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The Adult Care Licensure Baction conducted an ﬂﬂ E {Imw i U& Dp Cr a}fd

annual and a follow-up survey on November 4-5,

2025, E(;Ul bfl S%SW I”')QSZW joh

D 118 10A NCAG 13F 0311 (i) Other Requirements D 118 05
10ANGAG 13F .0311 Other Requiraments %gﬁ EIC&} 7 % LHre 1 2184251
(i) In licensed facitities without live-in staff, there . TD ﬁﬁﬁu}( 4 fﬂ5 Td Cﬂ'}‘ ‘SHM,

shall be an electricaily operated call system .
meeting the following requirements: m }rw Td/ﬂﬂ}ﬂ ]/][]_ Yl bﬁCW
{1} the call system shall cormect residents’

bedrooms and bathrooms to & lbcation @]’ Vm j/‘)ﬂj") / w ﬂf}‘}’ [Oﬁj )S

accessible to staff; VU&
{2) residents’ bedreoms shall have a resident call & [Dﬂ dwwﬁ
system activator at the resident's bed; h EU./.S inm mUL
(3) the resident call system activator shall be L

within reach of a resident lying on the bed; “Tht W d bE) 4 ]M

{4} the resident call systetn activator shall ba

such that It oan b activatad with a single action LR 70 ong dwmf?amd
and remain on until doactivated by staff at point of meﬁ ués w ” ] y Uﬂm
origin; and WH H&SS

(6 when activated, the call systerm shall activate &L‘MU } LU”‘H Yy e HJ’YWCU L

an audible and visual signal In g location

accessible to staff. 4‘“6 r]&w Ca_“ S@S‘!ﬂw W&'L
his been odoed-

This Rule is not mat as evidenced by:
TYPE B VIOLATION

Based on observations and interviews, the facility
failed to ensure that residents' electrically
aperated call bell in their rooms could be
activated with a single action and rermain on untll
deactivated by staff at the point of grigin, be
within reach of the resident's bed, and when
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activated have an audlble and visual signal in a
location accessible to staff for 43 residents
rosiding in the facliity.

The findings are:

Raeview of the facility's census on 11/04/25
revealed there ware 43 residents.

Raview of the resident council mesting minutes
for August 2025 revealed that call bells were
discussed.

Review of the resident councll minutes for
October 2025 revealed that call balls were
discussed.

Interview with a resident who resided in room 215
on 11/05/25 at 9:00am revesled:

-Sha was the resident council president.

-Tha rasident council met ence a month.

-Call bells were discussed In the last two resident
council mestings.

-The call bells had not basn working in some of
the residents’ rooms.

-Her call bell by her bed had not worked for a long
time.

-3ha had recently fallen getting up to go to the
restroom before breakfast.

=She hit her left knee on the badframa and Iaid
there for 45 minutes to an hour; she did not go to
the emergency room.

-Her roommate found her when she got up to go
to the restroom and went and got halp.

-Thiz made het feel like she was bsing ignored
and that no ohe cared.

Interview with a second resident who resided in
room 2158 on 11/05/25 at 9:11am revealed:
-She had tived thera for a month.
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-Her call ball had not workad since she had lived
at the facility.

-She needed help getting to the bathreom and
had no way to call for help.

-5She had found her roommate on tha floor
recently and had to go find help,

-This made her foel like no one cared about her
or her needs,

Observation of room 215 on 11/05/26 at 9:15am
revealed:

-The bed and bathroom call bells did not work.
-Tha call bells did not fight up above their doar.
-Tha call bells did not make an audible zound ot
light up in the nurse's station.

Observation of room 201 an 11/05/25 at 9:17am
revealed:

-The bed and bathroom call bells did not work.
-The call bells did not light up above thair door.
-The call bells did not make an audibie sound or
light up in the nurse's station,

Ohzervation of room 202 an 11/05/25 at 9:16am
revealed:

-The light above the door worked for the bedroom
and not for the bathroom.

-The ¢all bells digd not make an audible sound or
light up in the nurse's station.

Observation of room 102 on 11/05/25 at 10:55am

revealed;

-The call ball light above the door was on all the
fima.

-The badroom and bathroom call bells did not
Work.

-The calf bell did not make an audible sound or
light up at the nurse's station,

Observation of room 207 on 11/05/25 at 11:00am
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revealed:

-Tha call bells did not light up above their deor.
-The calt bells did aot make an audible sound or
light up in the nurse's station.

-HBoth call bells ware hanging next to one of the
residents' beds.

Ohsarvation of room 208 on 11/05/26 at 11:00am
ravedled:

-The call bells did not light up above their door for
one of the two call belis next to a resident's bed.
~The sall bells did not make an audible sound or
light up In the nurse's station,

| ~Both call bells ware hanging next to one of the

residents’ bads.

Interview with a personal care aide (FCA) on
11/05/25 at 9:15am revealed:

-Some of the call bells did not work,

=Some of the call ball lights came on above their
doors.

-The ¢ali beils did not make a noize at the nurse's
station.

«Both calls bells in room 215 and thelr bathroom
did not wark, except far the bathreom sometimes
worked but not all the time.

-There ware several rooms where the call bells
did not work.

-She thought maintenance was working on therm.
-She was told by the Exscutive Director (ED) to
watch for resldents that needad help.

-it was not possible to watch the residents if you
were in ancther resident's room helping them,

Interview with a8 second PCA on 11/05/25 at
10:55am revealed:

-The call bells had not worked for several weeks.
-Room 102 call fight stayed on all the tirme so the
resident yelled for help when she neadsd
something.
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=She had not been instrucied to change anything
in providing care to the residents since the call
bells stopped working.

