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Initial Comments

[
The Adult Care Licensure Section and the
Buncombe County Department of Social Services
conducted an annual and follow up survey and
complaint investigationé on 03/03/26 - 03/04/26.
The complaint investigations were initiated by the
Buncombe County Department of Social Services
on 01/02/26, 02/18/26, ?nd 02/19/26.

10A NCAC 13F .0306 (a)(3) Housekeeping And
Furnishings

10A NCAC 13F .0306 Housekeeping And
Furnishings

(a) Adult care homes shall

(3) have furniture that is clean, safe, and
functional; ‘

Notwithstanding the requirements of Rule .0301
of this Section, this Rulg shall apply to new and
existing facilities. '

This Rule is not met as jevidenced by:

Based on observations, interviews and record
review, the facility failed|to ensure 8 of 8 dining
room chairs were clean and in good repair.

The findings are:

Review of the facility's olénsus report dated
03/03/26 revealed there were 9 residents residing
in the facility.

Observation of the dinin% room on 03/03/26 at
9:00am revealed: 1
-There were 8 dining rodm chairs.
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-The upholstered fabric on the seats and backs of
8 chairs were heavily stained with brown and gray
grime. '

-One chair had 4 large Lorizontal tears across the
seat with the foam mat?rial visible.

-Five chairs had 1 large horizontal tear across the
seat with the foam material visible.

-The stain on the wood of the chairs was faded
and coming off in areas|and scratched
throughout. |

Review of the facility's It‘)cal county environmental
health department report dated 02/16/26 revealed
photos were reviewed of bed bugs inside the
dining room. |

Interview with one resident on 03/04/26 at 4:07pm
revealed the chairs had looked the same way for
a long time and thought they should look better.

[
Interview with a second resident on 03/04/26 at
4:11pm revealed: J
-The chairs were damaged.
-The chairs needed to be cleaned or replaced.

Interview with a third reiident on 03/04/26 at
4:09pm revealed he did not like sitting on the
dining room chairs to ea} his meals so he ate all
his meals in his room.

Interview with the Resident Care Coordinator
(RCC) on 03/03/26 at 2:21pm revealed:

-She would not sit on the dining room chairs
because of the condition they were in.

-She was not responsiblé for making decisions
about purchasing new fuirniture.

Interview with the Administrator on 03/03/26 at
2:30pm revealed:

-She was aware of the condition of the chairs
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because it was brough;to her attention from staff
from DHSR Construction on 02/18/26.
-She was looking at opqons for the chairs.
-The staff never reported the condition of the
chairs to her.
-She walked through the facility at least two times
per week and she never noticed the chairs.
D 079 D 079

10A NCAC 13F .0306 (?)(5) Housekeeping and
Furnishings

10A NCAC 13F .0306 I-lousekeeping and
Furnishings

(a) Adult care homes shall:

(5) be maintained in an|uncluttered, clean and
orderly manner, free of é“ obstructions and
hazards;

Notwithstanding the requirements of Rule .0301
of this Section, this Ruld shall apply to new and
existing facilities.

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

Based on observations, Interviews, and record
reviews, the facility failed to maintain an
environment that was cléan and free from
hazards related to bed bugs.

[
The findings are: [

Review of the facility's local county environmental

!

Division of Health Service Regulation

STATE FORM

v 5IN711

If continuation sheet 3 of 29




PRINTED: 03/27/2026

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (5(1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ; COMPLETED
[ A. BUILDING:
R
HAL011372 B. WING 03/04/2026

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

95 RICHMOND HILL ROAD

RICHMOND HILL ASSISTED LIVIN
s i ASHEVILLE, NC 288086

SUMMARY STATéMENT OF DEFICIENCIES

health department report dated 02/16/26
revealed:

-There were 12 residents residing in the facility.
-The facility received 22 demerits (approved
score is 40 demerits or less).

-Bed bugs were currently an active issue at the
facility.

-Photos were reviewed pf bed bugs inside the
dining room.

-Staff observed bed bugs in the laundry room, in
one resident's room, onthe couches in the living
room, and on a resident's clothing and in his
beard.

Review of the facility census report on 03/03/26
revealed there were 9 rgsidents currently in the
facility.

Review of information about bed bugs from the
Centers for Disease Control (CDC) dated
04/26/24 revealed:

-Bed bug infestations ugually happened around
where people slept.

-Bed bugs hid during the day in the seams of
mattresses, box springs, bed frames,
headboards, dressers, in cracks, in crevices, and
behind wallpaper.

-Bed bugs could travel gver 100 feet at night but
tended to live within eight feet of where people
slept.

-Signs of infestations ingluded bites on the face,
neck, arms, and other parts of the body,
exoskeletons and live bed bugs in the folds of
mattresses and sheets, rusty colored blood spots
on mattresses, sheets, and nearby furniture, and
a sweet musty odor. |

-Professional pest contr$i companies should be
contacted to treat bed btlilg infestations.

Observation of an empty office in the facility on
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03/04/26 at 9:34am revealed there were multiple
dead bedbugs on the flgor near the walls.

Interview with one resident on 03/03/26 at 9:20am
revealed the Maintenange Director sprayed his
room for bed bugs on 03/02/26 and he saw bed
bugs in a common bathtoom one month ago.

Interview with a second resident on 03/03/26 at
9:30am revealed he saw bed bugs in the living
room last week and the staff had sprayed for the
bugs, but professional pest control had not been
to the facility "in a while'|.

Telephone interview with a third resident on
03/03/26 at 3:34pm revealed:

-He left the facility the previous weekend and
went to a family member's home because he was
"terrified" of the bed bugs.

-He found a bed bug on|the ace bandage on his
lower leg and some fell put of the ace bandage as
it was being removed.

-He received a new elegtric wheelchair and did
not want it infested with bed bugs.

-There were not a lot of bed bugs in his room until
the room next door was sprayed for the bugs and
then the bugs "came running” to his room.

Review of text messagep from the third resident
on 02/23/26 and 02/27/26 revealed:

-There was a photo of a|bed bug on his ace
bandage on his leg.

-There was a photo of 4\bed bugs on a sheet that
fell out of the ace bandage on the leg.

Interview with a fourth resident on 03/04/26 at
4:09pm revealed: |

-He saw bed bugs in his,room on 03/03/26.
-Staff came to take his mattress and there were
about 20-30 live bed bugs under it,
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Interview with a fifth resident on 03/04/26 at
2:15pm revealed:

-He first saw bed bugs about 3 months ago.

-He saw the bugs in the kitchen, living room, and
in his room.

-There had not been any treatment for the bed
bugs until last week. |

Interview with a sixth resident on 03/04/26 at
2:27pm revealed:

-He first saw bed bugs 2 months ago and
reported it to staff. ‘

-He saw bed bugs in hig bed.

-He knew the staff treated bed bugs in one
resident's room in the past but not the entire
facility.

-The facility did not do anything about the bugs
until this past week.

Interview with a personal care aide (PCA) on
03/03/26 at 9:40am and 03/04/26 at 2:30pm
revealed:

-The facility started treatment for the bed bugs
last week.

-The bed bugs were in the facility for at least 1 to
2 months.

-The facility sprayed for the bugs one time, but
then the bugs came bagk.

-One resident complained about bed bugs in his
room.

-Another resident's room was treated for bed
bugs and his room changed two times.

-She saw a bed bug in g resident's room and in
the staff's bathroom in the last 7 days.

-The facility was treated|for bed bugs last year
about mid year. !

Interview with a medication aide (MA) on
03/04/26 at 2:45pm revealed:

Division of Health Service Regulation |
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-There were bed bugs in the facility.
-Some staff had bed bugs on them.
-Staff reported the bed bugs to the Administrator.

Interview with a second|MA on 03/04/26 at
2:52pm revealed:

-The facility had bed bugs for at least 6 months.
-She saw bed bugs in the kitchen and residents
showed her bed bugs.

-She was bitten by the bed bugs in this facility
several times and reported it to management and
now worked at a sister facility.

-She was informed by management that the pest
control company was cgming to spray.

-Pest control had not been to the facility for at
least 2 months.

Interview with a third MA on 03/04/26 at 2:56pm
revealed:

-There were bed bugs in the facility.

-She saw some bed bugs in a resident's room
two manths ago and reported it to the
Administrator.

-She saw bed bugs again about 3 weeks ago.

Interview with the Resident Care Coordinator
(RCC) on 03/04/26 at 2:16pm revealed:

-Staff reported to the Administrator there were
bed bugs in the facility 1 - 2 months ago.

-Her office was in another building, but she
walked through the facility daily and did not see
any bugs.

Interview with the Maint¢nance Director on
03/03/26 at 10:48am and 03/04/26 at 11:35am
revealed:

-The facility had bed bugs and he emailed the
Owner and he responde!d that pest control
sprayed for the bugs.

-There were two different pest control companies
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that came out to the fadility last year and sprayed
for the bugs.

-The treatment that the pest control companies
did was not effective.

-He researched on the internet how to get rid of
the bed bugs and found a company to purchase a
heat tent from.

