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D 000} [nitlal Comments D 000
The Adult Care Licensure Section conducted an
annual and follow-up survey on 12/16/25 -
12118125,
D 067) 10A NCAG 13F .0305 (h)(4) Physical D 087
Environment
10ANCAC 13F .0305 Physleal Environment
(h) The requirements for oulside entrances and
exlts are:
{4} Infacllities with at least ona resident who I
datermined by a physliclan or Is otherwise ;
observed by staff fo be disorianted or exhibils Install/activate eontinuously squnglng
wandering behavior, a continuously sounding audible devices on all AL extarior doors
device that Is actlvated when the door is opened and/or have community staff stationed
shall be located on each exit door that opens (o . at door when not sounding.
the outside. The sound shall be audible in the Completed on 12/17/25
facility. If a central systern of remote sounding
devices [s provided, the controf panel shall be
?nw:aredﬂby the facu:::;lf'sbeler;trg:tal sysier?. :}Pd be Updata care plans for residents with
fh Dt e e BV oL bilisie Be elopement risk to include supervision
contre! panel. Notwithstanding the requirements d el t : tify RE/PCP
of Rule .0301, the requirernents of this Paragraph and elopement precautions, notify
shall apply to new and exlsting facifitles. as appropriate. Compteted by 1/15/26 I
Inservice all AL/SCU staff on response
_ protocol and emphasiza they are prohibited
This Rule is not met as evidencad by: : frorn rellance solely on sllent alarms.
TYPE B VIOLATION _ “ . | Completad by 12/17/25
& Based on observations, interviews and record
reviews, the facility failed to ensure 3 of 4 exit Administrator and/or designee to
doors which were accessible to residents who document/vetify alarms are functioning
fally and wero rfermitenty dsorientad or had 2times per waek for 3 months on all shitts,
wandering behaviors (#1, #5, #10), had audible ?;;ﬂsgztnsonce fher manth on all shifts for
alarms aclivated when the exit doors were aninse - .

Divislon of Health Servico Repulation

{X0) DATE

If canlinunfion shoot 1 of 5%

18K811

Reviewed and acknowledged 02/13/26 KC




PRINTED; 01/14/2026

FORM APPROVED
Division of Health Service Requlation
STATEMENT OF DEFIGIENCIES {%X1) PROVIDER/SUPPLIERICLIA (X2}MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: % UGG COMPLETED
R
HALDDZ215 B WING: 12/18/2025
NARE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
200 MINGLEWOOD DRIVE
CADENCE GARNER
GARNER, NG 27529
b SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ()
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL BREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
D067 | Continued From page 1 D 0B7
opened,

The findings are:

Ruoview of tho facility's current license effective
01/01/25 revesled the facllity was licensed for 84
beds of which 38 were on the assisted living (AL}
side of the facility,

Observations of the facliity’s front door entrance
on the AL side of the facility at various times on
12116/25 from 8:30am - 4:45pm, on 12/17/25
from 7:15am 1o 6:45pm, and on 1218/25 from
8:00am to 9:30am revealed visltors and staff
were observed entering and exiting through the
Tront enfrance and there was not an audlble alarm
sound at the door when it cpened.

Observatlon of the A Hall exit door on 12/16/25 at
9:30am revealed the hall door was on the AL side
of the facllity and there was not an audible alarm
sound at the door when it opened.

Observation of the D Hall exit door on 12/16/25 at
10:00am revealed the hall door was on the AL
slde of the facllity and there was not an audible
alam sound at the door when It opened.

1. Review of Resldent #10's cument FL-2 dated
09/23/25 revealed:

~Dlagnoses Included acute encephalopathy,
osteoporosis, depression, difffculty walking,
hypertension, panic disorder, thrombosis, and
urinary raetantion.

~The resident was intermittently disorlented and
ambutated with a rollator.

~The resident's level of care was Assisted Living
(AL). :

Review of Resident #10°s Resldent Reglster
Divisjon of Health Service Regulation
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revealsd the resident's admission date was
04/20/22.

Review of Resident #10's eurrent care plan dated
12/01/25 rovealad:

-Resldent #10 exhibited wandering behaviors,
-The resident was somatimes disoriented, and
ambulatory with a walker.

-The resident required supearvision with toileting,
and ambulatlon.

~The resident required extensive assistanca with
bathing and limited assistance with dressing, and
grooming.

-The resident was [n hospice care.

=The facility, family, and primary care provider
{PCP} were In agreement of a memory cars
placement.

Review of Resident #40's facllity progress note
dated 09/25/25 revealed that Resldent #10 was
found outside without his walker, and he sald that
he was going home to anclher state,

Review of Resident #10's facllity progress note
dated 10/28/25 revesled:

-Resldent #10 was seen walking oulslde saying
he was gaing home.

-He was escoried back inside where he became
very agitated and could not be redirected.

~He was going in and out of resident's rooms and
calling staff names.

-He reflsed to take his medications.

-His family mamber was called, and she cams to
calm him down.

Review of Resldent #10's facility progress note

dated 11/07/25 revealed:
-Resident #10 refused io take his medicalions

and became verbally aggressive,
-He kept spitting the msdications out and trying to
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hide them between the couch cushian,
-Resldent #10 did not know where hs was and
kept asking {o go hiome to ancther state.

Review of Resident #10's facility progress note
dated 11/11/25 revealed:

-After dinner, Resident #10 walked into a female
resident's room on ancther hall,

-When redirected back to his room he became
agitated and said it was not his.

-While personal care aldes (PCA) were making
thair rounds, Resldent #10 was In other resident's
rooms including another female rasident and &
couple’s room,

-He attempted to push past a female resident
who was on oxygen and ralsed his velce ata
maile resident,

-The male resident sald that Resldent #10 came
Into thelr room three times the night before,

Review of Resident #10's facility progress note
dated 12/05/25 revealed:

-Rasldent #10 was trving to find his wife and
children,

-He was going In other residents' rooms, walking
around without his walker .

-Resident #10 could not be easily redirected.
-Resldent #10 went outside without his walker
saying he was golng home to another stata,

Inferview with & medication alde (MA}) on
1217/25 at 5:16pm revealad: -Resident #10 had
walked out of the facllity's front entrance several
times during second shiit around dinner time.
-Sha saw Resfdent #10 walk out of the facility's
front enfrance Iast week twice within a 30 to 45
minute fime peried, but she could not give exact
date or time the resident walked ouiside.
-Resldent #10 sald that he was trying fo go homa
{e ancther state.

FORM APPROVED
Division of Health Sepvice Regulaiion
STATEMENT OF DEFICIENCIES (X4) PROVIDER/SUFPLIER/CLIA {2} MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A-BHEDINE: COMPLETED
R
HAL892215 B.WING 12/18/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GIYY, STATE, 2IP GODE
200 MINGLEWCQOD DRIVE
D GARNE
CADENCE GARKER GARNER, NC 27529
[ SUMMARY STATEMENT OF DEFICIENCIES i} PROVIDER'S PLAN OF CORRECTION (i)
PREFIX (EACH DEFICAENCY MUST BE FRECEDED BY FULL PREFEX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 067 | Continued From pags 3 D 087

Divisicn of Health Service Regulation

STATE FORM

IBKST1

f conlfnualion sheel 4 of 56



PRINTED: 01/14/2026

«She did nat know why the doors did not sound,
~The front door was locked between 7:00pm lo
8:00pm each night,

-She documentad the Informatlon in the facility's
progress noles.

~Shis did not submit an incident report.

Interview with the Resldent Care Coordinator
{RCC) on 12/17/25 at 5:45pm revealed:

~There were no reports of residents walking out of
the door in the last six months to her knowledge.
-She did not know why the front entrance door on
the AL did not alarm when It opened.

=The Speclal Care Coordinator (SCC) unlocked
he front door at 7:00am when she got lo work.
~The front door was unlocked for staff's shift
changed.

~If a resident went out the doo, it was reporied to

| the SCC.

-When a resident exhlbited a dacline In cogniltive
health she nofified the PCP and called a care
plan meeling with the family to mova a resident to
the Speclal Care Unit (SCU) side.

Interview with Resident #10's Hosplce registerad
nurse (RN) on 12/18/25 at 9:00am revesled:
-She saw Resident #10 two times aweek to
check his vital slgns, assess his skin and faet,
and change his calheter once a month.

-He had dementia and acute urinary tract
infectlons (UTI).

-Resldent #10 knew his name and somefimes his
birthday.

-3he was aware of his wandering.

-She was not aware that he wandered oulside of
the facility,

-His guardian had placed cameras In his room
because he becams busy during the night hours
going In and out of his room,

-She had noliced that the front door was unlocked
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betweaen the hours of 8:00am to £:00pm when
she came to visit.

~She saw an increase in Resldent #10%s agitation
around the hours of 3:00pm to 4:00pm.

-He was on'Alivan 0.5mg four times a day and
1mg as neaded to manage his anxiety and for
agifation (used to freat anxlety).

-Due to hls wandering and agltation, he was more
appropriate for the SCU.

Interview with the Administrator on 12/18/25 at
10:40am revealed:

-She was not aware that Resldent #10 had
walked out of the front door last week,

~Reasident #10 went outside to sit on the porch
often.

-She had not read the MA's progress noles aboub
Resident #10 walking outside after hours.

~The MAs wers to nofify the RCC when they saw
any changes in a resident.

~There was a communication book kept outside
of the RCC's office regarding changes in resident
condlfions or if a resident was out on leava.

-The RCC should be notified of changes in
behaviors.

-The RCC and the SCC were responsible for
chart audits.

~They were to ensure staff were documenting the
progress noles and in the communication book
overy day.

Attempted telephone Interview with Resident

#10's legal guardian on 12/18/25 at 11:03am was
unsuccassful,

Attampted telephone interview with Resident
#10's PCP on 12/18/25 at 8:17am was
unsuccessiul,

Based on observations, Interviews, and record
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revisws, it was defermined that Resident #10 was
not inferviewable,

Refer to the Interview with the maintenance staif
on 12/18/25 at 2:37pm.

Refer to interview with the Adminlstrator on
12/18/25 at 9:01am.

Refer to the second interview with the
Administrator on 12/18/25 at 10:20am,

Refer to the third interview with the Administrator
on 12/48/25 at 2:54pm,

2. Revlew of Resident #1's current FL-2 dated
09/24/25 revesled:

-Diagnoses included ostaoporosis, hypertension,
diabetes, hyperipldemia, and depression,

~The resident was intermittently disorlented and
was ambtilatory.

-The resident's current level of care was Assisted
Living (AL).

Review of Resident #1's Resldent Reglsler
revealed the resident's admission date was
11004124,

Telepheone Interview with Resident #1's legal
guardian on 12/18/25 at 11:07am revealed:
-Resident#1 had not bounced back fully from a
fall that happened on 12/31/24.

-Resldent #1 was confused and showed paranold
behaviors and thought the facility had gone
bankrupt and she had no place to live.

-Residert #1 wag forgetful of her family member's
names.

-Resident #1 did not know whera she was.

-On 12/10/25, she requested a care plan maeting
to discuss Resident #1.
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Interview with a personal care aide (PCA) on
12/18/25 at 10:15am reveslad:;

-She had observed Resident #1 with some
confusion such as not remembering the day of
the week,

~-L asi week, she could not remember the date,
Resident #1 asked her where the dining hall was
located.

Interview with a medication aide (MA) on
12117125 at 5:16pm revealed: -Resldent #1 was
confused and she did not remember the day of
the week or where she lived,

-Resldant #1 had a fall a month ago, could not
remember the exact date, and when she returned
ghe was more conflised.

~She went Into room to check Resident #1's blood
sugar and she said she was getfing ready for her
husband to pick her up far dinnet but, he had
been dead for years.

Interview with the Resldent Care Coordinator
{RCC) on 12/17/25 at 5:45pm revealed;
-Resident #1 was pleasantly confused which
meant she exhibited confusion of the day of the
waek or if the girl scouls were going to plck her
up fo sell cookies,

-Resldent #1 did not exhibit wandering bahaviors.

Atlempted felephena interview with Resident #1's

primary cars provider (PCP) on 12/18/25 at
8:17am was unsuccessiuf.

Based on observations, interviews, and record
reviews, il was determined that Resident #1 was
not Interviewabiea,

Refer o the interview with the maintenance staff
on 12/16/25 at 2:37pm.
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Refer to interview with the Administrator on
12418/25 at %:01am.

Refer o the second Interview with the
Administrator on 12/18/25 al 10:20am,

Refer to the third Intervlew with the Administrator
on 12/18/25 at 2:54pm,

3. Review of Resident #6's current FL-2 dated
10122125 revesaled;

-Diagnoses Included atrial fibrillation, asthma,
hypaertension, and chronlc obstrtclive puimonary
diseasa.

~There was a checkmark placed next to
"consfanlly” in the sectlon {ifled "disoriented”.

OCbservation of the D hall exlt deor on 12/17/25 at
9:40am revealed:

-The exit door was close to Resident #6's raom
and led to an enclosed screened porch,

~The exit door from the facillty was unlocked.
~The door to the enclosed screened poreh was
unlocked.

~There were no auditle sounds heard when the
doors were opened or closed.

Review of Resident #6's Resident Ragister dated
10i27/25 revesled:

-Resident #8 was admiftad fo the facility on
10/31/25.

~There was ne information documented In the
section for “memorny™.

Review of Resident #6's history and physical
dated 11/05/25 revealed:

-Resident #6 was seen by the primary care
provider (PCP} {o establish care.

-Resldent #6 was orlented,

-Resident #8's Insight was "impaired”.
Dlvision of Heallh Service Regulation
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Interview with Resident #6 on 12/17/25 at 8:31am
revealed:

~5he did not go oulside.

~She dig not do much each day becauss her
vislon was not good.

-She did not know how long she had been living
al the facllity, butit had been fess than a year.

interview with a personal cara alde (PCA) on
12117125 at 5:19pm revealed:

-She worked with Residant #6.

-Resldent #8 always went to and from the dining
room for meals without asslistance from staff.
-Sha did not consider Rasldent #6 to be confused
or disoriented.

. Interview with a second PCA on 12/18/25 at

9:07am revealed:

-Sha did not consider Resldent #6 to be
confused.

-Resident #6 knew how fo get around in the
facility.

-Sometimes she walked outside wilh Resident #6.

intervisw with the Resldent Gare Coordinator
(RCC) on 12/18/25 at 10:10am reveeled:

-She was responsible for reviewing the FL-2
when a resident moved into the facility.

-Sha reviewed the FL-2 for diagnoses,
medicatlons, and orfentation slatus.

-She reviewad the crlentaflon status fo determine
a resident's suitable placement at the facllity.

-If the first dlagnosis on the FL-2 was dementla or
Alzheimer's, the Memory Care Director (SGC)
would complete the assessmant.

~8he did not feel that Resldent #6 was constantly
disoriented,

-8he thought Resldent #6 was intermittently
disoriented,
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-She thought Resldent #6 was “as clear as can
be" and knew where she was.

~She was not sure she aware of a3 rule regarding
door alarms.

~The faciiity doors had always alarmed.

-Facllity staff used to carry pagers that were
connected to the facility call system, butihe
pagers Were lost and there was only one pager
remaining,

Interview with Resident #6's primary care
provider (PCP) on 12/17/25 at 12:02pm revealed:
-She had not completed an FL-2 for Resldent #8.
-She saw Resident #8 two or three times since
admission to the facility.

-Resident #8 had some fargetfulness and nseded
some "prodding” which meant questions neaded
1o be asked in different ways.

-She would not conslder Resident #6 fo be
constantly disorientad.