Interview with a medication aide (MA) on 11/05/25
at 3:20am revealed:

-Thea call bells had not worked for one month.
-Someone came and checked the call bells tast
week, not sure of the day, and the call balls sfill

did not work.

-The call belis did not make a nolse at the nurse's
station.

-The call hall light for room 102 stayed on all the
tima,

Interview with the Maintenance Director (MD) on
11/05/25 at 9:21am revealed:

-He had worked at the facility for 6 months.
«There was an issue with the call bells not
working correctly for 1-2 weeks.

-A resident had Infortnad him the call bells were
not working correctly.

-He had tested the call bells and found that they
were not warking.

-The lights above the resident's deor did not
always work.

-The call bells did not make & noise at the nurse's
station,

-Bome of tha call ball lights stayad on all tha time.
-An outside company came and checked the call
bellz last week.

-He dig not know what the cutside company had
found.

Interview with the ED on 11/05/25 at 9:30am
revealed:

-Aresident's family had told her that the call bells
wara not working, (unsure of the date).

-Bhe checked the call belis after the MD woarked
an the call bells and they were working correctly.

Divizion of Health Service Regulation .
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-The call bells had not been working correctly for
ahout a week.

-The call beils were not making a nolse at the
nuree's station.

-Bome of the call light come on end others stayed
on aH the time.

_The MD called an outside company to check the
call belis not sure of the date,

-She had not received an invoice from the outside
sampany that checked the call bellz.

-Staff were performing 15-30-minute checks on
the rosidents.

=The staff were nat documenting the 15-30
checks.

-She had instructed the staff to perform these
checks.

-The staff must be on the floors 1o ses the lights
corme on,

~The residents should have an alternate call bell
to be able to call for help.

-She had tot provided an alternate calt bel! for the
residents to use to call for help.

-She expected that the call bells should be
functioning carrectly.

-The facility was trying to get the call bells fixed.
-She expected the MD to notify her when the call
ballz were not working,

-There was no documentation when the MD
found the call bells were not working.

-There was no way to print a call bell log.

=5he had not increased staffing since the call
bells stoppad working.

Intarview with the Reglonal Director of Operations
(RDD) on 11/05/25 at &:53am revealed:

-5he did not know that the resident's calf bells
ware not working.

-She expestad to be notified by the ED when the
call bells stopped working corractly.

-Staff should be performing routine checks.,
Division of Health Service Regulation
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-A rezident could ask their roommate to get help if
they had a roommate,

=The resident could crawl to the door i they fell to
get help.

-The resldents could scream for help.

-The faellity could have provided hand bells for
the residents to use when the call bells stopped
working.

Interview with the primary care provider (PCP) on
11/05/25 at 11:30am revealed:

-She was not aware that the residents' call hells
were not working corractly.

-This was a concern related to each resident care
plan and functional status.

-This wag a high-risk scenario related to the
resident’s needs or severity of thelr condition.

-kt could pHace residents at sevare rizk and
imminent danger.

Attempted telephone interview with the outside
alectric company on 11/05/25 at 11:16arm was
unsuceessful,

Tha facility failed to maintain an electrically
operated call bell system that had an audible and
visual signal. One resident fell and lald on the
floor far 45 minutes to one hour and was unahla
to call for halp until her roommate woke up. This
failure was detrimental to the heaith, safety, and
waelfare of the resident and constitutes a Type B
Violation.

The facility provided a plan of protection in
accerdance with G.8. 1310-34 on 11/05/25 for
this viclation.

THE CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED December 23,
2026.

Divisien of Health Service Regutation
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D 234 10ANCAC 13F 0703(a) Tubarculosis Test, b zad |

! Medical Exam & immunizatio

R new) idmissions will |
have o testing wm,mded 12

10A NCAC 13F 0703 Tuberculosis Test, Mamcai
Examinatlon & Immunizations

(&) Upon admission to an adult care home each
resident shall be tested for tuberculosis diseasa
in compliance with the control measures adopted
by the Cormmission for Public Heslth as specified
in 10A NCAC 41A 0203 including subsequent
amendments and editions.

This Rute is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to ensure 4 of 5 sampled residents
@142, #4, #5) ware tested upon admission for
tubsrculosis (TB) disease i compliance with the
contro} measures by the Commission for Public
Heaith.

The findings are:

Review of the facility Tuberculosis (TR) policy
undated revealed:

-All residents are screened for TB using 2-3tep
Mantoux method.

-Scraening Is done upon admission for Individuals
who cannof pravide documanted skin test within
praceding 12 months,

1. Review of Resident #1's current ELZ dated
Q8/12/24 revealed:

-Diagnoses Included anxiety disorder, Parkinson's
disease, dementis, and hypertension.
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Madical Exam & mmiuhizatio

10A NCAC 13F 0703 Tuberculosiz Test, Medical
Examination & Immunizations

(a) Upon admission to an adult care homa each
resident shall be tested for tuberculosis disease
in complance with the control measures adopted
by the Commission for Public Health as specified
in 10A NCAC 41A 0205 including subseguent
amendments and editions.

This Rule is not met as evidenced by:

Basad on interviews and record reviews, the
facility failad to ensure 4 of 5 samplad residents
(#1 #2, #4, #5) were tested upon admission for
tuberculosis (TE) disease in compliance with the
contral measures by the Commission far Public
Health.

The findings are.

Review of the facility Tuberculosis (TB) policy
undated revealad:

-All resldents are screened for TB using 2-step
Mantoux method.

~Screening is done upon admission for individuals
who cannot provide documanted skity test within
preceding 12 maoriths.