-The tent was delivered|on 02/24/26 and the
recommendation was tq put all the resident's
belongings in the tent and heat them to above
120 degrees Fahrenheit for 1-3 hours.

-He started this procedure last week on Friday
(02/27/26).

-He did not consult with|anyone from a
professional pest contral company about the bed
bug treatment he found jon the internet.

-All items were removed from the resident's room
and heat treated for 1 - B hours at 132 degrees
Fahrenheit outside in a tent.

-They were completing 8 rooms at a time and
would be done by the end of the day on 03/03/26.
-The floors were swept, and mopped, and the
entire room to include olitlets and vents were
sprayed with an insecticide.

-All the mattresses and couches were covered in
a flame-resistant plastic, and it would be left like
that for 1 month to kill any bed bugs.

-He purchased new sheets, blankets, and pillows
for the residents.

-He thought the facility was bug free now.

-The facility did not have a contract with a pest
control company.

Observation of the outside grounds of the facility
on 03/03/26 at 10:49am|revealed there was a
large black tent that contained mattresses and
dead bed bugs on the flpor of the tent.

Review of Service Reparts from a local pest
control company revealed:
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-Room 11 was treated for bed bugs on 03/31/25.
-The facility's resident rooms, and common areas
were treated for bed bups on 04/10/25.

-The facility's resident rooms were treated for bed
bugs on 05/02/25.

Review of Service Reports from a second local
pest control company revealed:

-The facility was treated for bedbugs on 08/27/25.
-The common areas angd resident rooms were
treated for bed bugs on|11/30/25.

Review of an email from the second pest control
company dated 12/11/25 revealed:

-He inspected the facility and found live bed bugs.
-He recommended an initial treatment and then
an on-going monthly sefvice to prevent future bed
bug problems.

Interview with the Adminstrator on 02/18/26 at
2:00pm revealed:

-She was unaware of the magnitude of the bed
bug situation.

-She was going to make arrangements for pest
control to evaluate the facility, which included the
use of a vacuum cleaner.

-The facility did not own/a vacuum cleaner.

Interview with a Field Inspector with a third local
pest control company on 02/18/26 at 3:30pm
revealed:

-He inspected the facility that same day and
confirmed bed bugs were in rooms 2, 3, 7, and 9.
-He gave written treatment recommendations to
the Administrator and which included removing
resident belongings, vaguuming the mattresses,
cleaning and vacuuming the common areas.
-Nothing should be taken back into the facility
until treatment was completed.

-He was scheduled to return to begin the
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treatment the following week.

Observation of the facility on 02/20/26 at 2:00pm
revealed:

-Resident rooms 2, 3, 7, and 9 still contained
resident belongings.

-One resident was in bed where bed bugs had
been observed on the mattress by the Field
Inspector two days earler.

Interview with a PCA on 02/20/26 at 2:15pm
revealed they had not received instructions to
prepare the facility for bed bug treatment.

Interview with the Adminstrator on 02/20/26 at
2:30pm revealed:

-There were plans to prepare the facility for bed
bug treatment the weekiend of 02/21/26.

-The pest control personnel were supposed to be
begin treatment on 02/37/26.

-She had been unable to prepare the facility for
bedbug treatment due to "meetings."

Interview with the Field :Inspector from the third
pest control company on 02/20/26 at 3:.00pm
revealed:

-The pest control company was available to treat
the facililty on 02/23/26,

-The facility scheduled freatment for 02/27/26.

Review of an email from the Administrator to the
Field Inspector from a local pest control company
dated 02/26/26 revealeq:

-The Administrator postPoned the scheduled
treatment for bedbugs.

-The Owner and Maintgnance Director were
doing "some kind of heat treatment" for the
bedbugs. [

Telephone interview with the same Field
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Inspector at the third local pest control company
on 03/04/26 at 9:53am revealed:

-The facility had a "major" bed bug infestation.
-His company was scheduled to start their
procedure to rid the faclity of the bed bugs on
02/25/26 but the facility|postponed it.

-He tried to speak with the Administrator, but she
would not return his teleéphone calls, so he drove
out to the facility on Friday (02/27/26) and saw
the facility was in the process of heat treating
items themselves.

-The heat treatment thel facility did would not
exterminate all the bed bugs as heat treating only
worked if the entire building was heat treated at
once with a temperature greater than 140
degrees Fahrenheit.

-The chemical spray the facility used was a
disinfectant and not the|same chemicals the pest
control company would use to exterminate the
bedbugs.

-The chemical spray the facility used would not be
effective long term becguse the bed bugs
retreated into the walls pnly to come out into the
open at a later date.

Interview with the Administrator on 03/04/26 at
10:00am and 2:34pm revealed:

-The bed bugs were always contained in one
resident's room.

-She and the Maintenance Director sprayed an
over-the-counter bed bug insecticide every 1 - 2
weeks.

-The staff sprayed daily|in the facility.

-She thought the bed bug problem was resolved
because they no longer saw any bugs.

-She informed the Owner that pest control was
needed one month earlier.

-She made a contract with a local pest control
company, and they assessed that there were
bugs in 4 rooms and re¢commended the entire
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facility be treated but the Owner of the facility
decided on a different treatment.

Telephone interview with the facility's Owner on
03/04/26 at 3:30pm revealed:

-He knew there were bed bugs in the facility and
the staff continuously sprayed insecticide in the
facility and multiple pest control companies had
been out to the facility last year to spray for the
bed bugs.

-He thought the pest control companies were
incompetent or wanted more business because
what they did to get rid of the bed bugs was not
effective.

-He and the Maintenange Director started a new
heat treatment, and he knew it worked because
he saw the dead bed bugs.

-All items in the residents' rooms were heat
treated in a tent outside and the rooms were
cleaned and sprayed with insecticide.

-He would contact a pest control company if the
heat treatment did not work, but he knew it
worked because he saw the dead bed bugs.
-He was doing much more to get rid of the bed
bugs than the pest contfol companies.

-He had spent $15,000 + $20,000 on the bed bug
Issue.

Management failed to ensure that the facility was
clean and free of hazards related to long term
bedbug presence. Resident complained to staff of
bed bug activity in the facilty periodically for
approximately 10 months. The facilty contacted a
pest control company on 12/11/25 that
recommended an initial treatment and then
monthly services therealfter to prevent future
issues; services were never completed. On
2/18/26, another pest cdmtrol company was
contacted and completed a site visit where active
bedbugs were found in multiple rooms. This pest

Division of Health Service Regulation

STATE FORM

6890

5IN7T11

If continuation sheet 12 of 29




PRINTED: 03/27/2026

‘ . FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1] PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: e — COMPLETED
R
HAL011372 B. WING 03/04/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
95 RICHMOND HILL ROAD
RICHMOND HILL ASSISTED LIVING # 5
S8 N ASHEVILLE, NC 28806
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR |.SC IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

D079 Continued From page 12 D 079

control company gave written treament
recommendations, instructions on how to prepare
the facility for treatment and scheduled a
treatment date. On 2/26/26, the Administrator
canceled the appointment for treatment indicating
the Owner decided to complete their own
alternative treatment which began on 2/27/26.
The delay of treatment from 12/11/25 - 02/27/26
resulted in continued bed bugs throughout the
facility, including bedrooms, eating areas and
other common areas. In addition, during this time,
bed bugs were found on resident's bodies with
some residents having bites and skin irritation.
This failure was detrimental to the health safety
and welfare of the residents and constitutes a B
Violation.

The facility provided a plan of protection in
accordance with G.S. 131D-34 on 03/04/26.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED APRIL 18,
2026

D 282 10A NCAC 13F .0904(a)(1) Nutrition and Food D 282
Service

10A NCAC 13F .0904 Nutrition and Food Service
(a) Food Procurement/and Safety in Adult Care
Homes:

(1) Facilities with a licensed capacity of 7 to 12
residents shall ensure food services comply with
Rules Governing the Sanitation of Residential
Care Facilities set forth in 15A NCAC 18A .1600
which are hereby incorporated by reference,
including subsequent amendments, assuring
storage, preparation, and serving food and
beverage under sanitary conditions.

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

Based on observations, |record reviews, and
interviews, the facility failed to ensure food stored
and served to all residents was protected from
contamination related ta foods stored that were
not labeled, dated or discarded, the sanitation of
the refrigerators and freezers, and proper storage
of chemicals.

The findings are:

1. Observation of the kitchen on 03/03/26 from
9:00am to 3:45pm revealed:

-There were two large, plastic zipper bags of
sliced cheese that were opened, removed from
their original packaging end located in the
refrigerator that were not labeled with the date
they were opened or placed in the refrigerator.
-There were two plastic gipper storage bags of
deli meat that were opened and unlabeled in the
refrigerator.

-There were two gallons of unopened milk located
in the refrigerator and had expiration dates of
03/01/26 and 03/02/26.

-There were loose food particles and food stains
located on the refrigerator floor.

-There were two contairlers of cleaning chemicals
stored on the counter near the stove where food
served to residents was being prepared.

