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C 000 cooo 

are Licensure Section conducted an 
follow-up survey on February 26-27, 

C 246 10A NCA 13G .0902(b) Health Care C246 

10 A rJ 0 /tG 13 4 .Cq o 2 
1OA~ CA 13G .0902 Health Care 
(b) e fa ility shall assure referral and follow-up HeO) /th C().)//?,/C 2.Jf-f>to m et th routine and acute health care needs 

1 
of re ldent . I 

; ~ resp,risi'ble,fhe, fwU iIi +_ynot met as evidenced by: 
Bas¥n bservations, interviews, and record 
revie , th facility failed to meet the acute health ve-~ idei4"s -to{o~ ftv~1w3 care eeds for 1 of 3 residents (#3) sampled 
relat d to r~ferrals for urology and neurology 

spec!i lty eJaluations. i1Poi L4°1'11 !?I '4-s . 
The ding are: IA&n'\',v.l S-twtoy,> 
Revi of esident #3's current FL-2 dated 
09/05$5 re ealed diagnoses included >f-Or ~~ role · 
gene lized anxiety disorder, major 
neur gnit ve disorder, urinary incontinence, OJ re.,{;id~wfS v,)h0Wovera tive adder, essential hypertension, 
hyper pide ia, tension-type headache, and I or-cl.us CV 
chronlbac pain. \f"~ si o·,CvW 

Revie of th Resident Register for Resident #3 wwo-tt.wdated 7/1 3 revealed: Ir~fe,v-,J it> 
-Resi ent # was admitted to the facility on 

07/12~ 3. 'plNjS,ivi (>)w , -tt,.,e,-Assis nee equlred for Resident #3 included 
corre onde ce and scheduling appointments. ;.s

A-dm,·ni'stva>ro~ 
Revie"f of R sident #3's current care plan I 
asses:f'8nt ated 09/04/25 revealed: ,espc n..s; hie,-Resid nt #3 was oriented. 1 
-Resi nt #3 required assistance with activities of 
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Revief of Resident #3's record on 02/26/26 
revealf!d the e was no documentation for a 

neurotgy o nsultation. 

lntervl w with the facility's Director on 02/26/26 at 
3:25prp revel,lled: 
-The Abmini1 trator was told by the PCP that a 
magnJtic reSiOnance imaging test (MRI) 
complE ted 01 10/13/25 for Resident #3 revealed 
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C 246 Co htinue :I From page 1 

dai y livin ~ including toileting, bathing, and 
gropming personal hygiene. 

a. Revie1 of Resident #3's primary care provider 
(POP) pre $1ress note dated 09/05/25 revealed: 
-Resident #3 was seen for dizziness. 
-Thi PCP documented "get neurology consult". 

lnte !View• vith Resident #3 on 02/26/26 at 8:50am 
reve!aled: 
-Sta~ tran ported him to medical appointments 
ever v thre I months and he did not know the 
doct)r'smme. 
-He ~ad vi tual visits at the facility with a mental 
heal h pro• ider. 

Secc nd intarvlew with Resident #3 on 02/27/26 at 
1:40 m re, ealed: 
-His euroI athy was getting worse. 
-Thee wer~ times that "spells come over my 
knee~ and ose my balance", and there was a 
numt ness n his knees. 
-So~time when he raised his hands to reach 
for sdmethi ,g, he felt like he was going to lose his 
balar~e. 
-The eelin~ s had been going on for a couple 
years but h, d gotten to the point where he did not 
have o rais ~ his arms anymore. 
-He h id not told anybody about the "spells" that 
starte :I ab01 ta month ago. 
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C 246 Cohtinue~ From page 2 C246 
I r&~f Gi,e.,nt'.) oh cv/t· 

fluif behihd the left ear. 
-Thf 
an~ conc,~ms 

Adn inistrator thought the MRI addressed 
regarding the neurology If OJ '~- tADtv~I 

consultation. 