1. Roview of Resident #1's current FL2 dated
08/12/24 revealed:

-Diagnoses included anxiety disorder, Parkinson's
dizease, demantia, and hypertension.
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-Hiz leval of care was documaented as assisted
living facility,

Review of resident #1's Resident Register
revealed he was admitted to the facility on
06/12/23.

Raview of Resident #1's records revealed:

-He had a TE test given on 05/18/23 and read as
negative on 05/21/25.

-He did not have dasumentation that a
second-step TB test was compieied.

Refer to Interview with the pritnary care provider
(PCP} on 11/05/25 at 8:40am.

Refer to interview with the Executive Director
(ED) on 11/05/25 at 9:10am.

2. Review of Resident #4's current FL2 dated
10/21/25 revealed;

-Dlagnoses included coronary artery dizaase,
carebrovascular accldent, and chronic kidney
disease stage 3.

-Her lavel of care was documented as assisted
living facility.

Review of Resident #4's records revealed she did
not have a completed Restdent Register.

Review of Resident #4's records revealed she did
not have documentation of a TB test having been
sormpleted upon admission.

Refer to interview with the primary care provider
(PCF) on 11/05/25 at 8:40am.

Refer to interview with the Executive Director
(ED) on 11/05/25 at 9:10am.
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3, Review of Resident #2's current FL.2 dated
08/01/25 revealed diagnoses included anemia,
chronic tension headacha, muscle weakness,
disorder of the brain, polynauropathy, pressure
uleer loft heel, and vitamin D deficiency.

Review of Resident #2's Resident Register
ravealed Resident #2 had an admission date of
08/10/25 but was not admitted until 07/17/25.

Review of Resident #2's Records revealed.
-Resident #2 had a TB test administered on
06/26/25 and no read date.
-Resident #2 had a TB test administared on
07/25/25 and no read date.

Refer to interview with the primary care provider
(PCP) on 11/05/25 at 8:40am.

Refer to Intarview with the Executive Director
{ED) on 11/05/25 at 9:10am.

4. Review of Resident #5's current FL2 dated
09/09/25 revealed diagnoses included chronic
kidney disease, arteriovenous fistula, end stage
renal disease, transient ischemlc attack, cerebral
vascular atherosclerosts, infraction without
residual deficits, and renal dialysis.

Review of Resident #5's Resident Registar
reveatad Resident #5 had an admission dale of
08/08/25.

Review of Resident 5's records revealed she did
not have dosumantation of a TB test having baan
campleted upon admission.

Refer to interview with the primary carg provider
(PCPF) on 11/05/25 at 8:40am,

Divislon of Haalth Service Regulation :
STATE FORM E23E @ETEH If continuation sheat 10 of 31
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Refer to Intarview with the Exacutive Director ﬂb ] Lﬂ &(}_L mgj g-\rf,}/ mﬂ“
(ED) on 11/05/25 at 9:10am,

:terview with the PCF on 11/05/25 at 8:40am bﬁ [om PMM (H' _ku Dp }Q/‘ l
revealad: Dl(jm )fﬁjm ' ED Wﬂ ] CDWDWM

-Each resident was required to have a 2-step TB

test completed upon admission to an assisted dﬂﬂ SN {1+ Dm &S i 43
living facility. LU {'_‘ll ‘ & @m d ﬂ] [YU CU(-] d

-She was concerned that not testing a resident for

TE upon admission to a facility was a public waw BM ”3—} ’@DU U/nfd

health risk due to risk of TB exposure.

Interview with the ED on 11/05/25 at 9:10am b‘Lf ED hﬂs hten O ﬁ{}:}{’d
ﬁ;:a::s;ident Cara Coordinator (RCC) was ﬂﬂ[j le* m p)aﬂ %

responsible for completing TS testing for all ;
residents upon admissior. U) mp )’ W
-She no longer had an RCC as of 11/04/25.

-The RCC was not complefing TB tests for
rasidonts.

-The first step of the TB testing should have been
completed before a new resident was admitted to
the faciiity.

-The second step TB testing should have been
completed within 2 weeks of a resident belng
admitted to the facility.

-She was assuming responsibility for the TB
testing not being completed for each resident,

-It was important for @ach resident to have TB
testing to prevent an cutbreak in the facility.

D 248 10A NCAC 13F 0704 (b) Resldent Contract, D 248
Information On Facility &

10A NCAC 13F 0704 Rasident Contract,
Information On Facility, And Resident Register
{b) The adminigtrator or their management
deslgnes and the resident or the residents
rapresentative: shall complete and sign the

Division of Mealth Servlce Regulation ‘
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Residant Register initial assessment within 72
houts of tha resident's admission to the facility in
accordance with G.S. 1310-2.15, The facility
shall involve the resident in the completion of the
Resident Register unjess the resident is
cognitively unable to participate. The Resident
Register shall consist of the following:

(1) resident's identification information including
the resident's name, date of birth, sex, admizsion
date, medical insurance, family and
emergancy contacts, advanced directives, and
physicign's name and address;

(2) rezident's current care neads including
activities of dally living and services, use of
assistive alds, orientation status;

{3) resldent's preferences including personal
habits, food preferences and allergies,
community Involvement, and activity interasts,
(4) resident's consent and request for assistance
including the ralease of information, personal

funds management, peirsonal . lockable space,
digcharge Information, and assistance with
personal mail;

(3) marne of the individual identified by the
resident who is to receive a copy of the nofice of
discharge per G.5. 131D-4.8; and

(8) resident's consent including 2 signature
confirming the review and receipt of information
contained In the form.

The Rasident Register is available on the intarnet
websita, ‘
hitps:/info.nodhhse.gov/dhsr/ads/pdi/resregister.p
df at no charge. The facility may use a resident
infarmation form other than the Resident Register
as long as it contains the same Information as
the Residant Reglster. Information on the
Resldent Register shall be kept updated and
matntained in the resident's record.