-There were five large, ﬂjpped bags of pancakes
and waffles that had begn removed from their
original packaging and lpcated in the storage
freezer in the living room that were not labeled
and not dated.
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Interview with a PCA on 03/03/26 at 12:10pm
revealed:

-The personal care aides (PCA) were responsible
for preparing the meals| served to residents.

-The food for each meal was delivered daily to
the home from another facility on the premises.
-She temporarily stored the chemicals on the
counter near the stove and planned to place them
under the sink. ‘

-She did not know opened containers and food
items stored in the refrigerators, freezers or
cabinets and served to residents, were supposed
to be labeled with the date they were opened/
stored.

-She was not aware there were gallons of expired
milk in the refrigerator.!

-The PCAs were responsible for cleaning and
sanitizing the refrigeraior and kitchen to ensure
spills were cleaned up.

-She did not know when the last time the
refrigerator was sanitized.

Refer to interview with the Maintenance Director
on 03/04/26 at 11:40am.

Refer to interview with;the Resident Care
Coordinator (RCC) on|03/04/26 at 10:45am.

Refer to interview with the Administrator on
03/04/26 at 12:20pm. |

|
2. Observation of the food storage room located
in another facility on the premises on 03/03/26 at
2:31pm revealed:
-There was ice buildu;L on the reach-in freezer
floor and ice buildup on raw frozen food located
on the reach-in freezer floor.
-There were three large boxes of oranges and
bananas that were cci/ered with gray and green
Division of Health Service Regulation ‘
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fuzz.
-There were two containers of chemicals stored
above food served to residents.

Refer to interview with the Maintenance Director
on 03/04/26 at 11:40am.

Refer to interview with the RCC on 03/04/26 at
10:45am.

Refer to interview with the Administrator on
03/04/26 at 12:20pm.

Interview with the Maintenance Director on
03/04/26 at 11:40am revealed:

-He was responsible for placing weekly food
orders through the facility's contracted food
service provider, unloading food deliveries,
storing the delivered foed in the storage freezers
and completing weekly menus.

-He did not know he was required to label and
date food items when they were removed from
their original packaging|and stored in the resident
homes on the premises.

-He rotated older food tp the front of the freezers
when new food deliverigs arrived.

-The RCC was responsible for cleaning the
overstock storage room.

-Night shift and day shift PCAs were responsible
for obtaining food from the storage room and
delivering to their assighed house to prepare the
following day.

-He believed the unopened expired milk found in
the kitchen that serviced residents had been
previously frozen.

-He expected a better system for identifying
expired foods, labeling f dating opened foods
stored for residents and sanitation of the storage
room.

D 282
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Interview with the RCC pn 03/04/26 at 10:45am
revealed:

-She was responsible far overseeing all PCAs
and their duties such as sanitation of the kitchens
and storing chemicals sgparately from resident
food and discarding expired foods.

-There was not a log orischedule for staff to sign
when sanitation of the kitchen was conducted.
-She did not know opened foods stored for
resident consumption should have been dated or
labeled.

-She expected all staff to discard spoiled foods
appropriately and sanitize kitchens daily.

Interview with the Administrator on 03/04/26 at
12:20pm revealed:

-The RCC was responsible for overseeing food
distribution to resident homes, sanitation of the
food storage room and the PCAs who prepared
meals for residents.

-The Maintenance Diregtor was responsible for
placing food orders with the facility food provider,
stocking the food deliveries and distributing
menus to the resident homes.

-She was not aware opened foods stored for
consumption needed to be dated and labeled.
-The PCAs were resporsible for sanitizing the
kitchen and discarding expired foods.

D 290, 10ANCAC 13F .0904(09(1) Nutrition And Food D 290
Service

10A NCAC 13F .0904 Nutrition And Food Service
(c) Menus in Adult Care|Homes:

(1) Menus shall be prep}ared at least one week in
advance with serving quantities specified and in
accordance with the daj}y food requirements in

Paragraph (d) of this Rule.

Divigion of Health Service Regulation
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This Rule is not met as|evidenced by:

Based on observations, |record reviews and
interviews, the facility failed to ensure menus
were prepared at least one week in advance with
serving quantities specified and in accordance
with the daily food requirements.

The findings are:

Observation of the kitchen on 03/03/26 at 9:10am
revealed:

-There was no prepared menu available for the
following week.

-The current week's menu was posted and did
not have serving quantities specified.

Observation of the lunch meal served to residents
on 03/03/26 at 12:05pm revealed residents were
served a cheeseburger,|mixed vegetables, onion
rings, an orange, a glass of milk and a glass of
water.

Interview with a personal care assistant (PCA)
who prepared and served the lunch meal on
03/03/26 at 12:15pm revealed:

-She prepared and served breakfast, lunch and
snacks to residents whein she worked the day
shift.

-She was not aware the|menu was supposed to
have serving quantities listed as a guide.
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-She did not measure how much food she served
on each plate before sarving it.

Interview with the Maintenance Director on
03/04/26 at 11:40am revealed:

-He was responsible for placing weekly food
orders through the facility's contracted food
service provider, unloading food deliveries,
storing the delivered food in the storage freezers
and completing weekly menus.

-He usually completed menus for the following
week by Wednesday of each week after he
received them electronically from the
Administrator.

-He did not know menus were supposed to be
completed one week in ladvance with serving
quantities specified.

Interview with the Administrator on 03/04/26 at
12:20pm revealed:

-She was responsible far receiving the menus
from the contracted food provider.

-The Maintenance Diregtor was responsible for
distributing the menus to the kitchen for the PCAs
to post.

-She did not know menus were supposed to be
completed one week in gdvance with serving
guantities specified.

-She expected menus provided by the contracted
food provider to show portion sizes for kitchen
staff guidance.

D 202 10A NCAC 13F .0904(c)(3) Nutrition And Food D 292
Service

10A NCAC 13F .0904 Nutrition and Food Service
(c) Menus In Adult Care Home:

(3) Any substitutions made in the menu shall be
of equal nutritional value, in order to maintain the

Division of Health Service Regulation
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daily dietary requirements in Subparagraph (d)(3)
of this Rule, appropriate for therapeutic diets, and
documented in records maintained in the kitchen
to indicate the foods actually served to residents.

This Rule is not met as|evidenced by:

Based on observations, record review and
interviews the facility failed to ensure any
substitutions made in the menu shall be of equal
nutritional value, maintaining the daily dietary
requirements and documented in records
maintained in the kitchen to indicate the foods
served to residents.

The findings are:

Observation of the kitchen on 03/03/26 at
09:15pm revealed:

-The current week's menu dated February 26 -
March 4, 2026, was posted in the kitchen and
was signed by a dietician on 2/13/26.

-The lunch menu for Tugesday 03/03/26 listed
residents were to be served beef and pork
kielbasa with onions, peppers and a dinner roll.
-The substitution log was posted with the weekly
menu with no dates of meal substitutions.

-The substitution log did not show the lunch meal
was being substituted far Tuesday 03/03/26.
-There was documentation written on the bottom
of the menu to use overstock to increase nutrition
if available.
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Observation of the lunch meal on 03/03/26 at
12:05pm revealed the lunch meal served to
residents on 03/03/26 at 12:05pm revealed
residents were served a cheeseburger, mixed
vegetables, battered onjon rings, an orange, a
glass of milk and a glass of water.

Interviews with residents eating lunch in the
dining room on 03/03/26 at 12:10pm revealed:
-They were not made aware when menu items
were changed and did not know what the menu
was unless they asked staff.

-They were not offered alternatives.

Interview with the personal care aide (PCA) on
03/03/26 at 12:20pm revealed:

-She did not review the menu to ensure the
correct items were being prepared.

-Day and night shift staff were responsible for
pulling the food items from the storage room for
the following day.

-She prepared the meals according to what was
delivered the previous day from the storage room.
-She did not write the substitution food items on
the substitution log or date it.

-She was aware there was a substitution log and
that it should be filled out.

Interview with the Maintenance Director on
03/04/26 at 11:40am revealed:

-He usually completed menus for the following
week by Wednesday of pach week after he
received them electronigally from the
Administrator. .

-Substitution menu itemg were made if the listed
menu items were not aviilable when the PCA
pulled the meal items frc?m the storage room.
-The PCAs who prepared and served resident
meals were responsible'for completing the
substitution log.
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Administration

10A NCAC 13F .1004 Medication Administration
(a) An adult care home|shall assure that the
preparation and admini?f,tration of medications,
prescription and non-preseription, and treatments
by staff are in accordante with:

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

This Rule is not met as|evidenced by:

Based on record reviews, interviews and
observation, the facility failed to administer
medications as ordered for 1 of 3 sampled
residents (Resident #3) related to medications to
treat cholesterol, tremors, and post-traumatic
stress disorder.