-Resident #6 knew where she was and who she
was.

-Resident #5 was "definltely” forgetful.
-Constantly disoriented would mean the resident
dld not know the year or where she was.

Observations of the maintenance staff on
12118125 at 8B:59am revealed:

-The exit door in the activiiy room an the A hall
was openad at 8:59am and there was no audible
sound heard.

~The exit door in the breakroom on the A hall was
opened at 8:00am and there was no audible
sound heard.

Refar to the interview with the maintenance staff
on 12/18/25 at 2:37pm.

Refer io the Interview with the Administrator on
12/18/25 at 9:01am.

Divison of Heallh Service Regulation
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Refer 1o the second interview with the
Administrator on 12/18/25 at 10;20am,

Rafer to the third interview with the Administrator
on 1211825 at Z:54pm.

tnterview with the maintenance staff on 12/18/25
at 2:37pm revealed;

-He spoke to the company that monltors the
facllity call system on 12/18/25.

-Prlor to teday, 12/18/25, the doots alarms only
worked from 7:00pm - 7:00am each day.

«The only way staff would know a door alarm was
aclivated would be If staff were in frant of the call
gysiem scraen.

~There were censors on some of the facility doors
{speclfic door not identified) that were not working

properly,

Infarview with the Administrator on 12/18/25 at
9:01am revealad she could not see that the
facllily call system was connected {o the exit doar
to alert staff when an exit door was opened.

Second interview with the Adminisfrator on
12/18/25 at 10:20am revealed:

-She was aware the front door alarm did not
sound out loud. .

-She changed the alarm system fo a different
system by using the pager method,

-She moved the computer screen where the MAs
waere located so they had better access.

-When the alarm aletts staff, it shows on the
compuler screen with a sound and shows the
location of the open door.

-There was &n alert application that the
Administrator, the RCG, and MAs could use on
thelr phones lo get the alerts,

“When a door opens, it came to her and the MA's

Division of Heallh Servica Regulation

STATE FORM

L BKSH

I conlinustion sheel 12of 56



PRINTED: 01/14/2026
FORM AFPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

HAL092215

B, WING

{X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
A, BUILDING:

COMPLETED

R
12/18/2025

NAME OF PROVIDER OR BUPPLIER

GADENGE GARNER

GARNER, NG 27529

STREET ADDRESS, CITY, STATE, ZIP CODE
200 MINGLEWOQOD DRIVE

(X4} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1]
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTIDN ™5)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}

D 067

D079

Continued From page 12

phones,

~They communicated through walkie talkies
whera the MAs would announce on the facility
sound sysiem what resldent room needed
attention.

~The doors were locked at 7:00pm each night.

Third interview with the Adminlstrator an 12/18/25
at 2:64pm revealed:

-She expected staff to respond to the door
alarms.

-She needed o order more pagers for staff,
-Every care staff should have a pager.

-She dld not know about the requirement for an
audible sounding device on exit doors for any
resident assessed to be confused or disorlented,

The facility failed to ensure 3 of 4 exit doors had a
sounding device when actlvated to alert staff for 3
residents, known fo be disorfented {#1, #3, #10).
Resident #10 was assessed as Intermittently
disoriented, walked from the front entrance door
of the facllity and walked fo the parking lot. This
failure was detrimental to the residents’ health,
safety and welfara and constitutes a Type B
Violation.

The facility provided a plan of protection in
accordance with G.S. 131D-34 on 12/17/25 for
this violation,

CORRECTION DATE FORTHE TYPEB
VIOLATION SHALL NOT EXCEED February 1,
2026,

10A NCAG 13F 0308 (a)(5) Housekeeping and
Furnishings

10ANCAC 13F .0306 Housekeeplng and

Doe7

D079
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Fumishings

{a) Adult care homes shall:

(5) be malntained in an uncluftered, ¢lean and
orderly manner, free of all abstructions and
hazards;

Netwithstanding the requirements of Rule L0801
of thls Section, this Rule shall apply to new and
existing facilities,

This Rule Is not met as evidenced by:

Based on chzervations and inferviews the facility
falled to ensure the facilily was free from hazards
evidenced by unsecured oxygen cylinders in
resident’s room.

Tha findings are:

Observation of resident room DS on 12/16/25 at
9:56am revealed:

-There were four portable oxygen oylinders sitting
upright ont the floor next to a wall.

~Thers was one 0xygen concentralor sitting on
the floor next to the portable oxygen eylinders,
-There were three out of four oxygen cyiinders
with green tabs.

-All four oxygen cylinders wers not secured in a
rack, cart, or holder.

Interview with the resident In raom DS on
12/16/25 at 9:56am revealed:

~The oxygen concentrator and porlable oxygen
cylinders came with her from the hospital a year
ago.

Remove unsecured cytinders fram

resident room(s} and stote In approvad
racks/carts, verify clinical need and update
care plan. Notify PCP If oxygen.is no longer
needed. Completed by 12/20/25

Administrator and/or designes to sweep
all resident rooms and storage areas for

" gylinders and ensure secured storage,

" proper fulllempty segregation, and vendor
supply of adequate racks/carts,
Completed by: 12/17/25

Administrator and/or designee to conduct
waeskly round for the next 4 weeks, then
menthly to verify cytinder security.
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-She did not use the oxygen,

~She did not have any breathing problems to
need the oxygen.

Interview with the Maintenance Directoron
12/16/25 at 12:40pm revealed:

-He was not aware that oxygen sylinders wera not
secured in a resident's room on the AL.

He did not check for oxygen tanks In the
resldents' rooms but if he saw an oxygen lank
without a crate, he would repert it o the head
nurse.

Infervisw with the medication alde (A} on
12117125 at 2:45pm ravaaled:

-She was not aware that the oxygen cylinders
were not secured in a resident’s room on the AL,
~The rasldent did not use the oxygen during the
day but could not say if she used it at night.

~The oxygen cylinders should be stored inside of
& crate or holder {o prevent an accident,

-if she saw any oxygen cylinders not sacurad, she
teported it to the Resident Cate Coordinator
{RCC). '

Interview with the Resident Care Coordinator
{RCC) on 12/17/25 at 3:00pm revealed:

-She was not aware that oxygen cylinders ware
not secured In a resident's room on the AL,

-She did a walk through every two months of all
residents’ rooms 1o ensure oxygen cylinders were
secured and she was not sure how she missed
the four unsecured oxygen cylinders.

-&he was responsible to check the oxygen
cylinders to ba sure they wers secured.

-She was responsibls fo call the supply company
about a secure crate for all oxygen cylinders.

Interview with the Administrator on 12/18/25 at
10:40am raveated:
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-She was not aware that oxygen cylinders were
not secured in a restdent's room on the AL.
-She was awarg thatl tha oxygen cylinders should
be secured safely In crates or a holder.
-The green tabs on the oxygen cylinders meant
the tank was full,
-If the exygen cylinders fell, they could explode
and hurt resldents.
D 125 10A NCAG 13F .0403(a) Qualifications Of D125 Implement a Mad Tech onboarding
Madication Staff checklist and assure all necessary
training, test, skills have been passed
10A NCAG 13F .0403 Qualifications OF before scheduling med administration,

MedIcation Staff

{8} Adult care homa staff who administer
medications, hereafler referred to as medication
aldes, and their direct supervisars shall complete
training, clinical skllis validation, and pass the
written examination as set forth in G.8,
131D-4.58. Persons authorized by state
occupational licensure laws to adminlster
medications are exampt from this requirement,
Readopted Eff. July 1, 2021,

This Rule Is not met as evidenced by:

Based on abservations, Interviews, and record
reviews, the facllity falled to assure 2 of 4
sampled medication aldes (MA) who
administered medications to residents had
completed the medicallon alde clinicat skills
competency valldation checklist and 5-hourand
10-hour or 15-hour medication alde training ({Staff
A) and passed the NC medication aide test (Staff
) prior te administering medications,

The findings are:

1. Review of Staff A's personnel record revealed:

Administrator and/or designee to perform personnel
file audits monthly until all files have been reviewed.
Completed by: 3/31/26.
H
" Administrator and/or designae to perform
random monthly spot checks of Med-Tech
personnel files with an audit tool. Any person
found to be non-comptiant willimmediatety
be removed frorm med pass until corrected,
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-Staff A was hired as a medicailon aide (MA) on
09115121,

-There was documentation Staff A passed the
medication aide test on 02/19/09,

-There was no documantation of an employment
verificalion form for Staff A.

~Thera was no documentation Staff A complefed
the 5-hour, 10-hour or 15-hour medication aide
training,

~There was no documentation of Stalf A’s
medication clinical skills competency validalion
cheeklist.

Chservaflon of Staff A on 12/16/25 at 10:24am
revealed sha prepared and administerad six
medicallons to a resident.

Review of resident’s electronic medication
administration records (eMARs) for 12/2025
ravealed Staff A documented administration of
medication on 12/02/25 - 12105125, 12/08/25 -
12710125, 12M2/25 -12/14/25, and 12/16/25,

Interview with Stalf A on 12/8/25 at 2:24pm
revaaled:

-She was a MA at the facllity.

~-She had been employed at the facifity for four
years.

-She passed the MA fest In 2009,

-She could remember being chserved
administering medications by a nurse “long ago”.
~She did not remember if she signed any
doctments when the nurse ohserved her
administer medications,

-She had never heard of the 5-hour and 10-hour,
or 18-hour medication alde training.

«She did not have any copies of training
documents she participated in at the facility
except cardlo-pulmonary resuscitation,

~She remembered participating in a class with a
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nurse for medication recertiflcation and signing
an aftendance sheet {date not specified),

~She did not remember performing any return
demenstrations with the nurse during the
medicailon recertlilcation.

Interview with the Administrator on 12/18/25 at
1:53pm revealed;

-She could not find documentation for 5-hour and
10-hour, 15-hour medication aida Iralning, or 2
medication aide clinical skilis checklist completed
for Staff A.

~She knew Stalf A had completed the 5-hour and
10-hour or 18-hotir medication alde training and a
medication aide clinical skills checklist had been
completed because she {Administrator) was at
the facility when Staff A took the class.

-She was responsibla for ensuring training
documents were completed and in the staff
personnel records.

=Tk ~ Business Office Director (BOD) was

r ‘ble for keeping the staff training records

»ave any established timeframes for
Af personnel records,

+ the inferview with the BOD on 12/18/25
Apm,

2, Raview of Staff C's personnel record revealed:
-Staff C was hired as a medication alde (MA) on
05/09i24,

~There was documentation Staff C compleied the
158-hour medication alde fraining on 04/08/24.
~There was documentation of Staff C's
medication clinlcal skills competency validation
sheckllst on 05/10/24.

-There was no documentation Staff ¢ passed the
medication aide test prior to 07/65/25,

~Thete was no documentation for an ernployment
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verification form for Staff C.

Telaphene interview with Staff C on 12/18/25 at
12:54pm revealed;

-She was a MA,

~She passed fhe state madication alde test for
adult care homes in 2025.

~She had not taken the state medication alde test
prior fo 07/05/25.

~She worked as a medication aide in a group
home and had a medication aide certificate,
-She provided a copy of the certificate to the
faclility upon hire [n 2024,

-She had been administering medications at the
facility since she was hired in 2024,

Review of resident's electronic medication
administration records {eMARs) for 06/2025
revealed Staff C documented administration of
medication on 06/01/25, 06/03/25, 06/04/25,
05/10/25 - 06/12/25, 06/24/25, 06/25/25, and
06/27/25.

Interview with the Administrator on 12/18/25 at
2:07pm rovealed:

-Slafi C passed the medication aide test for adult
care homes on 07/05/25.

~She did not think Staff C started administering
medications at the facility until July 2025,

-The Resident Care Coordinator (RCC) was
responsible for scheduling staff asslgnments.
-She was responsible for ensuring training
doctiments ware completed and In staff
personhel records.

~The Business Office Director (BOD) was
responsible for keeping staff {raining records
currant.

-She: did not have any established fimeframes for
auditing staif personnel recards.
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Intervlaw with the RCG on 12/18/25 at 2;15pm
ravealed:

-She was unsure when she slarted assigning
Slaff C fo administer medications,

-Slaff C's Inltials would be on the eMARs if she
administered medications to residents.

-Stalf C stopped working al the faciiily in Juiy
2025 and retumsad In August 2025.

Refer to the intervisw with the BOD on 12/18/25
at 3:08pm.

Interview with the Business Office Direclor (BOD)
on 1218/25 at 3:06pm revealed: 4

-8ha was responsible for audiling personnel
records.

-8he checked personnel records when slaff
received fraining.

-She audited personnel records monthly for
"different things".

-She was not sure why she needed to check
personnel files because once cerlifications were
in the personnel record, there was no nesd to
check the personnel record for the same
documant, and she did not do back Into the
persennel record and recheck for the same
document,

~Bhe only needed to make sure training was
complated.

D 2861 10A NCAG 13F .0904(b)(1) Nutrition and Food D 286
Service

10A NCAC 13F .0904 Nutriflon and Food Service
{b} Food Preparation and Service in Adult Cara
Homes:

(1) Table service shall Include a napkin and
non-disposable place sefting consisting of at feast
a Imife, fork, spoon, plate, and beverage

Divislon of Health Servica Regulation
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containers,

This Rule is not met as evidenced by;

Based on observations, interviews and record
reviews the facllity fafled te snsure mealtime table
service included a non-disposable place setting
congisting of at least a knife, fork, spoon, plate
and beverage conlainer,

The findings are:

Observation of a resident In ker room on 12/17/25
at B:44am revesled:

<The resident was ealing her breakfast meal.
~The resident’s breakfast was served on a
styrofoam plate with a plastic spoon, fork, and
knife,

-The meal included biscults and gravy, bacon,
whole grain loast, and wafer in a disposable cup.

Interview with the resldent on 12/17/25 at 8;45am
revealad:

~The facllity used slyrofoam plates and
disposable products when residents ate in ihelr
bedrooms.

~She did not ask if there was an option fo use
dlnnerwars but did not mind using tha dispossble
dinnerwara,

Observation of a second resident in her room on
12117125 gt 8:48am revealed;

~The resident was eating her breakfast meal.
=The rasldent's breakiast was served on a

Discontinue disposables for routine tray
service, provide non-disposable place settings
for in-room meals axcept for documeanted
Isolation and safety expectations. -
Completed by 12/18/25

Revise table service and tray delivery to
require non-disposable place settings
for all meals. Completed by 12/18/25

Administrator and/or desigheae to complete
daily line checks for 2 weeks, then cnee per
week to include random checks.
Completed by 2/15/26

Division of Health Service Regulation
STATE FORM

€3

IBKST1 H continuation shoot 21 of 56




PRINTED; 01/14/2026

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (¥1) PROVIDER/SUPPLIERICLIA (%X2) MULTIPLE CONSTRUGTION {(#3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED
R
HAL092215 B. WING 1211812025
MAME OF PROVIDER OR SUPFLIER STREET ADDRESS, GITY, STATE, ZIP CODE
200 MINGLEWOOD DRIVE
GADENCE GARNE
Al R GARNER, NC 27529
gD SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREGTION 5
PREEIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EAGH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING [NFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
D 286 | Continued From page 21 D 288

styrofoam plate with a plastic spoan, fork, and
knife.

-Tha meal included grits and fresh fruit, whaole
grain toast, coffae, and waler in a disposable cup.

interview with the second resldent on 12/17/25 at
8:48am ravealed:;

~The facliity used styrofoam plates and
dispgsable products when resldents ato in their
bedrooms.

-She did not eat many meals in her room.