,( e,~ ue, J J ~ 
lntE rview Nith the Administrator on 02/27/26 at 
12: 5pm evealed: 
-Th PCP was responsible to send referrals to iAd"" ·1 ni strwto r will 
spe l:ialty I roviders. I 
-Th, spec ally provider would contact her to re,u.iLl'\ bwe, k- to ~ 
sch, dule • he appointment once the specialty Ipr01 der office received the referral. 
-Thi neuri logy consultation requested on 1ph~s iv1 ~ri'~ 0 rft1 c.,e, 

to 
09/0b/25, as probably sent to the specialty 
prov der b t she never got a call from the -ft,J~neurblogis office. 
-Thee hat not been a neurology consultation 
com lleted •or Resident #3. 
-She knew the PCP request for a neurology 
consltltatioh for Resident #3 was in the resident' 
reco1'd. ne,u-rolo .3~-She; as responsible for reviewing 
phys ian/F CP notes when written in the resident 
reco . <fPO i"+ r(l e,tJs 
-She orgot to follow up on the neurology 
cons ltatio request. 
-She elied bn the telephone call from the y-e,s; J e., wt # 3 
specialty p1 bvider to ensure referrals were 
sche, uled. SCl~e, o{ uIE!I~ 

Seco1 d intE rview with the Administrator on 
02/27 26 at n2:45pm revealed: 
-Resi, ent # ·s PCP ordered the neurology <l° w P.pr-i I Pf- 1,.02.b 
consu t bee use the resident complained of 
dizziness. 15-eftt-'rn be-v I fi 2D LC.-Whet she I eceived the telephone call from the 
PCP t ~ disci ss the results of the MRI, the PCP 
did no indlc ite cancelling the neurology v-~sp e, cA1 vt.Pj • 
consu ation land she did not discuss anything 

I
regard ng th neurology consultation. 
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C 246 Co 1tinue j From page 3 

Re er to t 10 interview with the medication 
aid !/persbnal care aide (MA/PCA) on 02/26/26 at 
11: ,Sam. 

Re1 er to t1'1e interview with the facility's Director on 
02/, 6/26 It 12:33pm. 

TelE phonE interview with Resident #3's primary 
can provi :ler (PCP) was unsuccessful on 
02/.7/26 ct 12:38pm. 

b. Fevie-.1 of Resident #3's primary care provider 
(PC ') pro Jress note dated 09/05/25 revealed: 
-Resident i3 was seen for incontinence. 
-The PCP documented "refer to urology•. 

lnte~iew v ith Resident #3 on 02/26/26 at 8:50am 
reve led: 
-Sta trans oorted him to medical appointments 
ever threE months and he did not know the 
doct r's name. 
-He ad vir ual visits at the facility with a mental 
healt 1 pro~ der. 

Second int, rview with Resident #3 on 02/27/26 at 
1:401 m revealed: 
-He i as urinating a lot. 
-He as we tting the bed about once or twice a 
week and use to wet the bed once a week. 

-He c~uld not say how long he had been wetting 
the b d 1-2 times a week. 
-He f It like the bedwetting had been happening 

and g~ten verse about 6-8 weeks. 

Revie of Ii esident #3's record on 02/26/26 
revea d th1 re was no documentation for a 
uroio y con iultation. 

Interview wi h the facility's Director on 02/26/26 at 

C 246 
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c 246 Co 1tinue l From page 4 C246 

3:26pm r 1vealed: 
-To :lay (C 2/26/26) was the first day the facility had 
an1 follo~ -up regarding the urology referral. 
-He was I nsure how or why the urology referral 
wa: miss ~d. 

Interview Nith the Administrator on 02/27/26 at 
12:: 5pm 1evealed: 
-Thi PCP was responsible to send referrals to 
spe falty ~ roviders. 
-ThE spec ally provider would contact her to 
sch1 dule the appointment once the specialty 
prov der o ice received the referral. 
-The urolo lY consultation requested on 09/05/25 
was oroba >ly sent to the specialty provider but 
she Admil istrator) never got a call from the 

urolc gist o ~ce. 
-Thee had not been a urology consultation 
com1 leted 'or Resident #3. 
-She knew he PCP request for a urology 
cons~tatio1 for Resident #3 was in the resident's 
recor . 
-She as re sponsible for reviewing 
physi ian/P ::;p notes when written in the resident 

recor~. 
-She ergot o follow up on the urology 
cons ltatior request. 
-She elied >n the telephone call from the 
specil lty pr, vider to ensure referrals were 
scheduled. 

Refer fo the nterview with the medication 
aide/p 1rson, I care aide (MNPCA ) on 02/26/26 at 
11 :35, m. 

Refer o the nterview with the facility's Director on 
02/26/:)6 at 2:33pm. 

