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The Adult Care Licensure Saction conducted a
follow-up survey on 11/10/25 - 14/24/25 and
11124128,

T0A NCAG 13F .0311 (d) Other Requirements
10A NCAC 13F .0311 Other Requirements

{d) The hot water system shall supply het water
to the kitchen, bathrooms, laundry, housekeeping
closels, and soilad utllity room. The hot water
temperature af all fixtures used by residents shall
he maintained at a minimum of 100 degrees F
and shall not exceed 116 degress F.
Notwithstanding the requirements of Rule .0301
of this Section, the requirements of this
Paragraph shall apply to new and exlsting
facllities.

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

Based on observations, interviews, and record
reviews, the facility falled to ensure the hot water
temperatures at 4 of 4 sampled fixtures
accassible to residents in the special care unit
(8CU), were maintained at a minimum of 100
degrees Fahrenheit (F) to a maximum of 118
degrees F with hot water temperatures ranging
from 94 degrees F to 131 degrees F.

The findings are:

Review of the facility Environmental Health
Inspection report dated 05/19/25 revealad there
were 1.5 demerits listed for hot water
temparafture ranges of 95-103 degrees
Fahrenhalt (F) throughout the Facility.

does not constitute and admission
or agreement of conclusion set forth
in the Statement of Deficlencies or
Corrective Action Report. The Plan
{D 113} ot Correction Is prepared solely as
a matter of compliance with state
law,

Reglonal Mainienance Manager 11/25/55
was notified and he came onsite to
evaluate and adjust water
temperatures.

Facillty staff placed hot watsr 11H9/25
signage in all residents bathrooms
and public common areas water was
used until the Issue was fixed.

Maintenance Director conducted an 11/19/25
in-service with all shifts on the hot
water temps until issue was fixed.
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Review of tha North Carolina Division of Health
Service Regulation Construction Sectlon Hot
Watar Safety Guide revealed:

-Awater temperature of 118.4 degrees F could
result in a first degree in 15 minutes and =
second degres burn In 20 minutes,

-A water temperaturs of 127.4 degrees could
result In a first degree burn in 30 seconds and a
second degree burn in 60 seconds.

Observations during the initial tour of the Special
Gare Unit (SCU) of the facliity on 11/19/25
between 9:10am and 10:20am reveaisd:

-At 9:35am, the hot water temperature was 95
degrees F at the sink in the day roam,

-At 10:02am, the hot water temperature was 116
degress F at the hathraom sink in room 601,

Observatlon of a personal care aide (PGA) on
11/19/25 at 9:35am revealed she placed her hand
under the running water at the sink In the
dayroom.

Interview with the PCA in the SCU dayroom on
1118/25 at 9:35am revealed:
-She used the day room sink to wash her hands,

~The temperature of the hot water felt as "hot as it
gets"”,

Observations of the sink fixture in the bathroom in
roam 601 of the facility SCU on 11/19/25 at
2:20pm revealad the hot water temperature was
123 degrees F.

Interview with the Special Care Coordinator
(SCC)on 11/19/25 at 2:26pm revealed:
~She had not checked any hot water
temperatures in the SCU.

-The facility Maintenance Director performed

Licensed Professional Plumber wags
called to the community to evaluate
and correct the problem with the
water heaters.

Plumber stated that a power outage
reset the heater. The plumbers
purged the system and reset the ditch
switches. Problem resolved.

Facllity Maintenance will check the
watter temps 2x daily for one week,
then daily for 2 weeks, then weekly as
scheduled. Any discrepancies will be
recorded, reported to Regional
Maintenance for further evaluation,
Any rooms noted out of range, will
have a sign placed to indicate hot

Ul pon. Zelophions
M@%‘z‘éw pro éfﬁﬁ/}é
o 395

11/25/25

1/30/26

o

i

STATE FORM

Diviston of Health Service Rogulatlon

600

JR4812

If eenlinualion sheol 2 of 65




PRINTED: 12/12/2025

. » - v FO P
Division of Health Service Regulafion WEAPR RV
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING: {xs)gé\;\rﬁl_sg%\fokzv

R-C
B.
HALOB1066 WING 1112412025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
THE LANDINGS OF SMITHFIELD 200 KELLIE DRIVE
SMITHFIELD, NG 27577
XA SUMIMARY STATEMENY OF DEFIGIENGIES (] PROVIDER'S PLAN OF CORREGTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE cohtfl.)ErE
TAG REGULATORY OR LSG IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
{D 113}] Continued From page 2 D113}

waler tsmperaturs checks,
-She was not sure how often water temperature
checks were dona.

Observations of the sink fixture In the bathroom in
room 612 of the facility SCU on 11/19/25 between
2;30pm and 2:38pm revealad:

-At 2:30pm, ths hot water temperature was 131
degrees F.

~At 2:38pm, the hot waler temperature was 125
degrees F.

Intarview with the resident In room 612 on
1119125 at 2:30pm revealed:

-5She used the water fixture at the bathroom sink
in room 812,

-Sometimes the water temperature was kind of
hot when it was turned on for a while (no specific
timeframe provided).

Chservations of the sink fixture in the bathroom
sink in room 501 of the facility SCU on 11/19/25
at 2:44pm revealed the hot water temperature
was 120 degrees F,

Interview with the Administrator on 11/19/25 at
2:52pm revealed:

-He requested the facliity Maintenance Director to
perform hot water temperature checks In every
room of the facility the morning of 11/19/25 and
room 612 hot water femperaturs was reported at
107 degrees F.

-The Reglonal Maintenance Director (RMD)
flushed the hot water tanks in the moming of
11/19/28 because there were low hot water
temperature readings at some of the hot water
temperaiure fixtures.

~The hot water temperature thermostats had not
been adjusted,

~-He did nat know why there ware some
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“super-hot" waler temperatures now.

Recheck of hot water temperatures, after
callbration of thermometers, with the RMD and
facllity Mainlenance Director on 11/19/25 from
317pm to 3:44pm revealed:

~The hot water temperature at the bathroom shnk
in room 801 of the SCU was 95 degrees F with
the surveyor thermomster, 96 dagrees F with the
facility Maintenance Dirsctor thermometer, snd
98 degrees F with the RMD thermometer at
3:29pm,

~The hot water temperature at the bathroom sink
In room 6801 of the SCU was 105 degraes F with
the surveyor thermometer, 107 degress F with
the facllity Malntenance Director thermemater,
and 107 degrees F with the RMD thermometer at
3:29pm.

-The hot water temperature at the bathroom sink
in room 612 of the SCU was 94 degrees F with
the surveyor tharmometer, 94 degrees F with the
facillty Maintenance Director thermometer, and
84 degrees F with the RMD thermometer at
3:29pm.

«The hot water temperature at the dayroom sink
of the SCU was 97.8 degrees F with the surveyor
thermometer, 98 degrees F with the facllity
Malntanance Direstor thenmometer, and 88
degrees F with the RMD thermometer at 3:44pm,

Review of the facility's weekly water temperatura
check log shests revealed:

-0On 11/13/25, there were 14 documented water
temperature check readings for fixtures
accessible to residents, ranging from 100
degrees F to 116 degress F. There were no
specific fixtures identified,

-On 1115125, there were 14 documented water
temperature chack readings for fixtures
accessible to residents, ranging from 98 degrees
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F to 120 degress F, including room 612 at 120
degrees F and a second reading of 102 degrees
F. There were no specific fixtures [dentified,

Recheck of hot water temperatures with the RMD
and facliity Maintenance Direcior on 11/20/25
from 10:04am to 10:26am revealed:

-The hot water temperature at the bathroom sink
in room 501 of the SCU was 106 degrees F with
the survayor thermometer, 106 degrees F with
the facility Maintenance Diractor thermomeler,
and 107 degrees F with the RMD thermometer at
10:07am,

~The hot water temperature at the bathroom sink
in room 601 of the SCU was 107 dagrees  with
the surveyor thermometer, 107 degrees F with
the facillty Maintenance Diractor thermometer,
and 107 degrees F with the RMD thermometer at
10:25am.

~The hot water temperature at the bathroom sink
in room 612 of the SCU was 108,3 degress F
with the surveyar thermometer, 108 degrees F
with the facllity Maintenance Director
thermometer, and 109 degrees F with the RMBD
thermometer at 10:29am.

~The hot water temperature at the dayraom sink
of the SCU was 105 degreas F with the survayor
thermomater, 105 degrees F with the facility
Maintenance Director thermometer, and 106.0
degrees F with the RMD thermometer at 3:44pm,

Interview with the Divisional Vice President of
Operations (DVPO} on 11/19/25 at 2:35pm

revealed:

-The RMD reporied to her that he had flushad the
hat water temperature system on 11/19/25.

-She did not think the RMD had adjusted tha hot
water temparature earilar en 11/19/25.

Second interview with the DVPO on 11/19/25 at
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2:44pm revealed:

-She contacted the RMD who informed her that
the elght hot water tanks at the facility had been
flushed,

~Caution sligns would be posted at water fixtures
alerting stafi and residents of the fluctuating hot
water temperatures, as requested.

Intervisw with the RMD on 11/19/25 at 3:08pm
revealed;

-Thers was sediment in the hot water fixtures,
-He flushed the hot water tanks on the morming of
1119128,

-He had just lowered the hot water temperature
thermostats to 125 degress F from 130 degrees
F.

-He was nat sure when the hot water temperaturs
thermostats had last been adjusted,

~There were nine tankless hot water heaters at
the facility, and he needed to figure out which
tank supplied hot water to what secfion of the
facility.

Interview with the facility Malntenance Director on
1119425 at 3:41pm revealed:

-He checked hot water temperatures in two
facility reoms of each hall every week.

-He kept a water temparature logbook in the
offics.

Second intervisw with the facility Maintenance
Director on 11/20/25 at 10:28am ravealsd:

~There hed not been a plumber at the facility
sinca he was employed.

~He was not sure when the plumber had last bean
to the facility.

Interview with the Administrater on 11/24/25 at
6:09pm revealed:
~The plumber came to the facility on 11/21/24 at
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12:00pm.

-The hot water system was purged, and ditch
switches were reset.