The findings are:

Review of Resident #3's current FL2 dated
05/22/2025 revealed: |

-Diagnoses included post-traumatic stress
disorder (PTSD), tardive dyskinesia, and
hyperlipidemia. '

-There were medication orders for atorvastatin

3 . . FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (K1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED
R
HAL011372 B. WING 03/04/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
RICHMOND HILL ASSISTED LIVING ES5 SERIHMOND HILL ROAD
‘ ASHEVILLE, NC 28806
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 292 | Continued From page 21 D 202
Interview with the Administrator on 03/04/26 at
12:20pm revealed:
-Substitutions were deteérmined when the listed
menu items were not available and were based
on resident preferences.
-The meal substitution lpog was placed in all
kitchens and she expected those logs to be
completed as needed.
D 358/ 10A NCAC 13F .1004 () Medication D 358
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80mg by mouth once daily for cholesterol and
prazosin 1mg by mouth once daily for PTSD.

Review of subsequent orders in Resident #3's
record revealed there mfas an order dated
11/06/2025 for propranélol 40mg by mouth twice
a day for tremors.

[
Review of Resident #3's electronic medication
administration record (MAR) for 03/01/26 -
03/03/26 for atorvastati%l revealed:
-There was an entry for atorvastatin 80mg take 1
tablet by mouth at bedtime.
-There was documentafion the medication was
administered on 03/01/26 and 03/02/26 at
8:00pm. '

Review of Resident #3'3‘, eMAR for 03/01/26 -
03/03/26 for prazosin revealed:

-There was an entry for prazosin 1mg by mouth
once daily. [

-There was documentation on 03/01/26, the
prazosin was not administered due to the drug
not being available. |

-There was documentation on 03/02/26 and
03/03/26 the prazosin was administered.

Review of Resident #3'51 eMAR for 03/01/26 -
03/03/26 for propranolol revealed:

-There was an entry for propranolol 40mg by
mouth twice a day.

-There was documentation on 03/01/26 at
7:22am, the propranolol was not administered
due not being available.

-There was documentation on 03/01/26 at
8:00pm, the propranololwas administered.
-There was documentation on 03/02/26 at
8:00am, the propranolol was administered.
-There was documentation on 03/02/26 at
8:00pm, the propranolol was not administered
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due to it not being availfbte.
-There was documentation on 03/03/26 at
9:13am, the drug was ot administered due to it
being available. ‘

I
Observation of Resident #3's medications
available for administration on 03/03/2026 at
3:00pm revealed:
-There was no atorvastatin medication available.
-There was no prazosin medication available.
-There was no propranr.lrlol medication available.

Interview with an medication aide (MA) on
03/04/2026 at 10:15am revealed:

-She worked as the MAjon 03/02/2026.

-She did not remember Resident #3 running out
of any medications.

-If a resident runs out of medication, the MAs
were supposed to notify% the Resident Care
Coordinator (RCC) and Administrator by text in
the MA group chat. |

-Many of the residents ran out of medications a
few days before the delivery of the monthly cycle
fill almost every month. |

-She did not know why ihey are always running
out early.

-She did inform the MA group chat.

-MAs may have drop a medication and then
popped another medication to replace the wasted
one.

-If the MA wasted a meqication and did not let the
MA group chat know they cannot replace the
wasted medication and would always be running
out early. |

Interview with a second MA on 03/04/2026 at
10:30am revealed:

-She administered madiPations to Resident #3 on
03/03/2026. ‘

-She did not remember the resident running out

D 358
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of any medications. |

-At the beginning of the, month prior to the cycle
fill arriving, many of the residents ran out of
medications. w

-She believed some of the MAs would get
careless and drop medications and they did not
notify anyone so the medication could be
replaced. .

-The MAs were supposed to notify the MA group
chat when a resident was out of a medication.

Interview with the Pharmacy on 03/04/2026 at
10:47am revealed:

-The facility received a ¢ycle fill for all routine
medications every 28 days.

-The cycle fill for the rncinth of March was
delivered on 03/03/2026 with a start date for
administering the medications on 03/05/2026.
-If a resident ran out of routine medications prior
to the cycle fill start datg the facility could have
notified the pharmacy and the pharmacy could
have provided the medication to bridge the gap
and not missed any medications.

Interview with the RCC on 03/04/2026 at 11:00am
revealed:

-The MAs must notify the RCC in the MA group
chat when a resident is put of a medication.
-There had always been a problem with residents
running out of medications a couple of days prior
to the delivery of the cycle fill medications for the
facility.

-This had been happening since she started
working in the office abaut 1 year ago.

-This had been reported| to the Administrator.
-She was not sure why the residents ran out
before the cycle fill delivery.

-The MAs probably dropped a medication and
that is why they ran out early.
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Interview with Resident!#f.’»'s Primary Care
Physician (PCP)on 03/03/2026 at 3:30pm
revealed:

-He does not have any concerns about Resident
#3 missing his atorvastétin. prazosin or the
propranolol. ‘

-None of the medications would have a significant
impact after missing a few days.

Interview with Resident #3 on 03/04/2026 at
4:30pm revealed:

-He ran out of one of his medications yesterday
(03/03/2026).

-He did not remember nrissing any other
medications for this month.

-He did not have any problems due to missing his
medication yesterday.

Interview with the Administrator on 03/03/2026 at
11:00am revealed:

-They received the cycle fill medications for the
facility from the pharmaFy today (03/03/286).
-There should have been medications available
for 2 days since the new cycle start date was
03/05/2026. ‘

-The MA was supposed to send a text message
on the MA group chat to| inform the Administrator
and the RCC when a resident was out of a
medication. .

-The RCC would order the medication from the
pharmacy. r

-The RCC relied on the MA to inform them via
text when a resident was out of a medication
otherwise, they had no Way of knowing.

-They had not performe& medication cart audits.

D 433 10ANCAC 13F .1201(a* Resident Records D433
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(a) The following shall be maintained on each
resident in an orderly manner in the resident's
record in the adult care home and made available
for review by representatives of the Division of
Health Service Regulation and county
departments of social services:

(1) FL-2 or MR-2 forms and the patient transfer
form or hospital discharge summary, when
applicable; '

(2) Resident Register;

(3) receipt for the following as required in Rule
.0704 of this Subchaptar:

(A) contract for services, accommodations and
rates;

(B) house rules as spegified in Rule .0704(a)(2)
of this Subchapter;

(C) Declaration of Residents' Rights (G.S.
131D-21);

(D) the home's grievange procedures; and

(E) civil rights statement;

(4) resident assessment and care plan;

(5) contacts with the resident's physician,
physician service or other licensed health
professional as required in Rule .0902 of this
Subchapter;

(6) orders or written treatments or procedures
from a physician or other licensed health
professional and their implementation;

(7) documentation of immunizations against
influenza virus and pneuimococcal disease
according to G.S. 131D+9 or the reason the
resident did not receive|the immunizations based
on this law; and

(8) the Adult Care Home Notice of Discharge and
Adult Care Home Heari'ng Request Form if the
resident is being or has|been discharged.
When a resident leaves the facility for a medical
evaluation, records necessary for that medical
evaluation such as Subparagraphs (1), (4), (5),

Division of Health Service Regulation
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(6) and (7) above may be sent with the resident.

This Rule is not met as evidenced by:

Based on observation gnd interviews the facility
failed to maintain residgnt records in the adult
care home that were readily available for review
for 3 of 3 sampled residents (Resident #1, #2,
and #3).

The findings are:

Observation in the facility on 03/03/26 at 9:00am
revealed there were no resident records in the
facility.

Interview with a personal care aide (PCA) on
03/04/26 at 9:40am revealed:

-The residents' records were kept in the office
building.

-She would call the Resident Care Coordinator
(RCC) if she had a question about a resident's
care.

Interview with the RCC on 03/03/26 at 2:21pm
revealed:

-The resident records were always kept in
management office building.

-She knew the records should be in the facility but
the Administrator made the decision to keep them
in the office building.

Interview with the Administrator on 03/03/26/ at
2:30pm revealed: '

-She knew the residents' records should be kept
in the facility but they were not.

-The facility had a historry of "disgruntled” staff
that removed documents from resident records
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|
and so it was not safe to have the records in the
facility.
-There was a binder in the facility for staff to use
that contained copies of residents' facesheets
and code status but sh? found the binder in
residents' rooms and then it was removed from
the facility.
|
|
|
|
|
|
|
i
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	be maintained in an uncluttered, clean and orderly manner, free of ~II obstructions and hazards; Notwithstanding the req Jirements of Rule .0301 of this Section, this Rule 


	shall apply to new and existing facilities. 
	This Rule is not met as evidenced by: TYPE B VIOLATION 
	Based on observations, 
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	health department report dated 02/16/26 
	health department report dated 02/16/26 

	revealed: 
	revealed: 

	-There were 12 residen s residing in the facility. 
	-There were 12 residen s residing in the facility. 

	-The facility received 2:; demerits ( approved 
	-The facility received 2:; demerits ( approved 

	score is 40 demerits or iess). 
	score is 40 demerits or iess). 

	-Bed bugs were current y an active issue at the 
	-Bed bugs were current y an active issue at the 

	facility. 
	facility. 

	-Photos were reviewed )f bed bugs inside the 
	-Photos were reviewed )f bed bugs inside the 

	dining room. 
	dining room. 

