident #5's August 2025 electronic
medication administration record (eMAR)
revealed:
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-There was an entry for Restasis 0.05%, instill
one drop into each eye every 12 hours for dry
eyes, scheduled at 7:00am and 7:00pm.
-Restasis 0.05% was documented as not
administered at 7:00am on 08/03/25, with the
exception documented as "resident asleep™.
-Restasis 0.05% was documented as not
administered at 7:00pm on 08/22/25, with the
aexception documeanted as "resident asleep”.

Review of Resident#5's September 2025 eMAR
revealed:

-There was an entry for Restasis 0.05%, instill
one drop into each eye every 12 hours for dry
eyes, scheduled at 7:00am and 7:00pm.
-Restasis 0.05% was documented as not
administered at 7:00am on 09/02/25, with the
exception documented as "resident asleep”.

Telephone interview with a pharmacist from the
facility's contracted pharmacy provider on
10/03/25 at 3:14pm revealed:

-An order was originally received for Resident
#5's Restasis 0.05% on 09/30/22, to Instill one
drop into each eye every 12 hours for dry eyes.
-Restasis 0.05% was dispensed for Resident #5
on 0B/26/25, 07/25/25, 08/29/25, and 09/30/25 for
60 droppereltes each time for a 30- day supply, to
instill one drop in each eye every 12 hours for dry
eyes.

Interview with the facility's contracted primary
care provider (PCP) on 10/03/25 at 10:55am
revealed:

-Restasis drops were prescribed for Resident #5
for dry eyes.

-Missed doses of Restasis could cause Resident
#5 to experience discomfort due to dry eyes.

Refer to interview with a medication aide (MA) on
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10/02/25 at 4:20pm.

Refer to interview with a second medication aide
(MA) on 10/03/25 at 4:20pm.

Refer to interview with the Resident Care
Coordinator (RCC) on 10/03/25 at 5:36pm.

Refer to interview with the Special Care
Coordinator (SCC) on 10/03/25 at 6:33pm.

Refer to interview with the Administrator on
10/03/25 at 7:40pm.

Refer to second interview with the facilly's
contracted primary care provider (PCP) on
10/03/25 at 11:18am.

|. Review of Resident #5's signed physician's
order sheet dated 07/14/25 revealed an order for
sertraline (a medication used to treat depression,
anxiety, and mood disorders) 100mg, take one
tablet every day for mood.

Review of Resident #5's August 2025 electronic
medication administration record (eMAR)
revealed:

-There was an entry for seriraline 100mg, take
one tablet every day for mood, scheduled at
7:00am.

-Sertraline 100mg was documented as not
administered at 7:00am on 08/03/25, with the
excepfion documented as "resident asleep”.

Review of Resident #5's September 2025 sMAR
revealed:

-There was an entry for sertraline 100mg, take
one tablet every day for mood, scheduled at
7:00am.

-Sertraline 100mg was documented as not

D 358
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administered at 7:00am on 09/02/25, with the
exception documented as "resident asleep”.

Telephone interview with a pharmacist from the
facility's contracted pharmacy provider on
10/03/25 at 3:14pm revealed:

-An order was originally received for Resident
#5's Sertraline 100mg on 09/30/22, to take one
tablet every day for mood.

-Sertraline 100mg was dispensed for Resident#5
on 07/24/25, 08/21/25, and 09/18/25, for a
quantity of 28 tablets each time for a 28-day
supply to take one tablet every day for mood.

Interview with the facilty's contracted primary care
provider (PCP) on 10/03/25 at 10:55am revealed:
-Sertraline was prescribed for Resident #5 by his
behavioral health provider for anxiety.

-Missed doses of sertraline could result in
Resident #5 having increased anxiety.

interview with Resident #5's behavioral health
provider on 10/03/25 at 4:06pm revealed:
-Bertraline was prescribed for Resident #5 for
anxiety.

-Resident #5's anxiety had been stable, and she
was not concerned about an occasionally missed
dose of sertraline.

Refer to interview with a medication aide (MA) on
10/02/25 at 4:20pm.

Refer to interview with a second medication aide
(MA) on 10/03/25 at 4:20pm.

Refer to interview with the Resident Care
Coordinator (RCC) on 10/03/25 at 5:36pm.

Refer to inferview with the Special Care
Coordinator {SCC) on 10/03/25 at 8:33pm.
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Refer ta interview with the Administrator on
10/03/25 at 7:40pm.

Refer to second interview with the facility's
contracted primary care provider {(PCP) on
10/03/25 at 11:18am.

m. Review of Resident #5's signed physician's
order sheet dated 07/14/25 revealed an order for
trazodone (a medication used to treat depression
and insomnia) 50mg, take a half tablet (26mg} at
bedtime for sleep/depression.

Review of Resident #5's August 2025 electronic
medication administration record (eMAR)
revealed:

~There was an entry for trazodone 50mg, take a S A ’
i e Medication Aide running the Variance

alftabler (25r.ng) ahbadiimeitor . Exceptions Reporis will catch the Med Omission

sleep/depression, scheduled at 7:00pm. The Med Alde follow facility protocol on these

-Trazodone 25mg was documented as not Reports.
administered at 7:00pm on 08/22/25, with the
exception documented as “resident asleep”.

Review of Resident#5's September 2025 eMAR
revealed;

-There was an entry for trazodone 50mg, take a
half tablet (25mg} at bedtime for
sleepfdepression, scheduled at 7:00pm.
-Trazodone 25mg was documented as not
administered at 7:00pm on 09/23/25, with the
exception documented as "awaiting RX/MD prior
auth”.

~Trazodone 25mg was documented as not
administered ai 7:00pm on 09/24/25, with the
exception documented as “awaiting RX/MD prior
auth”.

Telephone interview with a pharmacist from the
facility's contracted pharmacy providar on
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10/03/25 at 3:14pm revealed:

-An order was originally received for Resident
#5's frazadone 50mg on 09/30/22, to take one
half tablet (25mg) at bedtime for
sleep/depression.

-Trazodone 50mg was dispensed for Resident #5
on 07/24/25, 08/21/25, and 09/18/25, fora
quantity of 14 tablets each time for a 28-day
supply o take one half tablet at bedtime for
sleep/depression.

Interview with the facility's contracted primary
care provider (PCP) on 10/03/25 at 10:55am
revealed:

~Trazodone was prescribed for Resident #5 by his
behavioral health provider for insomnia.

-Missed doses of trazadone could affect Resident
#5's sleep pattern.

Telephong interview with Resident #5's behavioral
health provider on 10/03/25 at 4:06pm revealed:
-Resident #5 was prescribed a very low dose of
trazodone for insomnia.

-Missed doses of trazodone could cause resident
to have trouble sleeping.

Refer to interview with a medication aide {(MA) on
10/02/25 at 4:20pm.

Refer to interview with a second medication aide
{MA) on 10/03/25 at 4:20pm.

Refer to interview with the Resident Care
Coordinator (RCC) on 10/03/25 at 5:38pm.

Refer to interview with the Special Care
Coordinator (SCC) on 10/03/25 at 6:33pm.

Referto interview with the Administrator on
10/03/25 at 7:40pm.
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Refer to second interview with the facility's
contracted primary care provider (PCP) on
10/03/25 at 11:18am.

n. Review of Resident #5's signed physician's
order sheet dated 07/14/25 revealed an order for
ziprasidone {an anti-psychotic medication used o
treat schizophrenia and bi-polar disorder) 40mg,
take one capsule twice daily with meals.

Review of Resident #5's August 2025 electronic
medication administration record {eMAR)
revealed:

-There was an entry for ziprasidone 40mg take
one tablet twice daily with meals, scheduled at
7:00am and 7:00pm.

~Ziprasidone 40mg was documented as not
administered at 7:00am on 08/03/25, with the
exception documented as “resident asleep”.
Ziprasidone 40mg was documented as not
administered at 7;00pm on 08/22/25, with the
exceplion documented as "resident asleep”.

Review of Resident #5's September 2025 eMAR
revealed:

~-There was an entry for ziprasidong 40mg take
one tablet twice daily with meals, scheduled at
7:00am and 7:00pm.

-Ziprasidone 40mg was documented as not
administered at 7:00am on 09/02/25, with the
exception documented as "resident asleep”.

Telephone interview with a pharmacist from the
facility's contracted pharmacy provider on
10/03/25 at 3:14pm revealed:;

-An order was received for Resident #5's
Ziprasidone 40mg on 05/07/25, to take one tablet
twice daily with meals.

-Ziprasidone 40mg was dispensed for Resident
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#5 on 07/24/25, 08/21/25, and 09/18/25, for a
quantity of 56 tablets each time for a 28-day
supply, to take one tablet twice daily with meals.

Interview with the facility's contracted primary
care provider {PCP) on 10/03/25 at 10:55am
revealed ziprasidone 40mg was prescribed for
Resident #5 by his behavioral health provider.

Telephone interview with Resident #5's behavioral
health provider on 10/03/25 at 4:06pm revealed:
-Ziprasidone was preseribed for Resident #5 for
schizophrenia.

-Resident#5's schizophrenia was well controlled
with the ziprasidone.

-She knew occasionally Resident #5 like to "play
possum" and pretend he was asleep.

-She expected the MAs to circle back to
administer medications to the residents if they
were asleep, unavailable during the medication
pass, or refused medicafions.

Refer to interview with a medication aide (MA}) on
10/02/25 at 4:20pm.

Refer to interview with a second medication aide
{MA) on 10/03/25 at 4:20pm.

Refer to interview with the Resident Care
Coordinator (RCC) on 10/03/25 at 5:36pm.

Refer to interview with the Special Care
Coordinator (SCC) on 10/03/25 at 6:33pm.

Refer to interview with the Administrator on
10/03/25 at 7:40pm.

Refer to second interview with the facility's
contracted primary care provider (PCP) on
10/03/25 at 11:18am.
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interview with the Resident Care Coordinator
(RCC) on 10/03/25 &t 5:36pm revealed:

-If a resident was asleep or refused their
medications, the MAs were to make three
attempts to administer their medications before
documenting on the eMAR that a medication was
not administered and disposing of the medication.
-An exception should always be documented on
the eMAR if medications were not administered.
-If a resident refused or missed two consecutive
doses of medication, their PCP was to be notified.
-If a medication was documented as not
administered due to "error on order” it meant they
were either waiting on the pharmacy to send the
medication or waiting on the provider to approve
or send a medication refill.

-The facility occasionally had internet issues and
that could have been why there were blanks on
the residents' eMARs.

-She, the SCC and the Administrator performed
eMAR audits monthly to make sure medications
were administered to the residents as ordered.
-She was not sure when an eMAR audit had last
been performed.

-Amedication cart audit consisted of making sure
the residents' medications were available and
removing expired or discontinued medications
from the medication cart.

Interview with the Special Care Coordinator
{SCC) on 10/03/25 at 6:33pm revealed:

-The MAs were to make three attempis to
administer a resident's medications during each
medication pass.

-Monthly eMAR audits were done to look
medications not administered or refused.

-She looked for pattemns such as refusal or
residents being asleep at the medication pass
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time so she could discuss with staff and the
resident's PCP if needed.

-She was not sure when the last eMAR audit was.

-There should never be blanks or holes on the
residents' eMARs.

-There should always be an exception as to why
medications were not administerad.

-The MAs could request refills or the MAs let her
or the RCC know if medication refills were
needed.

-When a medication order was received fora
resident, it was sent to the pharmacy and ifthe
medication did not arrive within 24 hours she
contacted the pharmacy.

Interview with the Administrator on 10/03/25 at
7:40pm revealed:

-If a medication was not available on the
medication cart for a resident, she expected staff
to immediately notify the pharmacy.

-She expected medications to be re-ordered
before a resident ran out of medication.

-If a resident refused medications or was aslesp
during the medication pass, the MAs were {0
make 3 attempts to administer the medications to
the resident.

-She expected medicafions to be administered to
the residents as ordered and there should never
be blanks or gaps on the eMARs.

-The RCC and SCC performed monthly eMAR
audits, [ooking for refusals or blanks on the
eMARs,

-The RCC and SCC were responisible for monthly
medication cart audits to make the residents
medications were available for administration as
ordered.

