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D 000J Initial Comments

The Aduit Care Licensure Section and the
McDowell County Depariment of Social Services
conducted an annual survey and complaint
investigation on 11/04/25 - 11/07/25, 11/10/25,
and 11/12/25 - 11/14/25.

D074 10A NCAC 13F .0306 (a)(1) Housekeeping And
‘ Furnishings

TOA NCAC 13F .0308 Housskeeping And
Fumnishings

{@) Adult care homes shall:

(1) have walls, ceilings, and flaors or floor

l coverings that are clean, safe, and functional;
Notwithstanding the requirements of Rule 0301

of this Section, this Rule shall apply to new and

existing facilities.

|

l

This Rule is not met as evidenced by:

Based on observations and interviews the facility
failed to ensure one common hall bathroom toilet,
walls and shower stall were kept clean as
evidence by the toilet and wall in one common
bathroom had brown matter on and around the
toilet seat and smeared on the wall, and the
shower stall had a thick black looking substance
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that appeared 1o be fecas on the wall of the
shower and in the grout and walls, the dining
room ceiling fans had brown gray thick dust on
the blades of the ceiling fans which were in use
while residents ate their food.

The findings are:

Observation of a shared common bathroom on
the 100 hall on 11/04/25 from 9:29am to 10:15am
revealed:

-There was a toilet, sink, bathtub, and shower.
-The shower had tiles on the wall and floor.
-There was a black substance on the grout, which
was on over 40 tiles in the shower.

-The bottom base grout along the bottom of the
shower tiles had black dots along the edge and in
the grout.

-The base of the shower floor was dirty.

-The toilet seat had a brown substance on the
toilet seat and a yellowish-brown substance
around the {oilet seat.

-There was feces in the toilet.

-The bottom wall near the toilet had a brown
substance smearad on the wall that appeared to
be feces.

-The tub faucet had a right missing handle.

-At 8:33am the housekesper was observed in the
hall cutside the bathroom, and he did not go
inside the bathroom.

Observation of the dining room on 11/04/25 at
10:02am revealed:

-There were three ceiling fans in the main dining
room area that were turned on and coated with
thick grayish, brown dust.

-The residents had been eating breakfast in the
dining room.

interview with a housekeeper on 11/04/25 at
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12:18pm revealed:

-He started his day at 7:00am and would start on
the 10G hall and start cleaning the hall
bathrooms.

-He had not been aware of any comp!alnts about
dirty bathrooms.

-The residents would tell him if the bathroom
needed to be cleaned due to a mess or a clogged
toilet and he would take care of it right away.

-He had naot cleaned the 100-hall bathraom today
(11/04/25) and no one told him It was dirty.

-He thought someone was in the bathroom when
he went by and he did not clean it.

-He was not aware of the black substance in the
shower area but did clean the showers every day.
-If an area was not coming clean, he would notify
someane from maintenance.

-He had not notified anyone about the black
supstance in the shower.

-He was not responsible for cleaning the dining
room unless something spilled and a
housekeeper was needed for assistance.

Interview with a second Housekeaper on
11/04/25 at 3:32pm revealed:

-When she started her cleaning routine she would
start on the 100 hallway.

-She would clean the communal and employee
bathrooms and resident rooms.

-When she got to the 100-hall bathroom today on
11/04/25 it seemed fine and was not dirty.

-Some residents will let her know if a bathroom
was dirty,

-If things needed repair she would tsll someone in
maintenance.

-She was not sure if cleaning the dining room was
her responsibility or not.

Interview with the Maintenance Assistant on
11/14/25 at 10:22am revealed:
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-He was responsible for the plumbing in the :
bathrooms and would sometimes help out with O\O@fﬂiﬂo h 5 M ah a @ W
cleaning the bathrooms if they were short-staffed. " e
-He would complete a waik-through of the ﬂﬂd / oY 0{ ¢5 l g N
building daily to check for items in need of repair. ¢ i '
g dafly P witt  meed wWith 12/3/25

-The tub knob had been broken for a couple of
weeks, and it had been fixed.

-He had thought the mildew (black substance) in
the 100 shower had been there for & while and
the housekeeping staff were responsible for
taking care of cleaning the showers.
-Abathroom ceuld be cleaned and in the next few
minutes, someone would use it, and it would
become dirty again,

-The residents would let the housekeeping staff
know if there was an issue but not always.

-The kitchen ceiling fans required a joint effort
between housekeeping and maintenance.

Interview with the Clinical Manager/Housekeeping
Manager on 11/13/25 at 4:11pm revealed:

-She had been assigned to oversee
housekeeping about 2 month ago.

-The housekeepers were responsible for getting
their assignment sheets each day which would
include their agsigned hall.

-Housekeeping staff were to clean the
bathrooms, mop, clean resident rooms such as
emptying the trash, cleaning and wiping down
bathrooms as well as deep clean resident rooms
when needed.

-If there was a mess such as feces on the toilet
and someone would bring it to the staff's
attention, and it was to be cleaned right away.
-The Kitchen/dining area was primarily done on
third shift which would include mopping that area.
-Third shift housekeeping was also responsible
for cleaning the day room and hall bathrooms.
-She monitered the housekeeping staff by
reviewing the cameras, and before the

gy
and

ng?

sAff o Oarify yob

muse%eqomg
maihtenance

ohsibilihes.

Division of Health Service Regulaticn

STATE FORM

8892

8R3GM

If continuation sheet 4 of 42




PRINTED: 12/09/2025

FORM APPROVED
Division of Health Service Regulation
STATEMENT GF DEFICIENGIES {(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
C
HALG59021 B. WING 11/14/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1267 PINNACLE CHURCH RQAD
CEDARBROOK RESIDENTIAL CENTER 0
NEBO, NC 28761
o4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATGRY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

D (74| Continued From page 4 D 074

housekeepers leave, they should go to their
supervisor and have them sign off on their daily
duties.

-Maintenance was responsible for cleaning the
mold and mildew in the bathrooms.
-Maintenance would be responsible for cleaning
the ceiling fans in the dining area.

Interview with tha Operations Manager on
11/13/25 &t 11:47am revealed:

-They had a lot of turnover of housekeeping staff
and were trying to hire more staff.

-They had a deep cleaning checklist for things
like cleaning the ceiling fans.

-The Housekeepers were responsible for
cleaning the dining room.

Interview with the Administrator on 11/14/25 at
10:46am revealed:

-She would do walk-throughs through the facility,
and if areas need to be cleaned, she would call
housekeeping.

-The ceiling fans should have been cleanad but
she had decided to go ahead and replace the
ceiling fans in the dining area.

-She expected the building to be kept up with the
cleanliness.

D 344 10A NCAC 13F .1002(a) Medication Crders D 344

10ANCAC 13F .1002 Medication Orders

(a) An adult care home shall ensure contact with
the resident's physician or prescribing practitioner
for verification or clarification of orders for
medications and treatments:

(1) if orders for admission or readmission of the
resident are not dated and signed within 24 hours
of admission or readmission to the facility;

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

Civision of Health Service Regulation
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{3) if multiple admission forms are received upen
admission or readmission and orders on the
forms are not the same.

The facility shall ensure that this verification or
clarification is documented in the resident's
record.