-The facillty was told that a power cutags may
cause difficuity with the hot water heaters and
pump,

-Since then, the hot water temperatures had bsen
pretty stable,

The fecility failed to ensure hot water
temperatures were maintainad batwean 100
degrees Fahrenheit (F) and 116 degress F at the
sinks in the SCU), with hot water temperaluras
ranging from 120 degrees F to 131 degrees F. A
water temperature of 118.8 degrees F could
resultin a first degree burn in 15 minutes and a
secand degrae burn in 20 minutes, A water
ternperature of 127.4 degrees F could result in a
first degree bumn in 30 seconds and a second
dagree burn in 60 seconds. A water temperature
of 131 degrees F could result in & first degree
bum in 17 seconds which placed the residents at
a potentlal risk for burns, and was datrimental to
the health, safety, and welfare of the residants.
This constitutes = Type B Viclation.

The facllity provided & plan of protection in
accordance with G.S. 131D-34 on 11/19/25 for
this violation.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JANUARY 8,
2026,

D 125 10A NCAG 13F .0403(a) Qualifications Of D125
Medlcation Staff

10A NCAC 13F 0403 Qualifications Of
Medication Staff
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(a) Adult care home staffwho administer :
medications, hereafter referred to as medication W MZ% e 02{:;‘4’2? ¢
aldes, and their direct supervisors shall complate 232 ' i ﬁ ' D// 14 / / ’
" i 2 [ =
training, clinical skills validation, and pass the : on 2o ”
written examination as set forth in G.S. _ £ niselen> Aﬁm
131D-4,68. Persons authorized by state &Zef M %
cccupational licensure laws o administer /. % M j(g 2 / 1?57/ X
medications are exampt from this raquirement, D&X Pﬂ’)
Readopted Eff. July 4, 2021, — M cJTb‘Sé . 4
XWM M’
This Rule is not met as evidenced by: Business Office Coordinator and/or 1/30/58
Based on observations, interviews, and record designee will review all current staif
reviews, the facilily falled to ensure 2 of 8 files to ensure compliance with
sampled staff (B, C) who administered state requirements
medications had complsted the state appreved .
5-haur, 10-hour andfor 15-hour medication alde Remove or as{mgn any Staff who do
training courses as required. not meet qualifications until
compliance is complete.
The findings are: Executive Director (ED) conducted an |12/15/25
1. Review of Staff C's parsonnel racord revaaled: in-serviced with all man agers on the
-Staff C was hired as a madication aide (MA) / Importance of staffing qualifications
supervisor on 12/02/24, standards.
-Staff C completed the medication administration
clinical skills validation checklist on 12/14/24, . . 1/30/26
-Staff C passed the state written MA examination Executive Director, Business
on 08/10/04. Offlce Manager and/or designee
-There was nc documentation of Staff G will conduct weskly random staff
completing the state approved 5-hour, 10-hour, audits on staif file, update the tickler
and/for 18-hour MA training courses. to ensure compliance.
-There was no MA verification of smployment
form for Staff C.
Review of October 2026 elactronic medication
administration records (eMARs) revealed ihere
was documentation Staff C administered
tnedications on 10/01/25 - 10/03/25, 10/06/25 .
10/08/25, 10711725, 10112/25, 10116/25, 1017125,
10/20/25 - 10£22/25, 10/25/25, 10/26/25, 10/20/25
lati
g!;l\&_a;;n;g;;allh Seavion Rnaulaln T JRABIZ If continualion sheot 8 of 55
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and 10/30/25,

Revlew of November 2025 eMARs revesled there
was documentation Staff C administered
medigatlons on 11/03/25, 11/04125, 11/07/25 -
11710425, 11411425 - 1114125, and 1/17/25.

Telephone interview with Staff C on 11/24/25 at
6:34pm revesled:

~He starled working at the facility about a year
ago and he had been administering medications
since he starfed working at the facllity.

-He completed the 5-hour and 10-hour MA
training courses at this facility with a facility RN.
~He hiad also completed MA training at other
sister facliities in the past,

-Ha did not know why the facility did not have his
cartificates on file.

~He would try to locate a copy of the certificates.

Interviews with the Administrator on 11/24/25 at
2:45pm and 6:20pm revealed;

-The Reglstered Nurse (RN} who completed the
state approved S-hour, 10-hour, andfor 15-hour
medication aide (MA) training courses for Staff ¢
no longer worled with their company.

~He did not have a currant phone number for the
previous RN, so he was unable to contact the RN
to ses if she had a copy of Staff C's certificates
for the state approved 5-hour, 10-hour, and/er
18-hour MA training courses.

Refer to interviews with the Administrator on
11/24/25 at 2:45pm and 6;20pm.

Refer to interview with the Business Office
Manager (BOM) en 11/24/25 at 6:07pm.

2, Review of Staff B's personne! record revealsd:
-Staff B was hired as a medication aide (MA) /
Divisien of Health Service Regulation
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supervisor on 0B/13/25,

on 11/16/15,

MA fraining course,

form for Staff B.

10431125,

11119728,

facility.

-Staff B completed the medication adminiskration
clinical skills validation checklist on 08/08/25,
-Staff B passed the state written MA axamination

-Slaff B completed the state approved S-hour MA
trafining course on 0B/08/25,

~There was no documentation of Staff B
completing the state approved 10-hour or 15-haur

-There was no MA vesification of amployment

Review of October 2025 elactranic medication
administration records (eMARSs) revesled therg
was documentation Staff B administerad
medicatlons on 10/01/25 - 10/05/25, 10/08/25,
10711425, 10/15/25, 1 0/16/26, 10/18/25, 10719725,
10/21/25 - 10/23/25, 1027425 - 10/29125, and

Review of November 2025 eMARSs revealed there
was documentation Staff B adminlstered
medications on 11/01/25 - 11/08/28, 11/07/25,
11/08126, 1110125, 11113/25 - 11/16/25 and

QObservation of Staff B on 41/24/25 at { 2:00pm
revealed she was administering medications to
residents an the assisted living (AL) side of the

Interviews with the Administrator on 11/24/25 at
2:45pm and 6:20pm revealed;

~The Registered Nurse (RN) who completed the
state approved S-hour and 10-hour medication
alde (MA) training courses for Staff B no longer
worked with their company.

~Ha did not hava a cuirent phone number for tha
previous RN, so he was unable to contact the RN

Diviston of Health Service Regulation
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to ses If she had a copy of Staff B's certificate for
the state approved 10-hour MA training course.

Refer to interviews with the Adminlistrator en
11124125 at 2:45pm and 6:20pm,

Refer to interview with the Business Office
Manager (BOM) on 11/24/25 at 6:07pm.

Interviews with the Administrator on 11/24/25 at
2:45pm and 6:20pm revealed:

-The Business Office Manager (BOM) was
responsible for the personnel files.

-The BOM, Resident Cara Coordinater (RCC),
and Special Care Coordinator (SCC) were
rasponsible for making sure the MAs had
completed MA fraining requirements.

-He usually completed random checks of a
couple of persannal files per weak.

-Ha and the BOM used a spreadsheet to track
tite personnel filss,

-He had not noticed any issues with the personnel
files,

-He dfd not realize a medication training
certificate currently in the personnel files was nat
the certificate for the state-approved MA fraining
cotirses,

Interview with the BOM on 11/24/25 at 6:07pm
revesled:

-Tine facility's confracted RN was rasponsible for
doing MA tralning.

~The facility's contracted RN usually gave any
training paperwerlt to her, and she filed it in sach
individual employee’s personnal fils,

~It was her responsibility to make sure
documentation of required fraining was in the
personnel files,

-She and the Administrator were responsible for
auditing parsonne! fitas, but she was not sure
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how often the audits were Supposed to be done
because she had only worled at the Tacillty for
about 6 weeks.

-8Bhe audited the personnel files about 2 weeks
ago but did not realize a medication training
cartificate currently in the MAs' personnel filas
was not the correct cerlificate for the
state-approved MA fraining courses,

{D 310} 1DANCAG 13F .0804(e}{4) Nutrition and Food
Service

10ANCAC 13F .0904 Nutrition and Food Service
(e) Therapeutic Diets in Adult Care Homes:

(4) Al therapeutic dlets, including nutrltional
supplements and thickened liquids, shall be
served as ordered by the resldent's physiclan,

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

Based on abservations, inferdews, and record
reviews, the facility failed to ensure therapeutic
diets were served as ardered for 2 of 4 rasidents
sampled {#1, #3} with physician orders for a
texture modified diet.

The findings are;

1. Ravisw of Resident #3's current FL-2 dated
06/16/25 revealed diagnoses including
Huntington's disease, [ron deflciency anemia,
hypothyroidism, and hyperlipidema.

Review of Resident #3's Resident Register
revealed the restdent was admilted fo the facllity
on 09/23/22,
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The Landings of Smithfield shall
assure that all residents shall be
served therapeutic diets as ordered
by the Primary Care Physician (PCP),
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The Dietary Manager or designes 11/24/05
Review of Resident #3's care plan dated 09/02/25 in-serviced dietary staff on
revealed the resident required limited assistance therapeutic dists and residents
ith feeding. ;s .
winTeeding with allergles and the importance
Review of Resident #3's physisian's order dated of documentation and reporting any
'0/03/25 revealed: issues regarding food and nutrition.
-There was a physician's order for Resident #3's : ;
B m%eycmppad. The Dietary Mapager or designee 11/25/25
-Allergies listed for Resident #3 were seafood and [n'Serce_d al} dietary staff on the
shellfish, therapeutic diet log book which shall
be present during meals,
Review of the diet order list posted on the bulletin
board in the kitchen revealed: . i
~The dist order list was reviewed in Novembar Facility Managers will ensure that 1/30/28
2025 (no specific date documented). all therapeutic diets are served as
-Resident #3's diet was listed as regular chopped ordered by PCP during weekly audits
entire meal. : 7
~There were no allergies Hsted for Resident #3 an and walk throu_ghs C;L”' ing _meal times.
the diet order list. Any concerns identlfied will be
addressed immediately.
Observatlons of the breakfast meal delivery on
11/20/25 from 8:00am to 9:10am revealed: T 1 1/30/26
~-Resident #3 was sarved a plate of scrambled Facllity I\gazfggr StWIIL be (;Iisguslsc?ny
eggs, pancales cut up in bite-sized pleces with new residents diet orders to include
pancake syrup topping, and two bacon strips cut therapeutics and any current residents
up in small pleces. diet changes made by a PCP during
-Rasident #3 fed herself, daily stand up and ensure dietary
-Resldent #3 took sips of coffee between bites of staff and eare staff are aware of any
faod,
~Resident #3 did not eat the cut-up bacon served, changes,
Review of the menu extansions spread shest for
a chopped dist revealed bacon was to be omiited
and replaced with ground sausage patly or links
that were 1/2 -inch diced and tender cooked.
Ohservations of the lunch meal delivery on
11/21/25 from 12: 11pm to 12:58pm revealed:
~The ¢ook served the meal from a serving tabla
Diviston of Heellh Service Regulation
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located In the dining room outsids the kitchen.
-The meal served to Resident #3 included a
whale dinnar roll.