Observation of a third resident i her room on
12117125 at 8:51am revealed:

-The resident's breakfast was served on a
styrofoam plate with a plastic spoan, fork, and
knife.

~-The meal included fresh fruit, bacon, whole grain
fvast, coffee, and waler in a disposable cup.

Chservation of a fourth resident in her room on
12117125 at 8:54am revealed:

-The resident was eating her breakfast meal.
-The resident's breakfast was served an a
styrofoam plate with a plastic spoon, fork, and
knife.

~The meal included frash fruit, bacon, whole grain
foast, coffee, orange Juice, and walar In &
disposable cup.

Interview with the restdent on 12/17/25 al 8:45am
revealed the facility served meals on styrafoam
plates and disposable products when she ate
meals in her bedroom.

Observation of a utllity cart with lunch meals lo
rasidents’ rcoms on B hall on 12/17/25 at
44:57am revealed:

-There were four styrofoam plates with food
covered In plastic wrap with a plastic spoon, fork,
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and knife.

-There wers twelve paper cups containing coffes.
~There were seven styrofoam bowls with lids.
-There were sheels with the resldenis’ names
and some of the styrofoam bowls with lids labeled
with the nemes of rasidents.

Observation of a utility cart with lunch meals fo
restdents’ rooms on D hall on 12/17/25 at
12:09pm revealed:

~There were three styrofoam plates with food
covered in plastic wrap with a plastic spoon, fork,
and knlfe.

~Thers were sight paper cups contalning coffes.
~There were four styrofoam bowls with lids.
-There were sheets of paper with the residents'
names and some of the styrofoam bowls with lids
{abeled with the names of residents.

Interview with the dietary manager on 12/16/25 at
8:30am revesled:;

-She was not aware she was not to serve meals
ta residents on disposable products,

-All meals served in residents’ room were served
on disposable plaies for easy disposal.

~She was fralned fo provide disposable praducts
to those eating in thelr rooms.

Interview with the Resident Care Coordinator
(RCC) on 12/17/25 at 3:00pm revealed:

-She was pot aware she was not fo serve meals 3
1o residents on disposable products,

-All three meals per day were served on
disposable products If a resldent wished to eat In
thalr room.,

=There had never baen an option batween
disposable and noh-dlsposable place seltings for
rasidenis who ate in their room.

Interview with the Administrator on 12/17/25 at
Division of Hezlth Sesvice Regulation
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Administration

10A NGAC 13F 1004 Madlcation Administration
{8) An adult care home shall assure that the
preparation and administration of medications,
preseription and non-prescription, and freatments
by staff are in accordance with:

{1) orders by a licensed prescribing praciitioner
which are malntained In the residenl’s record; and
{2} rules In this Section and the facllity’s policles
and procedures.

This Rule s not met as evidenced by:

Based on observations, interviews and record
reviaws, the facllity falled to ensure medications
were adminlstered as ordered for 1 of 5 sampled
residents (#2) including a medication used to
treat hormone balance.

The findings ave:

Review of the facllity's undated medication
administration policy revealed;

-All medication staff members wilf pour the
medication they are giving and verify the
medication three times during the pour process,
-All medicatlons are administered per physiclan
orders,

~The MARs are signedfinitialad at the fime the
medication {s poured.
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10:40am revealed:
~She was not aware the facliity was nof lo serve
meals to residents on disposable preducts.
-The facility began using disposable products lo
serve meals to residents In their room during the
COVIR-19 pandemic and she thought using
disposable products were acceptable.
D 368) 10ANGAG 13F ,1004 (a) Medication D 3858 Reconceile R#2 medication orders with

pharmacy/PCP, correct E-MAR with accurate
dose/frequency/stop data. Ensure avallability
or obtaln a hold order or discontinuation order.
Assess resident and document PCP notification,
Completed by: 12/18/25

Review 48-hour E-MAR records and reconcile
with orders for all residents with a concentration
¢ on start and stop dates/times/irequency.

' Implement RCC or designee approval of orders
with stop dates and update E-MAR 1o ensure
medicatlon does not populate on non-scheduled
days. Completed by 1/2/26

Administrator andfor designes to reconcile
a sample of E-MARS weeldy for naxt 4 weeks
and then manthty on cycle fill. Ensure E-MAR
matches o orders and correct any variances
found within 24 hours.
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~if & medicatlon cannot be poured, the Medication
Alde will note this in the MAR unfil the problem is
rectified.

Review of Resident #2's current FL-2 dated
08/22/25 revealed diagnoses included
hypsrtansion, chronie kidney dissase (CKD),
necrofizing vasculopathy and anemia,

Review of Resident #2's Novembgr 2025
electronlc medication administration record
(eMAR) revealed;

-There was an anlry for Esiradiol 0.01% cream,
insert 2 grams {gm) Into vagina ohce daily for 2
waeks, to be administered at 7:00pm with a start
dale of 11/04/25. (Estradloi Is a form of estronen
used for hormone replacement therapy.)

~There was no sltop date for the Esfradiol 0.01%
cream 2gm doss,

~Estradiol 0,019 eraam 2gm was documented as
administered daily at 7:00pm from 11/05/25 {a
11/30/25.

~There was an entry for Estradlol 0.01% craam,
insert 1gm vaginally 3 times per week, lo ba
adminisiered at 8:00am with a start date of
118125,

-Estradiol 0.01% cream 1gm was documented as
adminislered dally at 8:00am from 11/18/25 to
11/30/25.

Review of Resident #2's December 2025 eMAR
revealed;

~There was an entry for Esiradiol 0.01% cream,
Insert 2gm into vagina once dally for 2 wasks, to
be administered at 7:00pm wlth a start date of
11/04/25. ‘

~Esiradiol 0.01% cream 2gm was documented as
administered dally at 7:00pm from 12/01/25 to
12116125,

~There was an entry for Estradiol 0.01% cream,
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insert 1gm vaginally 3 times perweek, to be
administered at 8:00am with a stari date of
1118425,

~Estradiol 0.01% cream ‘gnt was docurnented as
administered dally at 8:00am from 12/01/25 {o
12/16/25.,

Observafion of Resldent #2's medicatien on hand

on 121825 revealed thare was no Estradiof
0.01% cream on the cart for Resident #2.

Observation of Resident #2's room on 12/16/25 at
5:36pm revealed:

~Resldant #2 had an unopened box of Estradiol
0.01% cream in her bathreom,

~The prescripfion {abei on the box was dated
11/03/25 with instructions fo Insert 2GM into
vagina once daily for 2 wesks.

~The facility's contracted pharmacy filled the
madication.

Interview with Resident #2 on 12/16/25 at 9:10am
revealed:

-Estradiol 0.01% cream was prescribed 1o her by
her primary care provider (PCP).

~-She did not know why the cream was sent
because she no longer used it and had not
needed it In 6 or 7 months.

Second Interview with Resident #2 on 12/18/25 at
12:59pm revealed:

-She no fonger used the Estradiol 0.01% cream.
-Sitaff did nol administer the cream and she would
nof allow them to do so.

-The cream was given to her in the summer when
she was swimming and going to the beach a lot.
-Siaff removed the medication from her room
(date unknown),

Interview with the madicatlon aide (MA}) on
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12/18/25 at 12:25pm revealed;

-Eslradiol 0.01% 2gm was on Resident #2's
eMAR dated 11/03/25 and was lo be
administered for 2 wesks.

-Estradiol 0.01% 2gm was still showing on the
eMAR along with the Eslradiol 0.01% {GM 3
times per week with the same date of 11/03/25.
~Maither dose of Estradio! 0.01% had been
discontinued.

~Estradio} 0.01% was not on the medication cart,
~Staff should have discontinued the Estradiol
0.01% 2gm on the eMAR instead of documenting
it as adminlstered.

-She dld not look af the entry for Estradlol 6.01%
1gm 3 times per week,

-She used the eMAR to administer medication but
only read the entry for Estradiol 0.51% 2gm for 2
weeks,

~She was supposed o match the medication with
the eMAR,

-She mistock the Estradiol 0.01% fgm for the
Estradiol 0.01% 2gm.

~She should have reporfed the Estradio! 0.01%
2am sl showing on the eMAR to the Resident
Cara Coordinator (RCC),

Interview with the MA Supervisar on 12/18/25 at
2:30pm revaaled:

-He was responsible for supervising the MAs and
assisting the RCC and Spacial Care Coordinatar
(SCQ),

~He sonducled cart audlls bl-weekly which
included going through all medleations and
records to ensura medications maiched
physlelans orders.

~He used the physiclan's orders that weare in the
compuier because they were the mast up to date.
-The last cart audit for Resident #2's hall (A hall)
was completed last week by an MA,

~When the new batch of medicatlons arrived, he

D 358
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matched the medications with the physlcian's
orders.

~He did not enter orders onto the eMAR.

-The RCC and SCC ware responsibla for
approving the eMARSs,

-The person responsible for entering orders onto
the eMAR was supposed to enler sfop dates for
medications.

-If Estradlol 0.011% for Resident #2 was ordered
to be administered 3 times par week, the
medication should have been entered on the
eMAR In a way that It could only be documented
as administered 3 imes per week so the
medication would only show up on the s¢reen for
the MA to administer on those days.

~The person responsible for approving the
eMARs was supposed to enter the Estradiol
0.01% with only the 3 days per week to show on
the screen.

-He did not know why staff documented Estradiol
0.01% as administered.

~When administering medications, the MAs were
to review the eMAR before arriving at the
resident's room to see all the medications.

-MAs were to match the medication with the order
on the screen at least 3 fimes.

-If a resident refused meadication, the MAwas
supposed o let the PCP know,

-MAs were expecled fo follow orders as
prescribed.

~MAs were supposed 1o reorder a medication or
repoit to the RCC when a medication was not
avallable.

Interview with the RCG on 12/18/25 at 3:02pm
revealed:

»Orders were sent by e-script or fax to the
pharmacy.

~The pharmacy entered the orders on the eMAR.
-She was responsible for approving the orders on

D 358
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the sMAR.

-When administering medication, the MA was fo
look at each medication on the eMAR and
administer the medieation.

-3he expected MAs to Ist her kriow when
medications were low and to do carls audits daily,
~No one told her the Esfradiol 0.01% was not on
the cart for Resldent #2.

~-The MA Supervisor had been conducting cart
audits for MAs at the beginning of the cycle refilt,
which was the 25th of the month.

-At the beginning of the cycle, the MA Supervisor
printed out eMARs for each resident and made
sure all rmedications were recelvead.

-The MA Supervisor checked behind the MAs.
-She did not check behind the MA Supervisor.
-She was unsure how Resident #2's Estradiol
0.01% was missed.

-if Resident #2 refused the medication, the
refusal should have baen documentad on the
aMAR.

-She found Resident #2's Estradiol 0.01% cream
that was removed from her room in the
medfcation room today, 12/18/25.

~The Estradlol 0.01% cream that was removed
from Resident #2's ronm had not been opanad.

Inlerview with the Administrator on 12/18/25 at
1:05pim and 2:48pm revealed:

-She received the residenis' madicaltion orders.
-When administering medication, the MA was
supposed to compare the medication ta the
aMAR and follow the eMAR.

~The MAs were responsible for informing the
RCC if medication was not available.

-If thera was & medication on the éMAR that was
not an the medication cart, the MA could not
document ihat the medication was not avaitable.
-If the RCC or Administraior were not avallable,
the MA should have called the pharmacy to get
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tha medlcation.

~The MA could have contacted the PCP for an
order to hold {he medication.

-The RCC was responsible far discontinuing an
order and sending it to the pharmacy.

~The pharmacy did not put a stop date on
medications.

-She did not know why the MAs did rot notify the
RCC that the Estradio) 0.01% was not available
for Residenti2.

~MAs were able fo get medicafions the same day
as raquested so there was no reason for
medication o not be administered.

-If & resident refused medication, staff would get
the medicalion discontinued.

-Medication cart and elMAR audits were done by
the MA Supervisor as well as on a nightly rotation
by MAs.

~Cart audits included checking expiration dates
and for lablets that may have fallan out of the
packs.

-The MA Supervisor did a thorough audit monthly
on cycle fill dates.

-MAs were expecled {o follow the orders on the
aMAR,

-Medications wers to be given exactly as doetalled
on the eMAR,

~She did not know where the Estradia! 0.01%
cream was but knew the MA took the medication
out of Resident #2's room 12/16/25.

-She was not aware the Estradiol 0.01% cream
was in Resldent #2's room prior fo'the removal of
the medication from the room,

Telephone interview with the Medical Assistant at
Resldent #2's PCP offlce on 12/17/25 at 2:54pm
revealed Estradiol 0.01% cream was on Resldent
#2's list of medications.

Telephona Interview with a pharmacist at the
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facility's contracted pharmacy on 12/18/25 at
1:37pm revealed:

~The order for Resident #2's Estradiol 0.01% was
dated 11/03/25 with Instructions o insert 2gm into
vagina once daily for 2 waeks followed by a
maintenance dose of 1gm 3 times par Weak,
~Estradiol 0.01% was Eslrogen.

-Estradiol 0.01% 2gm was to be administerad to
Resldent #2 for 2 weeks and should have been
administered from 11/03/25 to 11/17/25.
-Estradiol 0.01% 1gm was supposed to start after
the 2 woeks of Estradlol 0.01% 2gm on 11/18/25.
-The pharmaey entered ordars on the eMAR with
the correct dates and Instrustions,

-The facility should have put a slop date on the
eMAR for Resident #2's Estradiol 0.01% 2gm
dose,

~She was unsure why Resldent #2's Estradiol
orders on the eMAR were not wiitten the same as
the orlginal order.

~The dates on the eMAR should have prompled
staff on when to start and stop administering the
medication,

-She was unsure why Estradiol 0.01% 2gm was
siill on the eMAR,

-Staif should have been adminisieting Eslradiol
0.01% 1gm to Resident #2.

-One tube of Estradiol 0.01% was dispensed on
11/03125,

-Esfradio! 0.01% was delivered to the facility on
11/03/25,

-Reftlls for Estradio! 0.01% would have needed to
ba requasted by the facility,

~Thera had been no request for refills of Eskradiol
0.01% for Resident #2.

-Ona tube of Estiadiol 0.01% contained 42gm.
~Administaring 2gm of Estradiof ¢.01% dally
would cause the medication to run out In 21 days.
-Missing doses of Estradicl 0.01% would cause
Resldent ##2 fo have mare menopause
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symploms, which varied from person o person.

Attempted telephone interview with Resident #2's

primary care provider (PCP) on 12/17/25 at

2:54pm was unsuccessful,

D 3681 10A NCAC 13F .1004 (i) Medication D386 All medication technicians must

Administration
10ANCAG 13F .1004 Medication Administration

(i) The recording of the adminlstration on the
medication administration record shall be by the
staff person who adminlsters the medication
Immediately following administration of the
medlcation to the resident and observation of the
resident actually taking the medication and prior
fo the administration of another resident's
medicafion, Pre-charting Is prohibiled,

This Rule Is not met as evidenced by:

Based on observations, interviews and record
reviews, the facllity falled to ensure the staff
observation of the resident aclually taking thelr
medication for 1 of 1 sampled residents {#2).