Second interview with the facility's contracted
primary care provider on 10/03/25 at 11:18am
revealed:
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-If a resident was asleep at the time of the
medication pass, she expected the MA to cycle
back to the resident to administer their
medications.

-Medications could be administered to the
residents up to one hour before or after the
scheduled dose.

-Also, if thera continued to be an issue with the
resident's sleep schedule and the medication
pass, the MAs should notify her so she could
censider changing the scheduled dose time,

3. Review of Resident #1's current FL-2 dated
01/26/25 revealed diagnoses included vascular
dementia and schizophrenia.

a. Review of Resident #1's current FL-2 dated
01/26/25 revealed there was an order for
Divalproex 250mg DR (used to treat mood
instability} at bedtime.

Review of Resident #1's August 2025 electronic
medication administration record (eMAR)
revealed:

-There was an entry for Divalproex 250mg DR at
bedtime scheduled at 9:00pm.

-Divalproex 250mg DR was documented as
administered at 9:00pm 08/01/25 to 08/10/25,
08/12/25 to 08/15/25 and 08/17/25 to 08/31/25.
-Divalproex 250mg DR was not documented as
administered on 08/11/25 and 08/16/25, with the
spaces for documentation on those dates left
blank.

Review of Resident#1's September 2025 eMAR
revealed:

-There was an entry for Divalproex 250mg DR at
bedtime scheduled at 9:00pm.

-Divalproex 250mg DR was documented as
administered at 9:00pm 09/01/25 to 09/12/25,
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09/14/25 to 09/25/25, and 09/27/25 to 09/30/25.
-Divalproex 250mg DR was documented as not
administered on 09/13/25 and 09/26/25 with the
exception documented as "resident asleep".

Observation of Resident#1's medications on
hand on 10/03/25 at 3:20pm revealed:

-There was a bubble pack of Divalproex 250mg
DR dispensed on 09/25/25 with a quantity of 28.
-There were 21 pills remaining.

Interview with a phamnacist at the facility
contracted pharmacy on 10/03/26 at4:02pm
revealed:

-Resident #1's medications were on cycle refill.
~The medication had muitiple indications, but the
indications were not listed on the orders.
-Occasionally missing the medications would not
have had an effect but without knowing Resident
#1, she could not say what effect missing the
medication would have had on the resident.
-Divalproex 250mg DR was dispensed on
07/24/25 for a 28-day supply and delivered to the
facility on 07/29/25,

-Divalproex 250mg DR was dispensed on
08/21/25 for a 28-day supply and delivered to the
facility on 08/26/25.

-Divalproex 250mg DR was dispensed on
09/18/25 for a 28-day supply and delivered to the
facility on 09/23/25.

Interview with the facility's contracted mental
health provider on 10/03/25 at 4:26pm revealed
she prescribed Divalproex for mood instability
secondary to dementia and major depressive

disorder.

b. Review of Resident #1's current FL-2 dated
01/26/25 revealed there was an order for
Donepezil 10mg (used io treat dementia) at
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bedtime.

Review of Resident #1's August 2025 medication
administration record (MAR) revealed:

-There was an entry for Donepezil 10mg at
bedtime scheduled at 8:00pm.

-Donepezil 10myg was documented as
administered at 9;00pm 08/01/25 to 08/10/25,
08/12/25 to 08/15/25 and 08/17/25 to 08/31/25.
-Daonepezil 10mg was not documented as
administered on 08/11/25 and 08/16/25, with the
spaces for documentation on those dates leit
blank.

Review of Resident #1's September 2025 eMAR
revealed:

-There was an entry for Donepezil 10mg at
bedtime scheduled at 9:00pm.

-Donepezil 10mg was documented as
administered at 9:00pm 09/01/25 to 09/12/25,
09/14/25 to 09/25/25, and 09/27/25 to 09/30/25.
-Donepezil 10mg was documented as not
administered an 09/13/25 and 09/26/25 with the
exception documented as "resident asleep".

Observation of Resident #1's medications on
hand on 10/03/25 at 3:20pm revealed;
-There was a bubble pack of Donepezil
dispensed on 09/25/25 with a quantity of 28.
-There were 21 pills remaining.

Interview with a pharmacist at the facility
contracted pharmacy on 10/03/25 at 4:02pm
revealed:

-Resident #1's medications were on cycle refill.
-The medication had multiple indications, bui the
indications were not listed on the orders.
-Ccceasionally missing the medications would not
have had an effect but without knowing Resident
#1, she could not say what effect missing the
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medication would have had on the resident.
-Donepezil 10mg at bedtime was dispensed on
07/24/25 for a 28-day supply and delivered fo the
facility on 07/28/25.

-Donepezil was dispensed on 08/21/25 for a
28-day supply and delivered to the facility on
08/26/25.

-Donepezil 10mg was dispensed on 09/18/25 for
a 28-day supply and delivered to the facility on
09/23/25.

Intervisw with the facility's contracted mental
health provider on 10/03/25 at 4:26pm revealed:
-She prescribed Donepezil for dementia.

-She was not concerned about Resident #1
missing Donepezil because the medication built
up in the system and did not just leave the
system after missed doses.

¢. Review of Resident #1's current FL-2 dated
01/26/25 revealed there was an order for Lexapro
5mg (used to treat depression and anxiety} daily.

Review of Resident #1's August 2025 eMAR
revealed:

-There was an entry for Lexapro 10mg daily
scheduled at 9:00am.

-Lexapro 5mg was documented as administered
at 0:00am 08/01/25 to 08/12/25 and 08/14/25 to
08/31/25.

-Lexapro 5mg was documented as not
administered on 08/13/25 and 08/16/25, with the
exception documented as "resident asleep”.

Review of Resident #1's September 2025 eMAR
revealed:

-There was an entry for Lexapro 10mg daily
scheduled at 9:00am.

-Lexapro 5mg was documented as administered
at 9:00pm 08/01/25 to 09/23/25, 09/25/25 fo
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08/26/25, and 09/28/25 to 09/30/25.

-Lexapro Smg was documented as not
administered on 09/24/25 and 09/27/25 with the
exception documented as "resident asleep”.

Observation of Resident #1's medications on
hand on 10/03/25 at 3:20pm revealed:
-There was a bubble pack of Donepezil
dispensed on 09/25/25 with a quantity of 28.
-There were 21 pills remaining.

Interview with a pharmacist at the facility
cantracted pharmacy on 10/03/25 at 4:02pm
revealed:

-Resident #1's medications were on cycle refill.
-The medication had multiple indications, but the
indications were not listed on the orders.
-Occasionally missing the medications would not
have had an effect but without knowing Resident
#1, she could not say what effect missing the
medication would have had on the resident.
~Lexapro Smg was dispensed on 07/24/25 fora
28-day supply and delivered to the facility on
07729425,

-Lexapro was dispensed on 08/21/25 for a 28-day
supply and delivered to the facility on 08/26/25.
-Lexapro was dispensed on 09/18/25 for a 26-day
supply and delivered to the facility on 09/23/25.

Interview with the facility's contracted mental
health provider on 10/03/25 at 4.26pm revealed
she prescribed Lexapro for major depression and
anxiety due to dementia.

d. Review of Resident #1's current FL-2 dated
(01/26/25 revealed there was an order for Vitamin
B12 1000mcg (used as a vitamin B12
supplement) daily.

Review of Resident #1's August 2025 eMAR
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revealed:

-There was an entry for Vitamin B12 1000mcg
daily scheduled at 3:00am.

“Vitamin B12 1000mcg was documented as
administered at 9:00am 08/01/25 to 08/12/25 and
08/14/25 to 08/31/25.

-Vitamin B12 1000mcg was not documented as
administered on 08/13/25 with the exception
documented as "resident asleep”.

Review of Resident#1's September 20256 eMAR
revealed:

-There was an entry for Vitamin B12 1000mcg
daily scheduled at 9:00pm.

“Vitamin B12 1000mcg was documented as
administered at 8:00am 08/01/25 to 09/23/25,
00/25/25 to 09/26/25, and 09/28/25 to 09/30/25.
-Vitamin B12 1000mcg was documented as not
administered on 09/24/25 and 09/27/25, with the
exception documented as "resident asleep”.

Observation of Resident #1's medications on
hand on 10/03/25 at 3:20pm revealed:

-There was a bubble pack of Vitamin B12
1000meg dispensed on 09/25/25 with a quantity
of 28.

-There were 21 pills remaining.

Interview with a pharmacist at the facility
contracted pharmacy on 10/03/25 at 4:02pm
revealed:

-Resident #1's medications were on cycle refill.
-Vitamin B12 was an over the counter {OTC)
supplemental vitamin.

-Occasionally missing the medications would not
have had an effect but without knowing Resident
#1, she could not say what effect missing the
medication would have had on the resident.
-Vitamin B12 1000meg daily was dispensed on
07/24{25 for a 28-day supply and delivered to the
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facility on 07/29/25,

-Vitamin B12 1000mcg was dispensed on
08/21/25 for a 28-day supply and delivered to the
facility on 08/26/25,

<Vitamin B12 1000mcg was dispensed on
09/18/25 for a 28-day supply and delivered to the
facility on 09/23/25,

Interview with the facility's coniracted primary
care provider {(PCP)} on 10/03/25 at 10:55am and
11:38am revealed:

-She prescribed Vitamin B12 as a supplement for
Vitamin deficiency.

-Missing doses of Vitamin B12 could have
messed up the levels and interfered with her
decision on whether o increase, decrease or stop
the medication.

e. Review of Resident #1's current FL-2 dated
01/26/25 revealed there was an order for Vitamin
D3 20001U (80mcyg) (used as a vitamin D3
supplement) take 2 daily.

Review of Resident #1's August 2025 eMAR
revealed:

-There was an entry for Vitamin D3 2000I1U
(50mcg) take 2 tablets daily scheduled at 9:00am.
-Vitamin D3 20001U {(50mcg) was documented as
administered at 9:00am 08/01/25 to 08/12/25 and
08/14/25 to 08/31/25.

-Vitamin D3 20001U (50mcg) was not
documented as administered on 08/13/25 with
the exception documented as "resident asleep”.

Review of Resident #1's September 2025 eMAR
revealed:

-There was an entry for Vitamin D3 20001U
{50mca) take 2 tablets daily scheduled at 9:00am.
“Vitamin D3 20001U (50mcg) was documented as
administered at 9:00am 09/01/25 to 09/23/25,

Division of Health Service Regulation

STATEFORM

£ UIN114 If continuation sheel 59 of 112




PRINTED: 10/17/2025

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
HAL046020 BalliNG 10/03/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
240 SOUTH EARLEY STATION ROAD
AHOSKIE ASSISTED LIVING
AHOSKIE, NC 27810
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
D 358| Continued From page 59 D 358

09/25/25 to 09/26/25, and 08/28/25 to 09/30/25.
“Vitamin D3 2000IU {50mcg) was documented as
not administered on 09/24/25 and 09/27/25, with
the exception documented as "resident asleep”.

Observation of Resident #1's medications on
hand on 10/03/25 at 3:20pm revealed:

-There was & bubble pack of Vitamin D3 20001U
(50meg) dispensed on 09/25/25 with a quantity of
56.

-There were 42 pills remaining.

Interview with a phamacist at the facility
contracted pharmacy on 10/03/28 at 4:02pm
revealed:

-Resident #1's medications were on cycle refill.
-Vitamin D3 was an over the counter (OTC)
supplemental vitamin.

-Occasionally missing the medications would not
have had an sffect but without knowing Resident
#1, she could not say what effect missing the
medication would have had on the resident.
~Vitamin D3 20001U (50mcg) 2 tablefs daily were
dispensed on 07/24/25 for 56 tablets and
delivered to the facility on 07/29/25.

-Vitamin D3 20001U (50mcg) was dispensed on
08/21/25 for 56 tablets and delivered to the facility
on 08/26/25.

-Vitamin D3 20001U (50mcg) was dispensed on
(00/18/25 for 56 tablets and delivered to the facility
on 09/23/25.

Interview with the facility's contracted primary
care provider (PCP) on 10/03/25 at 10:55am and
11:38am revealed:

-She prescribed Vitamin D3 as a suppltement for
Vitamin deficiency.