Teleph )ne in erview with Resident #3's primary 
care pr 
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C 246 Co tinue◄ From page 5 C 246 

02/ 7/26 ~, 

12: 8pm.-+-----------
lnterview ivith the medication aide/personal care 
aidE (MA/ :>CA) on 02/26/26 at 11 :35am revealed 
the ~dmin strator and Director scheduled all 

I 
resitenl a )pointments. 

lnte iew, 11th the facility's Director on 02/26/26 at 
12:3~pm nvealed: 
-If a resid~t was referred to a specialist, the 
Ad"Jnistr or was the point of contact for 
scheidulin the specialty appointment. 
-If t1 Adrr Inistrator did not receive a telephone 
call om t~ e specialty provider to schedule the 
app ·ntme ~t. the Administrator would follow up 
with he sp~cialist ·typically" within a 30-day 
period. 
-He c r the ~dministrator transported residents to 
appo ntme, ts. 

C 330 10A I lCAC 13G .1 004(a) Medication C330 

Admi~istrat on : fO A IJO AG /3 Ct · I00 Jf 
I 

1QA I CAC 13G .1004 Medication Administration 
(a) A famill care home shall assure that the ,ei ,~o ,ne,cL' voJ-iow 
prepc ation and administration of medications, 
presc iption and non-prescription and treatments I A~m ini ,strCAJ ti 0 n· 
by s~ ff are n accordance with: 
(1) or ers b ~ a licensed prescribing practitioner 
which are rr aintained In the resident's record; and 
(2) rul 3s in 1 his Section and the facility's policies 

pho,v rfl wo3 Je,I' v e..vS 

and p oced1 res. 
-tfit e, ro e. c1i e, a1r·o n s 

This Fule I! not met as evidenced by: 
Basec on re ;ord reviews and interviews, the ordeN e-d J,~ iw~ 
facility failed to administer medications as 
orderE dfor, of 3 sampled residents (#1, #2, #3) 
including err )rs with a medication used to treat 

,cJ_outors oJ II -t,ie 
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C 330 Continue:! From page 6 C 330 

ves;deihts a:1-ovE ractiv ~ bladder (#3), pain (#2, #3), behaviors 
I(#1 #2, ilG), sleep disorders (#1, #2, #3), high 

bl0<xl pre ,sure (#1 ), diabetes mellitus (#1, #2), f°o>ll'r I\~ 
mu cle sI asm (#2), and high cholesterol (#1 ). 

Tfie, mecL. c,w+io nThe findinps are: 
I 

Re, ew orlthe facility medication policy revealed: I; S vespons ibl~ fo'I
-Me~icatic ns would be administered to residents I 

as~dere1 by the resident's physicians. -tT> ve,r,·{~ 
-Th facili y would ensure compliance of the 
m catloI policy and procedure. 
-Th~medi cation prescriber would be contacted 
by n rsing for direction when delivery of a 
med catior would be delayed or the medication 
was ot a~;ailable. 
-If several onsecutive doses of a vital medication 
was Nithh1 Id, refused, or not available the 
phys cian , rould be notified, and nursing would 
document he notification and physician 

1i.S- re,~po r, ~' bfe;respi nse. 

1. R wiew of Resident #3's current FL-2 dated 0 011-rwu-h' "!J -tt,e OJdrn ;~.str~~ 
09/0! /25 r~ealed: 
-Dia~ nose included generalized anxiety disorder, \v.>,l'l'tv OJ \·,~+- oit rniJ~I w..9 
majo;neur cognitive disorder, urinary 
inco inen , overactive bladder, essential ri1~c.,c;.;fiow5hype ensian, hyperlipidemia, tension-type 
headthe, nd chronic back pain. 

Revi of the Resident Register for Resident #3 
revea ed th resident was admitted to the facility 

on 07±2/2~ 

a. R lew, fa primary care provider (PCP) 
progr ss no e for Resident #3 dated 09/05/25 
revealed a I ote for "Gemtesa (used to treat 
overa.l.tive badder) to help with urination". 

½-w cud m', w.S t-rw-tor
I . 
(e.,spowsi~le., f'~ c,0~"'3 

-to-e, r't:,VYO)CAJ~ ev-J 
~r&eA- iw3 ph~'iu t\,W 

Revie 
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C 330 Co tinue From page 7 C 330 
1hi !low i'w!j v~oe,wf- J,.,(A}~e~ 

09/ 5/25 evealed an order for Gemtesa 75mg 
tabl t dail . wi-tv /vv.W~C,1..Wc..-e.i IA.l>f- wuwiw_g 

Re ew o a PCP order for Resident #3 dated J; T)'l~ v~o l,v poic.t.~, O,M)d 
12/ 4/25 vealed: 
-Ge tesa 75mg tablet daily, quantity of 30 

I~ prCM roc.uu3 t'O \;I.) 0~3tabl ts we e dispensed to the facility with one 
refill rema ing. • .Q J&v~;wj
-Th9re wa a printed note on the prescription for <Jr&u-,~~ (>W(.A 
"pie se fo ow up for further refills". 