This Rule is not met as evidenced by;

Based on observations, record review and
interviews, the facility failed to clarify medication
orders for 2 of 7 sampiled residents {Resident #3
and #6) related to orders for a medication to treat
substance use disorder.

The findings are:

1. Review of Resident #3's current FL2 dated
08/03/25 revealed a diagnosis of schizoaffective
disorder.

Review of Resident #3's physician order dated
10/15/25 revealed:

-An order for Buprenorphine hydrochloride (HCL)
{a medication used fo treat substance use
disorder) 4 mg sublingual (SL), wai 30 minutes
then reassess, may increase Buprenorphine HCL
2 mg daily as needed until 8 maximum dose of 10
myg starting on 10/16/25.

-The order was from a Substance Use Disorder
Outpatient Clinic (SUDOC).

-There were no additional orders for
Buprenorphine.

Review of Resident #3's October 2025 electronic
Medication Administration Record (eMAR)
revealed:

~There was an entry for Buprenorphine HCL
10mg take one SL daily starting on 10/16/25.
-There was no documentation Buprenorphine
HCL 10mg was administered 10/16/25 to
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10/31/25,

Review of Resident #3's November 2025

electronic Medication Administration Record -
(eMAR) revealed: D Wﬁh DM S Ma hﬂﬂ Ol/

-There was an entry for Buprenorphine HCL : '

10mg take one SL daily, documented as oy d #q %’ﬂ 60 | H ]

administered 11/01/25 to 11/04/25 at 8:00am. 1 v

-There was no documentation Buprenorphine m M A H—h 0‘5“ 0{‘ ni m§

HCL 10mg was administered 11/05/25 to W wo -

11714725, SW‘FF j;i_om_h ﬁ") OV&! 2
With  mcdi O oS

Observation of Resident #3's medications on

hand on 11/06/25 revealsd: N ow 1o requcst \2f31(19

-There was a small lockbox with Resident #3's s o :

name on it, the lockbox was kept behind ocked Ora e A4n ﬁ 0NS

doors in the medication room. Wh (/h N COﬁ m 3

-Inside the lockbox were six pill bottles labeled . :
Buprenorphine HCL 14mg with a dispense date e m&/{ cation Wi h b(j
on 11/03/25, each bottle was dated for each day . d (/0% '

of the week for six days 11/04/25 through pYOV ! :

11/09/25, each bottle was dated each day of the
week and each individual pill bottle was sealed
with a foil seal

-Inside the box was a form titled MAT (Medication
Assisted Treatment) chain of custody daily
documentation dated 11/03/25 and the

dosage for the Buprenorphine was 12mg.

Review of Resident #3's October 2025 and
November 2025 Substance Use Disorder Clinic
{SUDQC) notes revelaed:

-On 10/15/25, Resident #3 received and initial
dose of Buprenorphine HCL 4mg at the dlinic.

-On 10/16/25, Resident #3 received and 2mg
increase of Buprenorphine HGL at the clinic.

-0n 10/17/25, Resident #3 received a 2mg
increase of Buprenorphine HCL at the cfinic.

-On 10/18/25, Resident #3 was dosed at the clinic
and was sent home with one Buprenorphine HCL
Divisicn of Health Service Regulation
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dose {0 take on 10/19/25.

-On 10/20/25, Resident #3 was dosed at the
clinic.

-Cn 10/21/25, Resident #3 was dosed at the
¢linic.

-0On 10/22/25, Resident #3 was increased to
Buprenorphine HCL 18mg and dosed at the clinic.
-On 10/23/25, Resident #3 was dosed at the
clinic.

-0On 10/24/25, Resident #3 was dosed at the
clinic.

-On 10/25/25, Resident #3 was dosed at the clinic
and received a take home dose of Buprenorphine
HCL o take on 10/26/25.

-0On 10/27/25, Resident #3 was dosed at the
clinic.

-On 10/28/25, Resident #3 was dosed at the
clinic.

-0On 10/29/25, Resident #3 was dosed at the clinic
and received four take home doses of
Buprenorphineg HCL to take from 10/30/25 to
11/03/25,

-On 11/03/25, Resident #3 was dosed at the clinic
and received six iake home doses of
Buprenorphine HCL to take from 11/04/25 to
11/09/25.

-On 11/10/25, Resident #3 was dosed at the clinic
and received six take home dosss of
Buprenorphing HCL to take from 11/11/25 to
11/16/25.

Telephone interview with a nurse at Resident #3's
SUDOC on 11/03/25 at 9:45am revealed:;

-On 10/15/25, Resident #3 was started on
Buprenerphine HCL 6mg and his dose would
gradually be increased.

-On 10/18/25, Resident #3 received a dose of
Buprenorphineg HCL 10mg and a "take home"
dese of Buprencrphine 10mg to take on 10/19/25
because the clinic was closed on Sundays.

Division of Health Senvice Regulation
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-On 10/25/25, Buprenorphine HCL 12mg one day
supply was sent with Resident #3 to the facility.
-Qn 11/03/25, Buprenorphine HCL 14mg six day
supply was sent with Resident #3 to the facility.
-The MAT chain of custody form sent on 11/03/25
had the wrong dosage on it of 12 mg and that
was an error on the clinic, it should have read
Buprenorphine 14mg.

-Most of the communication with the facility was
completed through the facility transport staff.
-Resident #3's initial prescription for
Buprencrphine HCL 4mg every day and an initial
assessment should have been sent to the facility
with the facility transpert staff.

-The facility did not reach out to her o get
clarification related to Resident #3's
Buprenorphine HCL.

Review of Resident #3's record revealed:
-There was no crder dated 10/15/25 for
Buprenorphine HCL SL 4mg on Sundays.
-There was no order dated 10/18/25 for
Buprenorphine HCL SL 10mg on Sundays.
-There was no order dated 10/25/25 for
Buprenorphine HCL SL 12mg on Sundays.
-There was no order dated 10/29/25 for
Buprenorphine HCL SL 12mg from 10/30/25 to
11/03/25.

-There was no order dated 11/03/25 for
Buprenorphine HCL SL 14mg from 11/04/25 to
11/09/25.

Interview with the medicaticn aide {MA) on
11/13/25 at 9:55am revealed:

-She gave the lockbox to Resident #3, and he
opened it and took the medication.

-8he locked at the medications and compared
them to the eMAR.

-Sometimes she would compared the
medications to the order on the MAT.

Division of Health Service Regulation
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Interview with the MA Supervisor on 11/12/25 at
2:35pm revealed:

-Resident #3 used to dose every day except
Sunday at the SUDOC but now he would dosa
every Monday and would bring back six take
home pill bottles for each day until the following
Monday.

-The Resident would sign on the chain of custody
form that he took the medication, and the MA
would also sign off on the same form that
Resident #3 took the medication,

-She would not have administered Buprenorphing
if the dosage on the bottle did not maich what
was listed on the eMAR.

Interview with the Operations Manager 11/13/25
at 10:54am and 3:46pm revealed:

-She did not believe the facility had requested any
new orders for Resident #3 from the SUDOC.
-We should have gotten the order changes and
not just go by the initial order in the Resident #3's
record,

Refer to telephone interview with a nurse at the
SUDOC on 11/03/25 at 9:45am.

Refer to telephone interview with the Program
Manager at the SUDOC on 11/14/25 at 8:42am.