-Missing doses of Vitamin D3 could have messed
up the levels and interfered with her decision on
whether to Increase, decrease or stop the
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medication.

f. Review of Resident #1's record revealed there
was an order dated 02/26/25 for Mirtazapine
30mg (used to treat mood disorder and appetite)
at bedtime.

Review of Resident #1's August 2025 eMAR
revealed:

-There was an entry for Mirtazapine 30mg at
bedtime scheduled at 9:00pm.

-Mirtazapine 30mg was documented as
administered at 9:00pm 08/01/25 to 08/10/25,
08/12/25 to 08/15/25, and 08/17/25 to 08/31/25.
-Mirtazapine 30mg was not documented as
administered on 08/11/25 and 08/16/25, with the
spaces for documentation on those dates left
blank,

Review of Resident #1's Sepfember 2025 eMAR
revealed:

-There was an entry for Mirtazapine 30mg at
bedtime scheduled at 2:00pm.

-Mirtazapine 30mg was documented as
administered at 8:00pm 09/01/25 to 09/12/25,
09/14/25 to 09/25/25, and 09/27/25 to 09/30/25.
-Mirtazapine 30mg was not documented as
administered on 09/13/25 and 09/26/25, with the
exception documented as "resident asleep”.

Observation of Resident#1's medications on
hand on 10/03/25 at 3:20pm revealed:

-There was a bubble pack of Mirtazapine 30mg
dispensed on 09/25/25 with a quantity of 28,
-There were 21 pills remaining.

Interview with a phammacist at the facility
contracted pharmacy on 10/03/25 at 4:02pm
revealed:

-Resident #1's medications were on cycle refill.
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The medication had multiple indications, buf the
indications were not listed on the arder.
-Oecasionally missing the medications would not
have had an effect but without knowing Resident
#1, she could not say what effect missing the
medication would have had on the resident.
-Mirtazapine 30mg at bedtime was dispensed on
07/24(25 for a 28-day supply and delivered to the
facility on 07/28/25.

-Mirtazapine 30mg was dispensed on 08/21/25
for & 28-day supply and delivered to the facility on
08/26/25,

-Mirtazapine 30mg was dispensed on 09/18/25
for a 28-day supply and delivered fo the facllity on
09/23/25,

Interview with the facility's contracted mental
health provider on 10/03/25 at 4:26pm revealed:
-She prescribed Mirtazapine for depression,
insomnia and an appetite stimulant.

-She was not concerned about Resident #1
missing the Mirtazapine because she sundowned
and waking her up to give her a medication that
was prescribed to help her sleep did not make
sense.

g. Review of Resident#1's record revealed there
was an order dated 08/13/25 for Lorazepam
0.5mg (used to treat anxiety) 3 times daily.

Review of Resident #1's August 2025 eMAR
revealed:

~There was an entry for Lorazepam 0.5mg 3
times a day scheduled at 8:00am, 2:00pm and
8:00pm,

-Lorazepam 0.5mg was documented as
administered at 8:00am 08/14/25 to 08/31/25.
-Lorazepam 0.5mg was documented as
administered at 2:00pm 08/14/25 1o 08/21/25,
08/23/25 to 08/26/25 and 08/28/25, 08/28/25 and
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0B/31/25.

-Lorazepam 0.5mg was documented as not
administered at 2:00pm on 08/22/25, with the
exception documented as "resident asleep”.
-Lorazepam 0.5mg was not documented as
administered at 2;00pm on 08/27/25, with the
space for documentation on this date having 2
dash marks (-} in the box,

-Lorazepam 0.5mg was not documented as
administered at 2:00pm on 08/30/25, with the
space for documentation on this date left blank.
-Lorazepam 0.5mg was documented as
administered at 8:00pm 08/14/25 to 08/15/25 and
08/17/25 to 08/31/25.

-L.orazepam 0.5mg was not documented as
administered at 8:00pm on 08/16/25, with the
space for documentation on this date left blank.

Review of Resident#1's September 2025 eMAR
revealed:

-There was an entry for Lorazepam 0.5mg 3
times a day scheduled at 8:00am, 2:00pm and
8:00pm.

-Lorazepam 0.5mg was documented as
administered at 8:00am 08/01/25 to 09/23/25,
09/25/25 to 09/26/25, and 09/29/25 to 09/30/25.
-Lorazepam 0.5mg was not documented as
administered at 2:00pm on 09/24/25, 09/27/25
and 09/28/25, with the exception documented as
"resident asleep”.

-Lorazepam 0.5mg was documented as
administered at 2:00pm 09/01/25 to 09/14/25,
09/16/25 to 09/24/25, 09/26/25 and 09/28/25 to
09/30/25.

-Lorazepam 0.5mg was documented as not
administered at 2:00pm on 09/15/25 and
09/25/25, with the exception documented as
"resident asleep".

-Lorazepam 0.5mg was not documented as
administered at 2:00pm on 09/27/25, with the
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space for documentation on this date left blank,.
-Lorazepam 0.5mg was documented as
administered at 8;:00pm 02/01/25 to 09/12/25,
09/14/25 o 09/25/25, and 09/27/25 to 09/30/25,
-Lorazepam 0.5mg was documented as not
administered at 8:00pm on 09/13/25 and
09/28/25, with the exception documented as
"resident asleep”.

Observation of Resident #1's medications on
hand on 10/03/25 at 3;20pm revealed:

-There was a bubble pack of Lorazepam 0.5mg
dispensed on 09/10/25 with a quantity of 90 total
{3 bubble packs of 30).

-There were 2 bubble packs remaining.

-There were 11 of 30 tablets remaining in the first
bubble pack and 30 of 30 tablets remaining in the
second bubble pack.

Review of the controlled substance log for
Resident #1's Lorazepam 0.5mg tablets on
10/03/25 at 3:20pm revealed there was a quantity
of 41 tablets remaining.

h. Review of a progress note dated 06/07/25
revealed there was an order for Memantine HCL
10mg (used to treat dementia) daily.

Review of Resident #1's August 2025 eMAR
revealed;

-There was an entry for Memantine HCL 10mg
every 12 hours scheduled at 9:00am and 9:00pm.
-Memantine HCL 10mg was documented as
administered at 9:00am 08/01/25 to 08/12/25 and
08/14/25 to 08/31/25.

-Memanting HCL 10mg was documented as not
administered on 08/13/25, with the exception
documented as "resident asleep”.

~Memantine HCL 10mg was documented as
adminisiered at 8;00pm 08/01/25 to 08/10/25,
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08/12/25 to 08/15/25, and 08/17/25 to 08/31/25.
-Memantine HCL 10mg was not documented as
administered on 08/11/25 and 08/16/25, with the
spaces for documentation on those dates left
blank,

Review of Resident#1's September 2025 eMAR
revealed:
~There was an entry for Memantine HCL 10mg

avery 12 hours scheduled at 9:00am and 9:00pm.

-Memantine HCL -10mg was documented as
administered at 9:00am 09/01/25 to 02/09/25,
09/11/25 to 09/23/25, 09/25/25 to 09/26/25 and
09/28/25 to 09/30/25.

-Memantine HCL 10mg was not documented as
administered on 09/10/25 at 9:00am, with the
space for documentation on that date left blank.
-Memantine HCL 10mg was documented as not
administered on 09/24/25 and 09/27/25 at
9:00am, with the exception documented as
"resident asleep”.

-Memantine HCL 10mg was documented as
administered at 9;00pm 08/01/25 to 09/12/25,
09/14/25 to 09/25/25, and 09/27/25 to 09/30/25.
-Memantine HCL 10mg was not documented as
administered on 09/13/25 and 09/26/25, with the
exception documented as "resident asleep”.

Obsarvation of Resident #1's medications on
hand on 10/03/25 at 3:20pm revealed:

-There was a bubble pack of Memantine HCL
10mg dispensed on 09/25/25 with a quantity of
&6,

-There were 14 pills remaining on pack 1 of 2.

Interview with a pharmacist at the facility
contracted pharmacy on 10/03/25 at4:02pm
revealed:

-Resident #1's medications were on cyele refill.
The medication had muitiple indications, butthe
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indications were not listed on the order.
-Occasionally missing the medications would not
have had an effect but without knowing Resident
#1, she could not say what effect missing the
medication would have had on the resident.
-Memantine 10mg every 12 hours was dispensed
oh 07/24/25 for 56 tablets and delivered to the
facility on 07/29/25.

-Memantine 10mg was dispensed on 08/21/25 for
56 tablets and delivered to the facility on
08126125,

-Memantine 10mg was dispensed on 09/18/25 for
56 tablets and delivered to the facility on
09/23/25.

Interview with the facility's contracted mental
health provider on 10/03/25 at 4:26pm revealed:
-She prescribed Memantine for dementia.

-She was not concerned about Resident #1
missing Memantine because the medication built
up in the system and did not just leave the
system after missed doses,

Interview with the Resident Care Coordinator
(RCC) on 10/03/25 at 5:03pm revealed blank
spaces on the eMAR meant tha medication was
not administered or the MA did not document that
the medication was administered.

Interview with the Special Care Coordinator
{SCC) on 10/03/25 at 5:03pm revealed:

<When administering medication, the medication
aide (MA) was supposed fo look at the
medication and compare the label to the eMAR,
scan the madication, administer the medication fo
the resident and document that the medication
was administered.

-if a medication was not administered, the MA
was supposed to choose a reason that the
medication was not administered from the
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drop-down ment in the exceptions section ofthe
eMAR.

-She was not aware of the blank spaces and
missed medications due o Resident#1 being
asleep.

-There should not have been any blank spaces
on the eMAR.

-Circled initiais on the eMAR meant the
medication was not administered and there
should have heen an exception documented as to
why the medication was not administered.

-She was unsure what the 2 dash marks ()
meant on the eMAR, ;

-By the time the MA decumented a medication as
not administered due to residents being asleep,
the MA should have tried to administer the
medication 3 times.

-The MAs did not document their 3 attempts to
administer medication to residents anywhere.
-The PCP was supposed to be nofified after
medication was not administered 2 consecutive
times.

-Prior to 09/30/25, shift reports were completed
by the supervisor for each shift and keptina
binder at the Nurse's station.

-There was a section on the shift report titled
"Additional information” where the supervisor
documented any medication that was not
administered due to the resident being asleep or
any reason why the medication was not
administered.

-As of 09/30/25, the shift report was given to the
SCC each night.

Interview with the Administrator on 10/03/25 at
6:10pm revealed she was not aware of the
missed medications for Resident #1.

Interview with the facility's contracted mental
heaith provider on 10/03/25 at 4:26pm revealed:
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-She was aware Resident #1 missed
medications.

-Staff discussed Resident #1 missing medications
due to her being asleep when the medication was
due to be administered.

-Resident #1 went from agitated to fighting to
sleeping and then staif not being able to wake her
up to administer medication.

It was best to let Resident #1 sleep if she was
already sleeping when it was time to administer
medication because if staff woke the resident,
she would have been up trying to walk.
-Resident#1 had behaviors of pinching and
slapping others.

-Resident#1's dementia progressed significantty
in the past 2 months (August 2025 and
September 2025).

-Resident #1 would get so agitated that her gait
would become very unsteady

-Missing a couple of doses of the medications
prescribed was not detrimental to Resident#1.
-Missing the medications prescribed did not have
an effect on Resident #1's behaviors because of
the half-life of the medications.

-Resident#1 had an as needed medication for
administration if she missed scheduled
medications and woke up agitated.

-In general, she expected medications to be
administered as ordered unless there was an
acute circumstance.

-She expected to be contacted if a resident
consistently missed medications (2 to 3 doses).
-She did not expect to be contacted when
sporadic doses of medication were missed.
-Missed medications had nothing to do with
Resident #1's behavior.

Interview with the facility’s contracted primary
care provider (PCP) on 10/03/25 at 10:55am and
11:38am revealed:
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-She was not aware medications had been
documented as not administered due to the
resident being asleep or had blank spaces on the
MAR.

-She was unsure why the medications had not
been documented as not administered.

-She expected medication orders to be followed
by the facility.

-Divalproex, Lexapro, Mirtazapine, Memantine,
Lorazepam and Donepezil were prescribed by
Resident #1's mental health provider.

-The blank spaces on the MAR for Memantine
and Donepezil meant Resident #1 was not kept
on a regular levs| of the medication which did not
help her dementia.