Diviston of Health Service Regulation
STATE FORM 2805 EBETE If pontinuation aheet 12 of 31
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Thiz Rule is not met as evidenced by:

Based on interviews and record reviews, the
facliity faitad to ensure a Resident Registet was
completed within 72 hours of admission to the
facility for 3 of 5 sampled residents (2, #4, and
#5).

The findings are:

1. Review of Resident #2's current FL2 dated
08/01/25 revealed diagnoses included anemia,
chironic tension headache, muscle waakness,
disorder of tha brain, polyneuropathy, pressure
uleer left heel, and vitamin D deficiency.

Review of Resident #2's Resident Register
revealed:

-Resident #2 had an admission date of 08/10/25
but was not admitted until 7/17/25.

-Resident #2 was her own responsible person,
-Rasident #2 had not dated her two sighatures
and did not compiate signing and dating the
Resident Register,

-Resident #2's Resident Register had not been
signed and dated by the Administrator ar
deslgnes.

Interview with the Executive Director (EB) on
11/05/25 at 9:30am reveated.

-Resldent #2 was supposed to be admitted on
06/10/25 from the hospital.

-Residant #2 was admitted {o rehabilitation from
the hospital.

-Re=ident #2 was admitted to the faciiity from the

Dlvigion of Health Setvice Regulation .
STATE FORM [ GET54 1 continuaticn sheet 13 of 31
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rehabilitation facility on 07/17/25.

Refor to intervlew with the Executiva Director on
11/05/25 at 9:30am.

2. Raview of Resident #4's current FL2 dated
10/21/25 revealed:

-Diagnoses included coronary artery disease,
cerebrovascular accident, and chironic kidney
disease stage 3,

-Her leve! of care was documented as assisted
living facility.

Review of Resident #4's records revealed she did
nct have a Resldent Register.

Refar to interview with the Exacutive Director on
11/05/25 at 2:30am.

3. Review of Rasident #5's current FLZ dated
09/09/25 revealed diagnoses included chronic
kldney disease, arteriovenous fistula, end stage
renal disezge, transiont ischemic attack, cergbral
vascular atheroscletasis, infraction without
residual deflcits, and renal diatysis.

Review of Resident #5's Resident Register
revealed:

-Resident #5 had an admission date of 08/08/25,
-Resident #5's Resident Register had not been
signed and dated by the respansible person,
-Resident #5's Resident Register had been
signad and dated, 08/0%/25 on one signature line
by the Administrator's designee.

Refer to interview with the Exacutiva Director on
11/05/25 at 9:30am

Interview with the Executive Director on 11/06/25
at 9:30am revealed:

Dlvision of Health Service Regulation
STATE FORM 8203 GGETEN . If continuation sheat 74 of 31
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-Sha had warked at the facility since 04/17/25,
-Thers was not 8 dasignated Business Office
Manager (BOM).

~The Resident Care Coordinator (RCC) was
parferming the BOM duties and RCC duties.
-The RCC quit on 11/04/25.

-Tha RCC was raspensible for completing the
Resident Registers.

-She did not know that there were Resident
Registers that were not completed.

-Sha had not performed any resident chat
raviews,

D 253 loﬁ;:ﬁr;;:ﬂ;:;:ﬂ:aF L0801 (a) (b) Resident D 253 Iqﬂ i ,H M )QSSEQYWW AR
wi b& e prior D

{a) The facility shall complete an assessment of mDU & [’ n CME pw)
each resident within 30 days following admission MMW )}U ) ) bp_

andg annually theraafter.

(b} The facllity shalt use the assessment wm PL&}B& Wf\)«m m 2>D dau-s

instrument and instructional manual established

by the Departmant or an instrument develaped by B_P J’HNU@ l n D_nd &anf

the faclity that contains at least the same

information as required on the instrument madf C[U P m de
established by the Department. The assesament 6 [U d fE ' i d CM f

ahall be completed by an individual who has met

the requirements of Rule .0508 of this ] 8-}* Dygaj}gd 1 N8l ¢

Subchapter, If the facility develops its own

assessment instrument, the facility shall ensura EDMPUMU ' E; D VU’ “

that the individual responsible for complating the

resident assessment has completed tralning on Fiylm ond ense

how to conduct the assessment using the

facility's assessment instrument, The assessment [:Dm ﬁ }[U’]U '

10A NCAC 13F 0801 Resident Assessment

shal} be & functional assessment to detetmine the
resident's level of functioning to include
paychosncial wall-being, cognitive status, and
physical functioning in activifies of daily living.

Divigion of Health Sarvice Regulation ‘
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The aszessment instrument established by the
Dapartment shall include the following:

{1) resident identiflcatlon and demographic
Information;

(2) current diagnoses;

{3) current medications;

{4) the resident's ability to self-administer
medications;

(5) the resident's abifity to perform activities of
daily living, Including hathing, dressing, personal
hyylene, ambulation or locomeotion, transferring,
tollating, and eating;

(6) mantal health history;

(7) social history, to include family structurs,
previous employment and education, lifestyle
habits and activities, interasts related to
community involvemant, hobbies, religious
practices, and cultural background;

(8) mood and behaviors:

(9 nutritional status, including specialized diet or
dietary needs;

(10) skin integrity;

(11) memory, oriantation and cognition;

(12) viston and haaring;

(13) speeach and communication,

(14) assistive devices needed; and

(15) a list of and contact information for health
care providers or services used by the resident,
The assessment instrument established by the
Department is avallable an the Division of Health
Service Regulation website at
https://policies.ncdnhs.govidivisional/health-benaf
its-nc-medicaid/forms/dma-3050r-adult-sare-hom
e-personal-sare-physician/@edisplay-flefform_fi
lefdma-3050R.pdf at no cost.