Refer to interview with the MA Supervisor on
11/12/25 at 2:35pm.

Refer to interview with the facility Transporter on
11/13/25 at 3:46pm.

Refer to interview with the Residential Care
Coordinaior on 11/13/25 at 3:27pm.

Refer to interview with the Operations Manager
Division of Heaith Service Regulation
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on 11/13/25 at 10:54am and 3:45pm, and on
11/14/25 at 10:46am.

Refer {o interview with the Administrator on
11/14/25 at 10:46am.

2. Review or Resident #6's FL2 dated 08/24/25
revealed:

-Diagnoses included substance use disorder,
schizoaffective disorder order, bipolar type and
severe depression.

-There was an order for Buprenorphine HCL 2mg
i {a medication used to treat substance use
disorder) sublingual (SL-to be applied under the
tongue), take 6mg three times a day.

i Review of Resident #6's signed physician orders
dated 09/18/25 revealed an order for
Buprenorphine HCL 2mg, take 8mg thres times a
day.

Interview with a Nurse from Resident #8's
SUDOC on 11/13/25 at 9:45am revealed:

-On 9/15/25, Resident #6 started Buprenorphine
HCL 18mg every day at the clinic except for the
Sunday dose.

-Resident #8's Buprenorphine HCL dosage could
be increased 2mg per day o a max of 24mg per
day upen raquest from Resident #6.

-On 9/16/25, Resident #6 was prescribed
Buprenorphine HCL 20mg every day at the clinic
except Sundays which Resident #6 would have
received Buprenorphine HCL. 20mg at the facility
out of the lockbox.

-On 9/17/25, Resident #6 was prescribed
Buprenorphine HCL 22mg every day at the clinic
except Sundays which Resident #6 would have
received Buprenorphine HCL 22mg at the facility
out of the lockbox.

-0On 9/18/25, Resident #5's order was for

Division of Health Service Regulation
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Buprenorphine HCL 24mg every day at the clinic
except Sundays which Resident #6 would have
received Buprenomphine HCL 24mg at the facility
out of the lockbox.

-Resident #8 recsived Buprenorphine as a take
home on Saturdays for Sunday's dose until she
was considered stable by the physician.

-lt was the facility's responsibility to clarify the
take home order of Buprenorphine for Resident
#E.

-There were no phone calls from the facility staff
ciarifying the take home orders of Buprenorphine
for Resident #65.

-Most of the communication with the facility was
complsted through the facility transport staff.
-Resident #8's initial prescription for
Buprenorphine HCL 18mg every day and an injtial
assessmeni should have been sent to the facility
with the facility transport staff,

Review of Resident #8's record revealed:;

-There was no order dated 09/16/25 for
Buprenorphine HCL SL 20mg to be administered
oh Sundays.

-There was no order dated 09/17/25 for
Buprenerphine HCL SL 22mg to be administered
on Sundays.

-There was no order dated 09/18/25 for
Buprenorphineg HCL SL 24mg to be administered
on Sundays.

Review of Resident #8's September 2025
electronic Medication Administration Record
(eMAR) revealed:

-There was an entry for Buprenorphine 2mg SL,
take three tablets every day, {(suspended
09/12/25 to 08/19/25, on hold until seen by
prescriber for refills) documented as administered
09/01/25 to 09/12/25 at 8:00am, 2:00pm and
8:00pm.

Division of Health Service Regulation
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-On 09/19/25 at 8:00pm, 09/20/25 to 09/29/25 the
Buprenorphine was documented as "medication
not in the facility”, "withheld per orders™, "received
at offsite clinic", and "new order medication not
arrived from pharmacy”, at 8:00am, 2:00pm and
8:00pm.

-On 09/30/25 at 8:00am and 8:00pm, the
Buprenorphine was documented as administered
at the offsite clinic and at 2:00pm administered by
a medication aide.

-There was no entry for Buprenorphine HCL SL
20mg every day.

-There was no entry for Buprenorphine HCL SL
22mg every day.

-There was no entry for Buprenarphing HCL SL
24mg every day.

Telephone interview with a representative from
the facility's contracted pharmacy on 11/19/25 at
10:24am revealed:

-On 08/24/25, the pharmacy received an order for
Buprenorphiine 2mg SL, take three tablets every
day as a clarification order from the facility, for
Resident #G's FL2.

-The pharmacy dispensed 60 tablets of
Buprenorphine 2mg (a 30-day supply).

-On 10/29/25, the next order received for
Buprenorphine 8mg was received, take three
tablets three times a day and 21 tablets of
Buprenorphine 8mg was dispensed (a 7-day
supply) to the facility.

-The pharmacy did not receive an order dated
09/16/25 for Buprenorphine 20mg every day.
-The pharmacy did not receive an order dated
09/17/25 for Buprenorphine 22mg every day.
-The pharmacy did not receive an order dated
09/18/25 for Buprenerphine 24mg every day.

Interview with the medication aide (MA) on
11/13/25 at 9:55am revealed:

Divisicn of Health Service Regulation
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-She gave the locked box to Resident #6, and
after Resident #6 opened the lockbox, she put the
contents of the botile in 2 medication cup and
Resident #6 took the medication.

-She compared the madication bottie to the
eMAR.

-Sometimes she would compare medication
bottle to the order on the MAT.

Refer to telephone interview with a nurse at the
SUDOC on 11/03/25 at 9:45am.

Refer to telephone interview with the Program
Manager at the SUDOC on 11/14/25 at 8:42am.

Refer to interview with the MA Supervisor on
11712125 gt 2:35pm.

Refer to interview with the facility Transporter on
11/13/25 at 3:46pm.

Refer 1o interview with the Residential Care
Coordinator on 11/13/25 at 3:27pm.

Refer {o interview with the Operations Manager
on 11/13/25 at 10:54am and 3:46pm, and on
11/14/25 at 10:46am.

Refer to inferview with the Administrator on
1111425 at 10:48am.

Telephone interview with a nurse at the SUDOC
on 11/03/25 at 9:45am revealed:

-The SUDOC communicates the orders with the
transport driver, and all doses was on the
prescription bottle and on the MAT chain of
custody form.

-The MAT chain of custody form was to be signed
each day by the resident and ihe MA at the facility
Division of Health Service Regulation
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documenting they gave the medication.

-The SUDOC does not routinely send a
prescription with each change as the prescription
was writien for a range to increase to a certain
amount.

-The facility was responsible to clarify new orders
ar concerns about the medications.

-The fagility did not ask for clarification of the
orders.

Telephone interview with the Program Manager at
the SUDOC on 11/14/25 at 8:42am revealed:
-The ALF had not requested an updated order.
-The prescription label on the bottle has the
medication name, dosage and instructions,

-He would be glad to get a release of information
and send to the facility's contracted pharmacy so
they could have a record of the prescription even
though it was dispensed by the SUDQC.,

Interview with the MA Supervisor on 11/12/25 at
2:35pm revealed:

-The MAs were responsible to verify the
medication label on the bottle and eMAR before
administration.

-If medication labet on the bottle did not match
the eMAR, then the MA was responsible to
contact her and or clarify the order with the
provider or SUDOC.

Interview with the facility Transporter on 11/13/25

at 3:46pm revealed;

-She received the lockbox with the MAT chain of
custody form and medications from staff at

sSuUDOC.