I ~o d~ pi\I pCNUllMS, 
Revirw of esident #3's February 2026 
med tio administration record (MAR) revealed: 
-Thee wa a printed entry for Gemtesa 75mg weiw ow 
tabl daily scheduled for administration at 
8:00 m. 31 c.,oJe..,w&vr 
-Thee wer medication aide (MA) initials circled 
from 2/01 26 through 02/10/26. ~ fwu·1;~, siwv~ 
Rev'[ oft e medication notes documented on o1 / .io l6 ha.6 be,e.,Lv
the b ck of the February 2026 MARs for Resident 
#3 re ea there was documentation that the ,oJJ mi n,stw,·w3Gem sa 7 mg tablets were "not delivered" 
02/01 26th ough 02/10/26. roonme,, cit c,, c,J-c on ,s w s 
lnte ew w h Resident #3 on 02/27/26 at 1 :40pm i.sreveaed: 
-He d not emember the name of the 
medi tion e was prescribed for his bladder. 
-He d' not ow names of medications. 
-Heh d de ·a. 
-He u a lot. 
-H th about once or twice a week. 
-Hi ro was getting worse. 

lntervl w wi the Administrator on 02/27/26 at 
9:41a rev led: 
-The As w re good about telling her when 
medi lions ere needed. 
-She f und ton 01/27/26 that Resident #3's 
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c 330 Co 1tinue I From page 8 C 330 me,,~ ou.fi 01.v.frr,i.S~ cvn~ 
Ge ntesa was unavailable. Of OJt,0~1.\J
-S~was notified by the MA again on O 1 /29/26 { ~D.N&lel;~ 
tha Resic ent #3's Gemtesa medication was still i ~ u, r0pl e;teJ • 
un ailab e. if'iII pc»V Ive¾ 
-Shf contacted the PCP practice and left a 
me±age or the prescribing PCP but did not 
rem mbe1 the specific date of contact. !-Fculure., "f 
-Sh foun I out that the prescribing PCP was no 

I • e,lon~r wo11<ing at the medical practice but did not ·10 r five,{ v 
rem~ber when she found that out. 
-Sh final~called the PCP practice and spoke to 
som ne ho Informed her that Resident #3 had 
bee assi ed another PCP and would need an 
aplX\intme t for the Gemtesa to be prescribed. from f(....e, 
-R~~ldent 3 had not missed any of the Gemtesa 
during Jan )ary 2026. or&~iw...9 -?~ lfi Q Q,I.,\, I 

1 

b. R iview of physician orders for Resident #3's -W (JW> e,, {,\I j1(,JCJJ5 j+ U)CVSdatec 09/0 /25 revealed: 
-Thar e was an order for Tylenol (used to treat re,~;de..wt-
pain} 650m l tablet twice a day. I(,te,m-te,~w 10 r 
-Thee wa! an order for Gabapentin (used to 
treat 1erve >ain) 600mg tablet three times a day. 

I

,1 &J ~ 
-Ther, was an order for Donepezil (generic for 
Arice t and used to treat cognitive disorders) v',~·,t 1W ~~iJ~S 
10mg tablet at bedtime. 
-Ther was ~n order for Desyrel (generic for ~ ~Q/r?)1" ,t-r-J\Uf€1
Traza~one: nd used to treat anxiety, depression, 
and inability to sleep) 75mg at bedtime. • n, v~j, ii\ ore-le#~. 
-Then was m order for Risperdal (used to treat .,e,v~ v~ 1 
behav ors) 1mg tablet at bedtime. 
-Then was n order for Melatonin (used to treat TW--'1 u..iill f)N' w(!J rei~·,ch,1.J-t 
sleep isord !rs) 6mg at bedtime. 