~Resident #3 plerced the whols dinner roll with
her fork and bit a small corner of the whole dinner
roll,

Interview with the cock on 11/21/26 at 12:39pm
revealed:

-He did ntot know Resident #3's entire meal was
supposed to be served chopped,

-He had not reviewad the diet roster posted in the
kitchen.

-He had only been employed for three weels.
-e should have known Resldent #3's entire meal
was supposed to be chopped,

Review of the menu extensions spread sheet for
a chopped diet revaaled a dinner roll was to bs
pureed or pra-gelled/sosked untll gelled through
entire thickness or if allowed, the bread should be
wiell-molstened and cut in blte sized places,

Observation of the cook on 11/21/25 at 12:40pm
revealad the cook removed the whole dihner roll
and replaced it with a dinner roll cut up in bite
sized pieces,

Interview with Resident #3's Power of Atiornay
(POA) on 11/20/25 at 9:07am ravealed:
-Resident #3 had dysphagia (difficulty
swallowing).

-Rasldent #3 could not chew or swallow certain
textures of foods.

-She had fo intervene by removing a plate of
seafood when Resident #2 was served the plate
of seafood at the dinner meal on 11/01/25.

-She had provided the new dietary manager with
a [ist of foods to which Resident #3 had allergles,
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Intervisw with Resident #3 on 11/20/25 at 1:17pm

ravaaled:

-She was served catfish at dinner on 11/19/25,
-After her family member and the chef talled, the
catfish was replacad with meathalls,

~She was allergic to fish and all seafood.

-When she ate fish, if caused her to have
stomach cramps.

Second interview with Resident #3 on 11/20/25 at
3:45pm revealed the last fime she had a reaction
to fish was "years ago'.

Interview with a dletary aide on 11/24/25 at
8:30am revealed:

She was the server and had cnly been employad
ahout one week,

~The cook plated the food, and the server took
the food to the residents.

~The cook was responsible for informing the
server of which resident the plated food was 1o be
served, especially when there were food allergles,
~She thought calfish nuggets were sarved on the
dinner menu one night.

-Resldent #3's family member was present when
the catfish nuggets wers served and mentioned
to the ssrver about Resident #3's food alleray.
-Resident #3 did not eat any of the food.,
-Resident #3's famlly member intervened
immediately, and the plafe with catfish nuggets
was removed,

Interview with Resident #3's primary care provider
(PCP) oh 11/20/25 at 1:32pm revealed:

-Resldent ##3's diet order was for her entire meal
to be chopped.

~The resldent could process foods easier ifthe
foods were chopped.

-Choking was a hazard and great concem for
Resident 73 if the resident was served a whole

Diviglon of Hesalth Service Regulation
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dinner roll.

-She had great concems for anaphylaxis shoclc or
breathing problems if the resident was given
foods to which she was allergic,

Rafer to the interview with the Dietary Manager
on 1119125 at 10:20am,

Refer to the second interview with the Dietary
Manager on 11/24/25 at 8:03am.,

Rafer to the interview with the Administrator on
11/24/25 at 11:13am.

2. Revlew of Resident #1's current FL-2 dated
(03713/25 ravealad:

~Dlagnoses included dementia, major depressive
disorder, kidney failure, hypertension, vitamin D
deficlency, muscle weakness, gastro-asaphageal
reflux, and cellulttis.

~There was documentation for a chopped no
added table salt diet order.

Review of Resident #1's Residant Register
revealed the resldant was admitted to the facillty
on 10/01/21.

Review of Resident #1's cara plan dated 08/08/25
revesled the resident required limited assistance

with feeding.

Review of Resident #1's physician's order dated
10/28/25 rovealed a physlalan's erder for a
chopped meat no added table salt diet.

Review of the diet order [Ist posted on the bullstin
board in the kitchen revealed:

-Tha diet order list was raviewed in Novemhar
2025 (no specific date documented).

-Resident #1's diet was listed as chopped no
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added table salt.

Observations of the breakfast meal delivery on
11/20/25 from 8:00am to 9:10am revealad;
-Resident #1 was served a plate of scrambled
eggs, pancakes with pancake syrup cut up In
bite-slzed pleces, and bacon cut up In small
pieces.

~Rasldent #1 fed himself,

-Resident #1 tack sips of julea between bites of
food.

-Resident #1 ate approximately 25% of the cut-up
bacon served to him.

Review of the menu extensions spread sheet for
a chopped diet revealed bacon was 1o be omitted
and replaced with ground sausage patty or links
that are 1/2 -inch diced and tender cooked.

Interview with the cook on 11/24/25 at 4:25pm
revealed;

~He did not khow a resident preseribed a chopped
diet could not be served bacon,

~There was a reclpe book in the kitchan, but he
had not looked &t the extension spreadsheet
menu for preparing bacen.

-Ha understaed and agreed that a residant
prescribed a chopped diet should not be served
bacon.

Refar {o the interview with the Distary Manager
on 1119/25 at 10:20am.

Refar fo the second interview with the Dietary
MManager on 11/24/26 at 8:03am.

Refer to the inferview with the Administrator on
11/24/25 at 11:13am.

Interview with the Distary Manager on 11/19/25 at
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10:20am revealed:

-He had been employed at the fadility for ona
month,

~The spreadsheet menus and diet rosters were
Ppostad on the bulletin board in the kitchen for
guidance In preparing meals,

Second interview with the Dietary Manager on
11/24i25 at 8:03am revealed:

-He raceived copies of diet orders from the
Resldent Care Coordinator (RCC) and Speclal
Gare Coordinater (SGC).

-The cooks wers rasponsible for plating the
resident's food.

-The cooks were usually notified of new diet
arders and were requestad to check the bulletin
board in the kitchen.

~The cooks were supposed fo raconfirm what was
on the resident diet ordar.

-Resldent allerglas were also posted on the
kifchen bulletin board dist spread sheet,

Inferview with the Administrator on 11/24/25 at
11:13am revealed:

-He expectad the resident diet orders to be
posted so dietary staff could determine which diet
and food items ware {0 be served to each
resldent.

-Resident dlet orders should be posted on the
idichen bulletin hoard or In a notebook in the
kitchen.

-He expected the RCC and SCC to communicate
with the dietary manager any changes to resident
diet orders and to provide a copy of the diet order
to make sure of dietary staff awareness,

~There mighit be a situation because dletary staiff
ware faitly new, including the dietary manager,
that dietary staff did not know resident diet
orders.

| -He expected sach resident's dist order to ba
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veiifled bafore the resident was served a meal.
~The RCC, MCC, and dlstary manager wars
responsible {0 ensure the diet roster posted in the
kitchen was accurate.

The facility falled te ensure resldents with orders
for chopped meals (#1, #3) were served a
therapeutic diet as ordered. The two residents
ware servad bacon, a food item that was not
supposed o be served to a resident with chopped
feats according o the facility's menu, Resident
#3 was served catfish nuggets for which there
were documented food allergies of seafoed and
shsllfish, and Resident #3 was served a whols roll
instead of chopped. This failure placed the
resldents (#1, #3) at a potentlal risk for choking
and an allergic reaction {#3}, and was detiimental
to the health, safaty, and walfare of the residents
and constliutes a Type B Violation.

The facility provided a plan of correction in
accordance with G. S. 131D-34 on 11/24/25 for
this violation.

CORRECTION DATE FOR THE TYPE B
VICLATION SHALL NOT EXCEED JANUARY 8,
2026.

10A NCAG 13F .1002(a) Medication Orders

10A NCAC 13F .1002 Medication Orders

(&) An adult care home shali ensura contact with
the resldent's physician or prescribing practitioner
for verification or clarification of orders for
medications and treaiments:

{1) If orders for admisslon or readmission of the
resident are not dated and signed within 24 hours
of admission or readmission to fhe facility;

{2) if orders are not clear or complete; or

{D 310}

{D 344}

Clinical Regional Director

conducted an in-service on the
following area:

1. Administration of medications

2. Documentation

3. Notificatlon of Physician

4. Cladfication of Orders

5, Reorder Process

6. Medication policy and procedures

1/8/26
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{3) if multiple admission forms are receivad upon
admission or readmission and orders on the
forms are not the same.

The facility shall ansure that this verification or
elarification is documented in the resident's
record,

This Rule is not met as evidenced by:

Based on chservations, Interviews, and record
reviews, the facllity failed to clarlfy medication

ordars for 1 of 6 sampled residents (#5) for an
eye drop used for glaucoma.

The findings are!

Review of the facllity's undated Madication
Orders Policles and Procedures revealed:

~The facility should ensure contact with the
resident’s physiclan or prascribing practitioner for
verification or clarification of orders for
medications and treatmants using a clarification
form if orders ara not clear or complets.
~Glarlfication of orders would be sent to the
pharmacy and fited in the resident's racord,

Review of Resident #5's current FL-2 dated
04124125 revealed diagnoses meluded typa 2
diabstes, hyperlipidemia, hypeitensive heart
disease with heart failure, paroxysmal atrlal
fibrillation, and congestive heart failure.

Review of Resldent #5's quarterly medication
review dated 06/25/25 revealed;

~The phamnacist noted Resident #5 had an ordar
for Latanoprost 0.005% eya drops to be
administered pm (as needed) but Latanoprost
was commonly used as scheduled eye drops not
on a prn basis. (Latancprost eye drops are used
to freat glaucoma. Glaucoma Is chronle condition
that causes high pressure inside the eya.

conducted an In-service on the bucket
system to ensure that the Order
Processing system In in place and
used correctly,

Care Coordinator's will bring 1/8/26
medication administration and error
reports to daily stand up for review,

Care Coordinator's conducted a 1/8/26
E-mar to cart, and physician orders
to ensure all orders are accurate.

Care Coordinator's and or designee 1/8/26
will perform medication card audits
no less that weekly to ensurs that
madications are available and
administered as physician has
ordered.

All orders are to be check by the Care {8/
Coordinator's and or designee before
approval to match the physical order
to the order in the EMAR before
administering medications, All
discrepancies will be immediately
reported to the physician for
clarification.