-Not administering mental health medications
could have created anxiety and behaviors in
Resident #1.

-Resident #1 had wandering behaviors.

~She received a lof of reports of falls and
behaviors for Resident #1.

-Missing Mirtazapine, Lorazepam, Lexapro,
Memantine, Divalproex and Donepezil could have
contributed to Resident #1's falls, behaviors and
wandering but she couldn't say for sure.

Based on observations, interviews, and record
reviews, Resident #1 was not interviewable.

Refer to interview with a medication aide {MA) on
10/02/25 at 4:20pm.

Refer to interview with the Resident Care
Coordinator (RCC)on 10/03/25 at 5:36pm.

Refer to interview with the Special Care
Coordinator (SCC) on 10/03/25 at 8:33pm.

Refer to interview with the Administrator on
10/03/25 at 7:40pm.
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Refer to second interview with the primary care
provider (PCP) on 10/03/25 at 11:18am.

4, Review of Resident #4's current FL-2 dated
08/19/25 revealed:

-Diagnoses included insulin dependant diabetes
type Il and right below the knee amputation
(BKA).

-She was semi-ambulatory with a wheelchair.
-She was admitted to the facility on 08/19/25.

Review of Resident #4's nursing note dated
08/19/25 revealed she was admitted that night as
an emergency admission from local county
Department of Social Services.

Review of Resident#4's provider progress note
dated 09/22/25 revealed:

-Resident#4 was diagnosed with a urinary tract
infection (UTI).

~Levaruin 500mg was to the administered daily
for 10 days.

Review of Resident #4's electranic medication
administration record (eMAR) for September
2025 revealed there was no enfry for Levaguin
500mg to be administered.

Review of Resident #4's eMAR for October 2025
revesaled:

~There was an electronic entry for Levaquin
500mg to be administered daily for 10 days and
scheduled for 7:00am.

-There was documentation the order was writien
on 09/22/25 and the stop date was 10/10/25.
-There was documentation Levaguin 500mg was
administered on 10/01/25 through 10/03/25.

Observation of Resident #4's medications on
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hand for administration on 10/02/25 at 3:43pm
revealed:

~There was a dispensing card labeled Levaquin
500mg with instructions to take every day for 10
days.

-The label documented that 10 tablets were
dispensed on 09/30/25.

-There were 8 doses remaining.

Interview with Resident #4 on 10/02/25 at &:47pm
revealed:

-She had a UTI a few weeks prior with pain in her
groin area, (date unknown)

-She just receivad the first dose of antibiotic on
10/01/25 but should have almost finished the
course of antibiotics by that point in time.

-She continued to experienced almost constant
pain.

-She rated the pain in her groin a 7 on an scale
from 1-10.

-She did not experience increased urinary
frequency and her sleep was not disrupted due to
the UTL.

Telephone interview with the pharmacist for the
facility's contracted pharmacy on 10/03/25 at
3:47pm revealed:

-Resident #4 was ordered Levaquin 500mg daily
for 10 days on 09/22/25.

-The pharmacy dispensed 10 tablets for a 10 day
supply on 09/30/25.

-She did not know why there was a delay in
dispensing the Levaquin for Resident #4.

Telephone interview with a second pharmacist on
10/03/25 at 4:.59pm revealed:

-Resident#4's Levaquin order was faxed to the
pharmacy on 09/29/25 at 9:23pm.

-Pharmacy cut off time for same day dispensing
was 5:00pm so the medication was not filled until
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the nextday.

interview with Resident #4's primary care provider
(PCP) on 10/03/25 at 3:05pm revealed:
-Resident #4 was ordered Levaquin to treata UTI
during which she experienced increased '
confusion and painful urination.

-The antibiotic should have started at least by the
day after it was ordered.

-She was not aware Levaquin was not started
until 10/01/25 after the order was written on
09/22/25,

-She would have expected the medication to be
obtained from a back up pharmacy if it was not
able to be dispensed.

-Resident#4's UTI could have gotten worse
during the delay in treatment and lead to sepsis.
-Sepsis could lead to fever, lethargy,
encephalopathy and cause Resident #4 to require
IV antibiotics to treat the infection.

Interview with the Special Care Unit Coordinator
{SCC})on 10/03/25 at 6:00pm revealed:

-She was responsible for processing orders and
sending them to the pharmacy on 09/22/25,
-She had already returned to work from vacation
when the Resident #4's order for Levaquin came
in but it was in a stack of papers and other orders
she took to her home to process so it was sent to
the pharmacy late.

-Resident #4's UT| could have gotten worse due
to the delay in processing the order.

Interview with the Administrator on 10/03/25 at
5:43pm revealed:

-The SCC was responsible for processing orders.
-She was not aware there was a delay in starting

the course of Levaquin 500mg for Resident #4.
-Orders should be sent to the pharmacy as soon
as they are received so the medication could be

Division of Health Service Regulation
STATE FORM UIN141 If continuation sheet 72 of 112



PRINTED: 10/17/2025

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {(X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORREGCTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED
R
HAL046020 B. WING 10/03/2025
NAME OF PROVIDER OR SUFPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
240 SOUTH EARLEY STATION ROAD
AHOSKIE ASSISTED LIVING
AHOSKIE, NC 27910
X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACHCORRECTWE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATIGN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 358 Continued From page 72 D 358

dispensed and administered as ordered.

Refer to interview with a medication aide (MA) on
10/02/25 at 4:20pm.

Refer to interview with a second medication aide
(MA} on 10/03/25 at 4:20pm.

Refer to interview with the Resident Care
Coordinator {(RCC) on 10/03/25 at 5:36pm.

Refer to interview with the Special Care
Coordinator (SCC) on 10/03/25 at 06:33pm.

Refer to interview with the Administrator on
10/03/25 at 7:40pm.

Refer to second interview with the facility's
contracted primary care provider (PCP) on
10/03/25 at 11:18am.

5. Review of Resident #2's current FL-2 dated
03/26/25 revealed:

-Diagnoses included vascular dementia,
generalized anxiety and insomnia.

-There was an order for trazodone 50mg,
one-haif tablet (25mg) to be administered each
night.

Review of Resident#2's physician's order dated
08/27/25 revealed trazodone 26mg each night
was to be discontinued.

Review of Resident #2's electronic medication
administration record (eMAR) for August 2025
revealed:

-There was an electronic enfry for trazodone
50mg, one-half tablet (25mg) to be administered
each night at bedtime and scheduled for 8:00pm
with a start date of 11/11/24 and a stop date of
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08/27/25.

-There was documentation trazodone 50mg,
one-half tablet (25mg) was not administered on
(08/01/25 through 08/15/25 and on 08/17/25
threugh 08/27/25 hecause they were waiting on
prior authorization.

~There was no documentation trazodone was
administered on 08/16/25 with no documented
reason for the omission of administration.

Telephone interview with the pharmacist for the
facility's contracted pharmacy on 10/03/25 at
3:47pm revealed:

-A 28 day supply of Trazodone (14 tablets) was
last dispensed on 08/21/25 but was returned in
full.

-A 28 day supply of Trazodone (14 tablets) was
previously dispensed on 07/24/25 and was
returned in full.

-She was not sure why the medications were
returned to the pharmacy.

Telephone interview with a second pharmacist for
the facility's contracted pharmacy on 10/03/25 at
4:59pm revealed the dispensing card sent on
07/24/25 was to start on 07/31/25 but was
returned to the pharmacy in full but she did not
know why.

Telephone interview with Resident #2's mental
health provider on 10/03/25 at 4:04pm revealed:
-Resident #4 was prescribed trazodone to treat
insomnia due to dementia.

-She could see in the system that Resident #4
was not administed trazodone on July 31stand in
August because the pharmacy needed prior
authorization but they did not always
communicate well.

-Resident #2's sleep could have been disrupted
by trazodone not being administered as
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prescribed but she was notin danger of
withdrawal from the medication.

Interview with the Special Care Unit Coordinator
{SCC) on 10/03/25 at 6:00pm revealed:

-She found that Resident #2's frazodone had not
been administered during a quality review of the
chart. (date unknown}

-She was told by a medication aide that Resident
#2's medications had not come from pharmacy.
-She contacted the pharmacy for a refill and was
told it was too soon to refill the order in August
2025,

-She did not know trazodone had been returned
to the pharmacy or why it was sent back.

-There was no process in place for consistent
review of eMARS but planned to Implement one.

Refer to interview with a medication aide (MA) on
10/02/25 at 4:20pm.

Refer to interview with a second medication aide
{MA) on 10/03/25 at 4:20pm.

Refer to interview with the Resident Care
Coordinator (RCC) on 10/03/25 at 5:36pm.

Refer to interview with the Special Care
Ceordinator (SCC) on 10/03/25 at 06:33pm.

Refer to interview with the Administrator on
10/03/25 at 7:40pm.

Refer to second interview with the facllity's
contracted primary care provider (PCP) on
10/03/25 at 11:18am.

6. Review of Resident #3's current FL2 dated
04/16/25 revealed:
-Diagnoses included unspecified dementia,
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diabetes type 2, and hyperlipidemia.
-Her level of care was special care unit.

a. Review of Residenf #3's signed hospital
discharge summary dated 07/31/25 revealed an
order for benztropine {(benztropine is used to treat
movement disorders) 1mg, take one tablet twice
per day.

Review of Resident #3's August 2025 electronic
medication administration (eMAR) record
revealed:

-There was an entry for benztropine 1mg, take
one tablet twice per day scheduled at 8:00am and
8:00pm.

~Benztropine 1mg was documented as not
administered at 8;:00am on 08/11/25, with the
exception documented as "resident asleep”.
-Benztropine 1mg was not documented as
administered at 8:00pm on 08/11/25, with no
exception documented and the space for initials
on the eMAR was blank.

-Benztropine 1mg was not documented as
administered at 8:00pm on 08/16/25, with no
exception documented and the space for initials
on the eMAR was blank.

Review of Resident #3's September 2025 eMAR
revesled:

~There was an entry for benztropine 1mg, take
one tablet twice a day scheduled at 8:00am and
8:00pm.

-Benztropine 1mg was documented as not
administered at 8:00am on 09/15/25, with the
exception documented as "resident asleep.

Observation of Resident #3's medications on
hand on 10/02/25 at 4:20pm revealed:

-There were two bubble packs of benziropine
10mg dispensed on 09/25/25 each with 28 tablets
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for a quantity of 56 tablets.

-There were 13 benztropine 10mg tablets
remaining on pack 1 of 2 and 28 benztropine
10mg tablets remaining in pack 2 of 2.

Telephone interview with a pharmacist from the
facility's contracted pharmacy provider on
10/03/26 at 3:14pm revealed:

-An order was received for Resident #3 for
benztropine 1my, take one tablet twice a day on
07/31/25.

-Benztropine 1mg, was dispensed for Resident
#3 on 07/31/25, 08/21/25, and 09/18/25 for a
quantity of 56 tablets each time for a 28-day
supply, to take one tablet twice a day.

Interview with the facltity's contracted primary
care provider (PCP) on 10/03/26 at 10:55am
revealed benztropine 1mg was prescribed for
Resident#3 by behavioral health.

Telephone interview with Resident #3's behavioral
health provider on 10/03/25 at 3:48pm revealed:
-Benztropine was prescribed for Resident #3 for
tremors.

-Being without the benztropine could cause
Resident #3 to have an increase in tremors and
affect her swalfowing.

Refer to interview with a medication aide {MA) on
10/02/25 at 4:20pm.

Refer to interview with a second medication aide
(MiA) on 10/03/25 at 4:20pm.

Refer to interview with the Resident Care
Coordinator (RCC) on 10/03/25 at 5:36pm.

Refer o interview with the Special Care
Coordinator {(SCC) on 10/03/25 at 06:33pm.
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Refer to interview with the Administrator on
10/03/25 at 7:40pm.

Refer to second interview with the facility's
contracted primary care provider (PCP) on
10/03/25 at 11:18am.

b. Review of Resident #3's signed physiclans
order sheet dated 04/14/25 revealed there was
an order for carbamazepine (carbamazepine is
used to treat seizures) 100mg, take 2 tablets
{200mg) twice per day.