-Staff ai the SUDOC clinic let her know when the

dose had changed but did not give her a new

order for the medication change. ]
-The staff at the SUDQC were aware the
residents were living at an ALF. :
Division of Health Service Regulatich
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Interview with the Residential Care Coordinator
on 11/13/25 at 3.27pm revealed:

-She was aware of the lockbox from the SUDCC
but had not administered any of the medications.
-The MA should pull the eMAR, look at it,
document it, look for the prescription boftle and
the label and if it does not match, they should let
their supervisor know.

Interview with the Operations Manager 11/13/25
at 10:54am, 3:46pm and on 11/14/25 at 10:46am
revealed:

-They should have documented appropriately on
the eMAR based on what Resident #3 was being
administered at the SUDOC.

-Residents were transported daily to the SUDOC.
-The MA should verify that everything matches
the pill bottle, the arder and eMAR.

~She did not believe the facility had requested any
new orders for the residents from the SUDOC.
-She knew that the residents who went to the
SUDQC have different orders.

-She was not aware of the frequent order
changes.

-The MA most likely thought what was on the
eMAR was what the resident was to be taking.
~She assumed the SUDOC was like an outside
provider and would notify us of any changes, and
if there was no new prescription we assumed that
was the most recent accurate order.

-She had net administered any of the medications
herself, but the MA was responsible for
comparing the prescription bottle to the eMAR.
-The facility should have gotten the order
changes and not just go by the initial order in the
resident's record.

~The facility did not received updated orders from
the SUDCC.

-They should have looked at the pre-filled pill
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10A NCAC 13F .1004 Medication Administration
(&) An adult care home shall assure that the
preparation and administration of medications,
prescription and non-prescription, and treatments
by staff are in accordance with:

(1) orders by a licensed prascribing practitioner
which are maintained in the resident's record; and
(2) rules in this Section and the facility's policies
and procedures.

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to ensure medications were
administered as ordered for 1 of 7 sampled
residents related to a medicaficn used to treat
seizures and to heip with sleep (#1).

The findings are:

Review or Resident #1's current FL2 dated
05/19/25 revealed:

-Diagnoses included schizoaffective disorder,
bipolar type.

-Resident #1 had a history of seizures.

-There was an order for gabapentin (used to freat
seizures and to help with sleep) 600mg by mouth
at bedtime.

Review of Resident #1's physician order dated

Operations Mandgar
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bottles and comparing this to the order and clarify
the order.
Interview with the Administrator on 11/14/25 at
10:48am revealed she expected the orders would
be clarified.
D 358 10A NCAC 13F .1004 {g) Medication D 358
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09/11/25 revealed there was an order for
gabapentin E00mg by mouth at bedtime.
Review of Resident #1's Mental Health Nurse -
Pracitioners (NP) progress note dated 09/05/25 ‘DPOY anons Mdan aﬁf/}’
revealed there was an order to continue . i
gabapentin 600mg by mouth at bedtime. and / ov 4 054%%6(/ will
Review of Resident #1's September 2025 ‘ yovi d ¢ Yo }
electronic medication adminisiration record : '%‘D Z1
(eMAR) revealed there was no entry for Cd ucdrnion 12 [3!]?5
gabapentin 800mg by mouth at bedtime. W Oﬁf T@m S "b
Review of Resident #1's October 2025 eMAR nadde but not by
reveated there was no entry for gabapentin .
600mg by mouth at badtime. Wimi TM 40 MA R
Review of Resident #1's November 2025 eMAR A LLUiva 0}[ an 0ﬁ
revealed there was no entry for gabapentin .
600mg by mouth at bedtime, O\PPVD EPW A {’V

douimeniation.

Telephone interview with the Pharmacist at the
facility's contracted pharmacy on 11/05/25 at
10:38am revealed;

-The pharmacy received a physician's order for
gabapentin 800mg by mouth at bedtime on
08/25/25.

-The pharmacy discontinued Resident #1's
gabapentin 600mg by mouth at bedtime by
mistake.

-The facility had to approve or decline all orders
enterad on the @MAR by the pharmacy.

-The medication aide (MA) supervisor did
approve to discentinue Resident #1's gabapentin
600mg at bedtime.

-Resident #1 could experience increased
stiffness if she did not receive her gabapentin as
ordered.

Interview with the MA supervisor on 11/14/25 at

Divisien of Health Service Regulation
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10:33am revealed:

-She did not know Resident #1's gabapentin
800mg at bedtime had been discontinued without
a physician's order.

-She, the Resident Care Coordinator {RCC) and
Cperations Manager were responsible for
enguring all orders were sent to the pharmacy
and entered correctly onto the eMAR.

-She, the RCC and Operations Manager had
access to the eMAR system to approve or decline
orders entered by the pharmacy.

-She did not recall approving to discontinue
Resident #1's gzbapentin.

Intarview with the Administrator on 11/06/25 at
10:54am revealed:

-She did not know Resident #1's gabapentin
600mg at bedtime had been discontinued without
a physician's order.

-She expected the staff to follow the facility’s
policies and procedures to ensure medication
orders were complete and accurate.

10A NCAC 13F .1004 {j) Medication
Administration

10A NCAC 13F .1004 Medication Administration
{i) The resident's medication administration
record (MAR) shalf be accurate and include the
following:

(1) resident's name;

{(2) name of the medication or treatment order;
{3) strength and dosage or quantity of medication
administered;

{4} instructions for administering the medication
or treatment;

(5) reason or justification for the administration of
medications or treatments as needed (PRN) and
documenting the resulting effect on the resident;

D 358

D 367

Dpcmh'oms Maﬂﬂ%f
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(8) date and time of administration;

(7) documentation of any omission of
medications or treatments and the reason for the
omission, including refusals; and,

(8) name or initials of the person administering
the medication or freatment. If initials are used, a
signature equivalent to those initials is to be
deocumented and maintained with the medication
administration record (MAR).

This Rule is not met as avidenced by;

Based on observations, interviews, and record
reviews, the facility failed to ensure medication .
administration records were accurate for 3 of 7 DP&V M’h oS ™M an 0] g‘or
sampled residents (#3, #8 & #1) related to a -

medication to treat substance use disorder (#3 & a ﬂd fov 0!05 %% nec 12/3) /2 5

| #6) and a medication to treat agitation (#1). il \ en } ON M ATEQ
The findings are: FOP 0 N—e no ¢sSsS in am

1. Review of Resident #3's current FL2 dated Wk a1 v
08/03/25 revealed a diagnosis of schizoaffective A
disorder. acouvdey of dosimaniation.

Review of Resident #3's physician order dated
10/15/25 revealed:
-An order for Buprenorphine hydrochloride (HCL)

(a medication used to treat substance use _ @Wﬁ’ﬂ o Mdadnd ﬂ er

disorder) 4 mg sublingual (SL), wait 30 minutes

then reassess, may increase Buprenorphine HCL an 03 fOV‘ d S }' g/ﬂ oo

2 mg daily as needed until a maximum dose of 10

mg starting on 10/16/25. Wi il Pﬂ\/l'df/ 12/31126

-The order was from a Substance Use Disorder .
Outpatient Clinic (SUDOC). re caucation on

-There were no additicnal orders for MP(K d o Mm m‘how '

Buprencrphine.
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Review of Resident #3's October 2025 electronic
Medication Administration Record (eMAR)
reveaied:

-There was an entry for Buprenorphine HCL
1Cmg daily starting on 10/16/25.