Division of Health Service Regulstion

STATE FORM

8eag

JR4612 If continualon sheet 20 of 65




PRINTED; 12/12/2025

~The pharmacist's recommendation included
clarifying whether the primary care provider
{PCP} wanted to continue Latanoprost as pm and
if 50, a diagnosls for pm use of Latanoprost was
to be providad.

~The PCP agreed with the recommendation on
07/01/25 and ordered Latanoprost 0.005% eya
drops, insfill 1 drop into both eyes every night at
bedtime {scheduled).

Review of Resident #5's PCP order dated
07/30/26 revealed an order for Latanoprost
0.005% eye drops, instill 1 drop Into both eyes*
avery night at bedtime,

Review of Resident #5's slgned B-mohths
physiclan's order sheet dated 10/24/25 revesled;
~The list of orders included Latanoprost 0.005%
eye drops insiill 1 drop in both eyes at bedtime.
~There was an entry underneath the scheduied
instructions for "at bedtime as needed".

-The order shest was slgned by the resident's
PCP.

Review of Resident #5's progress notes, providar
orders, and provider visit notes revaaled no
documentation the conflicting instructions for
Latanoprost 0.005% eye draps on the physiclan's
arder sheet dated 10/24/25 had been clarified.

Review of Resident #5's Oclober 2025 electranic
medication administration record {(aMAR)
revealed:

~There was an entry for Latanoprast 0,005% with
spacial instructions to instlll T drop th both eyes at
bedtime,

~the section for frequency noted "at hadtime as
haeded",
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Latanoprost works by lowering pressure in the
eyes.)
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~There was no schedulad time entered on the

eMAR system.

~There was a row to document the time, pm
reasan, and pm result,

-No Latanaprost was documentsd as
administered from 10/01/25 - 10/31/25,

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

~There was an enry for Latanoprost 0,005% with
speclal insttuctions fo instill 1 drop in both eyes at
hadtime.

-The section for frequency noted "at bedtime as
needed".

-There was no scheduled time entered on the
aMAR system.

~There was a row to document the time, prn
reason, and prn result,

! -No Latanoprost was documented as
adminlsterad In November 2025,

Observation of Resident #5's medications on
hand on 11/24/25 at 12:33pm revealed:

~There was g 2.5ml bottle of Latanoprost 0.005%
oye drops dispensed on 06/13/25 for Resldent
#8. ‘

-The instructions on the label ware to instil] 4 drop
in both eyes as needed.

-The bottle was over half full of eye drops,

~There was a second 2.5ml unopened bottle of
Latanoprost 0.005% eye drops stored In the
refrigerater and dispensed on (9/13/25 for
Resldent #5.

~The instructions on the label were to instill 1 drop
in both eyes at badtime,

Interview with 8 medication alde (MA) on 11/24/25

at 10:22 am revesled:
-She did not administer medlcations to Resident
#5 frequently so she could not recall any
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concerns about the Latanoprast eye drops.

-If 2 medication was schaduled, it would "pop up”
on the eMAR to be adminisiered.

«If a medication was prn, it would not usualiy "pop
up" on the eMAR to be administered,

~She did not recall Resldent #5's Latanoprost eye
draps "popping up” to be administerad so she
had not administered any.

-If something did not mateh, elther the MaAs,
Resident Care Coordinater (RCC), or Special
Care Coordinator (SCC) should call the pharmacy
to clarify.

Telephone Interview with a pharmacist at the
facillty's confrated pharmacy on 11/21/25 at
12:08pm revealed:

-The pharmacy enterad orders info the eMAR
system but someone at the facllity would have to
approve an order for it to becoma active.

~The facility staff could also change the order in
the eMAR system if somesthing was not entered
correctly.

-Latanoprost showad as being scheduled in the
eMAR system used by the pharmacy,

~She did not know why the facliity's eMAR system
showed scheduled but also noted prn on the
same entry.

~There was no documentation of the facillty
contacting the pharmacy to clarify the
discrepancy.

Telephene interview with the RCC on 11/24/265 at
£:37pm revealed:

~She had just started as the RCC on 10/08/25,
-She was not aware of any discrepancy with
Resident #5's Latanoprost order,

-The MAs should notify her if Information on the
eMAR and a medication labe] did not match.
~Either she, the SCC, or the MAs were
responsible for clarlfying medication orders.
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~She did not know why Resldent #5's Latanoprost
ordar had not been clarified.

Interview with the Administrator on 11/21/25 at
2:02pm revealed:

-He was not aware of a discrapancy with
Resident #5's Latanoprost eye drops.

-The RCC and SCC were responsible for waskly
cart audlts, and they should notlfy the PCF and
him of any discrepancies.

Second interview with the Administrator on
11/24/25 at 6:21pm revealed:

-The RCG or SCC were respansible for clarifying
any unclear medication orders.

-If the MAs nollced a discrepancy, the MAs
should report it to the RCC or SCC so they could
get clarification from the pharmacy and/or
provider.

Interview with Resldent #56's PGP on 11/21/25 at
12:58pm ravealed:

-Latanoprost was not usually prescribed as a pm
medication because it was used to treat
glaucoma.

-She sent an ordar at the and of July 2025 to stop
pro Latanoprost and start scheduled Latanoprost
aya drops,

-No one at the facility hrad contacted her to clarify
tha discrapancy on Resident #5's October 2025
physlclan's order shest.

-Not receiving Latanoprost on a scheduled basis
could lead to loss of vision.

-Residant #5 had not complained of any vision
problems to her.

Based on observations, Interviews, and record
review, it was defermined that Resident #5 was
not interviswable,
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{D 358} 10A NGAC 13F .1004 (a) Medication pasey | The Landings of Smithfleld shall
Administration ensure the preparation and
administration of medications and
10A NCAC 13F .1004 Medication Adminlstration treatments by staff are according to
(a) An adult care homa shall assure that the provider orders which are kept in
preparation and administration of medications, the residenis records, the faci!ity's
prescriptian and non-prescription, and treatments lici d d ! d rul
by staff are in accordance with: policies and procedure, and rule
(1) orders by a licensed prescribing praciitioner area .1004(a).
which are maintained in the resident's record; and
(2) rules in this Section and the facliity's policies Care Coordinator's notified PCP and  [1/8/26
and procedures. families of identified medicalion
This Rule Is not met as evidenced by: discrepancies,
FOLLOW-UP TO TYPE A2 VIOLATION Clinical Reglonal Director (CRD) 11896
The Typs A2 Violation is abated. Nen-compliance L;-;ﬂer;;g:t?ggigemTZT gnt‘[tge & H[gl;]t S
conlinues. .e S a N as weil as
the importance of reporting to the
THIS ISATYPE B VIOLATION care coordinators if discrepancies on
i the MAR are noted.
Based on observations, interviews, and record
reviews, the faclfity failed to ensure medicafions CDR will complete random Med-Tech | 1/8/26
were administered as orderad for 3 of 5 sampled s :
residents (3, #4, #5) Including errors with two abservations during Tehd paszes 1o
antibiotics {#4), a diuretic (##4), a potassium ensure at accuracy of the med pass.
supplement (#4), insulll} {#5), an eye drop for Care Managers will pull EMAR 1/8/26
glaucoma (#5), and an iron supplement {#3). compliance reports daily and review
: for compliance and accuracy
Tha findings are: . ;
This will be discussed with the ED
1, Review of Resident #4's most current FL-2 duting daily stand up.
dated 11/20/26 revealed diaghoses included .
essential hypertension, urlnary tract Infection Weekly cart audits will be completed | 1/8/26
(UTI}, unspecified urinary incentinence, and by Care Coordlnalor's to check
unspecifled infectious disease. QA compliance of the medication cart,
Review of Resident #4's Resldent Register
revealed she was admlited on 11/18/24.
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a. Review of a physiclan order sheet for Resident
#4 dated 10/31/25 revealed there was an arder
for Azithromyein 250mg take 2 on day 1, then
take 1 on days 2-5 (Azithromyeln Is an antiblotic
usad to treat infections),

Review of Resldent #4's Octeber 2025 electronio
medication administrafion record (eMAR)
revealed there was not an entry for Azlthromycln,

Review of Resident #4's November 2025 sMAR
revealed:

-Thera was an entry for Azithromycin 250mg take
2 tablets once daily for 1 day.

«There was an entry for Azlthromycin 250mg take
1 tablet once daily on days 2-5,

-Azithromycin 250mg 2 tablets was documented
as administered on 11/04/25,

-Azithromycin 280mg 1 tablet was documented
as administered dally on 11/05/25-11/08/25.

Telephone interview with a pharmacist at the
facility's confracted pharmacy on 11/21/25 at
12:09pm revealed:

«The pharmacy had an order dated 10/31/25 for
Rasident #4's Azithromycin 250mg tablets, take
two on the first day and take one for the next four
days,

~The pharmacy received Resident #4's
Azithromycin order from the facility on 11/03/25 at
9:41am,

-Resident #4's Azithromycin was dslivered to the
facility on 11/03/25 at 1:27pm, so the medicine
should have sfarted 11/03/25,

-The facility asked for a hack-up pharmacy to be
used immediately for Resident #4's Azithromyein,
and it was sent to the back-up pharmacy.

Intarview with Resldent #4 on 11/19/25 at
10:57am revealed:

Care Coordinator's and/or designee 1/6/26

before approval to match the
physician orders to the order in the
EMAR before administering
medications. All discrepancies will be
immediately reported o the physiclan
for clarification.

Care Coordinators will complete a 1/8/28
minimum of 2 chart reviews weekly fo
audit for completion, accuracy, and
medication compliance. Completed
chart reviews will be submitted 1o the
ED.
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-When she got medication through her pharmacy
benefit management company it was always
delayed, and took about a week to get to the
facillty.

-She took about 4 pills in the moming and 5 at
night.

~She had stents and heart problems.

Second Interview with Resident #4 on 11/20/25 at
10:20am revealed:

-Bhe started with Amoxicillin dus to symptoms of
hoarse throat and bronchitls which was given for
10 days, and sha still could not shake it so she
was given Azlthromycln (Amoxiclliin is an
antiblotic used to freat infections).

-She no longar had bronghiltis.

-She did not refuse her antiblotics, but they came
late and she did not know why,

Interview with a medicatlon aide (MA) on 11/20/25
at 4:47pm revealed;

-Resident #4 had reported symptoms of sar ache
and sinus infaction.

~The facillty dld have Azlthromyctn orders for
Resident #4 from 10/31/25 and there was nota
delay recelving orders from the doctor.

-She thought there was a problem with the
pharmacy because she never received Resident

#4's Azllhremyein.