The findings are:

Review of the facility's undated medicafion
adminisiration policy revealed:

~The recording of the adminlstration on the
medicatlon adminlstration record shall be by the
staff person who administers the medication
Immaeadlately following adminlstration of the
medicatlon to the resident and observation of the
rasident aciually taking the medication and prior
1o the adminisiration of another residence

observe resident ingestion of medication
and document on E-MAR Immediately after
.observation, prior to the next resident's

i administration. Ensure care plan includes

| medication administration. Completed

by 12/18/25

Inservice alt Med-Techs on ohserve-then-chart
sequence and no pre-charting and ensure new
employees are trained on this requirement during
orientation, Completed by 12/18/25

. Administrator and/or designee to observe 2

_ med passes dally on various shifts for 2
waeks and then once per shift waekly. Any
variance will he addressed immediately
with coaching and if needed removal from

med pass for additional training.
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medication.

~All medications that staff members handles, slore
and assist with will be documented on the sMAR
in accordance with state regulations.

Review of Resldent #2's current FL-2 dated
09/22/25 revaaled diagnoses included
hypertension, chronle kidney disease (CKD),
necrotizing vasculopathy and anemia,

Review of Resident #2's Reslident Register
revealed the resident was admitted 06/18/25.

Review of Resident #2's physician orders dated
00/22/25 revealaed:

~There was an order for Vitamin D2 1.24mg one
capsule waekly to be administered at 8:00am.
{Vitamin D2 [s used to treat low vitamin D levels.)
-There was an order for Carvedliol 12.5mg one
tablat twice daily to be administered at 9:00am
and 4:00pm. (Carvedilol is used to freat heart
and circulatory conditions.}

~Thete Was an order for Levothyroxine 125mcg
one tablet daily to be adminlstered at 7:00am.
(Levothyroxine is used to freat hypothyroldism.)

Observation of Resldent #2's room on 12/16/25 at
9:10am revealed:

~There were 2 clear medicine cups next to a cup
of water in front of the television on the dresser.
-The clear mediclne cup to the left of the cup of
water contained 3 pllls (2 round white pills and 1
oval shaped gel pill}.

~The clear medlcine cup to the right of the cup of
water was empty.

-Resldent #2 was sitting In her recliner,

Interview with Resident #2 on 12/16/25 at 9:10am
revezled:

-She took her medications early.
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<The medication on her dresser was glven (o her
by the medication alde (MA).

-She was unsure what medications were in the
cup on her dresser, but they were the second half
of her medications.

~The medications on her dresser were left for her
to take most of the time.

-She was awake when the medicatlons were
brought fo her,

-She was unsure if she had 3 selfFadministration
order.

Review of Resident #2's December 2025
electronlc medication administration record
(eMAR) revealed:

~There was an enlry for Vitamin D2 1.24mg one
capsule weakly documented as administered at
8:00am on 12/16/25.

~There was an entry for Carvedilol 12,.5mg one
tablet twice daily documented as administered at
9:00am on 12/16/26.

-There wag an entry for Levothyroxine 125meg
one tablet daily documented as administered at
7:00am on 12/16/25.

interview with the MA on 12/17/25 at 11:47am
revealed:

-Resident #2 did not have a seif-administer order.
-She administered Resident #2's medicalion.
-She put Resident #2's medication on the table in
her room.

-Resident #2 took the medication and then she
left the room.

~Other resldents tock thelr medication at the
medication cart but Resident #2 wanled her
medicatlon left in the medication cup on her fable,
-The medications left In Resldent #2's room were
Vitamin D2, Carvedilol and Levothyroxine.

-She always observed Resident #2 take her
medication,
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~Normally, Resident#2 picked the cup up to take
the madication as she was leaving the room.
-Resldent #2 must not have picked the cup up to
take the medication,

-She observed Resident #2 pick the medication
cup up but did not watch her take the medication.
-She docurnented that the medications had been
administered on the eMAR after she saw
Resldent #2 plck the medicine cup up.

-Resident #2 praferred her medication in 2
separale cups,

-She saw Resident #2 {ake the medlcations In the
first cup,

~As she walked out of the room, Resldent #2 was
pleking the second cup up,

-She was aware medication staff were supposed
to observe residents taking the medication.
~Resldent #2 had memory issues sometimes but
always fook her medication.

-Sha went back to Resident #2's roam bafore
lunch to make sure the medications had been
{aken.

Intarview with the Resident Care Coordinalor
(RCC) on 12117125 at 12:08pm revealed:

-She was not awars that the MA was leaving
Resldent #2's medication on her dresser and not
observing her take them.

-MAs were responslble for administering
medications. :

-MAs were expected to observe residents take
thelr medication.

-if the resident dld not take the medication, the
MA was expected fo take the medication out of
the room,

~The MA was supposed to wait for Resident #2 to
take her medication before [eaving the room.
-Resident #2 did not have a self-administration
order.
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interview with the Administrator on 12/17/25 at

12:33pm revealed:

«The MAs ware supposed to observe residents

take thelr medications.

«if the resident refused {he medication, the MA

was supposed to take the medication out of the
reom.

-She was unsure why the MA left Resldent #2's
medication in her room.

-Resident #2 dld not have a self-administration

order.

Telephons interview with a Madlcal Asslstant at
Resident #2's PCP office on 12/17/25 at 2:54pm
revealed Resident #2 did nothave a
self-administration order.

Attemnpted Interview with Resident#2's primary
cara provider (PCP} on 12117/25 at 2:54pm was
unsuccessful.

D 367 10A NCAC 13F .1004 (i} Medication
Administratlon

10A NCAG 13F .1004 Medication Adminlstration
(i} The resldent’s medication administration
record (MAR) shall ba accurate and include the
following:

(1) resident's name;

{2) name of the medication or freatment order;
(3) strength and dosage or quantity of madicalion
administerad;

{4) instruckions for administering the medicatlon
or treatment;

(5) reason or justification for the administration of
medlcations or freaiments as needed (PRN) and
documenting the resulting effect on the resident;
{6) date and time of edminisiration;

{7) documentation of any omisslon of

D 366

D 367

Correct E-MAR to Include medication
strength, routs, frequency and stop dates
it applicable, Use proper codes for
omisslon/refusal/unavailable with explanatory
- notes. Verlfy initials/signature key for alt
staff documenting on the E-MAR.
Completed by 12/18/25

Inservice alt Med Techs on proper EMAR
documentation to include required
alaments and codes. RCC or designee

. to review exception reports, omisslons,
unavailable, refusats, daily and follow up
immediatety.
Compteted by 12/18/25
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medications or treatments and the reason for the
omission, including refusals; and,

(8) name or Initials of the person administering
the medication or treatment. if inifials are used, a
slgnature equivalent o those Initials Is to be
documented and maintained with the medication
administration record {(MAR).

This Rule is not met as evidenced by:

Based on observatlons, interviews, and record
reviaws, the facility falled to ensure that the
eleclronic medication administration records
{eMAR) were complefe and accurate for 1 of 5
sampled resldents (#2) refated to a medication for
hormone balance.

The findings are:

Review of the facility's undated medication
administration policy revealed:

-Medicatlon Aides will document medication
refusal and medication unavallable on the
elecironic medication administration record
(eMAR).

-All medications that staff members handle, store
and assist with will be documented on the eMAR
in accordance with siate regulations.

-The eMARs are signed/initialed at the time the
medication Is poured.

-If a medication cannot be poured, the medication
aide will note this In the MAR until the problem Is
reclified.

Revlaw of Resldent #2's current FL-2 dated
09/22/25 revealsd diagnoses included
hyperterision, chronic Kidney disease {CKD},
necrotizing vasculopathy and anemia.

Administrator and/or designae to complete
a weekly E-MAR audit of 10 charts each for

corrected within 24 hours and follow up with
necessaty training, coaching, or corrective
actions for employees.

; 4weeks and then monthly, Discrepancles to be
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Review of Resident #2's Resident Register
revealed the resident was admittad on 08/19/25.

Review of Resident #2's November 2025
electronic medication administratlon record
{eMAR) revealsd:

~There was an entry for Estradic| 0.01% cream,
insert 2 gram (gm) into vagina once daily for 2
weeks, to be administered at 7:00pm with a start
date of 11/04/25, (Estradlol is a form of estragen
used for hormone replacement therapy.)
-Estradiol 0.0-1% cream 2gm was documented as
administered dally at 7:00pm from 11/05/25 fo
11130/25.

-There was an enlry for Estradiol 0.01% cream,
Insert 1gm vaginally 3 fimes per week, to be
administered at 8:00am with a sfart date of
1118125,

-Esfradiol 0,01% cream 1gm was documented as
administered daily at 8:00am fram 11/18/25 fo
11/30//25.

Review of Resident #2's December 2025 eMAR
revealed:

~There was an entry for Estradio} 0.01% cream,
insert 2gm Into vagina once dally for 2 weeks, to
be administered at 7:00pm with a start date of
11/04/25.

-Estradiol 0,01% cream 2gm was documented as
administered daily at 7:00pm from 12/01/25 to
12/18/25.

-There was an entry for Estradiol 0.01% cream,
insert 1gm vaglnally 3 times per week, fo be
adrainistered at 8:00am with a start date of
11/18/25,

«Estradiol 0.01% cream 1gm was dacumented as
administered daily at 8:00am from 12/01/25 to
1216/25.
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Observaiion of Resldent #2's medication on hand
on 12/17/25 revealed there was no Estradiof
0.01% cream on the cart for Resident #2.

Observatlon of Resident #2's roorn an 12/16/25 at
5:36pm revealed:

-Resident #2 had an uncpened box of Estradiof
0.01% cream in her bathroom,

-The prescription labe! on the box was dated
11/03/25 with insfructions o Insert 2gm into
vagina once daily for 2 weeks.

~The facility's contracted pharmacy filled the
medlcation.

Interview with Resident #2 on 12/16/25 at 9:10am
revealed: >
-Estradiol 0.01% cream was prescribed to her by
her primary care provider (PCP).

-She did not know why the cream was sent
because she no [onger used It and had not
needed it in 6 or 7 months.

Second interview with Resident #2 on 12/18/25 at
12:59pm revealed:

-Bhe no fonger used the Estradiof 0.01% cream.
~Staff did not administer the cream and she would
not allow staff to do so either.

Intervlew with the medlcatlon aide (MA) on
12/18/25 at 12:25pm revealed:

-Estradiol 0.01% 2gm was on Resident #2's
eMAR dated 11/03/25 and was o be
administered for 2 weeks,

-Estradio} 0.01% 2gm was still showing on the
eMAR along with the Estradiol 0.01% 1gm 3
fimes per week with the same date of 11/03/25.
-Neither dose of Estradiol 0.01% had been
discontinued.

-Egtradiol 0.01% was not on the medicalion cart,
=Staff knew the Estradio! 0.01% 2gm stopped and
Division of Health Service Regulation
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shiould have put discontinued on the eMAR
inatead of documenting it as administered,

~-Sha made a mistake and documented Estradiol
0.01% as administered but should have
documented that the medication was
discontinued,

-She did not repori to anyone that the 2 weeks for
administering Estradiol 0.01% 2gm ended but
was stili showing on the eMAR.

-She did not look at tha entry for Estradiol 0.01%
1gm 3 times per week.

-She used the eMAR fo adminlster medication but
only read the entry for Estradlol 0.01% 2gm for 2
weeks.

-She was supposad to mateh the medication wilh
the eMAR.

-She mistook the Estradiol 0.01% 4gm for the
Estradiol 0.01% 2gm.

Interview with the MA Supervisor on 12/18/25 at
2:30pm reveaied:

~He was responsible for supervising the MAs and
assisting the Resident Care Coordinator (RCC)
and Special Care Coordinator (SCC).

-He dld not enter orders onto the eMAR.

~The RCC and SGC were responsible for
approving the eMARs,

~The person responsible for entering orders onfo
the eMAR was supposed to enter stop dates for
medications.

-If Estradlol 0.01% for Resident #2 was ordered
to be administered 3 times per week, the
medication should have been entered on the
eMAR in a way that it could only be documented
as administered 3 times per week so the
medication would show up on the screen for the
MA on those days.

-The person responsible for approving the
eMARs was supposed lo enter the Estradiol
0.01% with only the 3 days per week showing on
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the screen.

~He did not know why slaff documented Estradiol
0.01% as administered.

-When administering medications, the MAs were
1o review the eMAR befors arriving at the
residant's room lo see all the medications.

~MAs ware to mateh the medication with the order
on the screen at least 3 times.

«If a resident refusad medicatlon, the MAwas
supposed to let the PCP know.

Interview with the RCC on 12/18/26 &t 3:02pm
revealed:

-Ordars were sent by e-script or fax to the
pharrnacy.

-The pharmacy enfered the orders an the eMAR.
-She was responsible for approving the orders on
the sMAR,

~The MA Supervisor checked behind the MAs.
~She did not check behind the MA Supervisar.
-She did not know why Estradlol 0.01% was
documented as administered for Resident #2.

-if Resldent #2 refusad the medicatlion, the
refusal should have been documented on the
eMAR,

~The Eslradiol 0.01% cream that was removed
from Resldent #2's room had not been opened.

Intervlew with the Administrator on 12/18/25 at
1:08pm and 2:48pm revealed:

-She racelved all resident medication orders.
-When administering medication, the MA was
supposed to compare the medication to the
eMAR and follow the eMAR.

“The MAs were responsible for informing the
RCC If medication was not available.

-If there was a medication on the eMAR thatwas
not on the medication cart, the MA could not
document that the medication was not avallable.
~The pharmacy did not put a stop date on
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medications,
~The RCC was respansible for entering the stop
date for the medications.

-She did not know why the MAs documented
Estradiol 0.01% as administered.
~Documenting that the medication was
administered when it was not, was false
documentation.

Telephone interview with a pharmacist at the
facility’s contracted pharmacy on 12/18/25 at
1:37pm revealed:

~Resident #2's order jor Eslradiol 0.01% was
dated 11/03/25 with instructions 1o insart 2gm into
vagina once daily for 2 weeks followed by a
maintenance dose of 1gm 3 times per week.
-Esfradiol 0.01% was Estrogen.

-Estradiol 0.01% 2gm was fo be administered fo
Resldent #2 for 2 weeks and should have been
administered from 11/03/25 to 11/17/25,
~Estradiol 0.01% 1gm was supposed to start afier
the 2 weeks of Esiradiol 0.01% 2gm.

-Pharmacy entered arders on the eMAR with the
correct dales and instructions.

-The facility should have put a stop date on the
eMAR.

-She was unsure why the orders.on the eMAR
ware not written the same as the origlnal order.
-Dates on the eMAR should have prompted sfaff
on when fo start and stop administering the
medication.

-8he was unsure why Estradlo! 0.01% 2gm was
still on the eMAR.

-Staff should have been administering Esfradiol
0.01% 1gm fo Resident#2.

-One tube of Estradiol 0.01% was dispensed on
11/03/25,

-Estradiol 0.01% was delivered to the facllity on
11/03/25.

-Refills for Esfradio] 0.01% would have needed to
Divistan of Health Service Regulation .
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prescribe medications in North Carolina and
documented in the resident's record; and
{2) specific Instructions for administration of
prescription medications are printed on the
medication label.