Review of Resident #3 August 2025 electronic
medication administration {eMAR) record
revealed:

~There was an entry for carbamazepine 100mg,
take 2 tablets twice a day scheduled at 8:00am
and 8:00pm.

-Carbamazepine 100mag, was documented as not
administered at 8;00am on 08/11/25 with the
exception documented as "resident asleep”.
-Carbamazepine 100mg was notdocumented as
administered at 8:00pm on 08/11/25 with no
exception documented and the space for initials
on the eMAR was blank.

-Carbamazepine 100mg was not documented as
administered at 8:00pm on 08/16/25 with no
exception documented and the space for initials
on the eMAR was blank.

Review of Resident #3's September 2025 eMAR
revealed:

-There was an entry for carbamazepine 100mg,
take 2 tablets twice a day scheduled at 8:00am
and 8:00pm.

-Carbamazeping 100mg was documented as not
administered at 8:00am on 09/15/25 with the
exception documented as "resident asleep".

Divisian of Health Service Regulation
STATE FORM 6299 UJN111 It continualion shest 78 of 112



PRINTED: 10/17/2025

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION (3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: & BIRGRG: COMPLETED
R
HAL046020 B.WING 10/03/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
240 SOUTH EARLEY STATION ROAD
AHOSKIE ASSISTED LIVING
AHOSKIE, NC 27910
X810 SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY EULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED T0 THE APPROFRIATE DATE
DEFICIENCY)
b 358 Continued From page 78 D 358

Telephone interview with a pharmacist from the
facility's contracted pharmacy provider on
10/03/25 at 3:14pm revealed:

-An order was received originally for Resident
#3's carbamazepine 100mg on 09/30/22, to take
2 tablets fwice a day.

-Carbamazepine 100mg, was dispensed for
Resident #3 on 07/24/25, 08/21/25, and 09/18/25
for a quantity of 112 tablets each time for 2
28-day supply, o take 2 tablets twice per day.

Interview with the faciity's contracted primary care
provider (PCP) on 10/03/26 at 10:55am revealed
carbamazepine 100mg was prescribed for
Resident #3 by behavioral health.

Telephone inferview with Resident #3's behavioral
health provider on 10/03/25 at 3:48pm revealed:
-Carbamazepine 100mg was prescribed for
Resident#3 for seizures.

-She was not overly concerned about sporadic
missed doses of the carbamazepine, but muitiple
missed doses could cause Resident #3's blood
level of carbamazepine to be below the
therapeutic range putiing her at risk for seizure
activity.

Refar to interview with a medication aide (MA) on
10/02/25 at 4:20pm.

Refer to interview with a second medication aide
{MA) on 10/03/25 at 4:20pm.

Refer to interview with the Resident Care
Coordinator (RCC) on 10/03/25 at 5:36pm.

Refer to interview with the Special Care
Coordinator (SCC) on 10/03/25 at 08:33pm.
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Refer to interview with the Administrator on
10/03/25 at 7:40pm.

Refer to second interview with the facility's
contracted primary care provider (PGP) on
10/03/25 at 11:18am.

¢. Review of Resident #3's signed physician's
orders dated 04/14/25 revealed an order for
clopidogrel (clopidogrel is an anti-platelet
medication used to prevent blood clots, which can
reduce the chance of heart attack and
stroke)75mg, take one tablet every day.

Review of Resident #3's August 2025 ejectronic
medication administration record (eMAR)
revealed:

-There was an entry for clopidogre! 75mg, take
one tablet every day scheduled at 8:00am.
-There was documentation that clopidogrel 75mg
was not administered at 8:00am on 08/11/25 with
the exception documented as "resident asleep”,

Review of Resident #3's September 2025 eMAR
revealed:

-There was an entry for clopidogrel 76mg, take
one tablet every day scheduled at 8:00am.
-Clopidogre! 75mg was documented as nat
administered at 8:00am on 09/15/25 with the
exceplion documented as "resident asleep”.

Observation of Resident#3's medications on
hand on 10/02/25 at 4:20pm revealed:

~There was a bubble pack of clopidogre! 76mg
tablets dispensed on 09/25/25 for a quantity of 28
tablels.

-There were 20 clopidogrel 75mg tablets
remaining in the pack.

Telephone interview with a pharmacist with the
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facility's contracted pharmacy on 10/03/25 at
3:14pm revealed:

-An order was originally received for Resident
#3's clopidogrel 75mg on 09/30/22 to take one
tablet every day.

-Clopidogrel 75mg was dispensed for Resident
#3 on 07/24/25, 08/21/25 and 08/18/25 for a
quantity of 28 tablets each time for a 28-day
supply to take one tablet every day.

Interview with the facility’s contracted primary
care provider {PGF) on 10/03/25 at 10:55am
revealed;

-Clopidogrel was a blood thinner.

-She prescribed clopidogrel for Resident #3 1o
help reduce the chance of a blood clot or stroke.
-Missed doses of clopidogrel could put Resident
#3 at risk for stroke or blood clots.

Referto intarview with 2 medication aide (MA) on
10/02/25 at 4:20pm.

Refer to interview with a second medication aide
(MA) on 10/03/25 at 4:20pm.

Refer to interview with the Resident Care
Coordinator (RCC) on 10/03/25 at 5;36pm.

Refer to interview with the Special Care
Coordinator (SCC) on 10/03/25 at 06:33pm.

Refer to interview with the Administrator on
10/03/25 at 7:40pm.

Refer to second interview with the facility's
contracted primary care provider (PCP) on
10/03/25 at 11:18am.

d. Review of Resident #3's signed physician's
order sheet dated 04/14/25 revealed an order for
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Vitamin D3 (Vitamin D3 is a supplement used to
support bone health) 2000 units, take one tablet
every day.

Review of Resident #3's August 2025 electronic
medication administration (EMAR) revealed:
-There was an entry for Vitamin D3 2000 units
take one capsule every day scheduled at 8:00am.
-Vitamin D3 was documented as not
administered at 8:00am on 08/11/25 with the
exception documented as "resident asleep”.

Review of Resident#3's September 2025 eMAR
revealed:

-There was an entry for Vitamin D3 2000 units
take one capsule every day scheduled af 8:00am.
-Vitamin D3 was documented as not
administered at 8:00am on 09/15/25 with the
exception documented as "resident asleep".

Telephone interview with a pharmagcist from the
facility's confracted pharmacy on 10/03/25 at
3:14pm revealed:

-An order was originally received for Resident
#3's Vitamin D3 2000 units on 09/30/22, to take
one capsule every day.

-Vitamin D3 2000 units was dispensed for
Resident#3 on 07/24/25, 08/21/25, and 09/18/25
for a quantity of 28 tablets each time for a 28-day
supply to take one capsule daily.

Interview with the facility's contracted primary
care provider (PCP) on 10/03/25 at 10:55am
revealed:

-She prescribed Vitamin D3 for Resident #3 for
low Vitamin D levels.

-Missing doses of Vitamin D3 could cause her
blood levels of Vitamin D3 to be low,

-Vitamin D3 supported bone health for Resident
#3 and helped to treat osteoporosis {low bone
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Refer to interview with a medication aide (MA) on
10/02/25 at 4:20pm.

Refer to interview with a second medication aide
(MA) on 10/03/25 at 4:20pm.

Refer to interview with the Resident Care
Coordinator (RCC) on 10/03/25 at 5:36pm.

Refer to interview with the Special Care
Coordinator {(SCC) on 10/03/25 at 06:33pm.

Refer to interview with the Administrator on
10/03/25 at 7:40pm.

Refer to second interview with the facility's
contracted primary care provider (PCP) on
10/03/25 at 11:18am.

. Review of Resident #3's signed physician's
order sheet dated 04/14/25 revealed an order for
docusate (docusate is a stool softener used for
constipation) sodlum 100mg, take one capsule
fwice a day.

Review of Resident #3's August 2025 slectronic
medication administration record (eMAR)
revealed;

-There was an entry for docusate sodium 100mg,
take one capsule twice a day scheduled at
8:00am and 8:00pm:.

~Docusate sodium 100mg was documented as
not administered at 8;00am on 08/11/25 with
exception documented as "resident asleep®.
-Docusate sodium 100mg was not documented
as administered at 8:00pm on 08/11/25 with no
exception documented and the space for initials
on the eMAR was blank.

-Dogcusate sodium 100mg was not documented
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as administered at 8:00pm on 08/16/25 with no
exception documented and the space forinitials
on the eMAR was blank.

Review of Resident#3's September 2025 eMAR
revealed:

~There was an entry for docusate sodium 100mg,
take one capsule twice a day scheduled at
8:00am and 8:00pm.

-Docusate sodium 100mg was documented as
not administered at 8:00am on 09/15/23 with
exception documented as "resident asleep”.

Telephone interview with a pharmacist with the
facility's contracted pharmacy on 10/03/25 at
3:14pm revealed:

-An order was originally received for Resident
#3's docusate sodium 100mg on 09/30/22 to take
one capsule twice a day.

-Docusate Sodium 100mg was dispensed for
Resident#3 on 07/24/25, 08/21/25, and 09/18/26
for a quantity of 56 capsules each time fora
28-day supply to take one capsule twice a day.

Interview with the facility's contracted primary
care provider (FCP) on 10/03/25 at 10:55am
revealed:

-Docusate sodium was prescribed for Resident
#3 to help prevent and treat constipation.
-Missed doses of docusate could cause Resident
#3 to experience abdominal pain and discomfort
assoclated with constipation.

Refer to interview with a medication aide (MA) on
10/02/25 at 4:20pm.

Refer to interview with 2 second medication aide
{MA) on 10/03/25 at 4:20pm.

Refer to interview with the Resident Care
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Coordinator (RCC) on 10/03/25 at 5:36pm.

Refer to interview with the Special Care
Coordinator (SCC) on 10/03/25 at 06:33pm.

Refer to interview with the Administrator on
10/03/25 at 7:40pm.

Refer to second interview with the facility's
contracted primary care provider (PCF} on
10/03/25 at 11:18am.

f. Review of Resident #3's hospital discharge
summary dated 07/31/25 revealed an order for
lorazepam (lorazepam is used to treat anxiety
disorders) 0.5mg, take one tablet three times per
day.

Review of Resident#3's August electronic
medication administration record (eMAR)
revealed:

-There was an entry for lorazepam 0.5mg, take
one tablet three times a day, scheduled at
8:00am, 1:00pm and 8:00pm.

-Lorazepam 0.5mg was documented as not
administered at 8:00am on 08/11/25 with the
exception documented as "resident asleep".
-Lorazepam 0.5mg was not documented as
administered at 8:00pm on 08/11/25 with no
exception documented and the space forinitials
on the eMAR was blank.

-Lorazepam 0.5mg was not documentad as
administered at 8:00pm on 08/16/25 with no
exception documented and the space for initials
on the eMAR was blank.

-Lorazepam 0.5mg was documented as not
administered at 1:00pm on 08/20425 with the
exception documented as "resident asleep".
-Lorazepam 0.5mg was not documented as
administered at 1:00pm on 08/30/25 with no
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exception documented and the space for initials
on the eMAR was blank.

Review of Resident #3's September 2025 eMAR
revealed:

-There was an entry for lorazepam 0.5mg, take
one tablet three times a day, scheduled at
8:00am, 1:00pm, and 8:00pm.

-Lorazepam 0.5mg was documented as not
administered at 8:00pm on 09/01/25, and at
8:00am, 1:00pm and 8:00pm on 09/02/25, with
the exception documented as “"error on order” for
each occasion.

-Lorazepam 0.5mg was documented as not
administered at 8:00am, 1:00pm , and 8:00pm on
09/03/25 with the exception documented as
"awaiting RX/MD prior auth on each occasion.
-Lorazepam 0.5mg was documented as not
administered at 8;00am on 09/15/25 with the
exception documented as "resident asleep”.
-Lorazepam 0.5mg was documented as not
administered at 1:00pm on 09/15/25 with the
exception documented as "resident refused".

Observation of Resident #3's medications on
hand on 10/02/25 at 4:20pm revealed:

-There was a bubble pack of lorazepam 0.5mg
tablets dispensed on 09/15/25 for a quantity of 45
tablets.

-There were & lorazepam 0.5mg tablets
remaining in the pack.