[nterview with the Administrator on 11/24/25 at
2:03pm revealed:

-Antiblotics should be administared on the date it
was schaduled to start or the dale that it was
recelved by the faclity.

-Medicatlons from the pharmacy were delivered
Tussday through Friday.

<The Resident Care Coordinator (RCC) and
Spacial Care Coordinater (SCC) would have to
check with the pharmaey and ask for a back-up
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pharmacy with new orders on the weekend,

-In the absence of the RCGG or SGCC, the MAs
were responsible for making sure madication was
sent,

Second Interview with the Adminfsirator on
11/21/25 at 3:55pm revealed:

-Resident #4's prescription for Azithromyein was
not sent o the pharmacy until 11/03/25 and the
medication arrlved through the back-up
pharmacy.

-Staff should have sent Resident #4's order for
Azithremyain fo the pharmacy on Friday
(10/31/25} and should not have waited untll
Monday (11/03/25}.

~Ta use a back-up pharmacy, the facllity staff had
to go through the facllily's contracted pharmacy
and the conlracled pharmacy made a declsion on
who the back-up pharmacy was.

Third interview with the Administratar on 11/24/25
at 6:09pm revealed:

-Only the RCC and SCC sent orders to the
pharmacy.

~The pharmaocy did not accept orders an the
weskend.

-If tha back-up pharmacy was reguested sooher,
Rasident #4's Azithromycin may have come
through.

Interview with Resident #4's primary care providar
(PCP) on 11/21/25 at 1:10pm revealed:
-Azlthromyeln wes ordsred for Resident #4's
sinus infectlon and ear infection.

-Resident #4 was complaining of ear pain and
sinus pressure when she prescribed the
Azithromyeln.

-She spoke with Resident #4 weakly and
Resldent #4 was fealing batter the next week {the
week of 11/02/25-11/08/25).
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~Anylime orders were not followed there was
concern,

-If & resident was given antiblotics, it was glven to
prevent or treat an infectlon.

-If medication was delayed the infection could get
worse and cause other issues.

~The facllity should start antibiotics as soon as
possible and If medication was ordered she
usually gave the facility a 24-hour window.
-When she first started working at the facility, she
was concerned that the pharmacy was not gelting
orders that she wrote,

~The new RCC was dolng better about
pracessing orders.

-She Islt her orders with the RCC.

-Orders should be sent on the same day they
were writtan.

~The Azithromyein order written on 10/31/26
should have been sent to the pharmacy on
10/31/26,

b. Review of urology office visit documentation for
Resldent #4 dated 11/18/25 revealed:

~The documeantafion included the providers
assessment and signed orders.

-Resident #4 was diagnosed with a urinary fract
fnfection (UTI).

-Thera was an order for Doxycycline 100mg take
one capsule twice dally for ten days (Doxycycline
is an antiblotic used to treat infections),

~The order for Doxycycline 100mg was
assoclated with the dlagnosis of UTI.

-The provider nofed bladder leakage, burning on
urination, frequent urination, night time urination,
hoctutia, urinary frequency, urinary incontinence
and urinary urgency in thelr review of systems.

Revlew of Resldent #4's November 2025
elactronic medication administration record
{eMAR) revealsd:
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-Thare was an entry for Doxycycline 100mg
capsule take one twice dally for 10 days
scheduied at 8:00am and 8:00pm.

-Doxycycline 100mg was documented as
administered on 11/20/25 at 8:00am and 8:00pm.
-Doxyoycline 100mg was documented as
administered once on 11/21/25 at 8:00am.,
-Resident #4's Doxyoyoline was documented as
not administered by exception from 11/21/25 at
8:00pm fo 11/24/25 due to Raslident #4's
scheduled absence,

Observation of Resldent #4's medications on
hand on 11/20/25 at 4:47pm revealad:

~There was a package containing 18 Doxycycline
100mg capsules on the cart for Resident #4.
-The label Indlcated 20 Doxycycline 100mg
capsules were originally dispensed for Resident
#4 on T118/25.

~The directions on the labsl were for Resident #4
to take one capsule twice daily for 10 days,

~Two capsules had bean removed from the
package,

Review of a packing slip signad and received by
facility staff on 11/19/25 revealed 20 Doxycysline
100mg capsules were dellvered fo the facllity for
Resident #4.

Telaphane Interview with a pharmacist at the
facllity's contracted pharmacy on 11/21/25 at
12:08pm revealad:

~The pharmacy had an order dated 11/18/25 for
Resident #4's Doxycycline 100mg capsule take
one iwice dally for 10 days.

~The pharmacy recelved Resident #4's
Doxycyceline arder from her urology provider on
11/18/25 at 11;55am.

Telephone Interview with a pharmacist at the
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Tacllity's contracted pharmacy on 11/24/25 at
8:48am revealed on 11/19/25, the pharmacy
restarted the eMAR entry for Resident #4's
Doxycycline.

Interview with Resldent #4 on 11/19/25 at
10:57am revealed:

-Aresldent passed last night (11/18/25) and she
missed her medieation.

-8he had never missed her madication bafore,
-She was not able to get medication for her
current UT, and she had not slarted the
medicatlon yet,

-She was at the doctor's office yesterday
(11118126} for the UTI, and they ordered the
medication yesterday.

-When she got medication through her pharmacy
benefit management company, it was always
delayed, and took abaut a week to get fo the
facllity,

~She took about 4 pills in the morning and 5 at
night,

-She had stents and heart problams.

Second interview with Resldent #4 on 11/20/25 at
10:20am revealad:

-She got Doxycycling yesterday afterncon
(11/19/28).

-She had kidney trouble since she was a child
and she had every antiblotic.

-She had burning with urination and back pain
wlth her UTls,

-Her blood pressure went up when she had pain
ralated fo the UTI and she had to gst up four or
five times to go to the bathroom at night.

Interview with a medication alde (MA) on 11/20/25
at 4:47pm revealed:

-Resldent #4's Doxycycline started 11/19/25 and
should end on 11/29/25,
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-Resident #4's first dose of Doxyeycline was
documented as administered on 11/20/285.

-Bhe did not know why only one dose was
documented on the eMAR when {we capsules
were missing from the package,

-She had seen problems where the entry showed
as discontinued on the eMAR but the medieation
was not discontinued.

-Resident #4 had raported symptoms of ear ache
and sinus Infection, but had not complained to het
about back ache or urinary symptoms,

-She did not adminlster Doxyeyaline to Residant
#4 yasterday.

-She scanned every medication that she gave
and that would put the medleation on the sMAR.
-She did not recall Doxycycline being on the
eMAR yesterday,

Interview with a second MA on 11/24/25 at
3:56pm revealed:

-She gave Doxyeyeline to Resident #4 at noon on
11/19/25 but did not document it.

-Resident #4 was complaltiihg that she needed
the Doxycycling.

-The eMAR was showing that the Doxycycline
was discontinued on 11/19/25 and that was why it
was not administered twice on that day.

-She was concerned that the eMAR was showing
the Doxycycline was discontinued, but did not
discuss the concem wiih the pharmacy or the
primary care pravider (PGP).

-8he told the next MA that Resident #4 would lat
her know to administer the Doxyeycling.

Second Interview with the second MA on 11/24/25
#t 10:12am revealed:

~She could not click the Doxycycline was
administered to Residant #4 on 11/19/25.

~The eMAR showed thaf the medication was
disconlinusd.
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“When she spoke to the Resident Care
Coordinator (RCC) on 11/19/286 about Resldent
#4's Doxyeycline, the RCC advised her to
continue fo adminlster the medication becauss It
was Important, and the RGC would call the
pharmacy.

-Both the MAs and the RCC could call the
pharmacy for any concerns,

-She checked orders agalnst the eMARs daily to
see if everything was correot, including
discontinuations,

-If orders dld not match the eMAR, she would call
the supervisor and pharmacy.

-If the sMAR showad medication was
discontinued but a new entry needed to be
started, she would have to call tha pharmacy and
physician so that new script could be sent to the
pharmacy if needed,

Interview with the RCC on 11/21/25 at 3:55pm
revealed:

~When Resident #4's Doxycycline capsule was
scanned, It showed as a discontinued medication.
-There was not a back-up or paper MAR to
document on when the eMAR was niot working.
-Some MAs would not give a medication If it
showed as discontinued on the eMAR.
-Resident #4's evening dose of Doxycycline was
not given on 11/19/28.

-Resident #4's Doxycycline came from the
facllity's contracted pharmacy.

Interview with the Administrator on 11/21/25 at
3:55pm revealed:

=it should be documented on shift to shift
communication that there was a problem with
Rasldant #4's eMAR and the Doxycycline.

~To use a back-up pharmacy, the faclllty staff had
1o go through the facllity's contracted pharmacy
and the confracted pharmacy made a declslon on

Divielon of Hanllh Borvieo Regulation

STATE FORM

o093 JR4612 Ircontinuelion sheot 33 of 55




PRINTED: 12112/2025

Diviston of Health Service Ragu ation

FORM APPROVED

A. BUILDING;

HALO51085 B. WiNG

STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: GOMPLETED

R-C
11/24/2025

THE LANDINGS OF SMITHFIELD

NAME OF PROVIDER OR SUPPLIER STREETADDRESS, GITY, STATE, ZIP CODE

200 KELLIE DRIVE
SMITHFIELD, NG 27577

{X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION
(EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOJLD BE
REGULATORY OR LSG IDENTIFYING INFORMATION} TAG CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENCY})

(X5}
COMPLETE
DATE

{D 358)

Continued From page 33 {b 358}
wha the back-up pharmacy was.

Second Interview with the Administrator on
11/21/25 at 2:03pm revealed:

-He found out today (11/21/25) that when family
took Resldent #4 to the Urcloglst, the facility did
not get information, and the preseription for
Doxycycline was sent directly to the pharmacy,
~The facility would need to meet with family to
make sure they received information about
medical appointments or recommendations.
-Antlbiofics should be administered on the date it
was schedulad to start or the date that it was
recelved by the facllity,

~The RCC, Speclal Care Coordinator {SCQC), and
MAs should be loaking at the eMARSs daily and
report any discrepancies between orders and
eMAR enlrles to the provider and family.

-Stalf discussed discrepancies betwean orders
and eMAR entrles at their daily stand-up
mestings.