-There was no documentation that Buprenorphine
10mg was given during the month of October
2025.

Review of Resident #3's record revealed the was
no October 2025 MAT Sheets.

Review of Resident #3's November 2025
slectronic Medication Administration Record
(eMAR) revealed:

-There was an eniry for Buprenorphine HCL
10mg daily.

-There was documentation Buprenorphine HCL
10mg was administered on 11/01/25 through
11/04/25.

Review of Resident #3 MAT sheset revealed there
was one MAT (Medication Assisted Treatment)
chain of custody daily documentation sheet dated
11/03/25 with and order for

Buprencrphine 12mg every day 11/04/25 to
11/09/25.

Observation of Resident #3's medications on
hand en 11/06/25 at 12:06pm revealed:

-There was a small lockbox with Resident #3's
name on it, the fockbox was kept behind locked
doors in the medication room.

-Inside the lockbox were six pill bottles labeled
Buprenorphine HCL 14mg with a dispense date
on 11/03/25, each bottle was dated for each day
of the week for six days 11/04/25 through
11/09/25, each bottle was dated each day of the
week and each individual pill bottle was sealed
with a foil seal.
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-Inside the box was a form titled MAT dated
11/03/25 and the dosage for the Buprenorphine
was 12mg.

Interview with the medication aide (MA) on
11/13/25 at 9:55am revealed:

-She gave the lockbox to Resideni #3, and he
opened it and took the medication.

-She looked at the medications and compared
them to the eMAR.

-Sometimes she would compared the
medications to the order on the MAT,

Telephone interview with a representative from
the facility's contracted pharmacy on 11/11/25 at
11:07am revealed:

-The Buprenorphine HCL 10mg was was a
medication that was not dispensed by their
pharmacy, and it was added to the eMAR by a
staff member at the facility.

-The eMAR indicated the Resident did not receive
the medication at the facility.

Interview with the MA Supervisor on 11/12/25 at
2:35pm revealed there was confusion on eMAR
on how 1o sign off on it as Resident #3 had taken
some doses at the SUDOC initially and now he
takes the Buprenorphine at the facility Tuesday
through Sunday and would take one dose at the
clinic ocn Mondays.

Telephone interview with a nurse from the
SUDGC on 11/13/25 at 9:45am revealed:
-She was aware that Resident #3 lived in an
Assisted Living Facility (ALF).

-Resident #3's current order was for
Buprenorphine 14mg.

-Resident #3 received take home doses for
11/03/25 through 11/09/25.

-Resident #3's Buprenorphine HCL could be
Division of Health Service Regulation
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increased to 16mg.

-The form was then returned to the clinic when
Resident #3 would come on Monday's, and it was
gscanned in his record.

Interview with the Operations Manager 11/13/25
at 10:54am and 3:46pm revealed:

-They should have documented appropriately on
the eMAR based on what Resident #3 was being
administered at the SUDOC.

-She did not believe the facility had requested any
new orders for Resident #3 from the SUDOC.
-They were not aware of the frequent order
changes.

Refer to interview with the Residential Care
Coordinator on 11/13/25 at 3:27pm.

Refer to interview with a representative from the
facility's coniracted pharmacy on 11/11/25 at
11:07am.

Refer to interview with the MA Supervisor on
11/12/25 at 2:35pm.

Refer to interview from the Nurse from the
SUDOC on 11/13/25 at 9:45am.

Refer to interview with the Operations Manager
on 11/13/25 at 10:54am and 3:46pm.

Refer to interview with the Administrator on
11/14/25 at 10:46am.

2. Review or Resident #6's FL.2 dated 08/24/25
revealed:

-Diagnoses inciuded substance use disorder,
schizoaffective disorder arder, bipolar type and
severe depression.

-There was an order for Buprenorphine HCL 2mg
Division of Health Service Regulation
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{a medication fo treat substance use disorder) SL
{under the tongue}, take 8myg three times a day.

Review of Resident #8's signed physician orders
dated 09/18/25 revealed an order for
Buprenorphine HCL 2mg, take 8mg three times a
day.

Telephone interview with 2 Nurse from the
SUDOC on 11/13/25 at 9:45 revealed:

-On 9/15/25, Resident #6 started Buprenorphine
HCL 18mg every day at the clinic except for the
Sunday dose.

-On 9/16/25, Resident #8's order was for
Buprenorphine HCL 20mg every day at the clinic
except Sundays which Resident #5 would have
received Buprenorphine HCL 20mg at the facility
out of the lockbax.

-On 9/17/25, Resident #6's order was for
Buprencrphine HCL 22mg every day at the clinic
except Sundays which Resident #8 would have
received Buprenorphine HCL 22mg at the facility
out of the lockbox.

-On 9/18/25, Resident #6's order was for
Buprenorphine HCL 24mg every day at the clinic
except Sundays which Resident #5 would have
received Buprenorphine HCL 24mg at the facility
out of the lockbox.

Review of Resident #6's September 2025
electronic Medication Administration Record
{eMAR) revealed:

-There was an entry for Buprenorphine 2mg SL,
fake three tablets every day, (suspended
09/12/25 to 09/19/25, on hold until seen by
prescriber for refills) documented as administerad
09/01/25 to 09/12/25 at 8:00am, 2:00pm and
8:00pm.

-On 09/19/25 at 8:00pm, 09/20/25 to 08/29/25 the
Buprenorphine was documented as "medication
Division of Health Service Regulation
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not in the facility”, "withheld per orders", "received
at offsite clinic”, and "new order medication not
arrived from pharmacy", at 8:00am, 2:00pm and
8:00pm.

-On 08/30/25 at 8:00am and &:00pm, the
Buprenorphine was documented as administered
at the offsite clinic and at 2:00pm administered by
a medicafich aide.

-There was no entry for Buprenorphine HCL SL
20mg every day.

-There was no entry for Buprenorphine HCL SL
22mg every day.

-There was no entry for Buprenorphine HCL SL
24rmg every day.

Review of Resident #6's October 2025 eMAR
revealed:

-There was an entry for Buprenomphine 2mg SL,
take three tablets every day, documented as
received "at offsite clinic" and "order complete"
10/01/25 to 10/29/25 at 8:00am, 2:00pm and
8:00pm and on 10/30/25 at 8:00am.

-There was an entry for Buprencrphine 8mg SL,
take three tableis every day for seven days
documented as administered 10/30/25 to
10/31/25 at 8.00am.

Review of Resident #6's record revealed there
was no October 2025 MAT sheet available for
review.

Review of Resident #6's November 2025 eMAR
revealaed:

-There was an eniry for Buprenorphine 8mg SL,
take three tablets every day for seven days
documentad as adminisiered 11/01/25 to
11/05/25 at &:00am.

-There was nho entry for Buprencrphine HCL
24mg every day documented after 11/05/25.
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Review of Resident #8's record revealed there
was no November 2025 MAT sheet available for
review.

Observation of Resident #6's medications cn
hand on 11/06/25 at 12.06pm revealed:

-There was a small lockbox with Resident #6's
name on it, the lockbox was kept behind locked
doors in the medication room.