Division of Health Sarvice Regulation
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This Rule is not met as evidenced by:

Based on interviews, and record review, the
facllity failed to ensure 3 of 5 sampled residents
(#1, #2 and #4) had assessmerts completed
within 30 days of admission and annually.

The findings are:

1, Review of Resldent #1's current FL2 dated
08/12/24 revesled;

-Diagnoses included andlety disorder, Parkingon's
disease, dementla, and hypartansion.

-Hiz level of care was documented as assisted
living facility.

Review of resident #1's Residant Register
revealed he was admitted to the facility on
06/12/23.

Review of Resldent #1's records revealed his .
most recent completed care plan was dated
08/02/24.

Rafar to interview with the primary care pravider
(PCP) on 11/05/25 at B:40am.

Refar to interview with the Executive Director
(ED) on 07/23/25 at 9:55zam.

2. Review of Resldent #2's current FL2 dated
08/01/25 revealed diagnoses included anemia,
chronic tension headache, muscle weaknass,
disorger of the brain, polyneuropathy, pressure

Divigion of Health Service Regulation '
STATE FORM ' 829 EETE If eontinuation sheet 17 of 31
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ulcer left hael, and vitamin D deficiency.

Review of Resldent #2's Resident Register
revealod Resident #2 had an admission date of
0717125,

Review of Resldent #2's Care Plan dated
10/08/25 revealed.

-Resident #2 was totally dapendent for toileting,
ambulatien, bathing, dressing, and transferting.
-Resident #2 needed limited assistance with
personal hygiene.

-Resigant #2 needed supervision with aating.
-The Care Plan was not signed and datad by the
staff that completed the Cara Plan.

-The primary care providar (PCP) signed the
Cara Plan on 10/09/25%.

Refer to interview with the Primary Care Provider
(PCP) on 11/05/25 at §:40am.

Refer ta interview with the Executive Director
(ED) on 07/23/25 at 9:55am.

3, Raview of Residant #4's current FL2 dated
10/21/25 revealed:

-Diagnoses included coranary artery disease,
cerabrovascular accidant, and chronic kidney
disease stage 3.

-Her leval of care was documentad as assisted
living facility.

Raview of Residant #4's records revealed she did
not have a completed Resident Reglster.

Review of Resident #4's records revealed she did
nat have a completed care plan.

Refer to interview with the Executive Director
{EDH) on 11/05/25 at 9:10am.

Division of Health Service Regulation
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Refer to interview with the primary care provider VU ”l bﬂ ﬁbmpm‘}fd dllj hf '
(PCP) on 11/05/25 at 8:40am. m ﬂ[‘)] Tk q WL PV d
Interview with tha PCP on 11/05/25 at 8:40am in SCVW M oon M s e
revealed:
-Each resident in the facility should have had a Q’d mm 1 &m% N | {10 ﬁ p}’bﬂf’ 8S
current care plan completed. w
.She was supposed to sign care plans for each 4,0 _% Vb N TR et
rasident every & months.
-Each resident should have had a care plan m+ a m&d)( QgH . Tg He
signed by her within 2 weeks of her inltial visit,
-Sghe asked the facility to put new resident care rinnin ”DW [ DY WﬂW[
plans in her folder to be signed. W p n,.ﬁa?& . M 0d“ﬂm1
-The facility was responsible for ensuring care )md
plans were completed and given to her for review 3%'{1 _M) h o [ b PPN 0 vl
and signature. aﬂd mmﬁ&m ﬂn m adjmhm
Irterview with the ED on $1/05/25 af 9:18am ‘ ' r 172 D}
revaaled: Aretor (RG0S .ku{lﬂmwﬁ ﬂz?[irp [’/P)p m"\"
-The Residant Care Coordinator was : ) P Y1),
responsible for completing the care plans timely ID-[*\“ de Mm ,g & ) D_p
for all residents. .
_She ne fonger had an RCC as of 11/04/25. W ”] m&l& PCD &Wﬂf e d
-The RCGC was not completing the care plans for r E ‘P” ) S *l—’ha:” Cu" e n efd ’ I
rasidents. :
-Care plans should have been done annually for [_‘lnd m@]ﬂ{f CL“ MM) Mf
each resident or after any significant change. - :
-It was important for each resident to have an m E Tm \u/w )Du-/' lﬁw w
updated care pian in otder for staff to provide W i’ ‘&‘ m Wﬂj ) .
roper care for each resident.
?shz was assuming responsibility for the care -&"}WE Wﬂphw ‘
plans not being compieted for each resident. d m M
ED W) i an
C 358 10A NCAC 13F .1004 (a) Medication D 358 ‘ W d J) I &:]'m W’S ‘H)
Administration nee M mjm W S0
10ANGAC 13F 1004 Medication Administration LAt ) o /
(2) An adult care home shali assure that the w, L”d Wm jaﬁ
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preparation and administration of medications,
prescription and non-preseription, and traatments
by staff are in accordance with:

(1) orders by & licensed prescribing practitioner
which are maintained in the resident's record; and
{2) rules In this Sectlon and the facility's polleies
and proceduras.

This Rule is not met as evidenced by:
TYPE B VIOLATION

Based on observations, interviews, and racord
reviows, the facility failed to ensure a medication
was administerad as ordered for 1 of & sampled
residents (42) related to a medication to treat
pain.

The findings are:

Review of the facility's madication administration
policy {undatad) revealad:

-The purpose of the palicy is to ensure that
madications are administered consistently and
within appropriate timeframeas to meet resldants’
healthcare neads.