Review of the controlled substance log for
Resident #3's lorazepam Q.5mg tablets on
10/02/25 at 4:40pm revealed a quantity of 6
tablets of lorazepam 0.5mg tablets remaining.

Telephone interview with a pharmacist with the
facility's contracted pharmacy on 10/03/26 at
3:14pm revealed:
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-An order was received for Resident #3's
lorazepam 0.5mg on 07/31/25 to take one tablet
three times a day.

-Lorazepam 0.5mg was dispensed for Resident
#3 on 07/31/25 for a quantity of 90 tablets, to take
three times a day for a 30-day supply.
-Lorazepam 0.5mg was dispensed for Resident
#3 on 09/03/25 and on 09/15/25 for a quantity of
45 tablets each time for a 15-day supply to take
one tablet three times a day.

Interview with the facility's contracted primary
care provider {PCP) on 10/03/25 at 10:55am
revealed:

-Lorazepam was prescribed for Resident #3 for
anxiety,

-Missing doses of lorazepam could increase
Resident #3's anxiety level and heart rate.

Telephone interview with Resident #3's behaviorai
health provider on 10/03/25 at 3:48pm revealed:
-Resident#3 was prescribed lorazepam for
anxiety.

-Missing consecutive doses of lorazepam could
cause Resident #3 {0 experience increased
anxiety and agitation.

Refer to interview with a medication aide (MA) on
10/02/25 at 4:20pm.

Referto interview with a second medication aide
{MA) on 10/03/25 at 4:20pm.

Refer to interview with the Resident Care
Coordinator (RCC) on 10/03/25 at 5:36pm.

Refer to interview with the Special Care
Coordinator (SCC}) on 10/03/25 at 08:33pm.

Refer to interview with the Administrator on
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10/03/25 at 7:40pm.

Refer to second interview with the facility's
contracted primary care provider (PCP) on
10/03/25 at 11:18am.

g. Review of Resident #3's signed physician's
order sheet dated 04/14/25 revealed an order for
memantine {memantine is used to freat moderate
to severe dementia associated with Alzheimer's
Disease) HC 28 mg ER, take one capsule every
day for dementia.

Review of Resident #3's August 2025 electronic
medication administration record (eMAR)
revealed:

-There was an entry for memantine HC 28 mg
ER, take one capsule every day for dementia,
scheduled at 8:00am.

-Memantine HC 28 mg ER was documented as
not administered at 8:00am on 08/11/25 with the
exception documented as "resident asleep".
-Memantine HC 28 mg ER was not documented
as administered at 8:00am on 08/12/25 with no
exception documented and the space for initials
on the eMAR was blank.

Review of Resident #3's September 2025 eMAR
revealed:

-There was an entry for memantine HC 28 mg
ER, take one capsule every day for dementia,
scheduled at 8:00am.

-Memantine HC 28 mg ER was documented as
not administerad at 8:00am on 09/15/25 with the
exception documented as "resident asleep”.

Observation of Resident#3's medications on
hand on 10/02/25 at 4:20pm revealed:

-There was a bubble pack of memantine HC
28mg ER capsules dispensed on 09/25/25 fora
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quantity of 28 tablets.

-There were 20 memantine HC 28mg ER
capsules remaining in the pack.

Telephone interview with a pharmacist with the
facility's contracted pharmacy on 10/03/25 at
3:14pm revealed:

-An order was originally received for Resident
#3's memantine HC 28 mg ER on 09/30/22 to
take one capsule every day for dementia,
-Memantine HC 28 mg ER was dispensed for
Resident #3 on 07/24/25, 08/21/25 and 09/18/25
for a quantity of 28 tablets each time for a 28-day
supply to take one capsule every day for
dementia.

Interview with the facility's contracted primary
care provider (PCF) on 10/03/25 at 10:55am
revealed:

-Memantine was prescribed for Resident #3 for
dementia.

-it was important for Resident#3 to receive the
memantine as ordered to maintain a constant
leve! of the medication in her system.

-Missing doses of the memantine could cause the
resident to experience anxiety or behavioral
changes.

Telephone interview with Resident #3's behavioral
health provider on 10/03/25 at 3:48pm revealed:
-Memantine was prescribed for Resident #3 for
dementia.

-She was not overly concerned about the missed
doses of memantine for Resident #3.

Refer to interview with a medication alde (MA} on
10/02/25 at 4:20pm.

Referto interview with a second medication aide
(MA) on 10/03/25 at 4:20pm.
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Refer to interview with the Resident Care
Coordinator (RCC) on 10/03/25 at 5:36pm.

Refar to interview with the Special Care
Coordinator (SCC) on 10/03/25 at 06:33pm.

Refer to interview with the Administrator on
10/03/25 at 7:40pm.

Refer to second interview with the facility's
contracted primary care provider (PCP) en
10/03/25 at 11:18am.

h. Review of Resident #3's signed physician's
order sheet dated 04/14/25 revealed an order for
metformin {metformin is used io treat type 2
diabetes) 500my, take a half of a tablet every
day.

Review of Resident #3's August 2025 electronic
medication administration record (eMAR)
revealed.

-There was an entry for metformin 500mg, teke a
half of a tablet (250mg) every day scheduled at
8:00am.

-Metformin 500mg, half tablet was documented
as not administered at 8:00am on 08/11/25 with
the exception documented as "resident asleep".

Review of Resident#3's September 2025 eMAR
revealed;

-There was an entry for metformin 500mg, take a
half of a tablet (250mg) every day scheduled at
8:00am.

-Metformin 500mg, half tablet was documented
as not administered at 8:00am on 09/15/25 with
the exception documented as "resident asleep”.

Observation of Resident #3's medications on
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hand on 10/02/25 at 4:20pm revealed:

-There was a bubble pack of metformin 500mg
tablets dispensed on 09/25/25 for a quantity of 14
tablets (28 haif tablets).

-There were 20 half tablets of metformin 500mg
remaining in the pack

Telephone interview with a pharmacist with the
facility's contracted pharmacy on 10/03/25 at
3:14pm revealed:

-An order was originally received for Resident
#3's metformin 500mg on 09/30/22 to take a half
tablet (250mg) every day.

-Metformin 500mg was dispensed on 07/24/25,
08/21/25 and on 09/18/25 for 28 half tablets each
time, to take a haif tablet daily.

Interview with the facility's contracted primary
care provider (PCP) on 10/03/25 at 10:55am
revealed:

-She prescribed metformin for Resident #3 for
type 2 diabetes.

-Missing doses of metformin could cause
Resident #3 to experience hyperglycemia or
elevated blood sugar which could lead to damage
to the organs such as the kidneys, heart, eyes,
and could cause neuropathy,

-Symptoms of hyperglycemia include lethargy,
sweating, drooling, and dizziness.

Refer to interview with a medication aide (MA) on
10/02/25 at 4:20pm.

Refer to interview with a second medication aide
(MA) on 10/03/25 at 4:20pm.

Refer to interview with the Resident Care
Coordinator (RCC) on 10/03/25 at 5:36pm.

Refer to interview with the Special Care
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Coordinator (SCC) on 10/03/25 at 06:33pm.

Refer to interview with the Administrator on
10/03/25 at 7:40pm.

Refer to second interview with the facility's
contracted primary care provider (PCP) on
10/03/25 at 11:18am.

i. Review of Resident #3's signed physician's
order sheet dated 04/14/25 revealed an order for
sodium chloride (used to treat low sodium levels
in the blood) 1 gram, take one tablet twice a day
for supplement,

Review of Resident #3's August electronic
medication administration record (eMAR)
revealed:

-There was an entry for sodium chloride 1 gram,
take one tablet twice a day for supplement,
scheduled at 8:00am and 8:00pm.

-Sodium chloride 1 gram was documented as not
administered at 8:00am on 08/11/25 with the
exception documented as "resident asleep”.
-Sodium chloride 1 gram was not documented as
administered at 8:00pm on 08/11/25 with no
exception documented and the space for initials
on the eMAR was blank.

~Sodium chloride 1 gram was not documented as
administered at 8:00pm on 08/16/25 with no
exception documented and the space for initials
on the eMAR was blank.

Review of Resident #3's September 2025 eMAR
revealed:

-There was an entry for sodium chloride 1 gram,
take one tablet twice a day for supplement,
scheduled at 8:00am and 8:00pm.

-Sodium chloride 1 gram was documented as not
administered at 8:00am on 09/15/25 with the
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exceplion documented as "resident asleep”.

Observation of Resident #3's medications on
hand on 10/02/25 at 4:20pm revealed:

-There were two bubble packs of sodium chloride
1 gram tablets dispensed on 09/25/25 each with
28 tablets for a quantity of 56 tablets.

-There were 13 sodium chloride 1 gram tablets
remaining in pack 1 of 2 and 28 sodium chloride
1 gram tablets remaining in pack 2 of 2.

Telephone interview with a pharmacist with the
facility's contracted pharmacy on 10/03/25 at
3:14pm revealed;

-An order was originaliy received for Resident
#3's sodium chloride 1 gram on 09/30/22, to take
one tablet twice a day.

-Sodium chioride 1 gram was dispensed for
Resident #3 on 07/24/25, 08/21/25, and on
09/18/25 for a quantity of 56 tablets each fora
28-day supply to take one tablet fwice a day.

Interview with the facility's contracted primary
care provider (PCP} on 10/03/25 at 10:55am
revealed:

-Sodium chloride was prescribed for Resident #3
for low sodium level.

-Missing dose of sodium chloride could cause
Resident #3's sodium levels to drop which could
result in lethargy.

-Also, the sodium-potassium balance could affect
the heart.

Refer to interview with a medication aide (MA) on
10/02/25 at 4:20pm.

Refer to interview with a second medication aide
{MA) on 10/03/25 at 4:20pm,

Refer to interview with the Resident Care
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Coordinator (RCC) on 10/03/25 at 5:36pm.

Refer to interview with the Special Care
Coordinator {SCC) on 10/03/25 at 06:33pm.

Refer to interview with the Administrator on
10/03/25 at 7:40pm.

Refer to second interview with the facllity's
contracted primary care provider (PCP) on
10/03/25 at 11:18am.

Interview with 2 medication aide (MA} on
10/02/25 at 4:20pm revealed:

-If a resident was asleep during the medication
pass, she circled back to them to try fo administer
their medications.

-The MAs were to make 3 attempts to administer
the residents’ medications before documenting
that medications were not administered.

-An exception was always to be documented ifa
resident did not receive their medications.
-There was never to be blanks on the eMARs.

Interview with a second MA on 10/03/25 at
4:20pm revealed:

-If a resident refused their medications or were
asleep during the medication pass, she moved on
to the next resident.

-She tried to catch the resident later if she saw
them up and about.

-An exception was always required on the
residents' eMAR if medications were not
administered.

-There should never be blanks on the eMAR.
-There was no policy that she was aware of to
notify the PCP of missed medications.

-The Special Care Coordinator (SCC) or the
Resident Care Coordinator (RCC) were
responsible for ordering medication refills for the
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residents and requesting refill prescriptions from
the PCP.

-She usually notified the SCC or the RCC when a
resident was down to 10 doses remaining on a
medication if it was not cycle filled.

-The residents' routine medications arrived
quickly from the pharmacy.

~New medication orders for the residents
sometime took longer to arrive from the
pharmacy.

Interview with the Resident Care Coordinator
{RCC) on 10/03/25 at 5:36pm revealed:

-If a resident was asleep or refused their
medications, the MAs were to make three
attempts to administer their medications before
documenting on the eMAR that a medication was
not administered and disposing of the medication.
-An exception should always be documented on
the eMAR if medications were not administered.
-If a resident refused or missed two consecutive
doses of medication, their PCP was to be notified.
-If a medication was decumented as not
administered due to "error on order" it meant they
were either waiting on the pharmacy to send the
medication or waiting on the provider to approve
or send a medication refill.

-The facility occasionally had internetissues and
that could have been why there were blanks on
the residents' eMARs.

-She, the SCC and the Administrator performed
eMAR audits monthly to make sure medications
were administered to the residents as ordered.
-She was not sure when an eMAR audit had last
been performed.

-She or the SCC did medication cart audits
pericdically.

-A medication cart audit consisted of making sure
the residents' medications were available and
removing expired or discontinued medications
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from the medication cart.