	-Staff observed bed bu~ s in the laundry room, in 
	-Staff observed bed bu~ s in the laundry room, in 

	one resident's room, on ,he couches in the living 
	one resident's room, on ,he couches in the living 

	room, and on a residen1 s clothing and in his 
	room, and on a residen1 s clothing and in his 

	beard. 
	beard. 

	Review of the facility ce ,sus report on 03/03/26 
	Review of the facility ce ,sus report on 03/03/26 

	revealed there were 9 n sidents currently in the 
	revealed there were 9 n sidents currently in the 

	facility. 
	facility. 

	Review of information a )Out bed bugs from the 
	Review of information a )Out bed bugs from the 

	Centers for Disease Co trol (CDC) dated 
	Centers for Disease Co trol (CDC) dated 

	04/26/24 revealed: 
	04/26/24 revealed: 

	-Bed bug infestations w ually happened around 
	-Bed bug infestations w ually happened around 

	where people slept. 
	where people slept. 

	-Bed bugs hid during th1 day in the seams of 
	-Bed bugs hid during th1 day in the seams of 

	mattresses, box springs bed frames, 
	mattresses, box springs bed frames, 

	headboards, dressers, i cracks, in crevices, and 
	headboards, dressers, i cracks, in crevices, and 

	behind wallpaper. 
	behind wallpaper. 

	-Bed bugs could travel cver 100 feet at night but 
	-Bed bugs could travel cver 100 feet at night but 

	tended to live within eigl t feet of where people 
	tended to live within eigl t feet of where people 

	slept. 
	slept. 

	-Signs of infestations inc luded bites on the face, 
	-Signs of infestations inc luded bites on the face, 

	neck, arms, and other p rts of the body, 
	neck, arms, and other p rts of the body, 

	exoskeletons and live bi d bugs in the folds of 
	exoskeletons and live bi d bugs in the folds of 

	mattresses and sheets, usty colored blood spots 
	mattresses and sheets, usty colored blood spots 

	on mattresses, sheets, , nd nearby furniture, and 
	on mattresses, sheets, , nd nearby furniture, and 

	a sweet musty odor. 
	a sweet musty odor. 

	-Professional pest contri I companies should be 
	-Professional pest contri I companies should be 

	contacted to treat bed b g infestations. 
	contacted to treat bed b g infestations. 

	Observation of an empt] office in the facility on 
	Observation of an empt] office in the facility on 
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	TR
	03/04/26 at 9:34am rev, aled there were multiple dead bedbugs on the fie or near the walls. 

	TR
	Interview with one resident on 03/03/26 at 9:20am revealed the Maintenance Director sprayed his room for bed bugs on 0 )/02/26 and he saw bed bugs in a common bath oom one month ago. 

	TR
	Interview with a second resident on 03/03/26 at 9:30am revealed he sa, 1 , bed bugs in the living room last week and the ~taff had sprayed for the bugs, but professional ~ est control had not been to the facility "in a while' . 

	TR
	Telephone interview witl a third resident on 03/03/26 at 3:34pm revi aled: -He left the facility the p evious weekend and went to a family membe~s home because he was ''terrified" ofthe bed bu~ s. 

	TR
	-He found a bed bug on the ace bandage on his lower leg and some fell ~ut of the ace bandage as it was being removed. -He received a new elec ric wheelchair and did not want it infested with ~d bugs. -There were not a lot of ped bugs in his room until the room next door was ~prayed for the bugs and then the bugs "came ru ning" to his room. 

	TR
	Review of text messages from the third resident on 02/23/26 and 021211; 6 revealed: -There was a photo of a bed bug on his ace bandage on his leg. -There was a photo of 4 bed bugs on a sheet that fell out of the ace band. ge on the leg. 

	TR
	Interview with a fourth n sident on 03/04/26 at 4:09pm revealed: -He saw bed bugs in his room on 03/03/26. -Staff came to take his r ~attress and there were about 20-30 live bed bu s under it. 
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	TR
	-There were bed bugs i~ the facility. -Some staff had bed bu Js on them. -Staff reported the bed >ugs to the Administrator. 

	TR
	Interview with a second MA on 03/04/26 at 2:52pm revealed: -The facility had bed bu JS for at least 6 months. -She saw bed bugs in ti e kitchen and residents showed her bed bugs. -She was bitten by the l)ed bugs in this facility several times and repor ed it to management and now worked at a sister acility. -She was informed by n anagement that the pest control company was cc ming to spray. -Pest control had not be en to the facility for at least 2 months. 

	TR
	Interview with a third Mi on 03/04/26 at 2:56pm revealed: -There were bed bugs i1 the facility. -She saw some bed bu! s in a resident's room two months ago and rei orted it to the Administrator. -She saw bed bugs aga n about 3 weeks ago. 

	TR
	Interview with the Residl3nt Care Coordinator (RCC) on 03/04/26 at 2:~6pm revealed: -Staff reported to the Ad 11inistrator there were bed bugs in the facility 1 -2 months ago. -Her office was in anoth ,r building, but she walked through the facil ty daily and did not see any bugs. 

	TR
	Interview with the Maint, n:mce Director on 03/03/26 at 10:48am an j 03/04/26 at 11:35am revealed: -The facility had bed bu! sand he emailed the Owner and he responded that pest control sprayed for the bugs. -There were two differer pest control companies 
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	TR
	that came out to the fac 1lity last year and sprayed for the bugs. -The treatment that the pest control companies did was not effective. 

	TR
	-He researched on the ·,nternet how to get rid of the bed bugs and founc a company to purchase a heat tent from. 

	TR
	-The tent was delivered on 02/24/26 and the recommendation was t< put all the resident's belongings in the tent a ~d heat them to above 120 degrees Fahrenhei for 1-3 hours. -He started this proced1 re last week on Friday (02/27126). -He did not consult with anyone from a professional pest contrc I company about the bed bug treatment he found on the internet. -All items were remove< from the resident's room 

	TR
	and heat treated for 1 3 hours at 132 degrees Fahrenheit outside in a en!. -They were completing 3rooms at a time and would be done by the e 1d of the day on 03/03/26. -The floors were swept, and mopped, and the entire room to include outlets and vents were 
	-


	TR
	sprayed with an insecti< ide. -All the mattresses and J:;ouches were covered in a flame-resistant plastic and it would be left like that for 1 month to kill any bed bugs. -He purchased new sheets, blankets, and pillows for the residents. 

	TR
	-He thought the facility was bug free now. -The facility did not hav1 a contract with a pest control company. 

	TR
	Observation of the outside grounds of the facility on 03/03/26 at 10:49am revealed there was a large black tent that cor ained mattresses and dead bed bugs on the fl ~or of the tent. 

	TR
	Review of Service Rep< rts from a local pest control company reveal d: 
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	-Room 11 was treated 1:>r bed bugs on 03/31/25. 
	-Room 11 was treated 1:>r bed bugs on 03/31/25. 

	-The facility's resident r>oms, and common areas 
	-The facility's resident r>oms, and common areas 

	were treated for bed bu~s on 04/10/25. 
	were treated for bed bu~s on 04/10/25. 

	-The facility's resident noms were treated for bed 
	-The facility's resident noms were treated for bed 

	bugs on 05/02/25. 
	bugs on 05/02/25. 

	Review of Service Reports from a second local 
	Review of Service Reports from a second local 

	pest control company n1vealed: 
	pest control company n1vealed: 

	-The facility was treatec for bedbugs on 08/27/25. 
	-The facility was treatec for bedbugs on 08/27/25. 

	-The common areas an~ resident rooms were 
	-The common areas an~ resident rooms were 

	treated for bed bugs on 11/30/25. 
	treated for bed bugs on 11/30/25. 

	Review of an email from the second pest control 
	Review of an email from the second pest control 

	company dated 12/11/2:, revealed: 
	company dated 12/11/2:, revealed: 

	-He inspected the facilit, and found live bed bugs. 
	-He inspected the facilit, and found live bed bugs. 

	-He recommended an i1 itial treatment and then 
	-He recommended an i1 itial treatment and then 

	an on-going monthly se vice to prevent future bed 
	an on-going monthly se vice to prevent future bed 

	bug problems. 
	bug problems. 

	Interview with the Admi1 strator on 02/18/26 at 
	Interview with the Admi1 strator on 02/18/26 at 

	2:00pm revealed: 
	2:00pm revealed: 

	-She was unaware of the magnitude of the bed 
	-She was unaware of the magnitude of the bed 

	bug situation. 
	bug situation. 

	-She was going to mak1 arrangements for pest 
	-She was going to mak1 arrangements for pest 

	control to evaluate the f~cility, which included the 
	control to evaluate the f~cility, which included the 

	use ofa vacuum cleane . 
	use ofa vacuum cleane . 

	-The facility did not own a vacuum cleaner. 
	-The facility did not own a vacuum cleaner. 

	Interview with a Field In ,pector with a third local 
	Interview with a Field In ,pector with a third local 

	pest control company o 02/18/26 at 3:30pm 
	pest control company o 02/18/26 at 3:30pm 

	revealed: 
	revealed: 

	-He inspected the facili1 vthat same day and 
	-He inspected the facili1 vthat same day and 

	confirmed bed bugs we e in rooms 2, 3, 7, and 9. 
	confirmed bed bugs we e in rooms 2, 3, 7, and 9. 