-Medications will be adgministered within one hour
befora or after the specified times, axcapt in
casas of emergancies,

Review of Resident #2's current FL2 dated
08/19/25 revesalod:

-Diagnozes Included anenla, chronic tenslon
headache, muscle weakness, disorder of the
brain, polyneurapathy, pressure ucer on left hael,
and vitamln D deficiency.

-There was an ordet for Hydrocodone
Acetaminophen 10-3256mg 2 tablets twica daily.
(Hydrecodone Acetaminophen |5 used to treat
pain).

-There was an order for Hydrocodone
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Acetaminophen 10-325mg 2 tablets twice daily as
needed.

Review of Rasident #2's Residant Register
revealad an admission date of Q7/17/25.

Revlew of Resident #2's September 2025
electronic medication administration record
(eMAR) revealed: ‘

-There was an enfry for Hydrocodone
Acetaminaphen 10-325mg 2 tablets to be
administered twice daily.

-Hydrocadone Acetaminophen 10-3256mg was
documented as administered at £:00am from
09/01/25 to 09/21/25, 09/25/25 to 09/26/25, and
09/29/25.

-Hydrocodone Acataminophen 10-325mg was
documented as not administered at 8:00am on
00/22/25, 09/23/25, 09/24125, 09/27/25, 09/28/25,
and 09/30/25 (medication was not available).
-Hydrocodone Acetarminaphen 10-325mg was
documented &s administered at 8:00pm from
09/01/25 to 09/20/25, 08/21/25, and 09/27/25 to
08/28/25.

~Hydrocodone Acetaminophen 10-325mg was
documented as not administered at 8:00pm on
09/20/25 {out of madications), 09/22/25 (need
refill), 09/23/25 (out of stock), 09/24/25 (order
medications), 09/25/25 (no medications order
them), 09/26/25 {order madications), 09/29/25
{noed refill), and 05/30/25 (in hospital).

-There was an antry for Hydrocodone
Acetaminophen 10-325mg 2 tablets to be
administered twice dally as needed.
-Hydrocodone Acetaminophen 10-325mg as
needed was documented as administered on
09/20/25 at §:53am, 09/21/25 at 11:55am,
09/23/25 at 3:11pm, 09/24/25 at 3:11pm,
09/24/25 at 12:34am, 09/25/25 at 10:27pm,
09/25/25 at 10:01am, 09/26/25 at 2:37pm,
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09/27/25 at 2:25pm, 09/25/25 at 1:43pm, and

09/29/25 at 10:26am. Bl W&HC% [ 2ib) g—lﬂ
0

Roview of Resident #2's Qctober 2025 eMAR Pyﬁ —ﬂminuﬂ O.J[ ﬂ ‘p"” )
ravealed: p , W @) m W

-There was an entry for Hydrocodone

Acetaminophen 10-325mg 2 tablets to ba ng?/M'}" _,I,D m ? P}’M\[ﬂﬂ{?

administered twice daily. ﬂ f,,)’
-Hydrocodone Acetaminophen 10-325mg was A ) ‘
documented as administered at 8:00am from 1 ﬂ HWW W
10/04/25, 10/05/25, 10/08/25-10/22/25.
-Hydrocodone Acetarninophen 10-325mg was
documented as not administered at 8:00am on
10/01/25, 10/03/25, 10/06/25, 10/07/25, 10/25/25
to 10/31/25 (medicatlon not available).
-Hydrocodone Acetaminophen 10-325mg was
documented as administered at 8:00pm on
10/02/25, and 10/06/25-10/21/25.

-Hydrocodona Acetamminophen 10-325mg was
documented as not administared at 8:00pm on
10/04/25 and 10/03/25 {nead refill), 10/04/25
{order medications), 10/05/25 (medications not
available), 10/22/25 (order medication), 10/23/25
{need refill}, 10/24/25 (medication net available),
10/25/25 (waiting on pharmacy), 10/26/25
(medication not available), 10/27/25 (need refill),
10/268/25 (do not have), 10/29/25 (no refill),
10/30/25 and 10/31/25 (madication not available).
-There was an entry for Hydrocodone
Acetaminophen 10-325mg 2 tablets to be
administered twice daily as neadad.
-Hydrocodone Acetaminophen 10-325mg as
neaded was documented as administered on
10/01/25 at 3:12pm, 10/03/25 at 1:59pm,
10/04/25 at 8:57am, 10/06/25, at 10:41am,
10/07/25 at 10:34am, 10/22/25 at 7:43pm,
10/22/25 at 8:28am, 10/23/25 at 7:34pm,
10/23/25 at 9:15am, and 10/24/25 at T:.48pm,

Review of Resident #2's November 2025 eMAR
Divislon of Health Service Regulation
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revealad:

There was an entry for Hydrocadong
Acetaminophen 10-325mg 2 tablets to be
administerad twice dally,

-Hydrocodone Agetaminophen 10-325mg was
documented as not administered at 8:00am from
11/01/25 to 11/02/25 (madication not available),
14/03/25 (left blank), 11/04/25 {reason not
dosumentad).

-Hydrocodone Acetaminophen 10-325mg was
documented as not administered at 8:00prm on
11/04/25 and 11/02/25 {need refill), 11/03725 (do.
nat have medicafion).

~Thera was an entry for Hydrocodone
Acatzminophen 10-325my 2 tablats to be
administered twice dally as needed.
-Hydrocaodone Acetaminophen 10-326mg as
needed was not documentad as administered
from 14/01/25 to 11/04/25.