Interview with the Special Care Coordinator
{SCC) on 10/03/25 at 6:33pm revealed.

-The MAs were to make three attempts to
administer a resident's medications during each
med pass.

-Monthly eMAR audits were done to look for
medications not administered or refused.
-She looked for patterns such as refusal or
residents being asleep at the medication pass
time so she could discuss with staff and the
resident's PCP If needed.

-She was not sure when the iast eMAR audit was.

-There should never be blanks or holes on the
residents' eMARs.

-There should always be an exception as to why
medications were not administered.

“The MAs could request refills or the MAs let her
or the RCC know if medication refills were
needed.

When a medication order was received fora
resident, it was sent to the pharmacy and if the
medication did not arrive within 24 hours she
contacted the pharmacy.

-There should never be blanks or gaps on the
residents' eMARSs, the MAs needed to slow down
and take their time and be thorough with their
documentation.

Interview with the Administrator on 10/03/25 at
7:40pm revealed:

-If a medication was not avaitable on the
medication cart for a resident, she expected staff
to immediately notify the pharmacy.

-Bhe expected medications to be re-ordered
befare a resident ran out of medication.

-if a resident refused medications or was asleep
during the medication pass, the MAs were to
make 3 attempts to administer the medications to
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the resident.

-She expected medications to be administered to
the residents as ordered and there should never
be blanks or gaps on the eMARs.

~The RCC and SCC performed monthly eMAR
audits, looking for refusals or blanks on the
eMARs.

-The RCC and SCC were responsible for monthly
medication cart audits to make the residents
medications were available for administration as
orderad.

Second interview with the facility's contracted
primary care provider on 10/03/25 at 11:18am
revealed:

-If a resident was asleep at the time of the
medication pass, she expected the MA to cycle
back to the resident to administer their
medications.

-Medications could be administerad to the
residents up to one hour before or after the
scheduled dose.

-Also, ifthere continued to be an issue with the
resident's sleep schedule and the medication
pass, the MAs should notify her so she could
consider changing the scheduled dose time.

The facility's failure to administer medications as
ordered to the residents pertaining to a 7:00am
missed dose of short-acting and long-acting
insulins that resulted in Resident #5's FSBSs
being above 400 at 11:00am and 4:00pm the
same day as the missed dose of insulins,
Resident#4 had an order for antibiotics to treata
urinary fract infaction that was not administered
until @ days after the antibiotic was ardered and
the previous course of antibiotics was not
completed, Resident #1 missed mood, anxiety
and dementia medications that could have led to
change in behaviors. This failure resulted in

Administrator and/or Care Coordinator
to in~service All staff semi-annualily on
Reporting Changes, Shift Change
Report and Resident Rights.

A dministrator will monitor Monthly
Shift Change Reports to assure
[ncident/Accident Reports go hand and
hand.

Administrator will arrange Semi-annual
of 15-Hour and 5-Hour Medication
Aide Training for All Medication Aides
to help remind them of the importance
of informing physician of giving the
medications, reporting if the
medications are omitted for any reason
and documentation properly.

Quality Assurance will monitor
Monthly for 6 months the Variance
Medication Reports, Medication
Exception Reports, Incident Reports,
and Shift Change Reports to identify
issues with reports and assure
prescribing physician was made aware.

10/14/2025

11/1/2025

11/1/2025

114772025
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substantial risk of serious injury to the residents
and constitutes a Type A2 Violation.
The facility provided a plan of protection in
accordance with G.S. 131D-34 on 10/03/25 for
this violation.
CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALLNOT EXCEED NOVEMBER
02, 2025
D 387 10ANCAC 13F .1004 (j) Medication D 367
Administration
10A NCAC 13F .1004 Medication Administration
(i) The resident's medication administration
record (MAR) shall be accurate and include the Upon hire, semi-annual and as
following: needed, the medication aide will be
(1) resident's name; trained on the importance of
(2) name of the medication or treatment order; Controlled Count Sheets and the
{3) strength and dosage or quantity of medication proper count of the medications.
administered; 10/14/2025

{4} Instructions for administering the medication
or treatment;

{5) reason or justification for the administration of
medications or treatments as needed (PRN) and
documenting the resulting effect on the resident;
(6) date and time of administration;

(7) documentation of any omission of
medications or treatments and the reason for the
omission, including refusals; and,

(8) name ar initials of the person administering
the medication or treatment. If initials are used, a
signature equivalent to those initials is to be
documented and maintained with the medication
administration record (MAR}).
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This Rule is not met as evidenced by:

Based on observations, record reviews, and
interviews, the facility failed to ensure the
accuracy of the medication administration records
(MARSs) for 1 of 5 sampled residents (#4) related
to documentation of medications used to
Infection.

The findings are:

Review of Resident #4's current FL-2 dated
08/19/25 revealed:

-Diagnoses included insulin dependant diabetes
type Il and right below the knee amputation
(BKA).

-She was semi-ambulatory with a wheglchair,
-She was admitted to the facility on 08/19/25.

Review of Resident #4's nursing note dated
08/19/25 revealed she was admitted that night as
an emergency admission from local county
Department of Social Services.

Interview with Resident #4 on 10/02/25 at 9:47pm
revealed:

-She had an amputation of her right lower leg in
2016.

-She fell prior to admission and sores on her
stump that weren't healing well.

-She was prescribed antibiotics after admission to
treat infection of the sores.

Observation of Resident #4 on 10/02/25 at 9:47
revealed:

-Resident#4 had a right BKA.

-There were 5 wounds at the end of her stump at
various stages of healing.

-There was no drainage or odor observed.
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Review of Resident #4's physician's order dated
08/25/25 revealed Bactrim DS, one tabtet, every

12 hours for 10 days. (Bactrim is an antibiotic
medication used to treat infection.)

Review of Resident #4's electronic medication
administration record (eMAR) for August 2025
revealed:

-There was an electronic entry for SMZ/TMP DS,
take one tablet every 12 hours for 10 days with a
stop date of 09/06/25 and scheduled for 7:00am
and 7:00pm. (SMZTMP DS is the equivalent of
Bagtrim DS)

-There was documentation SMZ/TMP DS was not
administered at 7:00am and 7:00pm because of
waiting for prescription or prior authorization,
~There was documentation SMZ/TMP DS was
administered at 7:00am on (08/28/25 through
08/31/25.

-There was documentation SMZ/TMP DS was
administered at 7:00pm on 08/30/25 and
08/31/25.

~There was no documentation SMZ/TMP DS was
administered at 7:00pm on 08/29/25 and there
was no documented reason for the omission of
administration.

-There was documentation b doses were
administered to complete 2 and one half days of
the 10 day course of antibiotics.

Review of Resident #4's eMAR for September
2025 revealed:

-There was an electronic entry for SMZ/TMP DS,
take one tablet every 12 hours for 10 days with 2
stop date of 09/06/25 and scheduled for 7:00am
and 7:00pm.

-There was documentation SMZTMP DS was
administered at 7:00am and 7:00pm on 09/01/25
through 08/06/25.
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-There was documentation 12 doses were
administered to complete 6 days of the 10 day
course of antibiotics

-There was documentation 17 doses were
administered from 08/29/25 to 09/06/25.

Review of Rasident #4's controlled drug record
revealed:

-There was documentation 20 tablets of
SMZTMP DS were received but there was no
date of receipt.

-There was documentation 1 tabletwas
administered at 8:00am on 08/29/25,

-There was documentation 1 tablet was
administered at 8:00am and 8:00pm on 08/30/25
through 09/07/25.

-There was documentation 19 doses were
administered from 08/29/25 to 09/07/25.

Interview with a medication aide (MA) on
10/02/25 at 3:50pm revealed:

-Antiblotic medications were accounted for and
each was signed out as if it were a controlled
drug.

-The administration of the antibiotic was to be
documented on the eMAR.

Interview with a second MA on 10/03/25 at
4:20pm revealed:

-An exception was aiways required on the
residents' eMAR if medications were not
administered.

-There should never he blanks on the eMAR.

Interview with the Resident Care Coordinator
{RCC) on 10/03/25 at 5:36pm revealed:

-An exception should always be documented on
the eMAR if medications were not administered.
The facility occasionally had internet issues and
that could have been why there were blanks on

The Med Aide will inform Care
Coordinator of any discrepancies of
any medications on the Control Drug
Count Sheets.

Medication Aides will be in-serviced
on Control Sheets, proper
documentation on all medications
Semi-Annual to assure re-educated on
Med Documentation, Control Sheets,
MARs, Med Omissions and Selecting
the Proper Exception on the MARSs.

Administrator will review Control
Sheets Monthly for 6 months to
assure accuracy and quarterly
thereafter if no issues.

Quality Assurance will review
Contro! Sheets Monthly for 6 months
to assure accuracy and quarterly
thereafter, if no issues were found.

Pharmacist will assist with medication
control sheets and med cart audits
completed quarterly and as needed.

11/01/2025

10/14/2025

11/7/2025

110712025

12/01/2025
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the residents' eMARs.

-She, the Special Care Coordinater (SCC) and
the Administrator performed eMAR audits
monthly to make sure medications were
administered to the residents as ordered.

-She was not sure when an eMAR audit had |ast
been performed.

Interview with the Special Care Coordinator
{SCC) on 10/03/25 at 6:33pm revealed:
-Monthly eMAR audits were done fo look
medications not administered or refused.

-She was not sure when the last eMAR audit was.
-There should never be blanks or holes on the
residents' eMARs.

-There should always be an excepfion as to why
medications were not administered.

~There should never be blanks or gaps on the
residents’ eMARs, the MAs needed to slow down
and take their time and be thorough with their
documentation.

Interview with the Administrator on 10/03/25 at
7:40pm revealed:

-She expected medications to be administered to
the residents as ordered and there should never
be blanks or gaps on the eMARSs.

-The RGC and SCC performed monthly eMAR
audits, looking for refusals or blanks on the
eMARs.

D 371 10ANCAC 13F .1004 (n) Medication D37
Administration 10/24/205

10A NCAC 13F .1004 Medication Administration
{n} The facility shall assure that medications are
administered in aceordance with infection contro!
measures that help to prevent the development
and fransmission of disease or infection, prevent
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cross-contamination and provide a safe and
sanitary environment for staff and residents.
Medication Aide will assure that the
_ _ mediations are administered in
This Rule is not met as evidenced by: accordance with the infection
Based on observations, record reviews, and control standards to prevent
interviews, the facility failed to ensure transmission, cross contamination
medications were administered In accordance and/or development a disease or
with infection control measures by 1 of 2 infection by washing hands after
medication aides observed during the 7:00am to every 3 med pass or Sooner. Use
8:00am medication pass on 10/01/25, who did not hand sanitizer after eve u’s e of
sanitize her hands between the preparation and joves Ly 10/24/2005
administration of medications o each resident to g ’
prevent the transmission of disease, infection,
prevent cross-contamination, to provide a safe
and sanitary environment for residents. . i
i Semi-Annual Inservice on DHSR
The findings are: Infection Control Course be given
to all staff to ensure re-education
Review of the facility's Infection Prevention and of the proper hand washing and
Control policy dated 12/31/21 revealed: pre\_'ent cros_:s-cpntammatlon
“The faciiity wiil provide access to alcohol-based during medication passes, personal
sanitizer with at least 0% alcohol throughout the care, and all other departments by
facility and keep sinks stocked with soap and the Quality Improvement
paper towels:. ) Regigtered Nurse 11/15/2025
-Remind residents, visitors, and staff to frequently
perform hand hygiene,
-Hand hygiene, wash hands often with soap and
water for 20 seconds. _ Copy of the Facility infection
-Always wash immediately after removing gloves Prevention & Control Procedures to be
and after contact with a person who Is sick. located at the Nurses Station, Care
-If spap and water are not available and hands Coordinator Office and in Medication
are not visibly dirty, an alcohol-based hand Rooms to assure Nursing Staff always
sanitizer that contains at laast 60% aleohol may has access to these documents by
be used. Ft
A ; istrat
-If hands are visibly dirly, always wash hands with Administrator 11/3/2025
soap and water.
Review of the facility's Blood Glucose
Monitoring/Insulin Administration Policy dated
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12/31/21 revealed:

-Staff will wear gloves during bload glucose
monitoring, insulin administration, and during any
other procedures that involve potential exposure
to blood or bodily fluids.