This Rule Is not met as svidanced by:
Based on ohservations, interviews, and record
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be requested by the facility.
~There had been no request for refills of Esiradiol
0.01% for Resident #2,
-One tube of Esfradiol 0.01% contained 42gm.
-Administering 2gm of Estradiol 0.01% dally
would causs the medication to tun out In 21 days.
Telephone interview with the Medical Assistant at
Resldent #2's PCP office on 12/17/25 at 2:54pm
revealed Estradiol 0.01% cream was on Resldent
#2's list of medisations,
Atlempted telephone inlerview with Resident #2's
primary care provider (PCP) on 12/17/25 at
2:54pm was unsuccessful.
Remove and secure any medications
375 ' 3 :
7 Km:::ﬁg;% SO0 (o) BetAeminichmlin Cf Qors found In resident rooms without provider
order for self~administration. Notify FCP
10A NCAG 13F .1005 Self -Administration Of to determine if salt-administration is
Medications low-risk and appropriate. Obtain order for
{a) An adult care home shall permit residents self-administration and provide label with
who are competent and physlcally abls fo instructions and lockbox If resident is
salf-administer their medicatlons if the following determined appropriate to self-administer.
requirements are met: Update care plan to reflect self-administer ordar.,
(1} the self-administration Is ordered by a Completed by 12/18/25
physician or other person lagally authotized to

Implement self-admin standardized
assessment, provider order, and {abeled
. instructions, Complete periodic re-evaluation
! of residents with self-admin orders. Prohlbit
" staff from leaving doses In rooms absent a
valid seli-admin order. All external
pharmacy/VA/Family delivered medications
" brought to RCC or designee for reconciliation.
Administrator and/or designee to complete
weekly room checks, with resident permission,
and monthly rounds using a checklist, removing
and securing any medications without a setf-administer

order and assessment.
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reviews, the facllity fafled to ensure 3 of ¥
sampled residents (#2, #16, #7) had physiclans'
orders to self-administer medications to include
medlcations for arthritis, allergles, inflammation
and hormone balance (#2), constipation (#6), and
allergles {fi7).

The findings are:

Review of the facllity's undated Medication
administratlon policy revealed:
-Residents will be placed into one of three
medlcation assistance categories: Independent,
Asslstance, and Adminlstration.
<The independent resident Is able to safely
self-rmanage thelr own medications including
storage, administration, and reordering.
-Residenis that require assistance are aware they
are taking medication but require and need
 coashing, reminders, assistance wikh contalners,
may use an enabler, and needsfrequest
assistance with medication storage and
reordering. .
-Resldents in the administration category are
completely Incapable of self-directing their own
medication cara.
-The required level of assistance and who s
responsible for providing the assistance will be
documented In the Resident Care Plan.

1. Review of Resldant #2's current FL-2 dated
00722125 revealed diagnoses included
hypertensian, chronle kidney disease (CKD),
necrofizing vascuiopathy and anemia.

Revisw of Resident #2's Resident Reglster
revealed the resldent was admitled 068/19/25.

Review of Resident #2's current care plan dated
06/20/25 revaaled:
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-She was oriented,
-Her memory was adeguate,

-She had no problems with ambulation.

-She required fimlted assistance with bathing.
-She was indepsndent for eating, tolleting,
ambulation, dressihg, grooming and transfer.
-Staff were to adminlster her medicatlons.

Review of Resident #2's record revealed there
was no assessment or order for
self-administration of medication.

Observatlons of Resldent #2's room on 12/16/25
at 9:10am revealed:

-Resident #2 was ellting in her racliner.

~On the bathroom sink was a manuafactured
label of Tylenol Arthritis (used to treat minor
aches and pains assotiated with anhritis), a
manufaciured labled boitle of Benadryl 25mg
{used to treat allergies), a preseription botile of
Meloxicam 15myg dispensed 05/29/21(used to
treat Inflammation), a prescripfion botile of
Amoxlcillin 500mg dispensed 01/11/25 (used fo
treat bacterial infections), Advil (used 1o treat pain
and inflammation), Pepcld (used to treat stomach
acid), Tylenol 8-hour Arthritis (used fo treat minor
aches and pains assoclated with arthritis), and
Aleve (used to treat minor aches and pains).

-In the hathroom medicine cabinet was a tube of
Estradiol 0.01% cream, Anefrin nasal spray, Nose
Better natural mist and Bacitracin Olntment (all
shown fo the surveyor by the resldent). (Estradlol
is used to treat hormone balance. Anefrin Is used
to treal sinus congestion and allargles. Nose
Betler natrual mist is used to treat dry nasal
passages.)

Interview of Resident #2 on 12/16/25 at 2;10am
revealed:
~She thought sha had only been at the facility for
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3 weeks.

~She thought staff knew she had the medication
in her room.

~The medicalion was packed in her belongings
when she'was admilied to the facility.

-She dld not take any of the medication becauss
it was ofd.

-She did not take the Advll and Pepcid because
she did not need [f.

~The Eslradicl 0.01% cream was prescribad fo
her by her primary care provider (PCP}.

-She did not know why the cream was sent
because she no longer used it and had not
needed It in 8 or 7 months.

-She had an outside PCP and did not switch fo
the facllity PCP.

-She did not know how to discard the medicalion
at the facility.

-She was a nurse and always administered her
own medication.

«She was unsure [f she had a sell-administration
order.

-Sha took a lot of medication.

Intervisw with Resident #2's family member on
12017125 at 2:42pm revealed:

~The over the counter (OTC) medications
Rasident #2 had in her room were medications
sha fook with her to the facllity because she did
not realize she could not have the medications in
her room,

-She did not know where the prescription
medications came from bacause she furned all
praseription medications Into the faciiity.

~The prescripion medications may have been in
Resident #2's balongings when she moved in.

Review of Rosldent #2'= October 2025 electronlc
medfcation administration records (EMARs)
rovealed there were no entres for Estradiol

Da76
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0.01%, Tylenol Arthritis, Benadryl 25mg,
Meloxicam 15mg, Amoxiciliin 500mg, Advil,
Pepcld, Tylenol 8-hour Arhritis, Aleve, Anefrin
nasal spray, Nose Better natural mist and
Bacltracln Ointment,

Review of Resident #2's November 2025 eMARs
revealed;

~There were no entries for Tylenol Arhritis,
Benadryl 25mg, Meloxicam 15mg, Amoxiciliin
500mg, Advll, Pepcld, Tylenol 8-hour Arthrifls,
Aleve, Anefrin nasal spray, Nose Better natural
mist and Bacltracin Olntment.

~There was an enlry for Estradlol 0.01% cream,
Insert 2gm into vagina once daily for 2 weeks, to
be administered at 7:00pm with a starf date of
11/04/25. (Esfradiol is & form of esirogen used for
hermone replacement therapy.)

-Estradiol 0.01% cream 2gm was documentsd as
administered daily at 7:00pm from 11/05/25 to
11130428,

Revlew of Resident #2's Dacember 2025 eMARs
revealed:

-There were no enfrles for Tylenol Arthritis,
Benadryl 25mg, Meloxicam 15mg, Amoxiciliin
500mg, Advli, Pepcid, Tylenol 8-hour Arthritis,
Aleve, Anefrin nasel spray, Nose Better natural
mist and Bacilracin Oiniment.

~There was an enlry for Estradiol 0.01% cream,
insert 2gm intc vagina once dally for 2 wesks, to
be adminlstered at 7:00pm with a start date of
11/04/25.

-Estradiol 0.01% cream 2gm was documented as
administered dafly at 7:00pm from 12/01/25 to
12116/25,

~There was an entry for Estradiol 0.01% cream,
Insert 1gm vaginally 3 times per week, to be
administered at 8:00am with a start date of
11118125,
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-Estradiol 0.01% cream 1gm was documented as
administered daily at 8:00am from 12/01/25 to
12/16/25.

Telephone Interview with a Pharmacy Technician
at Resldent #2's pharmacy on 12/17/25 at
3:10pm revealed:

~Amoxicillin 500mg was prescribed 01/11/25 with
Instructions to take 4 tablets befara dental
freatment.

-Meloxicam was used to treat pain and was not
on Resident #2's medication list,

~Tylenot Arthritis, Benadryl, Aleve, Pepcid,
Bacilracin ointment, Anefrin Nasal Spray, and
Nose Better Natural Mist were not on Residant
#2's medication list.

-A pharmacist was not available to discuss the
indications for the medications,
self-administration and concerns about the
medications.

Telephone inlerview with a pharmacist at the
facility's contracted pharmacy on 12/18/25 at
1:37pm revealed:

-Resident #2's order for Estradlol 0.01% was
dated 11/03/25 with Instructions to insert 2gm into
vagina once dally for 2 wasks followed by a
maintenance dose of 1gm 3 times per week.
-Esfradiol 0.01% was Estrogen. '

-Meloxicam was used fo treat inflammation and
pain and was not good {o take with Eliquis
because It would thin the blood more, which could
cause Resident #2 to bleed more if she got a cut.
<Resldent #2 was not prescribed Meloxicam.
“Thera was no order for Aleve and should not be
taken by Resident #2 for the same reasons listed
for Meloxicam.

-Thera was no order for Amoxicillin and no known
Interaction with any of Resldent#2's prescribed
medications.
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-There was no order for Tylenol Arthritis and no
known risk with Resident #2 taking the
medication. .

~There was no order for Pepeid and no known
risk to'Resident #2.

~There was no order for Bacilracin oinfment,
Anefrin Nasal Spray, and Nose Belter Natural
Mist and no nofed risk.

inferview with the medication aide (MA) on
12/17/25 at 11:47am ravealed:

-Resldent #2 did not have a self-administration
order.

-Resident #2 was not supposed to have any
medications in her reom.

-She was not aware Resident #2 had prescription
and OTC medications in her room.

-She was unsure when Resldent #2's room was
last checked for madications.

-She did not know Resldent #2 had prescription
and OTC medications In her room.

Interview with the Resldent Care Coordinato
(RCGC) on 12/17/25 at 12:09pm revealed:

-She was not aware Resident #2 had prescription
and OTC medications in har room.

-Resident #2's famliy was informed that she
needsd a self-administration order and lock box
to keep medications in her room.

-Resident #2 did not have a self-administration
order.

Interview with the Administrator on 12/17/25 at
12:33pm revealed:

~-She was ot aware Resident#2 had prescription
and OTC medicatlons In her room.

-Resident #2 did not have a self-administration
order.

-Resident #2 mentloned having the medicatlons
in her room yasterday and the medications were
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removed.

Interview with the Medlcal Assistant at Resident
#2's PCP offica on 12/17/25 at 2:54pm revealed;
~Tylenol Arihritis, Benadryl 256mg, Meloxicam -
16mg, Amoxiciliin 500mg, Advll, Pepold, Tylencl
8-hour Arthrilis, Aleve, Anelrln nasal spray, Nose
Better natural mist and Bacitragin Ointment were
not on Raesident #2's medicatlon list.

~Esiradiol 0.01% cream was on her medleation
list.

~Resident #2 did not have a self-administration
order.

Altempted telephone interview with Resident #2'
primary care provider (PCP) on 12/17/25 at
2:54pm was unsuccessful.

Refer to interview with the medicallon aide (MA)
on 1241725 at 11:47am.

Refer to Interview with the RCC on 12/17/25 at
12:09pm.

Refer to interview with the Administrafor on
12117125 at 12:33pm.

2. Review of Resldent #7's current FL-2 dated
11113125 revealad diagnoses included
hypertension and hyperlipidemla.

Review of Resldent #7's physlcian’s orders dated
11/13/25 revealed:

-There was an order for Deep Sea 0.65% Nose
Spray instill 2 sprays Into each noshil as needed
for congestion. (Deep Sea 0.65% Nose Spray Is
used to {reat congestion.)

“There was an order for Fiuticasone Propionale
50moy Spray tnstill 1 spray into each nostr twice
daily. (Fluticasone Propionate [s used to treat

Dars
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allergles and congesiion.)

Review of Resident #7's Resldent Register
rovealed the resident was admitted 06/26/23.

Review of Resident #7's current care plan dated
12130/24 revealed:

«He was orlented,

-His memory was adequate.

-He had no problems with ambulation.

-He required supervision while bathing.

-He was independent for eating, toileting,
ambulatlon, dressing, grooming and transfer.
~Thete was no documentation regarding
administering of medication.

Review of Resldent #7's record revealed there
was no assessment or order for
self-administratlon of medication.

Observations of Resldent #7's room on 12/16/25
at 9:46am revealed:

~Resident #7 was lying on his bed awake.

-On the table beside his recliner was an empty
prescription box [abeled Fluticesone Propionate
50meg with Insfructions fo use twice a day.
~Beslde the Fluticasone Propionate box, there
was a botlle of prescription Sedium Chloride
0.65% Nasal Spray with instructions fo spray 2
sprays into each nostrii every 4 hours as needed
for congestion.

Interview of Resldent #7 on 12/16/25 at 9:46am
revealad:

-He called the nasal spray an inhaler.
-Ha used the nasal spray when he was short of
breath walking around the building

Review of Resldent #7's October 2025 electronic
medication administration records {sMARS)
Division of Health Service Regulation
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ravealed there was an eniry for Deep Sea 0.65%
Nosa Spray Instill 2 sprays into each nostril as
needed for congestlon,

Review of Resident #7°s November 2025
electronlc medication administration records
{eMARs) revealsad thare was an entry for Deep
Sea 0.65% Mose Spray Instili 2 sprays into each
nostril as neaded for congestion.

Review of Resident #7's December 2025
electronic medication administration records
(eMARs) revealed there was an entry for Deep
Sea 0.65% Nose Spray instill 2 sprays into each
nostril as needed for congestion.

Interview with the medication alda (MA} on
12/17/25 at 11:47am revealed:

-Resldent #7 did not have a self-administration
order.

-Resident #7 should nat have had nasal spray in
hls room.

~She was unsure how the Sedlum Chloride 0.65%
Nasal Spray got in Resldent #7's room.

-All prescrlbed nasal sprays for Resident #7 were
locked on the medication cart.

«Resident #7's madisations wera administered at
the medication cart.

~She did not go into Resldent #7's room to
administer medicalions.

Interview with the Resident Care Coordinator
{RCC) on 12/17/25 at 12:09pm revealed:
~She was not aware Resident #7 had Sadium
Chioride 0.65% Nasal Spray in his room.
-She was unsure how the nasal spray got in
Resident #7's room.

Inlervlew with the Administrator on 12/17/25 at
12:33pm revealed:

D a7s
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-She was not aware Resldent #7 had Sodium
Chloride 0.65% Nasal Spray In his raom.
-Resident #7's madications came from Veteran's
Affairs (VA) and were mailed to the facility most of
the time.

-Somefimes, Resldent #7 brought medications
back with him from appolntments that a family
member transpored him to.

~She did not know why Resldent #7 had Sodium
Chloride 0.65% Nasal Spray in his room.

Attempted telephone contact with Resident #7's
pharmacy on 12/18/25 at 11:39am was
unsuceassful,

Allempted telephone contact with Resldent #7's
primary care provicer (PCP) on 12/18/25 at
11:3%am was unsuccessful,

Refer to interview with the Medication Alda (MA)
on 12/17/25 at 11:47am.

Refer o interview with the RCC on 12/17/25 at
12:09pm.

Refer to interview with the Adminlstrator on
1217125 at 12:33pm.

3. Review of Resident #6's current FL-2 daled
10/22/25 ravealed:

~Diagnosss Included atrial fibrillation, asthma,
hypertension, and chronic obstructive pulmonary
diseasa. .
~There was no physiclan’s order for Lactulos
{used to Ireat constipation}.

~There were no physiclan arders for Resident #6
to self-administer medication of any kind.

Review of Resident #6’s Resident Register dated
10/27/25 revealed the resident was admitted on
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10/31/25 from another facility.

Review of Residen! #6's care plan assessment
dated 10/30/25 revealed there was a handwrilten
entry that "staff admintsters medications®™.

Review of Resident #6s record revesled there
was no assesstment of the resident {o
self-administer medioation of any kind.

Observation of Resident #6's bathroom on
12116/25 at 10:07am revealed there was a
prescription botile of Lactulose SOL 10mg to be
administerad each day as needed {a medicallon
used lo treat constipation) sitiing on top of the
sink in the bathraom.

interview with Resident #6 on 12/16/25 at
10;01am revealed:

-She was unaware that the medication Lactulose
SOL was In her bathroom.