	-He gave written treatm mt recommendations to 
	-He gave written treatm mt recommendations to 

	the Administrator and w 1ich included removing 
	the Administrator and w 1ich included removing 

	resident belongings, va1 uuming the mattresses, 
	resident belongings, va1 uuming the mattresses, 

	cleaning and vacuumin! the common areas. 
	cleaning and vacuumin! the common areas. 

	-Nothing should be taken back into the facility 
	-Nothing should be taken back into the facility 

	until treatment was completed. 
	until treatment was completed. 

	-He was scheduled to n turn to begin the 
	-He was scheduled to n turn to begin the 
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	o 079 
	Continued From page 11 
	treatment the following week. 
	Observation of the facil 
	ty on 02/20/26 at 2:00pm revealed: -Resident rooms 2, 3, 7, and 9 still contained resident belongings. 
	-One resident was in bi d where bed bugs had been observed on the r ,attress by the Field Inspector two days earl er. 
	Interview with a PCA 01 02/20/26 at 2: 15pm revealed they had not r ~ceived instructions to prepare the facility for t ed bug treatment. 
	Interview with the Admi ,strator on 02/20/26 at 2:30pm revealed: -There were plans to p1 epare the facility for bed bug treatment the weel end of 02/21/26. -The pest control perso~nel were supposed to be begin treatment on 02/: 7/26. -She had been unable :O prepare the facility for bedbug treatment due tp "meetings." 
	Interview with the Field Inspector from the third pest control company oh 02/20/26 at 3:00pm revealed: -The pest control cornp~ny was available to treat the facililty on 02/23/26 -The facility scheduled reatment for 02/27/26. 
	Review of an email fron~ the Administrator to the Field Inspector from a I ~cal pest control company dated 02/26/26 reveale t 
	-The Administrator post:>oned the scheduled treatment for bedbugs. -The Owner and Mainte nance Director were doing "some kind of he, t treatment" for the bedbugs. 
	Telephone interview with the same Field 
	D 079 
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	TR
	Inspector at the third lo al pest control company on 03/04/26 at 9:53am evealed: -The facility had a "maj ~r" bed bug infestation. -His company was scht duled to start their procedure to rid the fac lity of the bed bugs on 02/25/26 but the facility postponed it. -He tried to speak with he Administrator, but she would not return his tel1 phone calls, so he drove out to the facility on Fri1Jay (02/27/26) and saw the facility was in the pI:0cess of heat treating items themselves. 

	TR
	-The heat treatment the facility did would not exterminate all the bed bugs as heat treating only worked if the entire buil fog was heat treated at once with a temperatur, greater than 140 degrees Fahrenheit. -The chemical spray tM facility used was a disinfectant and not the same chemicals the pest control company would use to exterminate the bedbugs. -The chemical spray th, facility used would not be effective long term bea use the bed bugs retreated into the walls Only to come out into the open at a late

	TR
	Interview with the Admi istrator on 03/04/26 at 10:00am and 2:34pm rE vealed: -The bed bugs were alv ays contained in one resident's room. 

	TR
	-She and the Maintenar ce Director sprayed an over-the-counter bed bl g insecticide every 1 -2 weeks. 

	TR
	-The staff sprayed daily in the facility. -She thought the bed b1 g problem was resolved because they no longer saw any bugs. -She informed the Own ir that pest control was needed one month earl er. 

	TR
	-She made a contract VI ith a local pest control company, and they ass !Ssed that there were bugs in 4 rooms and re, ommended the entire 
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	facility be treated but the Owner of the facility decided on a different t ~atment. 
	Telephone interview with the facility's Owner on 03/04/26 at 3:30pm rev~aled: -He knew there were bE d bugs in the facility and the staff continuously s1 rayed insecticide in the facility and multiple pes control companies had been out to the facility I st year to spray for the bed bugs. -He thought the pest control companies were incompetent or wanted 11ore business because what they did to get rid )f the bed bugs was not effective. -He and the Maintenani :e Director started a new heat treatment. and he !(
	heat treatment did not 1ork, but he knew it worked because he sa~ the dead bed bugs. -He was doing much m re to get rid of the bed bugs than the pest cont ol companies. -He had spent $15,000 $20,000 on the bed bug issue. 
	hat the facility was clean and free of hazarc s related to long term bedbug presence. Resi lent complained to staff of bed bug activity in the f, cilty periodically for approximately 1Omontt s. The facilty contacted a pest control company o 1 12/11/25 that recommended an initial ltreatment and then monthly services there~ fter to prevent future issues; services were n !ver completed. On 2/18/26, another pest c1 ntrol company was contacted and completE d a site visit where active bedbugs were found in tnulti
	Management failed to e ,sure t
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	control company gave ~ritten treament 
	recommendations, inst uctions on how to prepare 
	the facility for treatmen and scheduled a 
	treatment date. On 2/2 /26, the Administrator 
	canceled the appointm nt for treatment indicating 
	the Owner decided to ciomplete their own 
	alternative treatment w1ich began on 2/27/26. 
	The delay of treatment from 12/11/25 -02/27/26 
	resulted in continued b ~d bugs throughout the 
	facility, including bedro )ms, eating areas and 
	other common areas. I 1 addition, during this time, 
	bed bugs were found on resident's bodies with 
	Gome residents having bites and skin irritation. 
	This failure was detrim mtal to the health safety 
	and welfare of the resic ents and constitutes a B 
	Violation. 
	The facility provided a 
	The facility provided a 
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	>Ian of p
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	Food Procurement and Safety in Adult Care Homes: 

	(
	(
	1) Facilities with a licE 


	nsed capacity of 7 to 12 residents shall ensure ood services comply with Rules Governing the S ;initation of Residential Care Facilities set fortt in 15A NCAC 18A .1600 which are hereby incor:>0rated by reference, including subsequent c mendments, assuring storage, preparation, and serving food and 
	beverage under sanita y conditions. 
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	This Rule is not met as evidenced by: 
	This Rule is not met as evidenced by: 

	Based on observations, record reviews, and 
	Based on observations, record reviews, and 

	interviews, the facility f~ led to ensure food stored 
	interviews, the facility f~ led to ensure food stored 

	and served to all reside ts was protected from 
	and served to all reside ts was protected from 

	contamination related tc foods stored that were 
	contamination related tc foods stored that were 

	not labeled, dated or di: carded, the sanitation of 
	not labeled, dated or di: carded, the sanitation of 

	the refrigerators and freezers, and proper storage 
	the refrigerators and freezers, and proper storage 

	of chemicals. 
	of chemicals. 

	The findings are: 
	The findings are: 

	1. Observation of the kil chen on 03/03/26 from 
	1. Observation of the kil chen on 03/03/26 from 

	9:00am to 3:45pm reve; led: 
	9:00am to 3:45pm reve; led: 

	-There were two large, 1 lastic zipper bags of 
	-There were two large, 1 lastic zipper bags of 

	sliced cheese that were opened, removed from 
	sliced cheese that were opened, removed from 

	their original packaging ~nd located in the 
	their original packaging ~nd located in the 

	refrigerator that were nc labeled with the date 
	refrigerator that were nc labeled with the date 

	they were opened or pl, ced in the refrigerator. 
	they were opened or pl, ced in the refrigerator. 

	-There were two plastic lz:ipper storage bags of 
	-There were two plastic lz:ipper storage bags of 

	deli meat that were ope~ed and unlabeled in the 
	deli meat that were ope~ed and unlabeled in the 

	refrigerator. 
	refrigerator. 

	-There were two gallons of unopened milk located 
	-There were two gallons of unopened milk located 

	in the refrigerator and h d expiration dates of 
	in the refrigerator and h d expiration dates of 

	03/01/26 and 03/02/26. 
	03/01/26 and 03/02/26. 

	-There were loose food particles and food stains 
	-There were loose food particles and food stains 

	located on the refrigeratJr floor. 
	located on the refrigeratJr floor. 

	-There were two contair ers of cleaning chemicals 
	-There were two contair ers of cleaning chemicals 

	stored on the counter m ar the stove where food 
	stored on the counter m ar the stove where food 

	served to residents was being prepared. 
	served to residents was being prepared. 