=The RCC and SCC approved orders on the
eMAR which were entered by the pharmaey into
the eMAR system, and staff should be looking
dally for new enirles. -

-MAs who saw that an eMAR entry was
discontinued wera stipposed to check the orders
and cali the pharmacy,

~The facility had been having meetings with the
pharmacy to address concerns,

~The RCC, SCC, and staff should be doing cart
audits, checking the eMAR, atders and
medications on hand.

Third interview with the Administrator on 11/24/25
af §:09pm revealed:

-When there was a question about medication,
MAs should contact the RCC or SCG or contact
the pharmacy,

~The expectation was that if the medication and
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the orders were In the facilily, staff should
administer the medication and use a paper MAR
ta document.

Interview with Resident #4's PCP on 11/21/25 at
1:10pmn revesled:

-Anytime orders were not followed there was
concern.

-If a resident was given antibiotlcs, It was given to
prevent or treat an infectlon,

-If medication was delayed, the Infection could
get worse and cause other issues,

-In case of a UTI, patlents could become septls
and It could lead to hospitalizatlons,

-Resldent #4 had issues with her kidneys atsome
point in time,

~Her BUN was slightly elevatad, which could
Indlcate potential kidney issues,

-Resldent #4's creatinine was normal,

~The BUN and creatinine indicated how waste
was moved throughout the body.

~Dehydraiion played into BUN elevation,

~The facllity should start antibloties as soon as
possible and If medication was ordered she
usually gave the facility a 24-hour window,
~Frequency of urination, back pain and burning
werse all symptoms of UT] which the Doxycycline
would be treating.

Attemnpted telephone inferview with Resident #4's
urology provider on 11/24/25 at 9:27am was
unsuccessful.

¢. Review of Resident #4's physiclan arder sheet
dated 10/31/25 revealed there was an order for
Furosemids 20mg take one tablet once dally
(Furcsemide is a diurelic medication which can
be used to treat volume overload, or an excess of
fluid in the body),
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Review of Resldent #4's November 2025
alectronic medication administration record
(aMAR} revealed:

-There were two entrles for Furosemide 20mg
take one tablet once daily,

~The first eniry for Furosemide 20mg had a start
date of 06/14/25 and an end dats of 11/04/25,
~The second endry for Furasemide 20mg had a
start date of 11/04/25 and was listed as "Open
Endad".

~Furosemlde 20mg was documented as
administered 11/01/25-11/03/25 on the {irst entry
-Furosemide 20mg was documented as not
administered "Discontinuad® on 11/04/25 on the
first elMAR entry.

-Furosemlde 20mg was documented as
administered daily on 11/05/25-11/21/25 In the
sacond antry.

Observation of Resldent #4's medications on
hand on 11/20/25 at 4:47pm revealed thera were
six remaining doses of Furosemide 20mg tablets
out of seven that had been dispensed in the
multi-close pack {MDP) for the week of
11/20/25-11/26/25.

Review of a packing slip dated 11/03/25 revealed:
~The packing slip was signad by the facllity
11104125,

-There were 7 Furosemids 20mg tablets recelvad
by the facllity for Resident #4.

Interview with Resident #4 on 11/18/25 at
10:57am revealed:

-A resident passed last night (11/18/25} and sha
missed her medication.

~-She had never misaed her medication before.
+She took about 4 pllis In the morning and 5 at
night.

~She had stents and heart problems.
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Telephone interview with a pharmaclst at the
facility's contracted pharmacy on 11/21/26 at
12:09pm revealed:

-The pharmacy received a prescription renewal
on 11/03/25 which was dated 10/31/25 for
Resldent #4's Furosemide 20mg.

-When the pharmacy received prescription
renewals, the pharmacy re-entered the eMAR
entry and the previous eMAR entry was
discoptinued.,

~For ranewals the pravider did not discantinus the
medicatlon, but the pharmacy disconiinued what
was on the eMAR and the new arder was shown.
-eMAR enlrles had to be approved by the facility.
~The facllity may not allow all staif lo approve the
eMAR enttles, so there could be a delay.

~The pharmacy received the renewed order for
Resldent #4's Furosemide,

Interviaw with Resident #4's primary care provider
{PCP) on 11/21/25 at 1:10pm revealed:

-Resident #4's missed dose of Furesemide on
11/04/25 was not a concern because the resident
was stable, but she was on the medication for a
reason.

-One missed dose of Furosemide was not a
significant concern,

interview with 2 medication alde {MA) on 11/24/25
at 10:12am revealsd:

-Both the MAs and the Resident Care
Coordinator (RCC) couid call the pharmacy for
any conearns,

-8he checked orders against the eMARS daily to
see If everything was correct, including
discontinuations.

-if orders did not match the eMAR she would call
the supervisor and pharmacy.

-If the eMAR showed that medication was
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discontinued but a new entry neaded to be
started, she would have to call the pharmacy and
physician so that new sciipt coltld be sent to the
pharmacy if neaded,

-If there were orders but no sMAR entry or
medications on hand she had to cal| the
pharmacy and physician to send 4 copy of the
order if needed to send fo the pharmacy.

Telephone Inferview with the RCC on 11/24/25 at
5:35pm revealed;

~The phamacy put entrles on the eMAR.

~The RCC of thelr designated person could
approve entries on the eMAR.

-She did not know whether MAs could approve
entries on the eMAR.

~The Administrator was the Speclal Gare
Coordinator (SCC) before, so he had acesss o
approve entries on the eMAR,

~The only person she deslghated to do something
was the Administrator and he already had access
to the eMAR.

-When the Administrator was the SCC he had
administrative capablliies and gave her access to
approve entries on the eMAR.

-The only thing the facility could sea about
Resldent #4's Furosemide on 11/04/25 was that
the entry was discontinued.

~The RCC could not see the new entry for
Furosemide until the next day {11/056/25),

interview with the Adminlstrator on 11/24/25 at
6:09pm revealed:

“When there was a question about medication,
MAs should contact the RCC or SCC or confact
the pharmacy.

-The expectafion was that If the medicafion and
the orders were in the facilily, staff should give
the medicalion and use a paper MAR fo
document.
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~The RCC and SCC wers responsible for making
sure medications were administered or verifiad,

Interview with Resldent #4's primary care provider
(PCP}on 11/21/25 at 1;10pm revealad:

-Reslidant #4's missed dose of Furosamide on
11/04/25 was not a concern because the resident
was stable, but she was on the medication for a
reason.,

-One missed doss of Furosemide was not a
slgnificant concern.

d. Review of Resident #4's physiclan order sheet
dated 10/31/25 revealed there was an order for
Potassium Chlorlde tablet, ER particles/crystals
10mEq take ona tablet once daily (Potassium
Chloride tablets can be prescribed to treat a
deflciency of potassium),

Review of Rasident #4's November 2025
electronic medleation administration record
{eMAR) revealed:

-There were two entries for Potassium Chlaride
tablet, ER particlesferystals 10 mEq, take ane
tablet once daily.

-The first eniry for Potassium Chioride tablet had
a start date of 06/14/25 and an end date of
11704425,

-The second antyy for Potassium Chlorlde tablet
had a start date of 11/04/25 and was Jisted as
"Open Ended".

-Potassium Chloride tablet was documented as
adminlstered 11/01/25-11/03/25 on the first entry
-Potassium Chloride tablet was documented as
not administered "Discontinted" on 11/04/26 on
the firet efAR entry.

-Potassium Chloride tablet was documented as
administered daily on 11/05/25-11/21/25 In the
second endry,
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Observation of Resident #4's medications on
hand on 11/20/25 at 4:47pm revealed thers were
six remalning Potassium Chlotide miero tablets
10mEq out of seven that had been dispansed in
the muiti-dose pack for the week of
11£20/25-11/26/25,

Review of a packing sllp dated 11/03/25 revealed;

-The packing slip was signed by the facllity
11/04/25,

-There were 7 extended releasa Potassium
Chloride micro tablets 10mEq received by the
facllity for Resident #4,

Interview with Resldent #4 on 11719125 at
10:57am revealad;

-A resident passed last night (11/1 B/25) and she
missed her medlcation.

-She had never missed her medication before,
-She took about 4 pllls in the morning and 5 at
night,

-She had stents and hsart problems.

Telephone Interview with a pharmacist at the
facility's contracted pharmacy on 11/21/25 at
12:09pm revealed;

-The pharmacy received a prescription renewal
on 11/03/25 which was dated 10/31/25 for
Resldent #4's Potassium Chiloride.

-When the pharmacy recelved preseription
renewais, the pharmacy re-entered the sMAR
entry and the previous eMAR entry was
discantinuad,

-For renswals the provider did not discontinue the
medication, but the pharmacy discontinued what
was on the eMAR and the new order was shown.
-eMAR entrles had to be approved by the facility,
~The facility may not aifow all staff to approve the
aMAR enfrles, so there could be a delay,

~The pharmacy received the renewed order for
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the for Resident #4's Potassium Chloride on tha
same communication as the Furosemida (a
diuratic for swelling).

Interview with Residant #4's primary care provider
(PGP} on 11/21/25 at 1:10pm revealed;
-Resident #4's missed dose of Potassium
Chloride on 11/04/25 was not a concern because
the resident was stable, but she was on the
medication for a reason.

-One missed dose of Potassium was not a
significant concern.

-With Furosemide {diuretic for swelling) and
Potassium, the Potassium is prescribad because
of the Furosemide, so if she was not getling the
Furosemide she would not need the Potasslum.

Interview with a MA on 11/24/25 at 10:12am
reveaied:

~Bolh fthe MAs and the RCC could ¢all the
pharmacy for any concerns.

-She checked orders against the sMARs daily to
see If everything was correct, including
discontinuations.

-If orders did not mateh the eMAR she would call
the supervisor and pharmacy,

-If the eMAR showed that medication was
discontintied but a new entry needed to ba
slarted, she would have to call the pharmacy and
physlcian o that new script could be sent to the
phamacy if needed.

-If there were orders but no eMAR entry or
medications on hand she had ta call the
pharmasy and physislan to sand a copy of the
order if needed to send to the pharmacy.

Telephone interview with the RCC on 11/24/25 at
5:35pm revealed:

-The pharmacy put entrles on the aMAR.

~Tha RCC or thelr designated person could
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approve eniries on the sMAR,

-She did not know whether MAs could approve
entries on the eMAR,

~The Administrator was the Speclal Care
Coordinator (5CC) before, so he had aceess to
approve enttles on the eMAR,

-The only person she designated to do something
was tha Administrator and he already had access
fo tha sMAR.

~When the Administrator was the 8CC he had
administrative capabilities and gave her access fo
apprave antries on the siAR.