Observation of Resident #2's medications on
hand on 11/04/25 at 1:15pm revealed that
Hydrocodone Acetaminophien 10-325mg tablets
gchaduled or as needed were not in the
medication cart,

Interview with Resident #2 on 11/4/26 at 2:30pm
revealed:

-She had lived at the fadility for about 4 months.
-She was paralyzed from tha waist down.

-She was concerned that her pain was not
controlled.

_Resident #2's back pain level was a 7 out of 10.
(Pain level is rated on & scale of D-10. A paln level
of 7 Is considerad strang pain).

-Sha was not sure if she was recalving her
medicatiors as ordered.

-The staff did not explain what medications she
was administered.
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Seoond interview with Resident #2 on 11/05/25 at
8:06am revealed:

-Sha had talked with her provider about needing
an as needed pain medication.

—Rasident #2's back pain level was an 8 out of 10,
-She had not received her morning medications
and was wanting to get out of bad.

-She had abdominal pain, nausea, vemiting, and
diarrhea for several days a few weeks ago, not
sure of the dates.

Interview with the facility's contracted pharmacist
on 11/04/25 at 2:07prn revealed:

-Hydrogodone Acetaminophaen 10-325mg was a
sehedule ll-controlled substance that requirad a
hew prescription each time it was dispensed.
-Hydrocodone Acetaminophen 10-325 was
dispensed on 08/08/25 for & 30-day supply, 120
tablets and a as needed for 30 tablats.
-Hydrocodona Acetaminophen 10-325 was
digpensed on 10/03/25 for a 15-day supply.

Interview with a medication aide (MA) on 11/04/25
at 1:37pm revealed:

-The Resident Care Coordinator (RCGG) was
responslble for ensuring that medications were
available on the medication cars.

-The RCC called the pharmacy when residenis
were out of medications.

-MAs did not notmally call the pharmacy for
madications.

-Ehe had notifiad the RCC on multiple occasions
that Residant #2 was out of her pain medication,

Intarview with a second MA on 11/08/25 at
10:09am revealed:

-If & medication was not avaitable the RCC was
notified,

-The MAs did not call the pharmacy or the
primary care provider (PCP) when a resident was
Division of Health Service Regulation .
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out of medication.

-The RCC was responsible for notifying the
pharmacy of PGP when 4 resident was out of
their medications.

Interview with the Execttive Directar (ED) on
11/04/25 at 10:50am revealed that the RCC had
quit today, 11/04/25,

Second intarview with the ED on 11/04/25 at
2:19pm revoaled:

“The RCC was responsible for ensuring that the
residents had their medications available,

-The RGC would not allow the MAs to call the
pharmacy or PCP.

~There was not a process for the RCC to
documaent when she called the pharmacy or PGP,
-Sha did not know that Resident #2 was out of
nar pain medication.

-She expected the RCC would call and request
the medications to be filled,

~Thers was no excuse for the medications not
being available for Resident #2 on the madication
cart.

-They could have placed the medication on hold
after speaking to tha PCP.

-The pharmacy delivered medications o the
facility daily.

-The facility had & backup pharmacy for
gmergencies.

-t would be a problem for Resldent #2 {o go
without ket pain medication.

-Resident #2's pain could increase.

-The RCC performed medication cart audits on
Mondays and Fridays, iooking for expired
medicatlons, dates on medications opened Hke
insulin and aye drops, and that the medications
ot the cari matched the eMARs.

-Sha scanned the medications carts looking for
dates on meds and that the medications matched
Divislon of Health Service Regulation

STATE FORM Lo GET51 If continuation sheet 25 of 31




12/10/2025  01:00PM 9196621166 LAWN DALE PAGE 28/33
PRINTED: 11/21/2025
FORM AFFROVED
Divislon of Health Service Regulation
STATEMENT OF DEFICIENCIES {¥1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION ' (%3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING: ' COMPLETED
HAL092233 B. WING 11/05/2025
NAME OF PROVIRER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIF GODE
601 LAKESIDE DRIVE
R
LAWNDALE MANG GARNER, NC 27523
X4 1D SUMMARY STATEMENT OF DEFIGIENGIES ¥} PROVIDER'S PLAN OF CORRECTION [¥5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDERD BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFIGIENCY)
D 358 | Continued From page 25 D 358

the eMARS.

-She last worked as a MA two wesks ago on third
shift.

-The fadilty did not use the control substance
logs that the pharmacy sent with narcotics.

-The MAs documented in the computer.

~The RCC was responsible for reviewing the
controt substance logs.

-She was unable to provide or print the control
substance logs for raviaw.

-She was unable to provide the electronic control
substance logs and unable to pull them up to
provide the date and time the madications were
administered.

Imterview with the facllity's contracted PCP on
11/05/25 at 8:16am revealed:

-3he did not know that Resident #2 was out of
her pain medication,

-Resident #2 took pain medication for her back
pain.

-She was in the facility every Thursday.

-Sha had never been askad to refill Resident #2's
pain medication,

-Resident #2's Hydrocodone Acetaminophen
10-328mg was a schedule |l control substance
and required a new prescription each time it was
ordered,

-Tha facitity should have called her when the refill
was needed.

-She had ordered the medication on 10/03/25 for
15 days.

-The pharmacy sent her & refill request on
11/04/25,

-She was concerned because of the paln
medication dose Resident #2 was on and what
could happen to her by stopping the medication
suddeanly.

-Resident #2 was at risk for increased pain
withdrawatls, could become clammy, have body
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aches, bagome dizzy, or have nausea and
vomiting.