-Inside the lockbox was a empty prescription
botile with a dispense date of 09/27/25 and a
label with Buprenorphine HCL 24mg every day to
administer on 08/28/25.

-There was a second empty prescription bottle
with a dispense date of 10/18/25 and a label with
Buprenorphine HCL 24mg every day to
administer on 10/19/25.

Telephone interview with a representative from
the facility's contracted pharmacy on 11/19/25 at
10:24am revealed:

-On 08/24/25, the pharmacy received an arder for
Buprenorphine 2mg SL, take three tablets every
day as a clarification order from the facitity, for
Resident #6's FL2.

-The pharmacy dispensed 60 tablets of
Buprenorphine 2mg (a 30-day supply).

-On 10/29/25, they received an order for
Buprenorphing 8mg was received, take three
tablets three times a day and 21 tablets of
Buprenorphine 8mg was dispensed (a 7-day

1 supply) to the facility.

-The pharmacy did not receive an order dated
09/16/25 for Buprenorphine 20mg every day.
-The pharmacy did not receive an order dated
09/17/25 for Buprenorphine 22mg every day.
-The pharmacy did not receive an order dated
09/18/25 for Buprenorphine 24mg every day.

-It was the facility's responsibility to send aill
updated/new orders to the pharmacy for "profile
Divisicn of Health Service Regulation
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only" so that the eMAR matched the current order
and to clarify with the prescribing provider

-The facility staff could make changes to the
eMAR and an eMAR report would have
generated notifying the pharmacy of a change in
the eMAR system.

-The pharmacy would have contacted the facility
after the report was generated and requested an
order to put in Resident #6's profile.

-Resident #5's eMAR should match the order and
the entry on the eMAR should match the
medications received from the pharmacy.

Refer io interview with the Residential Care
Coordinator on 11/13/25 at 3:27pm.

Refer to interview with a representative from the
facility's contracted pharmacy on 11/11/25 at
11.07am.

Refer to interview with the MA Supervisor on
11/12/25 at 2:35pm.

Refer to interview with the Qperations Manager
on 11/13/25 at 10:54am and 3:468pm.

Refer {o interview with the Administrator on
11/14/25 at 10:46am.

Inferview with the Residential Care Coordinator
on 11/13/25 at 3:27pm revealed:

-She was aware of the lock boxes from the
SUDOC but had not administered any of the
medications.

-The MA shouid be matching the medication with
what was on the eMAR prior to administering the
medication to ensure the medication was correct
and document what was administered.

-if it did not match they should [et their supervisor
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Telephone interview with a representative from
the facility's contracted pharmacy on 11/11/25 at
11:07am revealed:

-The pharmacy would key in the medication
orders, and the facility would have to approve the
order for the medications.

-If the pharmacy had an order from an outside
clinic, the pharmacy could key it into the eMAR
for the facility.

-Although the pharmacy was not dispensing the
medication, the offsite clinic could fax us the
medication order and we could enter it on the
eMAR, so it was consistent with Residents’
profile.

Interview with the MA Supervisor on 11/12/25 at
2:35pm revealed:

-The process of Residents dosing at an offsite
clinic was a new process to the facility.

-The MA should look at the Buprenorphine botile
for dosage amount and compare it io the order on
the MAT.

-She would not have administered Buprenorphine
if the dosage on the bottle did not match what
was listed on the eMAR.

Interview with the Opetrations Manager 11/13/25
at 10:54am and 3:48pm revealed:

-The MA should verify that everything matches
the prescription bottle, the order and eMAR.
-The MA most likely thought what was on the
eMAR was what the resident was to be taking.
-They were not aware of the frequent order
changes.

-They should have gotten the order changes and
not just go by the initial order.

Interview with the Administrator on 11/14/25 at

Division of Health Service Regulation
STATE FORM 5859 BR3G11 If continuation sheet 28 of 42



PRINTED: 12/09/2025

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A, BUILDING:
C
HAL059021 B. WING 111412025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1267 PINNACLE CHURCH RQAD
CEDARBROOK RESIDENTIAL CENTER
NEBQ, NC 28761
X4 D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL BREFX (EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC |DENTIEYING INFORMATIGN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

BEFICIENCY)

D 387 Continued From page 28 D 367

10:48am revealed:

-The facility should be following the rules and
regulations and if there were discrepancies with
the prescription bottle and what was entered on
the eMAR, the MA should be asking questions.
-The eMAR should match the order and the
medication that was administered to the resident.

3. Review or Resident #1's current FL2 dated
05/19/25 revealed:

-Diagnoses included schizoaffective disorder,
bipolar type.

-Resident #1 had a history of seizures.

Review of Resident #1's Mental Health Nurse
Practitioners (NP) progress note dated 09/05/25
revealed there was an order to discontinue
haloperidol (used to treat agitation) 5mg by mouth
as needed.

Review of Resident #1's record revealed there
was a physician's order dated 10/21/25 1o
discontinue Resident #1's haloperidol 5mg.

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

-There was an entry for haloperidol 5mg by
mouth every six hours as needed for agitation.
-Haloperidol 5mg was documented as
administered on 09/14/25.

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

-There was an entry for haloperidol 5mg by
mouth every six hours as needed for agitation.
-There was no documentation of haloperidol Smg
being administered.

Review of Resident #1's November 2025 eMAR
revealed:
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-There was an entry for haloperidel 5mg by
mouth every six hours as needed for agitation.
~There was no docurmentation of haloperidol 5mg
being administered.

Telephone inferview with the Pharmacist ai the
facility's contracted pharmacy on 11/05/25 at
10:38am revealed:

-The pharmacy received a physician's order
dated 08/21/25 for haloperidol 5mg by mouth
every six hours as needed for agitation.

-The pharmacy did not receive any orders from
the facility to discantinue Resident #1's
haloperidol.

interview with the MA supervisor on 11/14/25 at
10:;33am revealed:

-She did not know there were orders to
discontinug Resident #1's haloperidol.

-She, the Resident Care Coordinator (RCC) and
Operations Manager were responsible for
ensuring all orders were sent to the pharmacy
and entered correcily onto the eMAR.

interview with the Administrater on 11/08/25 at
10:54am revealed:

-She did not know there had been orders to
discontinue Resident #1's haloperidol 5mg.
-She expected the staff to follow the facility's
policies and procedures to ensure medication
orders were complete and accurate.

10A NCAC 13F .1008 (a) Controlled Substances

10A NCAC 13F .1008 Centrolled Substances
(a) An adult care home shall assure & record of
confrolled substances by documenting the
receipt, administration, and disposition of
controlled substances. These records shall be

D 367

D 392
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maintained with the resident's record in the facility
and in such an order that there can be accurate
reconcitiation of controlled substances.

This Rule is not met as evidenced by:

Based on interviews, observations, and record
reviews, the facility failed to ensure a readily
refrievable record that accurately reconciled the
administration of controlled substances for 2 of 2
sampled residents (#3 & #6) who received a
medication used fo treat substance use disorder,

The findings are:

1. Review of Resident #3's current FL2 dated
09/03/25 revealed a diagnosis of schizoaffective
disorder.

Review of Resident #3's physician order dated
10/15/25 revealed:

-An order for Buprenorphine hydrochloride (HCL)
(a medication used to ireat substance use
disorder) 4 mg sublingual (SL), wait 30 minutes
then reassess, may increase Buprenorphine HCL
2 mg daily as needed until a maximum dose of 10
mg starting on 10/16/25.