	-There were five large, , ipped bags of pancakes 
	-There were five large, , ipped bags of pancakes 

	and waffles that had beE n removed from their 
	and waffles that had beE n removed from their 

	original packaging and I )cated in the storage 
	original packaging and I )cated in the storage 

	freezer in the living roon that were not labeled 
	freezer in the living roon that were not labeled 

	and not dated. 
	and not dated. 
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	Continued From page 
	4 
	Interview with a PCA or) 03/03/26 at 12:10pm revealed: -The personal care aidi,s (PCA) were responsible for preparing the meal~ served to residents. -The food for each mei I was delivered daily to the home from another facility on the premises. -She temporarily storec the chemicals on the counter near the stove ~nd planned to place them under the sink. -She did not know ope 1ed containers and food items stored in the refr gerators, freezers or cabinets and served to residents, were supposed to be labeled wi
	Refer to interview with the Maintenance Director on 03/04/26 at 11 :40a n. 
	Refer to interview with the Resident Care Coordinator (RCC) on 03/04/26 at 10:45am. 
	Refer to interview with the Administrator on 03/04/26 at 12:20pm. 
	2. Observation of the ood storage room located in another facility on tt e premises on 03/03/26 at 2:31pm revealed: -There was ice buildup on the reach-in freezer floor and ice buildup on raw frozen food located on the reach-in freeze floor. 
	-There were three lari e boxes of oranges and ered with gray and green 
	bananas that were co 
	1
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	Continued From page 15 
	fuzz. -There were two contai 
	ers of chemicals stored above food served to re 
	sidents. 
	Refer to interview with 1he Maintenance Director on 03/04/26 at 11 :40arr. 
	Refer to interview with lhe RCC on 03/04/26 at 10:45am. 
	Refer to interview with 1he Administrator on 03/04/26 at 12:20pm. 
	Interview with the Main :enance Director on 
	03/04/26 at 11:40am re ealed: -He was responsible fo placing weekly food orders through the facil ttY's contracted food service provider, unloa< ing food deliveries, storing the delivered fo1 Kl in the storage freezers and completing weekly menus. -He did not know he w~ s required to label and date food items when ti ey were removed from their original packaging and stored in the resident homes on the premises -He rotated older food t J the front of the freezers when new food deliveri ~s arrived. -The RCC w
	1

	-He believed the unopehed expired milk found in the kitchen that service~ residents had been previously frozen. -He expected a better i ~stem for identifying expired foods, labeling dating opened foods stored for residents an< sanitation of the storage room. 
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	Continued From page 16 
	Interview with the RCC on 03/04/26 at 10:45am revealed: -She was responsible fc r overseeing all PCAs and their duties such ai sanitation of the kitchens and storing chemicals separately from resident food and discarding exI ired foods. -There was not a log or schedule for staff to sign when sanitation of the ~ tchen was conducted. -She did not know opened foods stored for resident consumption s ould have been dated or labeled. -She expected all staff to discard spoiled foods appropriately and saniti e kitc
	Interview with the Admi istrator on 03/04/26 at 12:20pm revealed: -The RCC was respons ble for overseeing food distribution to resident t omes, sanitation of the food storage room and he PCAs who prepared meals for residents. -The Maintenance Dire, tor was responsible for placing food orders witt the facility food provider, stocking the food delive ies and distributing menus to the resident hpmes. -She was not aware op, ned foods stored for consumption needed to be dated and labeled. -The PCAs were respor s
	D290 
	10A NCAC 13F .0904(c (1) Nutrition And Food Service 
	10A NCAC 13F .0904 Ii utrition And Food Service 
	(c) 
	(c) 
	(c) 
	Menus in Adult Care Homes: 

	(1) 
	(1) 
	Menus shall be pre~ ared at least one week in advance with serving q1 antities specified and in accordance with the da y food requirements in Paragraph (d) of this Rt le. 
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	This Rule is not met as evidenced by: 
	This Rule is not met as evidenced by: 

	Based on observations, record reviews and 
	Based on observations, record reviews and 

	interviews, the facility fc iled to ensure menus 
	interviews, the facility fc iled to ensure menus 

	were prepared at least I ne week in advance with 
	were prepared at least I ne week in advance with 

	serving quantities speci 1ed and in accordance 
	serving quantities speci 1ed and in accordance 

	with the daily food requi ements. 
	with the daily food requi ements. 

	The findings are: 
	The findings are: 

	Observation of the kitchi,m on 03/03/26 at 9: 1 0am 
	Observation of the kitchi,m on 03/03/26 at 9: 1 0am 

	revealed: 
	revealed: 

	-There was no preparec menu available for the 
	-There was no preparec menu available for the 

	following week. 
	following week. 

	-The current week's menu was posted and did 
	-The current week's menu was posted and did 

	not have serving quanti ~es specified. 
	not have serving quanti ~es specified. 

	Observation of the luncl meal served to residents 
	Observation of the luncl meal served to residents 

	on 03/03/26 at 12:05pm revealed residents were 
	on 03/03/26 at 12:05pm revealed residents were 

	served a cheeseburger, mixed vegetables, onion 
	served a cheeseburger, mixed vegetables, onion 

	rings, an orange, a glas, of milk and a glass of 
	rings, an orange, a glas, of milk and a glass of 

	water. 
	water. 

	Interview with a persorn I care assistant (PCA) 
	Interview with a persorn I care assistant (PCA) 

	who prepared and servE d the lunch meal on 
	who prepared and servE d the lunch meal on 

	03/03/26 at 12:15pm re ealed: 
	03/03/26 at 12:15pm re ealed: 

	-She prepared and serv3d breakfast, lunch and 
	-She prepared and serv3d breakfast, lunch and 

	snacks to residents whe n she worked the day 
	snacks to residents whe n she worked the day 

	shift. 
	shift. 

	-She was not aware the menu was supposed to 
	-She was not aware the menu was supposed to 

	have serving quantities isted as a guide. 
	have serving quantities isted as a guide. 
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	-She did not measure ~ ow much food she served 
	-She did not measure ~ ow much food she served 

	on each plate before se rving it. 
	on each plate before se rving it. 

	Interview with the Main enance Director on 
	Interview with the Main enance Director on 

	03/04/26 at 11:40am revealed: 
	03/04/26 at 11:40am revealed: 

	-He was responsible fo placing weekly food 
	-He was responsible fo placing weekly food 

	orders through the facil ty's contracted food 
	orders through the facil ty's contracted food 

	service provider, unloa1 ing food deliveries, 
	service provider, unloa1 ing food deliveries, 

	storing the delivered fo d in the storage freezers 
	storing the delivered fo d in the storage freezers 

	and completing weekly n,enus. 
	and completing weekly n,enus. 

	-He usually completed :nenus for the following 
	-He usually completed :nenus for the following 

	week by Wednesday of each week after he 
	week by Wednesday of each week after he 

	received them electroni ;ally from the 
	received them electroni ;ally from the 

	Administrator. 
	Administrator. 

	-He did not know menu ; were supposed to be 
	-He did not know menu ; were supposed to be 

	completed one week in advance with serving 
	completed one week in advance with serving 

	quantities specified. 
	quantities specified. 

	Interview with the Admi istrator on 03/04/26 at 
	Interview with the Admi istrator on 03/04/26 at 

	12:20pm revealed: 
	12:20pm revealed: 

	-She was responsible for receiving the menus 
	-She was responsible for receiving the menus 

	from the contracted foo j provider. 
	from the contracted foo j provider. 

	-The Maintenance Dire, tor was responsible for 
	-The Maintenance Dire, tor was responsible for 

	distributing the menus to the kitchen for the PCAs 
	distributing the menus to the kitchen for the PCAs 

	to post. 
	to post. 

	-She did not know men s were supposed to be 
	-She did not know men s were supposed to be 

	completed one week in advance with serving 
	completed one week in advance with serving 

	quantities specified. 
	quantities specified. 

	-She expected menus ~ rovided by the contracted 
	-She expected menus ~ rovided by the contracted 

	food provider to show p )rtion sizes for kitchen 
	food provider to show p )rtion sizes for kitchen 

	staff guidance. 
	staff guidance. 

	D 292 10A NCAC 13F .0904(c (3) Nutrition And Food D292 
	D 292 10A NCAC 13F .0904(c (3) Nutrition And Food D292 

	Service 
	Service 

	10A NCAC 13F .0904 JI utrition and Food Service 
	10A NCAC 13F .0904 JI utrition and Food Service 

	(c) Menus In Adult Can Home: 
	(c) Menus In Adult Can Home: 

	(3) Any substitutions m13de in the menu shall be 
	(3) Any substitutions m13de in the menu shall be 

	of equal nutritional valu, , in order to maintain the 
	of equal nutritional valu, , in order to maintain the 
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	Continued From page 19 
	D 292 

	TR
	daily dietary requireme11ts in Subparagraph (d)(3) of this Rule, appropriatE for therapeutic diets, and documented in records maintained in the kitchen to indicate the foods ac ually served to residents. 

	TR
	This Rule is not met as evidenced by: Based on observations, record review and interviews the facility fai ed to ensure any substitutions made in the menu shall be of equal nutritional value, maintc ming the daily dietary requirements and docu1 nented in records maintained in the kitchen to indicate the foods served to residents. 

	TR
	The findings are: Observation of the kitchim on 03/03/26 at 09:15pm revealed: -The current week's mE nu dated February 26 -March 4, 2026, was pos ed in the kitchen and was signed by a dietician on 2/13/26. -The lunch menu for Tu :sday 03/03/26 listed residents were to be se ved beef and pork kielbasa with onions, peppers and a dinner roll. -The substitution log wa13 posted with the weekly menu with no dates of r eal substitutions. -The substitution log die not show the lunch meal was being substituted f< r 
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	D 292 
	D 292 
	Continued From page : O 
	D292 

	TR
	Observation of the luncn meal on 03/03/26 at 12:05pm revealed the lunch meal served to residents on 03/03/26 it 12:05pm revealed residents were served cheeseburger, mixed vegetables, battered or"on rings, an orange, a glass of milk and a glass of water. 