-She had not used the medication Laculclose
SOL.

=All of her medications had been given to har by
the factlity staff,

Interview with Resldent #6 on 12/17/25 at 9:31am
revealed: i

-Staff administered her medlcations.

~3he could not take any mediczations haerself
because she could not see very good because of
macular degeneration (a disorder of the gye
causing blurry or dark spots and difficully with
reading).

Reviaw of Resident {£6's Octobar 2025 elaclronic
meadication administration records (MARSs)
revesled there was no eniry printed to the eMARs
for Lactulosa Solution,
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Revlew of Resldent #6's November 2025 sMARS
ravealed there was no entry printed fo the eMARs
for Lactulose Solution.

Review of Rogident #6's December 2025 eMARs
revealed there was no eniry printed to the eMARs
for Lactulose Solulion,

Interview with the Resldent Care Coordinator
(RCC) on 12/18/25 at 4:02pm revealed:

-She spoke to Resident #8 about the boftle of
Lactulose Solution.

-The resident told the RCC that she did not know
wherae the Lactulose came from, and she thought
it was a mouthwash,

~The Lactulose was removed from Resident #6's
room on 12/16/25 by the medication alde (MA).

Interview with Resident #6's Primary Care
Provider (PCP) on 12/17/25 at 12:02pm revealed:
~Bhe saw Resident #6 iwo or three times since
admission to the facility.

-Resldent #6 had some forgetfulness and needed
some “prodding"” which meant questions needed
fo be asked In different ways.

-She had not completed an FL-2 for Resldent #6.
-She did not recall ever prescribing Lactulose for
Rasidant #8.

~She did not often prescribe Laclulose.

~She did not know,if Resident #6
self-administered medication.

«She would not want Resident #6 to have a full
botile of Lactulose because the resident might
take it twica,

~The resident had same concerns about
constipation.

~The Lactulose came from the prior facility for
Resident #6, and family members would bring
medications Inta resldent rooms,
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Interview with the medication alde (MA) on
12117125 at 11:47am revealed:; '

-All medications were supposed to be kepl on the
medicallen cart.

-All medications were supposed fo be ordered by
a provider.

-Room chacks were conducted once per month,
-Buring room checks, staff looked for medications
in the room, bathroom and drawers (with the
resident's permission).

-if medicatlons were found in a resident's room,
the medication was removed and secured, and
the resldent was informed that the provider would
be contacted for an order.

Interview with the Resident Care Coordinator
{RCC) on 12/17/25 at 12:09pm revealad:

-She conducted room checks avery 2 months.
-During room checks, she checked the bathroom
and medicine cabinet; she did not look In the
drawers.

Interview with the Administrater on 12H17/25 at
12:33pm revealed:

-Room checks were canducted once per waek by
the MAs and RCC.

-MAs and personal care aides (PCA) were
supposed to look for medications anylime they
were In residents' rooms.

-During room checks, cabinets and badslde
iables were checked for medication.

~-All medications were supposed to be locked on
the medication cari.
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	•She 
	•She 
	•She 
	did not know why the doors did not sound. -The front door was locked between 7:00pm to 8;00pm each night, -She docun,enled Iha Information in the facillly's 

	progress notes. 

	•She 
	•She 
	did not submit an incident report. 


	Interview with the Resident Care Coordinator (RCC) on 12/17/25 at 5:45pm revealed: -There were no reports of residents walking out of the door in the last six months to her knowledge. -She did not know why lhe front entrance door on the AL did not alann when It opened. 
	•The Special Care Coordinator (SCC) unlocked the front door at 7:00am when she got to work. -The front door was unlocked for slaff's shift changed. -If a resident went out the door. it was reported to the sec. -When a resident exhibited a decline In cognltive health she notified Iha PCP and called a care plan meeting with the family to move a resident to the Speclal Care Unit (SCU) side. 
	Jnteivlew wlth Resident #10's Hospice registered nurse (RN) on 12/18/25 al 9:00am revealed: -She saw Resident #10 two times a week to check his vital signs, assess his skin and feet, and change his catheter once a month. -He had dementia and acule urinaryiract lnfectlons (UTI). -Resident #10 knew his name and sometrmes his birthday. -She was aware of his wandering. -She was not aware that he wandered outside of the faclllty. -His guardian had placed cameras In his room because he became busy during the nigh
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	between the hours of 8:00am to 5:00pm when she came to visit. 
	•She saw an increase in Resident #10's agitation around the hours of 3:00pm to 4:00pm. -He was on A1ivan 0.5mg four times aday and 1 mg as needed to manage his anxiety and for agitation (used to treat anxiety). -Due to his wandering and agitation, he was mote appropriate for the SCU. 
	Interview wllh the Admlnlstrator on 12/1B/25 at 1o:40am revealed: -She was not aware that Resident #10 had 
	walked out ofthe front door lastweek, -Resident #10 .went oufslde to sit on the porch often. -She had not read the MA's progress notes about Resident #1 O walking oulside after hours. -The MAs were to notify the RCC when they saw any changes in a resident -There was a communication book kept outside of the RCC's office regarding changes in resident conditions or ifa resident was out on leave. -The RCC should be notified ofchanges in behaviors. -The RCC and the secwere responsible for chart audits. -They wer
	Attempted telephone Interview with Resident #10's legal guardian on 12/18/25 al 11:03am was unsuccessful. 
	Attempted telephone Interview wllh Resident #10's PCP on 12/18/25 at 6:17am was unsuccessful. 
	Based on observations, Interviews, and record 
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	reviews, itwas determined that Resident #10 was not inteNiewable. 
	Refer to 1he Interview with the maintenance staff on 12/18/25 at 2:37pm. 
	Refer to Interview wl!h the Adminlslralor on 12/18/25 at 9:01am. 
	Refer to the second interview with the Administrator on 12/18/25 at 10:20am. 
	Refer to the third Interview with the Administrator on 12/18/25 at 2:54pm, 
	2. Review ofResident#1 's current FL-2 dated 09/24/25 revealed: -Diagnoses included osteoporosis, hypertension, diabetes, hyperlipldemla, and depression. -The resident was Intermlitentty disoriented and was ambulatory. -The resident's current level of care was Assisted Living (AL). 
	Review of Resident #1s Resident Register revealed the resident's admission date was 11/04/24. 
	1

	Telephone Interview wilh Resident #1's legal guardian on 12118/25al 11:07am revealed: -Resident #1 had not bounced back fully from a fall that happened on 12/31/24. -Resident #1 was confused and showed paranoid behaviors and thought the facility had gone bankrupt and she had no place to live. -Resident #1 was forgetful of herfamily member's 
	names. -Resident #1 did not know where she was. 
	•On 12/10/25, she requested a care plan meeting to discuss Resident #1. 
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	Interview with a personal care aide (PCA) on 
	12(18/25 at 10:15am revealed: 
	-She had observed Resident #1 wllh some 
	confusion such as notremembering the day of 
	the week. 
	-Last week, she could not remember the date, 
	Resident #1 asked her where the dining hall was 
	located. 
	Interview with a medication aide (MA) on 
	12/17/25 at 5:16pm revealed: -Resident #1 was 
	confused and she did not remember the day of 
	the week or where she lived, 
	-Resident #1 had a fall a month ago, could not 
	remember the exact dale, and when she returned she was more confused. -She went Into room to check Resident #1 's blood sugar and she said she was getting ready for her husband to pick her up for dinner but, ha had been dead for years. 
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	Interview with Resident #6 on 12/17/25 at 9:31am revealed: -She did notgo outside. ~She did not do much each day because her vision was not good. -She did not know how long she had been living at the facllily, but It had been less than a year. 
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	phones, -They communicated through walkie talkies where the MAs would announce on Iha faclllty sound system what resident room needed attention. -The doors were locked at 7:00pm each night. 
	Third Interview With the Administratoron 12/18/25 
	at 2:54pm revealed: -She expected staff to respond to the door alarms. -She needed to order more pagers for staff. -Every care staff should have a pager. -She did not knowaboutthe requirement for an audible sounding device on exit doors for any resident assessed to be confused or disoriented, 
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	sounding device when activated to alert stafffor 3 residents, known to be disoriented (#1, #3, #10). Resident #10 was assessed as Intermittently disoriented, walked from the frontentrance door of the facflllY and walked to the parking lot. This failure was detrimental to the residents' health, safety and welfare and constitutes a Type B Violation. 
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	be maintained in an uncluttered, clean and orderly manner, free of all obstrucllons and hazards; Notwithstanding lhe requirements of Rule .0301 of this Section, this Rule shall apply to new encl existing faciliUes, 


	This Rule Is not met as evidenced by: Based on observations and Interviews the facllfly failed to ensure the facility was free from hazards evidenced by unsecured oxygen cylinders In a resident's room. 
	The findings are: 
	Observation of resident room D5 on 12/16/25 at 9:56am revealed: -There were fourportable oxygen cylinders sittrng upright on the floor next to a wall. ~There was one oxygen concentrator silting on the floor next to the portable oxygen cylinders. -There were three out offour oxygen cylinders with green tabs. -All four oxygen cyllnders were not secured ln a rack, cart, or holder. 
	Interview with the resident In room D5 on 12/16/25 at 9:56am revealed: -The oxygen concentrator and portable oxygen cylinders came with her from the hospital a year ago. 
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	-She did not use the oxYgen, -She did not have any breathing problems to need the oxygen. 
	Interview with the Maintenance Director ·on 12116/25 at 12:40pm revealed: -He was not aware !hat oxygen cylinders were not secured ln a resident's room on the AL. -He did not checkforoxygen tanks In the residents' rooms but if he saw an oxygen lank without a crate, he would report It lo the head 
	nurse. 
	Interview with the medication aide (MA) on 12/17/25 at2:45pm revealed: 
	•She was not aware that the oxygen cylinders were not secured in a resident's room on the AL. ~Toe resident did not use the oxygen during the day but could not say ifshe used It at night. -The oxygen cylinders should be stored inside of a crate or holder to prevent an accident. -Ifshe saw any oxygen cylinders not secured, she reported It to ihe Resident Care Coordinator 
	(RCC). • 
	Interview with the Resident Care Coordinator {RCC) on 12/17/25 at 3:00pm revealed: -She was not aware that oxygen cylinders were not secured In a resident's room on the AL, -She did a walk through every two months ofall residents· rooms to ensure oxygen cylinders were secured and she was not sure how she missed the four unsecured oxygen cylinders. -She was responsible lo check the oxygen cylinders to be sure they were secured. -She was responsible to call the supply company about a secure crate for all oxyg
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	-She was not aware that oxygen cylinders were 
	not secured in a resident's room on the AL. 
	•She was aware that the oxygen cyUnders should be secured safely In crates or a holder. -The green tabs on the oxygen cyllnders meant the tank was full. -Ir thlal o)Cygen cyllndero felf, lhey could explode and hurt residents. 
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	Obseivatlon of StaffA on 12/16/25 at 10!24am revealed she prepared and administered six medlcallons to a resident. 
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	nurse for medication recertlflcatlon and signing an attendance sheet {date not specified), -She did not remember performing any return demonstrations with the nurse during the medlcallon recertification. 
	lntervlewwilh lheAdmfnfstratoron 12/18/25 at 
	1 :53pm revealed: -She could not find documentation for 5-hour and 10-hour,15-hour medication aide training, or a medication aide clinical skllls checklist completed for StaffA. -She knew Staff A had completed the 5-hour and 1 0•hour or 15-hour medfcallon aide training and a medication aide cfinlcal skills checklist had been completed because she (Administrator) was at the faclllty when Slaff A took the class. -She was responsible for ensuring training 
	documents were completed and in the staff personnel records. -Tit' Business Office _Director (8OD) was r-bla for keeping lhe staff training records 
	1

	,1ave any established limeframes for ,ffpersonnel records . 
	., the Interview with the BOD on 12/1 B/25 ,opm. 
	2, Review of Staff C's personnel record revealed: -Staff C was hired as a medication aide (MA) on 05/09/24. ~There was documentation Slaff c completed the 15-hour medication aide training on 04/08/24. -There was documentation of Staff C's medication clinlcal skills competency validation checkflst on 05/10/24. -There was no doc:umenlalion Staff O passed !he medication aide test prior to 07/05/25. ~There was no documenlatfon for an employment 
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	verification form for Staff c. 
	Telephone interview with Staff C on 12/18/25 at 12:54pm revealed: -She was a MA. -She passed 1ha state madlcatlon aide test for adult care homes in 2025. -She had not taken the slate medication alde test prior to 07/05/25. 
	•:5he worked as amedlcalion aide in a group home and had a mecllc:atlon aide certmcate. -She provided a copy ofthe certificate to the facllity upon hire In 2024. 
	-She had been administering medications atthe facility since she was hired in 2024. 
	Review of resident's electronic medication 
	administration records (eMARs) for 06/2025 revealed Staff C documented administration of medication on 06/01/25, 06/03/25, 06/04/25, 06/10/25 • 06/12/25, 06/24/25, 06/25/25, and 
	06/27/25. 
	Interviewwith the Administrator on 12/18/25 at 
	2:07pm revealed: -Staff C passed the medication aide test for adult care homes on 07/05/25 . 
	.She did not think Staff C started administering medications at the factllty until July 2025. -The Resident Cara Coordinator (RCC) was responsible for scheduling staff assignments. -She was responsible for ensuring training doc:uments were completed and In staff personnel records. -The Buslness Office Director (BOD) was responslbla for keeping stafftraining records current. -She did not have any established timeframas for audltlng staffpersonnel records, 
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	Interview with the RCC on 12/18/25 at 2:15pm revealed: ..She was unsure when she started assigning SlaffC to adminfster medications. -Staff C's Initials would be on the eMARs if she administered medlcatfons to residents. -Staff C stopped working at lhe facility in July 2025 and tetumed In August 2025. 
	Refer to the interview with the BOD on 12/18/25 at3:06pm. 
	Office Director {BOD} on 12/1 B/25 at 3:06pm revealed: -Sha was responsible for audiling personnel records. -She checked personnel records when staff received training. -She audited personnel records monthly for "differentthings". -She was not sure why she needed to check personnel files because once certifications were In the personnel record, there was no need to check the personnel record for lhe same document, and she dfd not go back Into the personnel record and recheck for the same document, -She only
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	Discontinue disposables for routine tray 
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	service, provide non-disposable place settings 


	for in-room meals except for documented isolation and safety expectations. • Completed by 12/18/25 
	This Rule is not met as evidenced by: Based on observallons, Interviews and record revlews the faclllty falled to ensure mea!Ume table 
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	Completed by 2/15/26 

	-The resident was eating her breakfast meal. 
	-The resident was eating her breakfast meal. 

	-The resident's breakfast was served on a 
	-The resident's breakfast was served on a 

	styrofoam plate with a plastic spoon, fork, and 
	styrofoam plate with a plastic spoon, fork, and 

	knife. 
	knife. 

	-The meal Included biscuits and gravy, bacon, 
	-The meal Included biscuits and gravy, bacon, 

	whole grain toast, and water in a disposable cup. 
	whole grain toast, and water in a disposable cup. 

	Interview with the resident on 12/17/25 at 8:45am 
	Interview with the resident on 12/17/25 at 8:45am 

	revealed: 
	revealed: 

	-The facility used slyrofoam plates and 
	-The facility used slyrofoam plates and 

	disposable products when resident$ o1te In their 
	disposable products when resident$ o1te In their 

	bedrooms. 
	bedrooms. 