-The order was from a Substance Use Disorder
Qutpatient Clinic (SUDQC).

-There were no additicnal orders for
Buprenorphine.

Review of Resident #3's October 2025 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry for Buprencrphine HCL
10mg daily starting on 10/16/25,

-There was no documentation that Buprenorphine
10mg was given during the month of October
2025.
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Review of Resident #3's November 2025
electronic Medication Administration Record
(eMAR) revealed:

-There was an eniry for Buprenorphine HCL
10mg daily.

-There was documentation Bupranorphine HCL
10mg was administered on 11/01/25 through
11/04/25.

Observation of Resident #3's medications on
hand on 11/06/25 at 3:28pm revealed:

-There was a small lockbox with Resident #3's
name on i, the lockbox was kept behind locked
doors in the medication room.

-Inside the lockbox were six individual pill bottles
titled Buprenorphine HCL 14mg dispensed on
11/03/25.

-Each pill bottle was for each day of the week for
six days 11/04/25 through 11/08/25,

-Each individual pill bottle was sealed with a foil
seal.

Review of the MAT chain of custody daily
documentation form on 11/06/25 revesled:
-Inside the lockbox was a form titled MAT
(Medication Assisted Treatment) chain of custody
daily documeniation.

-The form listed the date of 11/03/25, Residents
#3's name and birth date, name of medication
Buprenorphine HCL and dosage 12mg.

-There were columns on the form with a date

1 range for the days of the week to correspond with
i each prescription boitle that was in the lockbox.
-The daily date range was documented as
11/04/25 through 11/08/25.

-There were instructions which read: 'The patient
and person dispensing the above identified
medication must initial daily that the medication
was dispensed and consumead'.

-There were no initials documentied on the MAT
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chair: of custody form for Resident #3 and the
medication aide (MA}.

Interview with the medication aide (MA) on
11/06/25 at 3:32pm revealed sha would wait until
the end of the week and then documeni on
Resident #3's MAT chain of custody form.

Interview with the MA Supervisor on 11/06/25 at
3:32pm revealed that Resident #3's MAT chain of
custody farm must be filled out daily by the
residents and the MA.

Interview with the MA on 11/07/25 at 2:40pm
revealed:

-She would usually sign Resident #3's MAT chain
of custody form at the end of the shift.

-it must have slipped her mind as to why her
initials and the Resident #3's initials were not on
the form,

Interview with the MA on 11/13/25 at 9:55am
revealed:

-She would give the lockbox to Resident #3, and
they open it and she would giva the resident the
medication for that day.

-She looked at the medication and compares it {o
the eMAR and sometimes would cornpare it to
the order.

-The facility did not keep a copy of the MAT chain
of custody form.

-She had not had any training about the process
of when Residents would receive take home
medications from a SUDOC.

A second observation of Resident #3's MAT
chain of custody daily documentation form cn
11/13/25 at 3;28pm revealed;

-Inside the lockbox was a form titled MAT chain of
custody daily documeniation.
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-The form listed the date of 11/10/25, the
residents name and birth date, name of
medication Buprenorphine HCL and dosage
14mg.

-There were columns on the form with a date
range for the days of the week to correspond with
each prescription bottle.

~The daily date range was documented as
11/11/25 through 11/16/25,

-There were instructions which read: "The patient
and person dispensing the above
medication-identified medication must initial daity
that the medication was dispensed and
consumed",

-Resident #3 did not document his initials from
11/13/25 to 11/16/25.

-The MA did not document her initials from
11/14/25 to 11/16/25.

Interview with Resident #3 on 11/13/25 at 3:28pm
revealed that the MA forgot to have him sign the
MAT chain of custody form.

Refer to interview with the Pharmacy Consultant
on 11/11/25 at 12:07pm.

Refer to interview with the Residential Care
Coordinator an 11/13/25 at 3:27pm

Refer to interview with the MA Superviscr on
11/12/25 at 2:35pm

Refer to interview with the Operations Manager
on 11/13/25 at 10;54am

Refer to interview with the Administrator on
11/14/25 at 10:46am

2. Review or Resident #8's FL2 dated 08/24/25
revealed diagnoses included substance use
Division of Health Service Regulation
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disorder, schizoaffective disorder order, bipolar
type and severe depression.

Interview with Resident #8 on 11/13/25 at 3:28pm
revealed:

-Resident did go to a SUDOC every Monday
through Saturday to receive her medication.

-The SUDOC did send a locked box with her
every Saturday containing her Buprenorphine (a
medication to treat substance use disorder) dose
for the next day (Sunday).

Interview with the Resident Care Coordinator on
11/13/25 at 3:30pm reveaied:

-She was aware that Resident #6 was being sent
back to the facility on Saturdays with a locked
black box with Sunday's dose.

-She knew staff were to sign & form provided by
the SUDOC, when staff had administered the
medication to Resident #6.

-She did not know Resident #6's Buprenorphine
had not been entered onto the eMAR,

-Staff should not be administering any
medications that were not on the eMAR.

-MAs should be matching the medication with
what was on the eMAR prior fo administering the
medication to ensure the medication was correct.

Review of Resident #6's September 2025
electronic Medication Administration Record
(esMAR) revealed:
' -There was an entry for Buprenorphine 2mg SL,
{ake three tablets every day, (suspended
09/12/25 to 08/18/25, on hold until seen by
prescriber for refills) documented as administered
09/01/25 o 09/12/25 at 8:00am, 2:00pm and
8:00pm.
-On 09/19/25 at 8:00pm, 09/20/25 to 09/29/25 the
Buprenorphine was documented as "medication
not in the facility", "withheld per orders”, "received
Division of Health Service Ragulation
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at offsite clinic”", and "new order medication not
arrived from pharmacy”, at 8:00am, 2:00pm and
8:00pm.

-On 09/30/25 at 8:00am and 8:00pm, the
Buprenorphine was documented as administered
at the offsite ¢linic and at 2:00pm administered by
a medication: aide.

-There was no entry for Buprenorphine HCL 8L
20mg every day.

-There was no entry for Buprenorphine HCL SL
22mg every day.

~There was no entry for Buprenorphine HCL 8L
24mg every day.

Review of Resident #5's record revealed there
was no signed MAT chain of custody daily
documentation form dated 08/21/25, 08/28/25,
10/05/25, 10/19/25, 10/26/25, 11/02/25 and
11/09/25.

Observation of Resident #8's medications on
hand on 11/06/25 at 12:08pm revealed:

-There was a small lockbox with Resident #6's
name on it, the lockbox was kept behind locked
doors in the medication room.

-Inside the lockbox was a empty prescription
bottle with a dispense date of 09/27/25 and a
label with Buprenorphine HCL 24mg every day to
administer on 09/28/25.

-There was a second empty prescription bottle
with a dispense date of 10/18/25 and a label with
Buprenorphing HCL 24mg every day to
administer on 10/19/25.

-There was no MAT chain of custody daily
documentation in Resident #8's lockbox.

Refer to Interview with the Pharmacy Consultant
on 11/11/25 at 12:07pm.