The facility failed te administer a pain medication
to Resident #2 as ordered. This pain medication
prescription was a schedule I! controlled
substance and had to be requesied from the
primary care provider ach time that it needed o
ba fitted and the facility fallad to secure this
proscription each time that the resldent needad
the pain medicakion refilled. The facility staff
documented that Resident #2 went without their
scheduled pain madication on muitiple oceasions
in September 2025, October 2025 and 4
consacutive days in November 2025. This failure
was datrimental to the health, safety, and welfara
of tha resident and constitutas a Type B Violation.

The facility provided a plan of protection in
ancordance with G.5. 131D-34 on 11/05/25 for
this violation.

THE CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED December 23,
2025,

D 367 10A NCAC 13F ,1004 {j) Medication
Administration

10A NGAC 13F 1004 Medication Adrministration
() The resident's medication administration
record (MAR) shall ba accurate and include the
following:

(1) resident’s name;

(2) name of the medication or treatment order,;
{3} strength and desage or quartity of medication
administered;

{4} instructions for administering the medication
or freatment;
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{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 freatments and the reason for the
omission, including refusats; and,

(8) name or Inltlals of the person administering
the medication or treatment. If Initlals ara used, a
gignatura equivalent to those initials is to be
documented and maintained with the medication
administration record (MAR).

This Rule iz not met as avidanced by:

Based on cbservations, interviews, and record
reviews, the facllity failed to ensure the
medication administration records were acetrate
for 1 of 5 sampled rasident (#3) including
inaceurate documentation of an insulin,

The findings are:

Review of Resident #3's current F1.-2 dated
10/31/25 revealed diagnoses included aphasia,
type 2 diabetes mallitus, hyperglycemia,
hyperlipidernia and chronic diastolic: heart failure,

Review of Resldent #3's Residant Registar
revealed she was admitted in-the facility on
10/08/25.

Review of Resident #3's physician order dated
10/17/25 revealed there was an order for insulin
lispro 100 unitmL, check blood sugar 4 timas
daily <70 call doctor; 201-250 = inject 4 units;
251-300 = inject & units; 301-350 = inject 8 unlits;
351-400 = inject 10 units; =400 call doctor (used
Dlvlsion of Health Service Regulation
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to treat diabetes),

Review of Resident #3'= October 2025 electronic
medization administration record (eMAR)
revealed:

=There was an entry for insulin lispro 100 unit/mL,
check blood sugar 4 times daily <70 call dector;
201-250 = injeci 4 units; 251-300 = Inject 6 unifs;
301-350 = inject 8 units: 351-400 = injact 10
units; =400 call doctor.

-Insufin lispro was dosumented as administerad
four times each day at 7:30am, 11:30am, 4:30pm,
and §:00pm.

-Insulin lispro was documented as administered
54 times.

-There was documeantation of Resident #3's blood
sugar four times each day,

-There was no documentation of the units of
insulin lispro administered to the resident.

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

-Thera was an entry for insulin lspre 100 unit/ml,
chack blopd sugar 4 times dally <70 call doctor;
201-250 = inject 4 units; 261-300 = inject & unils;
301-350 = inject 8 units; 351-400 = inject 10
units; =40G0 call doctor, .

-Insulin lispre was documentad as administered
four times each day at 7:30am, 11:30am, 4:30pm,
and 8:00pm.

-Insulin lispro was documented as administered
14 times.

-There was documentation of Resident #3's blood
sugar four times each day,

-There was no documentation of the units of
insulin llspro administerad to the resident.

Interview with a medication aide (MA) on 11/05/25
at 10:50am revealed:

-Resident #3's blood sugar was checked four
Bivislon of Haaith Service Regulation
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times daily.

-Rasident #3 was administered the amount of
units that matehed har blood sugar,

-The MAs documented Resident #3's blood
sugar four times each day on the aMAR.

.The MAs did not document the units of insulin
they adminlstered to Resident #3.

Interview with a second MA on 11/05/25 at
11:0%am revealad:

-She shecked Resident #3's blood sugar and
administered the units of inzulin matching the
sliding scale numbers on the aMAR.

-She documented the blood sugar en the eMAR.
-She did not document the units of insulin she
administored to Resident #3,

-The aMAR system only had a section to add the
blood sugar level.

-The eMAR system did not have a section to add
the units administered to the residant.

Interview with the facility's contracted pharmacy
an 11/05/25 at 11:15am revealed:

-The pharmacy did not have access to make
changes to the eMAR systam for this facllity,
-The facility did not give the pharmacy permission
to make any adjustments in the system,

-In the system there should be a place to
document the residents blood sugar and the units
of insulin administered.

-The facility should have been documenting the
units of insulin that was administered.
-Documenting the units of insulin administered
aliowed the provider to know the units of insulin
fhe resident was receiving.

-It was important for the provider to know how
much Insulin was being administered in case
adjustments needed to be made to the residents
insutin,

-It was important for the facility to always
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1 document the residents blood sugar and units of

insulin administared.

Interview with the PCP on 11/05/25 at 11:15am
revealed:

-The MAs were responsible for documenting
medications that were administered to the
residents on the eMAR.

-She believed it was medically appropriate for the
MAs to document the unlts of insulin that
Resldent #3 was recelving.

-She needad to know the units of insulin that
Resident #3 was being administered so she could
make appropriaie changes to insulin if needed.
-She needed to know the units of insulin that
Resident #3 was being administered so she could
confirm that Resident #3 was getting a safe and
effective dose.

Interview with the Executive Diractor (ED) on
11/05/25 at 11:30am revealed:

-There was not & place in the eMAR system that
prompted the MAs to add the units of ingulin that
were administered.

-The MAs wera able to add a hote In the eMAR
systemn to document the units of insulin that was
administered.

-She was not aware the MAs had not been
documenting the units of Insulin that Resident #3
had been administerad.

-It was important to document the amount of
insulin Resident #3 was being administered.
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