	-She did not ask [fthere was an option to use 
	-She did not ask [fthere was an option to use 

	dinnerware but did not mind usln9 lhe disposable 
	dinnerware but did not mind usln9 lhe disposable 

	dinnerware, 
	dinnerware, 

	Observallon of a second resident in her room on 
	Observallon of a second resident in her room on 

	12/17/25 at 8:48am revealed; 
	12/17/25 at 8:48am revealed; 

	-The resident was eating her breakfast meal. 
	-The resident was eating her breakfast meal. 

	-The resident's breakfastwas served on a 
	-The resident's breakfastwas served on a 
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	styrofoam plate with a plastic spoon, rork, and knife. -The meal included grits and fresh fruit, whole grain toast, coffee, and water in a disposable cup. 
	Interview with the second resident on 12(17/25 at 8:48am revealed: -The faclllty used styrofoam plates and disposable products when resfdenls ate In their bedrooms. -She did not eat many meals in her room. 
	Obsarvatron ofa third resident In her room on 12/17/25 at 8:51am revealed: -The resident's breakfast was served on a styrofoam plate with a plastic spoon, fork, and knife. 
	-The meal included fresh fruit, bacon, whole grain toast, coffee, and water in a disposable cup. 
	Observation of a fourth resident in her room on 12/17/25 at 8:54am revealed: -The resident was eating her breakfast meal. -The resldenl's breakfast was served on a styrofoam plate with a plastic spoon, fork, and knife. ~The meal Included fresh fruit, bacon, whole grain toast, coffee, orangeJuice, and waler In a dlsposable cup. 
	lntervfewwith 1he resident on 12/17/25 at 8:45am revealed the facility served meals on styrofoam plates and disposable products when she ate meals In her bedroom. 
	Observation of a ut!fity cart with lunch meals to residents' rooms on B hall on 12117/25 at 11:57am revealed: -There were four styrofoam plates with food covered tn plastic wrap wilh a plastic spoon, fork, 
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	and knife. -Th_ere were twelve paper cups containing coffee. -There were seven slyrofoam bowls with lids. -There were sheets with the residents' names and some ofthe slyrofoam bowls with lids labeled with the names ofreslden1s. 
	Observation of a utility cart with lunch meals.to residents' rooms on D hall on 12/17/25 at 12;09pm revealed: -There were three styrofoam plates with food covered In plastic wrap with a plastic spoon, fork, and knife. -There were eight paper cups containing coffee. -There were fourstyrofoam bowls with lids. -There were sheets ofpaperwith the residents' names and some ofthe styrofoam bowls with Uds labaled with the names of residents. 
	Interview with the dietary manager on 12/16/25 at 8:30am revealed: 
	•She 
	•She 
	•She 
	was not aware she was not to serve meals to residents on disposable products. -All meals served in residents' room were served on disposable plates for easydisposal. 

	•She 
	•She 
	was trained to provide disposable products to those ealing in !heir rooms. 


	Interview with the Resident Care Coordinator (RCC) on 12/17/25 at 3:00pm revealed: -Sha was notaware she was not to serve meats to residents on disposable products. -AU three meals per day were served on disposable products lfa resident wlshed to eat In their room. -There had never been an option between disposable and non-disposable place sel!ings for residents who ate In their room. 
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	10;40am revealed; -She was not aware the faclllly was not lo serve meals to residents on disposable products. -The facility began using disposable products to serve meals to residents In their room during the COVID-19 pandemicand she lhought using disposable products were acceptable. 
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	(a) 
	An adult care home shall assure that the preparation and admfnlslratlon ofmedications, prescrlptiDn and non-prescription, and treatments by staff are In accordance wlth; {1) orders by a licensed prescribing pracU!ioner which are maintained in the resident's record; and 

	(2) 
	(2) 
	rules In this Section and the facllfly's policies and procedures, 


	This Rule Is not met as evidenced by: Based on observations, intervlews and record reviews, the facilityfalled to ensure medications were administered as ordered for 1 of5 sampled residents {#2} including a medication used to treathormone balance. 
	The findings are; 
	Review ofthe facllity's undated medication admlnlstratron policy revealed: -All medication staff members wlll pour the medication they are giving and verlry the medlcallon three times during the.pour process. -All medicaUons are administered per physician orders. -The MARs are signed/Initialed at the timethe medicalfon Is poured. 
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	Aide will note this in the MAR until the problem is 
	Aide will note this in the MAR until the problem is 

	rectified. 
	rectified. 

	Review of Resident #2's current FL-2 dated 
	Review of Resident #2's current FL-2 dated 

	09/22/25 revealed diagnoses included 
	09/22/25 revealed diagnoses included 

	hypertension. chronic kidney disease (CKD), 
	hypertension. chronic kidney disease (CKD), 

	necrollzlng vasculopathy and anemia. 
	necrollzlng vasculopathy and anemia. 

	Review ofResident #2's November2025 
	Review ofResident #2's November2025 

	electronrc medication administration record 
	electronrc medication administration record 

	{eMAR) revealed: 
	{eMAR) revealed: 

	-There was an enlryfor Eslradfol 0.01% cream, 
	-There was an enlryfor Eslradfol 0.01% cream, 
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	Insert 2 grams (gm) Into vagina once dally for 2 
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	weeks, to be administered al 7:00pm with a start 
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	-There was no stop dale for the Eslradlol 0,01% 
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	administered daily at 7:00pm from 11/05/25 to 
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	-There was an entry for Estradlol 0.01% cream, 
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	administered at 8:00am with a start date of 
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	-There was an enlryfor Estradlol 0,01% cream, 
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	Continued From page 25 insert 1gm vagfnally 3 times perweak, to be administered at 8:00am with a slart date of 11/18/25. -Eslradiol 0.01% cream 1gm was documented as administered dally at 8:00am from 12/01/25 to 12/16/26. Observation of RBS!dent #2's medlcatlon on hand on 12/18/25 revealed there was no Estradlol 0,01% cream on tile cart for Resident#2. Obseivatlon of Resident #2's room on 12(16/25 at 5:36pm revealed: -Resident #2 had an unopened box of Es!radlol 0.01%cream in her bathroom. -The prescription
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	All medication technicians must observe resident ingestion ofmedication and document on E-MAR Immediately after 
	. observation, prior to the next resident's )administration. Ensure care plan includes medication administration. Completed •by 12/18/25 
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	Continued From page 32 medication. -All medications that staff members handle, store and assist with will be documented on the eMAR In accordance with state regulallons. Review of Resident #2's current FL-2 dated 09/22/25 revealed diagnoses included hypertension, chronic kidney disease (CKD), necro!lzing vasculopathy and anemia. Review of Res!dent #Zs Resident Register revealed the resident was admitted 06/19/25. Review of Resident #2's physician orders dated 09/22/25 revealed: -There was an order for Vitam
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	Continued From page 34 -Normally, Resident #2 picked the cup up to take the medfcation as she was leaving !he room. -Resident #2 mus! not have picked the cup up lo take the medication. -She observetl Resident #2 pick the medication cup up but did not watch her take the medication. ·She documented that the medicalfons had been administered on the eMAR after she saw Resident #2 pick the medicine cup up. -Resident #2 preferred her medication in 2 separafe cups. -She saw Resident #2 take the medications In the 
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	Interview with the Administrator on 12/17/25 at 12:33pm revealed: 
	•The 
	•The 
	•The 
	MAs were supposed to obseive residents take their medfcallons. 

	•If 
	•If 
	the resident refused the medicallon, the MA was supposed to take the medication out of the room. -She was unsure why the MA left Resident #2's medication in her room. -Resident #2 did not have a self-administration order. 


	Telephone interview with a Medical Assistant at Resident #2's PCP office on 12/17/25 at 2:54pm revealed Resident #2 did not have a self-administration order. 
	Attempted Interview with Resident #2's primary care provider (PCP) on 12/17/25 al 2:54pm was unsuccessful. 
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	reason or justification for the admlnislralton of medlcatlons ortreafm ents as needed (PRN) and documenting the resulting effect on tha resident: 
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	date and time ofadminlstralfo11: 

	(7) 
	(7) 
	documentation ofany omission of 
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	medications or treatments and the reason for the omission, including refusals; and, 
	(8) name or Initials of the person administering the medication or treatment. If initials are used, a signature equivalent to those Initials ls to be documented and malntalned with the medication administration record (MAR). 
	This Rule Is not met as evidenced by: Based on observations, Interviews, and record reviews, the faclllty falled to ensure that the electronic medication administration records {eMAR) were complete and accurate for 1 or5 sampled residents (#2) related to a medlcatfon for hormone balance. 
	The findings are: 
	Review of the facility's undated medication admlnlstraUon pollcy revealed: -Medication Aides wlll document medication refusal and medfcaUon unavallable on !he electronic mecllcaUon admlnlstraUon record 
	(eMAR). 
	-All medications that staff members handle, store and assistwith will be documented on the eMAR In accordance with slate regulations. -The eMARs are slgned/lnltlaled at the Ume the medication Is poured. -Ifa medlcaUon cannot be poured, the medication aide will note this In the MAR untll the problem Is rectified. 
	Review of Resident #2s current FL-2 dated 09/22/25 revealed diagnoses Included hypertension, chronic kidney disease (CKO), necrotlzlng vasculopathy and anemia. 
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	Review ofResident #2's Resident Register revealed the resident was admitted on 06/19125. 
	Review ofResident #2's November 2025 electronic medication administration record {eMAR) revealed: -There was an entry for Estradlol 0.01 % cream, insert2 gram (gm) into vagina once daily for 2 weeks, to be administered at 7:00pm with a start date of11/04/25. (Estradlol Is a form ofestrogen used for hormone replacement therapy.) -Eslradlol 0.01% cream 2gm was documented as administered dally at 7:00pm from 11/05/25 lo 11130/25. -There was an entry for Eslradlol 0.01% cream, Insert 1gm vaginally 3 times per w
	11/30//25. 
	Review of Resident #2's December 2025 eMAR revealed: -There was an entry for Estrad!ol 0.01% cream, Insert 2gm Into vagina once dally for 2 weeks, to be administered at 7:00pm with a start date of 11/04/25. -Estradlol 0.01 % cream 2gm was documented as administered daily at 7:00pm from 12/01/25 to 12/16/25. -There was an entry for Estradlol 0.01% cream, Insert 1gm vaginally 3 times per.week. to be administered at 8:00am with a start date of 11/18/25, -Estradiol 0.01 % cream 1gm was documented as administere
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	Observation of Resident '#2's medication on hand on 12/17/25 revealed !here was no l:stradiol 
	0.01%cream on the cart for Resident #2. 
	Observation of Resident#2's room on 12/16/25 at 5:36pm revealed: -Resident #2 had an unopened box ofEslradiol 0.01% cream In her bathroom. 
	-The prescription label on the box was dated 11/03/25 with lnslruclions to Insert 2gm Into vagina once dally for 2 weeks. -The facility's contracted pharmacy filled the medication. 
	Interview with Resident#2 on 12/16/25 at 9:10am revealed: -Estradiol 0.01% cream was prescribed lo her by her primary care provider (PCP). -Sha did not know why the cream was sent because she no longer used It and had not needed ItIn 6 or 7 months. 
	Second Interview with Resident #2 on 12/18/25 at 12:59pm revealed: -She no longer used the Estradlol 0.01% cream. -Staff did not administer the cream and she would not allow staff to do so either. 
	Interview with the medication aide (MA) on 12/18/25 at 12:25pm revealed: -Estradlol 0.01%2gm was on Resident #Z's eMAR dated 11/03/25 and was to be administered for 2 weeks, -Estradlol 0.01% 2gm was s1111 showing on the eMAR along with the Estradiol 0.01% 1gm 3 times per week with the same date of 11/03/25. -Nellher dose of Estradlol 0.01% had been discontinued. -Estradlol 0.01 %was not on the medication cart. -staff knew the Estradiol 0.01%2gm stopped and 
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	should have put discontinued on the eMAR instead ofdocumenting it as administered. -She made a mistake and documented Estradiol 0.01% as administered but should have documented that the medlcatlon was discontinued, -She did not report to anyone that lhe 2 weeks for administering Estradlol 0.01 % 2gm ended but was stlll showing on the eMAR. -She did not look at the entry for Estradiol 0.01% 1gm 3 Umes perweek. -She used the eMAR to administer medication but only read the entry for Estradlol 0.01% 2gm for 2 w
	Interview with the MA Supervisor on 12/1B/25 at 2:30pm revealed: -He was responsible for supervising the MAs and assisting the Resident Care Coordinator (RCC) and Special Care Coordinator (SCC). -He did not enter orders onto the eMAR. -The RCC and secwere responsible for approving the eMARs, -The person responsible for entering orders onto the eMAR was supposed to enter stop dates for medications. 
	•If Estradlol 0.01 % for Resident #2 was ordered to be administered 3 times per week, the medication should have been entered on the eMAR In a way that it could only be documented as admlnlstered 3 limes per week so the medication would show up on the screen for the MA on those days. -The person responsible for approving the eMARs was supposed lo enter the Eslradlol 0.01% wllh only the 3 days perweek showing on 
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	the screen. -He did not know why staff documented Estradiol 0.01% as administered. -When administering medications, the MAs were to revrew the eMAR before arriving at the resident's room lo see all the medications. -MAswere to match tha medfcalfon with the order on the screen at least 3 times. 
	•If a resident refused medication, the MA was supposed to let tha PCP know. 
	Interview with the RCC on 12/18/25 at 3:02pm revealed: -Orders were sent by e-scrlpt or fax to the pharmacy. -The pharmacy entered the orders on the eMAR. -She was responsible for approving the orders on lheeMAR, -The MA Supervisor checked behind the MAs. -She did not check behind the MA Supervisor. 
	•She 
	•She 
	•She 
	did not know why Estradlol 0.01% was documented as administered for Resident #2. -If Resident #2 refused the medlcallon, the refusal should have been documented on the eMAR. 

	•The 
	•The 
	Estradfol 0.01% cream that was removed from Resident #2's room had not been opened. 