Refer t¢ interview with the Residential Care
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Coordinator on 11/13/25 at 3:27pm

Refer to interview with the MA Supervisor on
11/12/25 at 2:35pm

Refer fo interview with the Operations Manager
on 11/13/25 at 10:54am

Refer to interview with the Administrator an
11/14/25 at 10:46am

Interview with the a representative from the
facility's coniracted pharmacy on 11/11/25 at
12:07pm revealed:

-He goes to the facility to complete a review every
three months.

-The controlled substance counts were on the
computer and he checks that to make sure they
were accurate.

-He did not review any documents or medications
from the SUDQC.

-if the staff at the facility were documenting on the
MAT chain of custody form It would be the same
as documenting on a narcotic count sheet at the
facility.

-If the count sheet meets the same criterig, it
shouid be fine.

Interview with the Residential Care Coordinator
on 11/13/25 at 3:27pm revealed:

-8he was aware of the lock boxes from the
SUDQC but had not administered any of the
medications.

-She knew staff were to sign a form provided by
the SUDOC.

[nterview with the MA Supervisor on 11/12/25 at
2:35pm revealed:

-The person administering the medication should
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sign their initials each day on the MAT chain of
custody form as well as the resident should also
sign their initials, and the form goes back in the
box.

-She was not sure why the MAT chain of custody
form for 11/4/25 through 11/6/25 did not have any
initials on it.

Interview with the Operations Manager on
11/13/25 at 10:54am revealed the facility should
be keeping a copy of the MAT chain of custedy
form.

Interview with the Administrator on 11/14/25 af
10:48am revealed the facility should be making
copies of the MAT chain of custody form so we
have a record.

D411 10A NCAC 13F .1010 {d) Phammaceutical D411
Services

10A NCAC 13F .1010 Pharmaceutical Services
(d) The facility shall assure the provision of
medication for residents on temporary leave from
the facility or invelved in day activities out of the
facility. The facility shalt have written policies and
procedures for a resident's temporary leave of
absence. The policies and procedures shall
facilitate safe administration by assuring that
upon receipt of the medication for a leave of
absence the resident or the person
accompanying the resident is able to identify the
medication, dosage, and administration time for
each medicaiion provided for the temporary leave
of absence. The policies and procedures shall
include the following provisions:

(1) The amount of resident’s medications
provided shall be sufficient and necessary to
cover the duration of the resident's absence. For
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the purposes of this Rule, sufficient and
necessary means the amount of medication to be
administered during the leave of absence or only
a current dose pack, card, or container if the
current dose pack, card, or container has enough
medication for the planned absence;

(2) written and verbal instructions for sach
medication o be released for the resident's
absence shall be provided to the resident or the
person accompanying the resident upon the
medication’s release from the facility and shall
include:

{A} the name and strength of the medication;

(B} the directions for administration as prescribed
by the resident's physician; and

(C) any cautionary informetion from the original
prescription package if the information is not on
the container released for the leave of absence;
(3} the resident's medication shall be provided in
a capped or closed container that will protect the
medications from contamination and spillage; and
(4) labeling of each of the resident's individual
medication containers for the leave of absence
shalf be legible, include at least the name of the
resident and the name and strength of the
medication, and be affixed to each container.
The facility shall maintain documentation in the
resident's record of medications provided for the
resident's leave of absence, including the quantity
released from the facility and the quantity
returned to the facility. The documentation of the
guantities of madications released from and
returned to the facility for a resident's leave of
absence shall be verified by signature of the
facility staff and resident or the person
accompanying the resident upon the medications'
release from and return to the facility.
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This Rule is not met as evidenced by:

Based on record reviews and interviews, the
facility failed to ensure the provision of medication
for 1 of 1 sampled residents who went on .
temporary leave from the facility for two days OP G“ations Man ﬂﬂ(/k

without instructions for all medications to be

administered (#2). and Jor Acen %ﬂ €’
The findings are: wltﬂ PYDV[M I?.[SE/?EJ

Review of Resident #2's current FL2 dated (e CO!VI e h 0" 0 n .
11/01/24 revealed: wm\alf/ﬁ” qppn pnﬂh/

-Diagnoses included pneumonia and pulmonary -

embolism. forms i %/h'mﬂ

-An order for Eliquis (a blood thinner) 10mg twe - .
imes a day through 11/05/24, then 5mg two out m cdi carions

times a day through 02/01/25. an d recon Ol Bl hﬂ 'l-h <

-An order for aripiprazole {(used to treat mood

disorders) 20mg daily. qdu a m-hw UP oNn

-An order for buspirone (used to treat anxiety)

10mg, three timas a day. reAUYn +p NsSuUvey
-An order for clozapine (used to treat though m {,ﬂ i cA T'i ons W he

disorders} 100mg, three tableis at bedtime.
-An order for fluoxetine (used {o treat mood WW as ngéﬂ WM
sympioms} 20mg daily. ' .
-An order for gabapentin (used to treat pain} Whi gﬁ ¢ D M'r O‘F '@H HWI .
600mg, four times a day.

-An order for nicotine (used to stop smoking) 2mg ‘

lozenge every hour as needed for smoking
cessation.

-An arder for pantoprazole (Used to treat
increased stomach acid) 40mg daily.

-An order for polyethylene glycol 3350 (used to
treat constipation) 17gm daily.

-An order for propranolel {used to treat blood
pressure) 80mg daily.

-An order for topiramate (used to treat ) 25mg,
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take two tablets, three times a day.

Review of Resident #2's November 2024

electronic medication administration record

{eMAR) revealed Resideni #2's medications were . W

decumented as Resident #2 was on "therapsutic O O{/ﬂ ﬂb\ DY\ 5 M an 61

leave ovemight" from 11/21/24 to 11/22/24. av\d / ov ah (,5'\ ﬁ/‘n el

Review of Resident #2's record revealed there w‘ [} VENT NN

was no signed Medication Refease Form dated .

11/21/25 to 11/22/25 that contained a list of all doot mi entTAahon

Resident #2's medication orders and instructions. 'fn) 3

m thorapano 12/%1 /29

Intervisw with the medication aide (MA)
Supervisor an 11/12/25 at 2:35pm revealed:

-The MA Supervisor was responsible to complete
a list of Resident #2 medications that were o be
administered while he was out of the facility for an
over night visit with his family.

-All medications to be administerad would be
signed out with the list of medications that
included instructions related to the administration
of the medications.

-She could not rernember if the list of medications
and the medications were dispensed to Resident
#2 on 11/21/24.

Interview with the Operations Manager on
11/14/25 at 10:56am revealed:

-The MA Supervisor was responsible to complete
a Medication Release form with a list of all
medications with instructions the resident was to
receive while on leave.

-She was not abie t¢ locate the Medication
Release form for Resident #2 should have had in
his record for the therapeutic leave dated
11/21/24 to 11/22/24.

interview with the Administrator on 11/14/25 at
10:56am revealed:

ayv

Ledves, oo .

than weekly ™
ensuvre medicAations

m@miawi while ouf]

0%- ‘Fﬂﬂ@lw

n0 1665

Takeny 49
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-The MA Supervisor was responsible for
completing the Medication Release form and
send all Resident #2's medications home with
Resident #2 while on therapeutic leave.
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