Revlev of R, sldent #3's December 2025 
medici tion a~ministration records (MARs) 
reveal1 d: 
-There was c printed entry for Tylenol 325mg two 
tablets twice aday, scheduled at 8:00am and 
8:00pn , and with a circle surrounding the 
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me:licaticn aide (MA) initials on 12/31/25 at 
8:0)pm. 
-Tt ere was a printed entry for Gabapentln 
60( '1)9 tablet three times a day, scheduled at 
8:0 1am, :,; :OOpm, and 8:00pm, and with a circle 
suindi g the MA initials on 12/31/25 at 2:00pm 
and 8:00pm. 
-Th re was a printed entry for Donepezil HCL 
10 tabla! at bedtime, scheduled at 8:00pm, 
and ith a circle surrounding the MA initials on 
12/3i1/25 .;t 8:00pm. 
-Thate wa a printed entry for Desyrel 50mg take 
1.5 hblets at bedtime. scheduled at 8:00pm, and 
with a circl ai surrounding the MA initials on 
12/3 /25 a 8:00pm. 
-ThEire wa; a printed entry for Risperdal 1mg 
table at bedtime, scheduled at 8:00pm, and with 
a cirde sur ounding the MA initials on 12/31 /25 at 
8:00Im. 
-There was a printed entry for Melatonin 3mg 
take iwo ta lets at bedtime, scheduled at 8:00pm, 
and 1)~h a ~rcle surrounding the MA initials on 
12/31t25 at 8:00pm. 

Review of t11e 12/31/25 medication notes on the 
back >f the December 2025 MARs for Resident 
#3 re ealed there was documentation that the 
TyleMI 325 ng tablets, Gabapentin 600mg 
tablet , Do epezil HCL 10mg tablet, Desyrel 
50mg ~ablet Risperdal 1 mg tablet. and Melatonin 

3mg t blets were "not delivered". 

lntervi ~w wi h Resident #3 on 02/26/26 at 8:50am 

reveal ad: 
-He w, s adr lnistered medications three times a 
day. 
-He dil not ~ now the names of the medications 
he wa! administered. 
-He die not k ,ow his doctor's name. 
-He w, s see 1by a doctor every three months. 

C 330 
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Re :er to the interview with the personal care 
aid 1/medlcatlon aide (PCA/MA) on 02/26/26 at 
2:3)pm. 

Refer to ti e interview with the facility's Director on 
02/~6/26 t 3:58pm. 

Re~~r to ti e telephone interview with a pharmacy 
tec~inician for the contracted pharmacy provider 
on cl2/26/: 6 at 4: 15pm. 

Ref1 r to the interview with the Administrator on 
02/2~/26 a 9:01am. 

AtteI hpted elephone interviews with Resident 
#3's bcp <n 02/27/26 at 9:55am and 1:25pm 
were unsu ~essful. 

2. R view bf Resident #1 's current FL-2 dated 
12/2'1/25 re vealed diagnoses included 
schiz:>affec ive disorder, diabetes mellitus type II, 
gastr ~-eso1 hageal reflux disease, premature 
ventr cular ontractions. hypertension, 
hype, ipiderhia, and urinary Incontinence. 

Review oft e Resident Register for Resident #1 
revealed th1 resident was admitted to the facility 
on 10 05/22 

Revier>' of p ~ysician orders for Resident #1 's 
dated h2122J2s revealed: 
-Ther, was ~n order for Metformin HCL (used to 
treat d abete s mellitus} extended release 500mg 
tablet Wice ; day. 
-The~ was an order for Metoprolol succinate 
(used lo trea hypertension) extended release 
100mg table twice a day. 
-There was , n order for Atorvastatln (used to I 
treat high ch lesterol} 40mg tablet at bedtime. I 
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I 

-TI ~re w~s an order for Quetiapine (generic for I 
Se~uel and used to treat anxiety, depression, I 
an inabi ·ty to sleep) 800mg at bedtime. I 
-Th re w; s an order for Trazadone (used to treat 
deP,ressic h) 50mg tablet at bedtime. I 

IRe, ·ew ol Resident #1's December 2025 I 
mec icatioti administration records (MARS) 
revE aled: I 