	Interview with the Administrator on 12/18/25at 1:05pm and 2:48pm revealed: -She received all resident medication orders. -When administering medicaUon, the MA was supposed to compare the medication to the eMAR and follow the eMAR. -The MAs were responsible for informing the RCC Ir medication was not available. -If there was a medication on the eMAR that was not on the medlcallon cart, the MA could not document that the medlcatlon was not available. -The pharmacy did not put a stop date on 
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	medications. -The RCC was responsible for entering the stop date for the medications. -She did not know why the MAs documented Estradlol 0.01 % as administered. 
	•Documenting that the medlcatfon was administered when it was not, was false documentation. 
	Telephone interview with a pharmacist at the 
	facility's contracted pharmacy on 12/18/25 at 1 :37pm revealed: -Resident #2.'s order for Eslradlot 0.01% was dated 11/03/25 with inslrucUons to insert 2gm into vagina once dailyfor 2 weeks followed by a maintenance dose or 1gm 3 times per week. -Estradlol 0.01% was Estrogen. -Estradiol 0.01% 2gm was to be administered to Resident #2 for 2 weeks and should have been administered from 11/03/25 to 11/17/25, -Estradlol 0.01 % 1gm was supposed to start after the 2 weeks of Estradlol O.o1% 2gm. -Pharmacy entered
	11/03/25. 
	-Estradiol 0.01%was delivered to the facility on 
	11/03/25. 
	-Refills for Eslradlol 0.01%would have needed to 
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	Continued From page 42 ba requested by 1he facility. -There had been no request for refills ofEstradlol 0.o1%for Resident #2, -One tube ofEslradiDI 0,01% contained 42gm. -Administering 2gm of Estradlol 0.o1%dally would cause the medication to run out In 21 days. Telephone Interview with the MedicalAssistant at Resldent#2's PCP office on 12/17/25 at2:54pm revealed Estradiol 0.01% cream was on Resident #2's list ofmedicaHons. Attempted telephone lnlervlew with Resident #2's primary care provider {PCP) on 12/1
	0367 Remove end secure any medications D376 found In resident rooms without provider order for self-administration. Notify PCP 
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	10A NCAC 13F .1005 Self-Administration Of Medications (a) An adultcare home shall permit residents who are competent and physlcally able to self-administer their medications ifthe following requirements are met: (1) the self-administration Is ordered by a physician or other person legally authorized to prescribe medications In North Carolina and documented In the resident's record; and (2) specific instrucllons tor administration of prescription medications are printed on the medication label. This Rule ls 
	-

	to determine ifself-administration is low-risk and appropriate. Obtain order for self-administration and provide label with Instructions and lockboxIfresldent Is determined appropriate to self-administer. Update care plan to reflect self-administer order. Completed by 12/19/25 Implement self-ad min standardized assessment, provider order, and labeled . instructions. Complete periodic re-evaluation l of residents with self-admin orders. Prohibit ' staff from leaving doses In rooms absent a valid self-ad min 
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	reviews, the faclltty failed to ensure 3 of7 sampled residents {#2, t/6, #7) had physicians' orders to self-administer medications to include medications for arthritis, allergies, lnRammatlon and hormone balance (#2), constipation (#6), and allergies (#7). 
	The findings are: 
	Review ofthe facllily's undated Medicatlon administratlon policy revealed: -Residents will be placed Into one of three medication assistance categories: lndependimt, Assistance, and Adminlstratlon. -The Independent resident ls able lo safely self-manage !heir own medications Including storage, administration, and reordering. -Residents !hat require assistance are aware they are taking medfcalion but require and need coaching, reminders, assistance with containers, may use an enabler, and needs/request assis
	1. Review of Resident #2's current FL-2 dated 09/22/25 revealed diagnoses Included hypertenslon, chronic kidney disease (CKD), necrotizing vasculopalhy and anemia. 
	Review ofResident #2's Resident Register revealed the resident was admitted 06/19/25. 
	Review of Resident #2's current care plan dated 06/20/25 revealed: 
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	-She was oriented. 
	-Her memorywas adequate, 
	--She had no problems with ambulallon. 
	-She required limited assistance with bathing. 
	-She was Independent for eating, tolletlng, 
	ambulaUon, dressing, grooming and transfer. 
	-Staffwere to administer her medical!ons. 
	Reviewof Resident #2's record revealed there 
	was no assessment or order for 
	self-administration of medication. 
	Observations ofResident #2s room on 12/16/25 
	1

	at 9:10am revealed: 
	-Resident #2 was sitting in her recliner. 
	-On fhe bathroom sink was a manuafactured 
	label ofTylenol Arthritis (used to treat minor 
	aches and pains associated with arthritis}, a 
	manufactured tabled bottle ofBenadryl 25mg 
	(used to treat a[[ergles), a prescription bottle of Meloxlcam 15mg dispensed 05/29/21(used to treat lnfiammallon), a prescription boltle of Amoxlcillln 500mg dispensed 01/11/25 (used to treat bacterial infecllons), Advil (used to treat pain and Inflammation), Pepcld (used to treat stomach acid), Tylenol 8-hour Arthritis (used to treat minor aches and pains assoclaled with arthritis), and Aleve (used to treat minor aches and pains}. -In the bathroom medicine cabinet was a tube of Estrad!ol 0.01% cream, Anefr
	Interview of Resident #2 on 12/16/25 at 9:1oam revealed: 
	•She thought she had only been at the facillty for 
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	3 weeks. 
	•She thought staff knew she had the medication In her room. -The medication was packed in her belongings wh.en she'was admitted to the facility_ -She did not take any ofthe medicallon because ft was old. -She did nol take the Advil and Pepcid because she did not need If. -The Eslradiol 0.01 % cream was prescribed to her by her primary care provider (PCP). -She did not know why the cream was sent because she no longer used It and had not needed It in 6 or 7 months. -She had an outside PCP and did not switch 
	lnfervlewwilh Resfdent#2's family member on 12/17/25 at 2:42pm revealed: -The over the counter (OTC) medications Resident #2 had in her room were medications she tookwith her lo the facility because she did not realize she could not have the medfcattons in her room. -She did not know where the prescrlptlon medications came from because she turned all prescription medications Into the faclllly. -The prescription medications may have been in Resident #2's beJongings when she moved In. 
	Review of Resident #2's October 2025 electronic medication admlnislratlon records (eMARs) revealed there were no entries for Estradlol 
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	Continued From page 48 -There was no order for Tylenol Arthritis and no known risk wlth Resident #2 taking lhe medication. -There was no order far Pepcid and no known rlsk to-Resident #2. -There was no order for Bacllracln ointment, Anefrin Nasar Spray, and Nose Belter Natural Mist and no noted risk. Interview with the medication aide (MA) on 12/17/26 at 11:47am revealed: -Resident fl2 did not have a self-administration order. -Resident #2 was not supposed to have any medications in her room. -She was not a
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	removed. 
	Interview with the Medical Assistant at Resident 
	#-2's PCP office on 12/17/25 at 2:54pm revealed: -Tylenol Arthritis, Benadryl 25mg, Meloxicam 16mg, Amoxlclllln 500mg, Advll, Pepcld, Tylenol 8-hour Arthrilis, Aleve, Anerrln nasal spray, Nose Better natural mist and Bacl!racln Ointment were not on Resident #2's medication,lisl -Estradiol 0.01 % cream was on her medication list. -Resident #2 did not have a self-administration order. 
	Altampled telephone interview with Resident #2's primary care provider(PCP) on 12/17/25 at 2:54pm was unsuccessful. 
	Refer to interview with the medlcatlon aide (MA) on 12/17/25 al 11:47am. 
	Refer to Interview with lhe RCC on 12/17/25 at 12:09pm. 
	Refer to Interview wllh the Administrator on 12/17/25 at 12:33pm. 
	2. Review ofResident #7's current FL-2 dated 11113/25 revealed diagnoses Included hypertension and hyperlipidemla. 
	Review of Resident #7's physlclan's orders dated 11/13/25 revealed: -There was an order for Deep Sea 0.65% Nose Spray !nstlll 2 sprays Into each noslril as needed for congestion. (Deep Sea 0.65% Nose Spray Is used to treat congestion.) -There was an order for Flutlcasone Propionate 50mcg Spray lnstlll 1 spray Into each noslrl twice daily. (Flutlcasone Proplonate fs used to treat 
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	allergles and congesllon.) 
	ReviewofResident #7's Resident Register 
	revealed the resident wa!; admitted 06/26/23. 
	Review ofResident #7's current care plan dated 12130/24 revealed: 
	•He 
	•He 
	•He 
	was oriented. 

	•His 
	•His 
	memory was adequate. ~He had no problems with ambulation. -He required supeivlslon while bathing. -He was Independent for eating, tolletlng, ambulation, dressing, grooming and transfer. -There was no documentation regarding admlnlslering of medication. 


	Review of Resident #7's record revealed there was no assessment or order for self-admlnlstralfon of medication. 
	Observations ofResident #7's room on 12/16/25 at 9:46am revealed: -Resident #7 was lying on his bed awake. -On the table beside his recliner was an empty prescription box labeled Flu!lcasone Propionate 50mcg with Instructions to use twice a day. -Beside the Flulicasone Propionate box, there was a bottle ofprescription Sodium Chloride 0.65% Nasal Spray with Instructions to spray 2 sprays into each nostril every 4 hours as needed for congestion. 
	Interview of Resident #7 on 12/16/25 at 9:46am revealed: -He called the nasal spray an Inhaler. -He used the nasal spray when he was short of breath walking around the building 
	Review of Resident #7's October2025 electronic medication administration records (eMARs) 
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	revealed there was an entry for Deep Sea 0.65% Nose Spray fnsllll 2 sprays into each nostril as needed for congestron, 
	Review of Resident #7's November2025 electronic medication administration records (eMARs) revealed there was an enlly for Deep Sea 0.65% Nose Spray lnsllfl 2 sprays into each nostril as needed for congestion. 
	Review of Resident #l's December2025 electronfc medication admln[stratlon records (eMARs) revealed there was an entry for Deep Sea 0.65% Nose Spray rnstlll 2 sprays Into each nostril as needed for congestion. 
	Interview with the medication aide (MA) on 12117/25 at 11:47am revealed: 
	•Resident #7 did not have a self-admlnistraUon order. -Resident #7 should not have had nasal spray In his room. -She was unsure how the Sodium Chloride 0.65% Nasal Spray 90! ,n Resident #7's room. -AU prescrlbed nasal sprays for Resident #7 were locked on the medication cart. -Resident #7's medications were administered at the medication cart. -She did not go into Resident #7s room to administer medications. 
	1

	Interview with the Resident Care Coordinator (RCC) on 12/17/2.5 at 12:09pm r/!vealed: -She was not aware Resident #7 had Sodium Chlorlde 0.66% Nasal Spray In his room. -She was unsure how the nasal spray got in Resident #7'5 room. 
	lnlervlew with Iha Administrator on 12117/25 at 12:33pm revealed: 
	ID 
	ID 
	ID 
	PROVIDER'S PLAN OF CORRECTION 
	(XS} 

	PREFIX 
	PREFIX 
	{EACHCORRECTIVEACl"ION SHOULD BE 
	COMPLETE 

	TAO 
	TAO 
	CROS5-REFERENCED'TOTHEAPPROPRIATE 
	DATE 

	TR
	DEFICIENCY) 

	D375 
	D375 


	Division ofHealth Service Regulallon 
	.,,, 
	PRINTED: 01114/2026 FORM APPROVED 
	Division of Heallh Service Reaulalion STATEMENTOF DEl'ICIENCl/:S 
	(X3) DATE SURVEY AND PLAN OF COR~ECTION 
	(X1) PROVIDER/SUPPLIER/CUA 
	(X1) PROVIDER/SUPPLIER/CUA 
	(X2) MULilPLE CONSTRUCTION 
	COMPLETED
	IDENTIFICATIONNUMBER: 
	A.BUILDING: _______ 

	R 
	B. WING_________
	HAL092215 
	12/18/2025 
	NAME OFPROVIDER OR SUPPLIER STREl::TADDRESS, CITY, STATE, 21P CODE 
	20D MINGLEWOOD DRIVE
	CADENCE GARNER 
	GARNER, NC 21529 
	(X4)ID PRE:AX TAG 
	D 375 
	SUMMARYSTA7EMENTOF DEFlCIENCll:S (EACH DEFICIENCY MUST BE PRECEDEDBY FULL REGULATORY OR I.SC IDENTIFYING INFORMATION) 
	ConUnued From page 52 
	-She was not aware Resident #7 had Sodium Chloride 0.65% Nasal Spray In hls room. -Resident #7's medications came from Veteran's Affalrs (VA) and were mailed to the facility most of the time. -Sometrmes, Resident #7 brought medications back with t1!m from appolntmenls that a famlly member transported him to. 
	•She did not know why Resident #7 had Sodium Chloride 0.65% Nasal Spray in his room. 
	Attempted telephone contact with Resident #7's 
	pharmacy on 12/18/25 at 11 :39am was 
	unsuccessful. 
	Attempted telephone contact with Resident #7's primary care provicer (PCP) on 12118/25 at 11 :39am was unsuccessful. 
	Refer to interview with the Medication Aide (MA) on 12/17/25at 11:47am. 
	Refer to lntervlewwllh the RCC on 12(17/25 at 12:09pm. 
	Refer to Interview wllh the Adminlslra!or on 12/17/25 at 12:33pm. 
	3. Review of Resident #B's current FL-2 dated 10/22/25 revealed: -Diagnoses Included atrial flbrlllatlon, asthma, hypertension, and chronic obstructive pulmonary disease. -There was no physlolan's order for Lactulose (used lo treat constipation}. 
	•There were no physlclan orders for Resident #6 to self-administer medical!on ofany kind. 
	Revlew of Resident #S's Resident Register dated 10/27/25 revealed the resldent was admitted on 
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	10/31/25 from anotherfaclllty. 
	Review ofResident #B's care plan assessment dated 10/30/25 revealed there was a handwrillen entry that "staff administers medicallonsn. 
	Review ofResident #6's record revealed there was no assessment of the resident to self-administer medication ofany kind. 
	Observation ofResident#S's bathroom on 12(16/26 at 10:01am revealed there was a prescription bottle ofLactulose SOL 10mg to be administered each day as needed (a medication used to treat constipation) sitting on top of the sink in the bathroom. 
	Interview with Resident #6 on 12/16/25 at 10:01am revealed: -She was unaware that Iha medication Lactulose SOLwas In her bathroom. 
	•She had not used the medication Lacutolose SOL. -All of her medications had been given to her by the faclllly staff, 
	Interview with Resldent#6 on 12/17/25 at9:31am revealed: -Slaff administered her medications. -She could not take any medications herself because she could not see very good because of rnacular degeneration (a disorder ofthe ,eye causing blUllY or dark spots and difficulty with reading). 
	Review of Resident #B's October 2025 electronic medication administration records (eMARs) revealed there was no enl!y printed to the eMARs for Lactulose Solution. 
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	Review ofResident #S's November 2025 eMARs revealed there was no entry printed to the eMARs for Lactutose Solution. 
	s December 2025 eMARs revealed there was no entry printed to the eMARs for Lactulose Solulion, 
	Review of Resident #6
	1

	Interview with the Resident Care Coordinator (RCC) on 12/18/25 at4:02pm revealed: -She spoke to Resident #6 about the bottle of Lactulose Solutlon. -The resident told the RCC that she did not know where the Laclulose came from, and she thought itwas a mouthwash. s room on 12/16/25 by the medication aide (MA). 
	-The Lactulose was removed from Resident #6
	1

	Interview with Resident #B's Primary Care Provider (PCP) on 12/17/25 at 12:02pm revealed: -She saw Resident #6 two or three times since admission to lhe facility. -Resident #6 had some forgetfulness and needed some "prodding" which meant questions needed to be asked In different ways. -She had not completed an FL-2 for Resident #6. -She did not recall ever prescribing Lactulose for Resident #6. -She did not often prescribe Laclulose. -She did not know.If Resident #6 self-administered medlcal!on. -She would 
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	Interview with the medication aide (MA) on 12/17/25 at 11:47am revealed: ' 
	•AU medicaliDns were supposed to be kept on the medication cart. -All medications were supposed to be ordered by a provider. -Room checks were conducted once per month. -During room checks, staff looked for medications In the room, bathroom and drawers (with the resident's permission). 
	-Ifmedications were found In a resident's room, 
	the medication was removed and secured, and the resident was Informed that the provld er would be contacted for an order. 
	Interview with the Resident Care Coordinator {RCC) on 12/17/25 at 12:09pm revealed: .Sha conducted room checks every 2 months. -During room checks. she checked the bathroom and medicine cabinet; she did not look In the 
	drawers. 
	Interview with the Administrator cm 12/17/25 at 12:33pm revealed: -Room checks were conducted once per week by the MAs and RCC. -MAs and personal care aides (PCA) were supposed -to look for medications anytime 1hey were in residents' rooms. -During room checks, cabinets and bedside tables were checked for medication. -All medications were supposed to be locked on the medication cart. 
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