~The only thing the facliity could see about
Resident #4's Potasslum on T1/04/26 was that
the entry was discontinued,

<The RCC could net see the new entry for
Resident #4's Potassium until the next day
(11/056/25),

Interview with the Administrator on 11/24/25 at
6:09pm revealad:

“When there was a question about medicatlon,
MAs should contact the RCC or SCC or contact
the pharmacy.

~The expectation was that if the medicatjon and
the orders were In the facility, staif should
administer the medication and use a paper MAR
to document.

~The RCC and SGC wera responsible for making
sure imedloations were adminlstered or verified.

2, Review of Resident #5's currant FL-2 dated
04/24{25 revealed diagnoses included type 2
diabetes, hyperilpidemia, hypertensive heart
diseasce with heart failure, paroxysmal atrial
fibrillation, and congestive heart fallura,

a. Review of Resident #5's current FL-2 dateqd
04/24/25 revealed an order for Humalog insulin 5
units before meals. (Humalog Is rapid-acting
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insufin used to lowsr blood sugar [n diabetics,)

Review of Resident #5's primary care provider
{PCP) order dated 09/12/25 revealed an ordar {o
decrease Humalog Insulin to 4 units
subcutansously before mels; hold If blood sugar
is less than 100; and notify PGP if blood sugar is
less than 60 or graater than 400,

Review of Resident #5's October 2025 electronic
medication adminlstration record {eMAR)
revealad;

-There was an entry for Humalog insulin inject 4
units befere meals; hold If blood sugar is [ess
than 100; notify PCP If blood sugar is less than 60
or graater than 400,

~Humalag was scheduled at 7:30am, 11:30am,
and 4:30pm.

~The resident's Humalog was documenteq as
administerad on 7 cccasions when the blood
sugar was less than 100 and should have bosn
held,

-The resident's blood sugar was 96 on 10/03/25
at 11:30am and Humalog was documented as
adminlstered but should have besn held.

-The resldent's blood sugar was 83 on 10/07/25
at 7:30am and Humalog was documented as
administered but should have bean held,

-The resident's blood sugar was 76 on 10/09/25
at 7:30am and Humalog was documentad as
administered but should have been held,

~The resident’s blood sugar was 84 on 10/13/25
at 7:30am and Humalog was documented as
afdministered but should have been held.

~The resident's blood sugar was 97 on 10/14/25
at 7:30am and Humalog was documented ag
administered but should have been held.

~The resldent’s blood sugar was 89 on 10/19/25
at 4:30pm and Humalog was documented as
administered but should have been heid.
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-The resident's blond sugarwas 85 on 10/26/25
at 7:30am and Humalog was documented as
administered but should have besn held.

-The resldent's blood sugar ranged from 76 - 304
fram 10/01/25 - 10/31/25.

Review of Reskient #5's Novemnber 2025 elMAR
revealed:

-There was an entry for Humalog insulin inject 4
units befors meals; hold If blood sugar s less
than 100; notify PCP If blood sugar is less than 60
or greater than 400,

-Humalog was scheduled at 7:30am, 11:80am,
and 4:30pm,

-The resident's Humalog was documented as
administered on 2 oceasions when the bload
sugarwas less than 100 and should have been
held.

~The resident's blood sugar was 93 on 11/1 3/25
at 7:30am and Humalog was documented as
administered but should have been held,

-The resident's blood sugar was 75 on 1171 8125
at 7:30am and Humalog was documentad as
administered but should have bsen held,

~The resldent’s blood sugar ranged from 75 - 363
from 11/01/25 - 111925,

Observation of Resident #5's medications on
hand on 11/24/25 at 12:16pm revealed:

~There was a Humalog Insulin pen dispensed on
11/13/25 for Resident #5.

~The instructions were 10 Inject 4 units 3 times
dally subcutanaeously 1 hour before meals; hold if
blood sugar is less than 100; notify PGP if blood
sugar is less than 60 or greater than 400,

Interview with a medication alde (MA) on 11/24/25
at 10:22 am revealed:

-The MAs should hold Resident #5's Humalog if
the resident's biood sugar was less than 100 and
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document it as being held on the eMAR.

~She did not recall having to hold Resident #5's -
Humalog Insulin because the resident's bload
Sugarwas not usually less than 100 when she
worked.

-She did not know why Resident #5's Humalog
was documentsd as being administerad when her
bicod sugar was loss than 100 and should have
been hald.

Interview with a second MA on 11/24/25 at
12:14pm revealsd:

-She usually held and documented Resldeni #5's
Humalog insulin as being held when the
resident's blood sugar was less than 100.

-She was hot sure why there were some enftrles
on the eMAR that did not show she documented
Resident #5's insulin as bafng held when the
blood sugar was less than 100,

Telephone interview with the Resident Care
Coardinator (RCC) on 11/24/25 at 5:37pm
revealed:

1 -Resident #5's Humalog Insulln should be held if
the resident's biood stigar was less than 100.
-When she worked as a MA, if she held Resident
#5's Humalog, she would document It was not
administered and noted on the eMAR that it was
held dug to the blood suger level.

-The MAs should hold Resident #5's Humalog
Insulin when the resldent's blood Sugar was <100
and document It as held.

-She just started working as the RCC on
10/09/25.

~She dld not know the facility's protocols for
checking the aMARS to maice sure medications
were being administered as ordered,

~She usually checked the exceptions report for
the eMAR every morning for refusals and
unavailable medications.

Divislon of Haailh Sarvice Regulatian
STATE FORM a2 JR4612 I contlnualion shast 45 of 65




PRINTED; 12r12/2005

Dlvision of Health Service Re Ulation FORMAPPROVED
STATEMENT GF DEFICIENCIES {x1) PROVIDERISUPPLIERICL|A (X2) MULTIPLE coNsTRU
CTION
AND PLAN O e : {%3) DATE SURVEY
LAN RRECTION IDENTIFICATION NUMBER: A BULDING: COMPLETED
R-¢
HAL051065 EWNG. . .. 11/24/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, i cone
THE LANDINGS OF SMITHEIELD 200 KELLIE DRIVE
SMITHFIELD, NeC 27577
4) 10 SUMMARY STATEMENT OF DEFICIENGIES D FROVIDER'S PLAN OF CORRECTID
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FLIL PREFIX (EACH cORREcThAENAcnUN SHOULDNBE co;%f.)ere
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCEDTOTHEAFPRDPRIATE DATE
DEFICIENGY)
{D 358} Continued From page 45 {D 358}
-Bhe had not reviewed the eMARs to ensyre the

MAs ware holding Resident #5's Humalog Insulin
as ordered.

-She was not aware Resident #5's Humaiog had
not been held as ordered,

Interview with the Adminlstrator an 11/21/25 at
2:02pm revealed:

-The MAs should fallow the order to hold
Resident #5's Humaleg Insulin if the rasident's
blood sugar was less than 100.

~The RCG and Special Care Coordinator (SCC)
were fesponsibla for checking the eMARs daliy to
Mmake sure medieations were being adminlsterad
or held as ordered,

Interview with Resident #5's PCP on 11/21/25 at
12:59pm revealed;

~There was an order to hold Resident #5's
Humalog if the blood sugar was less than 100 to
pravent the resident's blood sugar from dropping
foo low,

~Not holding Resident #5's Humalog Insulin when
the blood sugar was less than 100 could cause
the resident's biood sugar to drop too low whish
could cause the resident to bass out and require
a call fo emergency medical services (EMS).

Based on observations, interviews, and record
review, It was determined that Resident #5 was
not interviewabls,

Alfempted telsphone Interview with a third MA on
11/24/25 at 4:33pm was unsuceessful,

Attempted telephone Interview with a fourth MA
on 11/24/25 at 4:36pm was unsuccessful.

b. Review of Resident #5's quarterly medication
review dated 06/25/25 revenlad:
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-The pharmagist noted Resident #5 had an order
for Latanoprost 0.005% eye drops fo be
administered prn (as heeded) but Latanoprost
was commonly used as schedulad eye drops not
Onh a pin basis. (Latanoprost aye drops are used
to treat glaucoma, Glaucoma is chronic conditlon
that causes high pressure Inslde the 8ys,
Latanoprost works by lowering pressure In the
eyes,}

~The pharmacist's recommendation Included
clarliying whather the primaty care provider
(PCP) wanted to gontinue Latanoprost as prn and
If 50, a dlagnosis for pm use of Latanoprost was
to be provided.

-The PCP agreed with the recommendation on
07/01/25 and orderad Latanoprost 0,005% eye
drops, Instill 1 drop inte both €yes every night at
bedtime.

Review of Resident#5's PCP order dated
07/30/25 revealed an order for Latanoprost
0.005% eye drops, Instill 1 drop fnto both eyes
every hight at bedtime.

Review of Resldent #5's October 2025 slectronic
medication administration record {eMAR)
revealed:

-There was an entry for Latanoprost 0.005% with
special instructions to instill 1 drop in both eyes at
bedtime.

-The section for frequency noted “at bedtime as
needed",

-There was no scheduled time entered on the
aMAR system,

~There was a fow ta document the time, pm
reason, and pra result.

«No Latanoprost was documented as
administered from 10/01/25 - 10/31/25.

Review of Resldent #5's Navember 2025 sMAR
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revealed;

-There was an entry for Latanoprost 0.005% with
speoial instructions to instill 1 drop in both eyes at
bediime,

~The section for frequency noted "at badtime as
needed”,

~There was no scheduled time enterad on the
eMAR system,

~There was a row fo document the time, prn
reason, and prn rosult,

-Ne Latanoprost was documented as
administered in November 2025,0bservalion of
Resldent #5's medications on hand on 11/24/25
at 12:33pm revealed:

~Thers was g 2.5ml boltls of Latanoprost 0,005%
eye drops dispensed on 06/13/25 for Residant
#5.

~The Instructions on the label wers tg Instill 1 drop
In both eyes as needed.

~The hottle was over half full of eye drops.

~There was a second 2.5ml unopened bottle of
Latanoprost 0.005% eye drops stored in the
reftigerator and dispensed on 09/12/25 for
Resident #5.

~The Instructions on the label were to instil] 1 drop
in both eyes at bedtime.

Interview with a medlcation aide (MA) on 11/24/26
at 10:22 am revealed:

-She did not administer medications o Resident
#5 frequently so she could not recall any

concerns about the Latanoprost eye drops.

-If a medication was scheduled, It would "pop up"
on the eMAR to be administered.