	TR
	Interviews with residen1 s eating lunch in the dining room on 03/03/2 i at 12:10pm revealed: -They were not made a ,vare when menu items were Changed and did I ot know what the menu was unless they asked staff. -They were not offered alternatives. 

	TR
	Interview with the parse nal care aide (PCA) on 03/03/26 at 12:20pm re ealed: -She did not review the menu to ensure the 

	TR
	correct items were bein ~ prepared. -Day and night shift stal were responsible for pulling the food items frpm the storage room for the following day. -She prepared the meals according to what was delivered the previous qay from the storage room. -She did not write the s1 bstitution food items on 

	TR
	the substitution log or d te it. -She was aware there v as a substitution log and that it should be filled o t. 

	TR
	Interview with the Maint mance Director on 

	TR
	03/04/26 at 11 :40am re• ealed: -He usually completed r1enus for the following week by Wednesday of J;!ach week after he received them electroni, ally from the Administrator. 

	TR
	-Substitution menu item, were made if the listed menu items were not a, ailable when the PCA pulled the meal items fr, m the storage room. -The PCAs who preparE d and served resident meals were responsible for completing the substitution log. 
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	D 292 

	TR
	Interview with the Admi 1istrator on 03/04/26 at 12:20pm revealed: -Substitutions were det,~rmined when the listed menu items were not a• ailable and were based on resident preference! . -The meal substitution bg was placed in all kitchens and she expec ed those logs to be completed as needed . 

	D 35f 
	D 35f 
	1QA NCAC 13F .1004 ( ) Medication Administration 
	0358 

	TR
	10A NCAC 13F .1004 I\ edication Administration (a) An adult care home shall assure that the preparation and admini: tration of medications, prescription and non-pr,~scription, and treatments by staff are in accordance with: (1) orders by a licensee prescribing practitioner which are maintained in the resident's record; and (2) rules in this Section and the facility's policies and procedures. 

	TR
	This Rule is not met as evidenced by: Based on record reviewis, interviews and observation, the facility ailed to administer medications as ordered for 1 of 3 sampled residents (Resident #3) elated to medications to treat cholesterol, tremorlS, and post-traumatic stress disorder. 

	TR
	The findings are: 

	TR
	Review of Resident #3'! current FL2 dated 05/22/2025 revealed: -Diagnoses included po st-traumatic stress disorder (PTSD), tardivi dyskinesia, and hyperlipidemia. -There were medication orders for atorvastatin 
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	80mg by mouth once d ~ily for cholesterol and prazosin 1mg by moutt once daily for PTSD. 
	Review of subsequent )rders in Resident #3's record revealed there v as an order dated 11/06/2025 for propraMlol 40mg by mouth twice a day for tremors. 
	Review of Resident #3' electronic medication administration record (E MAR) for 03/01/26 03/03/26 for atorvastati , revealed: -There was an entry for atorvastatin 80mg take 1 tablet by mouth at bedtime. -There was documenta ion the medication was administered on 03/01/' 6 and 03/02/26 at 8:00pm. 
	-

	Review of Resident #3': eMAR for 03/01/26 03/03/26 for prazosin re vealed: -There was an entry for prazosin 1mg by mouth once daily. -There was documentaon on 03/01/26, the prazosin was not admin stered due to the drug not being available. -There was documentat on on 03/02/26 and 03/03/26 the prazosin J:s administered. 
	-
	1 

	Review of Resident #3' eMAR for 03/01/26 03/03/26 for propranolo revealed: -There was an entry fortropranolol 40mg by mouth twice a day. -There was documentat on on 03/01/26 at 7:22am, the propranolol was not administered due not being available. -There was documentatK>n on 03/01/26 at 8:00pm, the propranolol was administered. -There was documentat on on 03/02/26 at 8:00am, the propranolol was administered. -There was documentation on 03/02/26 at 8:00pm, the propranolol was not administered 
	-
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	due to it not being available. -There was documenta ion on 03/03/26 at 9:13am, the drug was rot administered due to it being available. 
	Observation of Resider 
	t #3's medications available for administra 
	ion on 03/03/2026 at 3:00pm revealed: -There was no atorvast itin medication available. -There was no prazosir medication available. -There was no proprani lol medication available. 
	Interview with an medication aide (MA) on 
	03/04/2026 at 10:15am revealed: -She worked as the MA on 03/02/2026. -She did not remember ;Resident #3 running out of any medications. -If a resident runs out o medication, the MAs were supposed to noti~ the Resident Care Coordinator (RCC) and Administrator by text in the MA group chat. -Many of the residents I an out of medications a few days before the del ~ery of the monthly cycle fill almost every month. -She did not know why !hey are always running out early. -She did inform the MA 1roup chat. -MAs ma
	Interview with a second MA on 03/04/2026 at 10:30am revealed: -She administered medi ::ations to Resident #3 on 
	03/03/2026. -She did not remember he resident running out 
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	of any medications. -At the beginning of the month prior to the cycle fill arriving, many of the residents ran out of medications. -She believed some of 
	he MAs would get careless and drop medications and they did not notify anyone so the mE dication could be replaced. -The MAs were suppos 
	~d to notify the MA group chat when a resident w 
	s out of a medication. 
	Interview with the Phan hacy on 03/04/2026 at 10:47am revealed: -The facility received a 1~ycle fill for all routine medications every 28 d,~ys. -The cycle fill for the me nth of March was delivered on 03/03/202E with a start date for administering the medications on 03/05/2026. -If a resident ran out of outine medications prior to the cycle fill start datE the facility could have notified the pharmacy a 1d the pharmacy could have provided the medi ~tion to bridge the gap and not missed any medications. 
	Interview with the RCC t>n 03/04/2026 at 11 :00am revealed: -The MAs must notify the RCC in the MA group chat when a resident is put of a medication. -There had always beer a problem with residents running out of medicatio.'ns a couple of days prior to the delivery of the cyI le fill medications for the facility. -This had been happenillg since she started 
	working in the office abc ut 1 year ago. -This had been repartee to the Administrator. I he residents ran out before the cycle fill delivery. -The MAs probably dro~ ped a medication and that is why they ran out early. 
	-She was not sure why 
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	Interview with Resident #3's Primary Care Physician (PCP)on 03/( 3/2026 at 3:30pm revealed: -He does not have any oncerns about Resident #3 missing his atorvasMin, prazosin or the propranolol. -None of the medicatior s would have a significant impact after missing a i w days. 
	Interview with Resident #3 on 03/04/2026 at 4:30pm revealed: -He ran out of one of hi medications yesterday (03/03/2026). -He did not remember missing any other medications for this mo1)th. -He did not have any prbblems due to missing his medication yesterday. 
	Interview with the Admir istrator on 03/03/2026 at 11 :00am revealed: -They received the cych fill medications for the facility from the pharma y today (03/03/26). -There should have beeh medications available for 2 days since the ne\l cycle start date was 03/05/2026. -The MA was supposed ~o send a text message on the MA group chat to inform the Administrator and the RCC when a re ident was out of a medication. 
	-The RCC would order t,e medication from the pharmacy. -The RCC relied on the MA to inform them via text when a resident wa sout of a medication otherwise, they had no way of Knowing. 
	-They had not performec medication cart audits. 
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	When a resident leave~ the facility for a medical 
	When a resident leave~ the facility for a medical 

	evaluation, records nee essary for that medical 
	evaluation, records nee essary for that medical 

	evaluation such as Suboaragraphs (1), (4), (5), 
	evaluation such as Suboaragraphs (1), (4), (5), 
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	(6) and (7) above may 
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	This Rule is not met a~ evidenced by: Based on observation cnd interviews the facility failed to maintain residE nt records in the adult care home that were readily available for review for 3 of 3 sampled resic ents (Resident #1 , #2, and #3). 
	The findings are: 
	Observation in the facility on 03/03/26 at g:ooam revealed there were no resident records in the facility. 
	Interview with a person I care aide (PCA) on 03/04/26 at 9:40am rev ~aled: -The residents' records were kept in the office building. -She would call the Rei dent Care Coordinator (RCC) if she had a que tion about a resident's care. 
	Interview with the RCC ::in 03/03/26 at 2:21pm revealed: -The resident records v. ere always kept in management office buil Jing. -She knew the records hould be in the facility but the Administrator made he decision to keep them in the office building. 
	Interview with the Admi1 istrator on 03/03/26/ at 2:30pm revealed: -She knew the resident ' records should be kept in the facility but they w ~re not. -The facility had a histo y of "disgruntled" staff that removed documen: s from resident records 
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	and so it was not safe p have the records in the 
	facility. 
	-There was a binder in he facility for staff to use 
	F residents' facesheets 
	that contained copies c 

	and code status but sh I found the binder in 
	residents' rooms and t~ en it was removed from 
	the facility. 
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