-Staff will change gloves between resident
contacls,

-Staff will change gloves that have touched
potentially blood-contaminated objects or
finger-stick wounds before touching clean
surfaces.

-Staff will performt hand hygieng immediately after
removal of gloves and before touching other
medical supplies intended for use on other
persons,

Review of the facility's Standard Precautions
Policy dated 12/31/21 revealed:

-Staff will wear gloves during blood glucose
maonitoring and during any other procedure that
involves potential exposure to blood and body
fluids.

-Perform hand hygiene immediately after
remeving gloves.

Chservation of the medication aide (MA), Staff A,
during the medication pass on 10/01/25 between
8:55am and 9:11am revealed:

-There was no hand sanitizer on the medication
cart [ocated in the Special Care Unit.

-The MA retumed to the medication cart from the
common resident seating area.

-She did not sanitize her hands.

-She reviewed a resident’s electronic medication
administration record (eMAR) using the computer
keyboard on the medication cart.

-She usead keys to unlock the medication cart.
-She removed medication cards from the
medication cart and prepared 11 oral medications
for a resident.

Medication Aides will continue to use
gloves during blood glucose
monitoring insulin administration and
during any other procedures that
involve potential exposure to blood or
bodily fluids. Using proper cleaning of
hands after use of gloves. 10/24/2025
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-She used a plastic sleeve and a pill crusher and
crushed 8 oral medications and placed the
crushed medications in a small amount of
pudding.

-She placed 3 gel capsule type oral medications
in a separate medication cup.

-She also removed a glucometer from the
medication cart.

-She retrieved a pair of clean gloves and took the
medication cups and the glucometer to the
common arga where several residents were
sitting.

-She donned gloves and performed a finger stick
blood sugar (FSBS) on a resident, she then
administered the crushed medications mixed with
pudding to the same resident and administered
the 3 gel capsule type medications with water to
the same resident.

-She returned to the medication cart and
removed the gloves and disposed of them and
the medication cups.

-She did not sanitize or wash her hands.

-She used keys to unlock the medication cart and
returned the glucometer to the medication cart.
-She reviewed the eMAR for the next resident
using the computer keyboard on the medication
cart.

-Sha retrieved medication cards and prepared
seven oral medications for the next resident.
-She retrieved a second glucometer from the
medication cart.

-She retrieved a fresh pair of gloves.

-She took the medication cup and the glucometer
to another resident in the common area.

-She administered the oral medications with
water to the resident and then performed a FSBS
on the same resident,

-She returned to the medication cart and
removed and disposed of the gloves.

-She did not wash or sanitize her hands and
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started preparing medications for another
resident.

Interview with Staff A on 10/01/25 at 12:00pm
revealed:

-She washed her hands before starting the
medication pass.

-She was supposed to use hand sanitizer
between each resident, but she ran out of hand
sanitizer and had not taken the time to find more
hecause she was behind on her medication pass.
-She was supposed to wash her hands after
performing FSBSs and removing gloves.

-She should have washed her hands after
performing FSBSs and removing gloves before
going to the next resident.

Interview with the Special Care Coordinator
{SCC) on 10/01/25 at 12:18pm revealed:

-The MAs were to wash their hands at the start of
the medication pass.

-The MAs were to use hand sanitizer between
each resident.

-The MAs were to wash their hands after every
third resident and after removing gloves for things
like FSBSs and administering insulin.

-The MA should have made sure there was hand
sanitizer on the medication cart before starting
her medication pass.

Interview with the Administrator on 10/01/25 at
12:28pm revealed:

-The MAs were expected fo wash their hands at
the beginning of the medication pass and
between every 3rd resident or if visibly soiled and
before and after using gloves.

-The MAs were to use hand sanitizer between
each resident.

-lt was important for the MAs to follow hand
hygiene guidelines to prevent the spread of
Division of Health Service Regulation
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genms.
Interview with the facility's contracted primary
care provider (PCP) on 10/03/25 at 10:30am:
-The MAs should practice good hand hygiene
during the medication pass between each
resident.
-She expected the MAs to at least hand sanitizer
between each resident and should always wash
their hand before and after procedures that
required gloves such as FSBSs. The Facility Acting Supervisor will
-Good hand hygiene was important to prevent assure the Administrator, prescribing
cross-contamination and the spread of iliness. physician and Responsible Party is made
aware of the incident immediately. 10/6/2025
D 438 10ANCAC 13F .1205 Health Care Personnel D 438
Registry Facility Administrator will report
10ANCAC 13F .1205 Health Care Personnel allegations to the DSS, Local Police
Registry Department, within 24 hours of the 10/6/2025
The facility shall comply with G.S. 131E-256 and allegation.
supporting Rules 10A NCAC 130 .0101 and
Az Facility Administrator will ensure that
reports that fall under rule 13F .1205
This Rule is not met as evidenced by: f]w]l .be ;eéa qrted to dthe HC_PRfWIthm 24
Based on record reviews and interviews, the lcims 0 em% ma F awaif ci s
facility failed to report allegations of abuse to the allegations and not from the 1™ business
Health Care Personnel Registry (HCPR) within 24 day after the incident. BEEE
hours of becoming aware of the allegations for 1 . v ]
of 1 staff (Staff G). Facility Administrator will ensure that
the 5-Day Working Report will be
The findings are: submitted to FICPR on the 5th day
following the date of the 10/6/2025
Review of Resident#1's current FL-2 dated incident in the allegation. -
01/26/25 revealed diagnoses included vascular
dementia and schizophrenia.
Review of the 24-Hour Inilial Report revealed:
-On 00/26/25, Staff G pulled Resident #1 by her
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right arm on the floor causing bodily harm to the
resident.

-Resident#1 had bruising on herarms.

-Date reported to law enforcement was 10/01/25.
-The fax cover sheet was addressed to Health
Care Personne! Registry (HGPR) with a date of
10/01/25 from the Administrator.

-There was a typed note from the Administrator
on the fax coversheet that stated the report was
late because she was working on the floor
yesterday (09/30/25) and was waiting on the PCP
notes and pictures.

Review of Resident #1's care plan dated 12/02/24
revealed:

-She required limited assistance with eating,
ambulation, and transfers.

-She required extensive assistance with foileting.
-She was totaily dependent for bathing, dressing,
and grooming.

Review of Staff G's Personnel Record revealed:
-She was hired as a personal care aide (PCA) on
11/24/24.

—The facility completed a criminal background
check on Staff G on 11/14/24.

The facility completed 2 HCPR check on Staff G
on 11/24/24.

-There was documentation of 47 hours of Special
Care Unit (SCU) training: 3 hours on 11/05/24, 3
hours on 11/07/24, 6 hours on 11/08/24, 6 hours
on 11/24/24, 6 hours on 02/01/25, 8.5 hours on
02/02/25, 7 hours on 02/09/25, 3 hours on
02/10/25 and 2.5 hours on 02/11/25.

Interview with Resident #1's family memberon
10/02/25 at 4:33pm revealed:

-He had no concerns abott the care of Resident
#1 at the facility.

-The facility was quick to let him know of any
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concerns or incidents with Resident #1.

-He received a call about Resident #1 being
removed from another resident's room by a staff
member.

-He was told that a staif member tried to remove
Resident#1 from another resident's room but that
was all he could remember and he was unsure
which staff member called.

-He had no concerns about abuse af the facility.
-if there were questions as to how Resident #1
was removed by the staff member from the other
resident's room, he was not given information as
to how she was removed.

-He resided in another state and had not visited
since Resident #1 was placed in the facility.

Interview with a PCA on 10/03/25 at 9:38am
revealed:

-She heard about the incident between Resident
#1 and another PCA, but she was not at work
when the incident cccurred.

-Staff G was no longer employed at the facility.
-When an incident between a resident and a staff
member accurred, it was reported to the
supervisor.

-The medication aide {MA) was the supervisor on
3rd shift (11:00pm to 7:00am) and the Resident
Care Coordinator (RCC) and Special Care
Coordinator (SCC) were the supervisors on day
shift.

Interview with a second PCA on 10/03/25 at
6:31pm revealed:

-0On 08/26/25, Resident #1 was in another
resident's room.

-She removed Resident#1 from the other
resident's room because the resident did notwant
her in thera.

-Resident#1 went back into the same resident's
room.

Divislon of Health Service Regulation
STATE FORM =0 UJN111 if cantinuation sheet 109 of 112




PRINTED: 10/17/2025

FORM APPROVED
Division of Health Service Regulation
STATEMENT QF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTICN (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: i COMPLETED
R
HALG46020 B. WING 10/03/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
240 SOUTH EARLEY STATION ROAD
AHOSKIE ASSISTED LIVING
AHOSKIE, NC 27910
X4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECGTION &
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE

DEFIGIENCY)

D 438 | Continued From page 108 D438

-Staff G went to remove Resident #1 from the
other resident’s room.

-Resident#1 got down on the floor, pointed at
Staff G and said, "You will not do that."

-Staff G had not done anything to Resident #1 at
that time.

-Staff G said, "come on" and used Resident #1's
name.

-Resident #1 tried to kick Staff G.

-Staff G moved Resident #1's foot, pulled her by
her ankle, and said "Y'all do too [expletive] much.
That's why nobody wants to come to work. That's
why people call out."

-Staff G drug Resident #1 almost to her room and
made a lunging motion at Resident #1.

-Another resident told another staff member that
Staff G was dragging Resident #1.

~The other staff member got Resident #1 up and
took her to her room.

-Staff G was sent home.

-The MA called the supervisor.

-It was unknown if Staff G had done this before.

Interview with a third PCA on 10/03/25 at 6:48pm
revealed:

-She was coming down the hall on 09/26/25 when
a resident said, "L.ook she is dragging her by her
leg."

-She saw Resident #1 on the floor.

-She asked Resident #1 if she was okay, assisted
her up and took her to her room.

-She did not see how Resident#1 goton the
floor.

-Staff G and another PCA were present.

-She reported the incident fo the MA who was the
supervisor.

-Staff G was asked to leave.

Interview with the SCC on 10/03/25 at 5:03pm
revealed:
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-She found out about the details of the incident
between Resident #1 and Staff G on 09/29/25.
-On 09/29/25, she was told that Staff G pulled
Resident #1 down the hall by her arm.

-The incident occurred on 09/26/25 and the
Business Office Manager (BOM) was on call for
that weekend,

~The BOM called her on 08/26/25 and informed
her that she was sending Staff G home for
possible abuse.

-She was unsure if the BOM notified the
Administrator on the same day she called her.
-The process after an incident of abuse occurred
involved the Administrator being contacted
immediately.

-The Administrator handled the 24-hour report for
HCPR.

Interview with the Administrator on 10/02/25 at
5:00pm revealed:

-She was not on call when the incident with a
PCA and Resident#1 occurred.

-The BOM was on call.

-The incident involving Resident #1 occurred on
09/26/25.

-The BOM informed her of the incident on
09/30/25.

-She completed the 24-hour report to HCPR on
10/01/25.

Second interview with the Administrator on
10/03/25 at 7:38pm revealed:

-She was responsible for completing the 24-hour
report to HCPR.

-The 24-hour report was not sent within 24 hours
because the incident occurred after hours and the
BOM, who was the "Administrator in charge",
secured the area and sent the staff member
home.

-Resident #1 was safe at thaf time.
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-The BOM did not feel thers was any threat since
Staff G had been sent home so she did not
inform her if the incident until that Monday
(09/29/25).

-She felt process had been followed.

-Once informed, she Immediately spoke with the
SCC and went to assess Resident#1.

-She looked for the incident report and reviewed
witness statements.

-She reviewed interviews with the local
Department of Soclal Services, talked to the
BOW, called the witnesses and viewed video
footage.

-The video footage of the incident was consistent
with the statements provided.

-She notified the PCP and Resident #1's family
member of the incident and contacted law
enforcement.

-She agreed with the previous decision to
suspend Staff G and faxed the 24-hour report to
HCFR.

Based on observations, interviews and record
reviews, the resident that witnessed the incident
was not interviewable.

Based on observations, interviews and record
reviews, Resident #1 was not interviewable.
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