' -Thc re wa a printed entry for Metformin HCL I 
extehded elease 500mg tablet twice a day, Isch« duled at 8:00am and 8:00pm, and with a 
circl, sum unding the medication aide (MA) I 
initia son 2/31/25 at 8:00pm. 
-Th re was a printed entry for Metoprolol 
succ nate c xtended release 100mg tablet twice a i 
day, ached~led at 8:00am and 8:00pm, and with I 
a circle sur ounding the MA initials on 12/31/25 at I 
8:00i?m, 
-There wa~ a printed entry for Atorvastatin 40mg I 
tablelat be mme, scheduled at 8:00pm, and with 
a cir~e sun ounding the MA initials on 12/31/25 at 
8:00P,Tl. I 
-Thai.was a printed entry for Seroquel 400mg 
take o tat lets at bedtime, scheduled at 8:00pm, I 

Iand ith a c~rcle surrounding the MA Initials on 
12/31 25 at ~:00pm. I 
-Ther, was 1:1 printed entry for Trazadone 50mg Itablet ~t bee time, scheduled at 8:00pm, and with 
acircle surr, unding the MA initials on 12/31/25 at I 
8:00pr,. 

Revie1wof the 12/31/25 medication notes on the I 
back J the I ecember 2025 MARs for Resident I 
#1 revtled ~ere was documentation that the 
Metfor in H ';L ER 500mg tablet, Metoprolol I 
succin te EF 100mg tablet, Atorvastatin 40mg I 
tablet, eroqµel 400mg tablets, and Trazadone 
50mg tablet I vere "not delivered". 
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lntE rview INith Resident #1 on 02/26/26 at 9:00am 
rev aled: 
-He was I rescribed several different medications. 
-He could not think of the names of all the 
me1 icatio she was prescribed. 

Ref r to ti e interview with the personal care 
aid, medi ation aide (PCA/MA) on 02/26/26 at 
2:30pm. 

RefE r to the interview with the facility's Director on 
02/26/26 a 3:58pm. 

Rafe to th 9 telephone interview with a pharmacy 
techilcian or the contracted pharmacy provider 
on O\'26/2 5at 4:15pm. 

Refe to th1 interview with the Administrator on 
02/2 /26 a 9:01am. 

Atten pted elephone interview with Resident #1 's 
PCP m 02/~7/26 at 1:18pm was unsuccessful. 

3. Re view if Resident #2's current FL-2 dated 

10/0~5 re ealed: 
-Diag oses ncluded major depression, 
gene lized anxiety disorder, major 
neur ognit ve disorder, chronic obstructive 
pulmonary ◄ lsease, history of lung cancer, urinary 
retent\on, ur nary incontinence, hypertension, and 

chronic bacl pain. 

Revie r1 of tt ~ Resident Register for Resident #2 
reveal ~d the resident was admitted to the facility 
on 08/D5/22. 

Revie, of pl ysician orders for Resident #2's 
dated 0/08/25 revealed: 
-There was i n order for Metformin (used to treat 
diabetE s mel itus) 1000mg tablet twice a day. 
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-Tt iere wfls an order for Ibuprofen (used to treat 
pair) 800 ng tablet three times a day. 
-Th,re was an order for Buspar (used to treat 
anxiety) 1 ,mg tablet two times a day. 
-ThJ~e was an order for Seroquel (generic for 
SerQquel i nd used to treat anxiety, depression, 
and )nabili ~ to sleep) 50mg at bedtime. 
-ThEfe wa ~ an order for Remeron (used to treat 
depr,assior ) 30mg tablet at bedtime. 
-Thee wai an order for Tizanidine HCL (used to 
treat muse e spasm) 4mg tablet three times a 
day. 

Revi w of {esident #2's December 2025 
medi aUon administration records (MARs) 
revei ted: 
-TheI e was a printed entry for Metformin 1000mg 
table twice a day, scheduled at 8:00am and 
8:00~ m, an j with a circle surrounding the 

medlqation aide (MA) initials on 12/31/25 at 
8:00Pf, 
-There was a printed entry for Ibuprofen 800mg 

tablet~hree Imes a day, scheduled at 8:00am, 
2:00p , anc 8:00pm, and with a circle 
surro nding the MA initials on 12/31/25 at 2:00pm 
and 8:00pm 
-Theri1 was fl printed entry for Buspar 15mg tablet 
two tiI nes a ~ay, scheduled at 8:00am and 