-If & medicalion was prn, it would not usually "pop
up” on the eMAR to be administorad,

-If something did not mateh, elther the MAs,
Resident Care Coordinator (RCC), or Special
Care Coordinator (SCGC) should call the pharmacy
to clarify.
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Talephone interview with g Pharmacist at {he
facillty's contracted pharmacy on 11/24/25 at
12:09pm revealed;

-The pharmacy did not receivs an order dated
07/01/25 for Resldent #5's Latanoprost 0.005%
eye drops fo be schedulsd,

~The phamacy received an order from Resident
¥5's PCP on 07/30/25 for Latanoprost 0.005%
8ys drops, 1 drop in each aye dally at bedtime.
~The phamacy entered orders Into the eMAR
system but someone at the facility had 1o approve
an order for it fo become active,

~The facillty staff could also change orders in the
eMAR system Ii something was not entered
correctly.

«Latanoprost showed as being scheduled In the
eMAR system used by the pharmacy.

-She did not know why the faclllty's eMAR systarn
showed scheduled but also noted prn on the
same entry,

Telephone inferview with the RGC on 11/24/25 at
5:37pm ravealed:

-She had Just starfed as the RGG on 10/09/25,
-She was not aware of any discrepancy with
Resident #5's Latanoprost order.

-She did not know the facllity's protocols for
checking the eMARs to make stre medications
were being administerad as orderad,

-Bhe usually checked the exceptions repart for
the eMAR avery morning for refusals and
unavaliabla medications.

-8he had not reviewed the eMARs and compared
them with medication orders to ensure
medicaifions were being administered as ordered.
~The MAs should notify her if information on the
eMAR and a medication [abel did not match,
«Either she or the MAs sent orders to the
pharmacy, and the pharmacy staff usually
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enterad orders into the eMAR system.

~She or ths SCC had to approve ordars In the
eMAR system for the orders to become aative.
~Since she was not working at the facillty in July
2025, she did not know why the scheduled order
for Resident #5's Latanoprost was not in the
oMAR system,

Interview with the Administrator on 11/21/25 at
2:02pm revealad;

-He was not aware of 5 discrepancy with
Residant #5's Latanoprost eye drops.

-The RCC and SCC were responsibie for
checking and approving orders after the
pharmacy entered the orders into the aMAR
system.

-The RCC and §CC should approve orders daily
as soon as the nofification appeared In the eMAR
system,

~The RGC and SCC were responsibie for weeldly
cart audits and they should notify the PCP and
him of any discrepansies.

Interview with Resldent #5's PCP on 11/21/25 at
12:539pm revealed:

-Latanaprost was not usually prescribed as g prn
medication because it was used to treat
glaucoma,

~She sent an order at the end of July 2025 1o stop
prn Latanoprost and start scheduled Latanoprost
eye drops.

-Not recelving Latanoprost on a scheduled basls
could lead o loss of viston,

-Resident #5 had not compialned of any vision
problems to her.

Based on observations, interviews, and record
review, it was defermined that Resident #5 was
not interviewable,
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3. Review of Resident #3's current FL-2 dated
06/16/25 revealed diagnoses included
Huntington's disease, iron deficlency anemia,
hypothyroldism, and hyperlipidemia.

Review of Residant #3's Rasident Register
revealed the resident was admitted to the facility
on 09/23/22,

Review of Resident #3's physictan's ordsr dated
08/02/25 and 10/03/25 revoaled thera was a
physician's order for Ferrous Gluconats (a diatary
iron supplement) 324mg tablet take one fwice
daily.

Review of Resldent #3's October 2025 electronic
medication administration record (eMAR)
fevealed:

~There was a printad entry for Ferrous Gluconate
324mg tablet twice daily scheduled at 9;00am
and 9:00pm with documentation for
adminisfration from 10/01/25 through 10/30/25.
-Feirous Glucenate 324my tablet was
documented as "not administered: discontinued”
at 9:00am on 10/28/25 and 10/20/25.

-Ferrous Gluconate 324my tablet was
decumented as "not adminlstered: discontinued®*
at 9:00pm en 10/03/25, 10/06/25, 10/07/25,
10/08/25, 10/11/25, 10112425, 10/17/28, 10/21/28,
10/29/25, and 10/30/25,

Review of Resident #3's November 2025 eMARs
revesled:

~Thers was a printed entry for Ferrous Gluconate
324mg tablet twice daily scheduled at 9:00am
and 9:00pm with documentation for
administration from 11/01/25 through 11/23/25.
-Ferraus Gluconate 324mg tablet was
dosumented as “not administered: discontinued”
at 9:00am on 11/15/25.
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~Ferrous Gluconate 324mg tablat was

documented as “not administerad: discontinueg®
at 8:00pm on 11/03/25, 11/09/25, 11111425,
11413125, and 11/15/25,

~There was no documentatian for administration
Or reason for no administration of the Farrous
Gluconate 324mg tablst for 11/1 6/25 through
11123/25 at 9:00am and 8:00pm,

Observation of Resldent #3's medications on
hand on 11/24/25 at 12:54pm revealed Ferrous
Gluconate 325mg tablet was on hand and
packagedin a pharmacy muiti-tlose package
{(MDP),

Interview with a medication aide (MA) on 11/24/25
at 12:59pm revealed:

~The Femeus Gluconate entry on Resldent #3's
eMAR populated as discantinued when she
seanned the medlcation package,

~If the medication populated ag discontinued, she
dld not administer the medication.

-She removed Resident #3's Ferrous Gluconate
from the MDP and destroyed it according fo
facility protocol,

-She was not able to access signed physlcian
orders, nor did she ever look at slgned physician
order caples.

-She contacted the Resident Care Coordinator
(RCG) when she documented the Farrous
Gluconate as discontinued on the sMAR.

~The RCC told her that she would reach out to the
pharmacy.

Telephone interview with a second MA on
11/24/25 at 6:368pm revealed:

-He did not administer Resldent #3's Ferrous
Gluconate when he scanned the MDP and the
medication populated on the sMAR as
discontinued,
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-He thought Ferrous Gluconats was discontinued
for Resident #3,

Interview with the RCC on 11/20/25 at 4:06pm
revealad:

-8he was not aware that medication instructions
on the eMAR wers populating as discontinued
when there was no physlelan order to discontinus
the medication,

~There was ho sysiem in place to document the
adminlstration of a medicatfon when the
instructions on the eMARS for the medication
populated as discontinyed,

~The MAs did not document medication
administration on a paper MAR if the sMAR was
not working properly.

Second interview with the RCC on 11/24/25 at
5:37pm revealed:

-Some of the MAs followed the eMAR and would
not administer Resident #3's Ferrous Gluconate
when the Ferrous Gluconate populated on the
eMAR as discontinued.,

-She thought a MA informed her on 11/21/25
about the Ferraus Gluconate popuiafing on
Resldent #3's eMAR as discontinued,

-She hiad not seen a physiclan's order to
discontinue Resident #3's Ferrous Gluconate,
~3he had planned to contact the primary care
provider (PGF) on 11/21/25 about Resldent #3's
Ferraus Gluconate but had not been able fo do so
for personal reasons.

Telephone inferview with a pharmaclst at the
facillly's coniracted pharmacy an 11/24/25 at
8;06am revealad;

~There was a current order In the pharmacy
profile for Ferrous Gluconate 324mg tablet twice
daily for Resident #3.

-The pharmacy had not recejved a physician
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order to discontinug the Ferrous Gluconate
324mg tabiet twice daily for Resldent #3,
-Femrous Glueonate 324mg tablats werg
dispensed to the facility waekly, including on
09/01/25, 09/08725, 05/19/25, 09/22/25, 09/29/25,
10/08/25, 10/13/25, 1020425, 10/27/25, 11!03/25.
1110425, and 11/17/25 for 3 quantity of 14
tablets, In MDPs.

-She dld not know why the facility MAs
documented the Ferrous Gluconate as
discontinued/not administered with the
medication in the MDPs,

Interview with the Administrator on 11 12025 at
2:07pm revealed;

-He expected medications to be administered as
ordered,

~The RCC and Special Care Coordlnator (SCC)
sheuld be looking at the eMARs dally and
performing weekly medication eart audits,

-The facility's contracted pharmacy provider
entered new orders Into the eMAR system,

~The RGC and SCC were responsible for
approving medication entries In the eMAR
system.

~He expected new orders entered on the EMARs
1o be approved by the RCC and SGG as s00n as
the entry populated in the eMAR system for
approval.

-The RCC and SCC were responsible for
checking the eMARSs for accuracy,

-If a discrepancy was found on the elMAR, the
RCC and SCC should report the discrepancy to
the provider, family, and him.

Second Interview with the Administrator on
11/24/25 at 6:35pm revealed:

-He expected residents’ medications to be
administered as ordered at all fimes.

-If there was an issue with a rasident's
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to ensure the resident received the Hght
medication.

Attempted telephone interview with Resldent #3's
PCP on 11/24/25 at 6:24pm was unsuceessful,

The facilily falled to administer medications as
orderad to 3 of 5 sampled residents (#3, #4, #15),
Resident #4 did not receive an antiblolic
prescribed on 10/31/25 unfil 11/04/25, and
received only one of two ordered doses of
antibotic on 11/19/25, placing her at risk for
worsening infections, Resident #5's rapid-acting
insulin was not held as ordered on 9 cceaslons in
Qclober 2025 and November 2025 putiing the
resident at risk of her blood sugar dropping which
could lead to the resident passing out and
requiring a call to emergency medieal sewvlces.,
Resident #5's eye drops for glaucoma were not
administerad dafly as orderad since July 2025
putting the resident at risk of vision logg, The
failure of the facility to administer medications as
ordered was detrimental to the health and safety
of the residents and eonstitutes a Type B
Violation,

The facllity provided a plan of proteciion In
accordance with G.S, 131D-34 on 11/21/25 for
this violation,

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JANUARY 8,
2028,
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Forte, Hope

From: The Landings of Smithfield, ED - James Franks <director@SmithfieldAL.com>
Sent: Tuesday, January 6, 2026 4:29 PM

To: Forte, Hope

Cc: Deanna Lanier

Subject: [External] Completed and Sign POC

Attachments: LOS Completed POC 1.6.26.pdf

CAUTION: External email. Do not click links or open attachments unless verified. Report suspicious emails with the Report Message
button located on your Outlook menu bar on the Home tab.

James Franks | Executive Director | The Landings of Smithfield | Phone: (919)934-2030 |
Fax: (828)330-3091 | Cell (252)772-5653