8:00p1 n, an< with a circle surrounding the MA 
initials on 14'31/25 at 8:00pm. 
-TherE was 1printed entry for Seroquel 50mg at 
dinner sche uled at 8:00pm, and with a circle 
surrounding he MA initials on 12/31/25 at 
8:00pr . 
-There was I printed entry for Remeron 30mg 
tablet I t bed me, scheduled at 8:00pm, and with 
a circlE surroiJnding the MA initials on 12/31/25 at 
8:00pn . 
-There was a printed entry for Tizanidine HCL 
4mg tablet thee times a day, scheduled at 
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8:00am, :OOpm, and 8:00pm, and with a circle 
su1 oundng the MA initials on 12/31/25 at 2:00pm I 
anc 8:00I m. I 
Re• iew o the 12/31/25 medication notes on the 
back of I~ eDecember 2025 MARs for Resident 
#1 1leveal d there was documentation that the I 
Me1 onnir 1000mg tablet, Ibuprofen 800mg I 
tablet, BL spar 15mg tablet, Seroquel 50mg i 
tabfl, Re 1neron 30mg tablet, and lizanidine HCL I4m table were "not delivered". ! 
lnte iew , '•ith ResidGnt #2 on 02/26/26 at I 
10:36am r vealed he did not know the names of 
all tie mec lcations he was prescribed. 

Refe to th eInterview with the personal care I 
aide, medication aide (PCA/MA) on 02/26/26 at I 
2:301 m. 

Rafe to th1 interview with the facility's Director on I 

l 
I 

02/21 '26 at 3:58pm. 

Refer to thE telephone interview with a pharmacy 
techn cian f~r the contracted pharmacy provider I 
on o: 26/2E at 4:15pm. I 
Referfo the interview with the Administrator on I 
02/271.26 at ll:01am. ! 
Attem bled tc lephone interview with Resident #2's 
PCP c n 021: 7/26 at 12:40pm was unsuccessful. 

Ilnterv~w with the personal care aide/medication I 
aide (1CNMA) on 02/26/26 at 2:30pm revealed: I 

-A circlr arol nd initials on the medication 
adminlftratio, record (MAR) meant the I 
medic~tion "'as not administered. I 
-She h_fd to count medications and call the l
Admini trato1 when her work shift cycle began. I 
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I 
-W~en a nedication was not available in the 
tac, ity, st e contacted the Administrator. 
-Sh ~ was Instructed by the Administrator to not Iadn iniste medications on 12/31/25 if resident's 
cunent m inth supply of medications were I 
finished a ~d should wait to administer I 
mec icatio~s from the on-hand January 2026 I 
mec icatio supply until 01/01/26. 

Intel view, ~ith the facility's Director on 02/26/26 at I 
3:58om re ealed: 
-A 3 -day iupply of residents' medications were I 
deli~ ered t >the facility by the contracted provider 
pharnacy ~very 30 days. l 
-Mee icatio ls were delivered to the facility within 
the I, st wet of the outgoing month. 
-Ats 1ift ch nge, medications were counted to 
ensu e the were no missing medications. 

-Med catioidispensed by the pharmacy for the 
upco ning onth were started on the first day of 

thatinlh ich helped the facility keep up with 
the lea n count on hand. 
-The eside ,ts at the facility missed their 
medi lions for one day on 12/31/25 because the 
pack ed n edications for the upcoming month 

start!on ti e first day of that month and the 
Dece ber, 025 packaged medications ended on 
12/30 5. 
-The dmlnl&trator decided the medications due 
on 1 1/25 would not be administered because 
there ere np medications packaged for 12/31/25 
in the December 2025 pharmacy dispensed 
medic tion p1ackages. 
-The Januar 2026 pharmacy packaged 
medic, tions were available in the facility on 
12/31/ 5. 
-The facility 1 ,as responsible to make sure 
resider ts' me dlcations were administered as 
orderec . 
-He was unsi re why the Administrator made the 
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dee lsion 1ot to administer medications on 
12131/25. 
-He spok to the pharmacy representative today 
(02 26/261 and was told insurance would not 
allow for I nedications to be filled In a 31-day 
supoly so the facility should start the upcoming 
mo ths medications so residents would not miss 
any medic ~tions. 

Telephone interview with a pharmacy technician 
for t ~e cor tracted pharmacy provider on 02/26/26 

at 4i5pm •evealed: 
-Sh was I nsure why the facility residents' 
med catior s were not administered on 12/31/25. 
-Beginning 12/01/25, the facility was notified that 
insu1 ance vould not allow for more than a 30-day 
supp1Y of n edications to be dispensed. 
-The 'acilit should start a new medication 
pack ige or ce the current medication package 
was 1:ompl1 ted. 
-The pharrr acy tried to deliver medications to the 
facilit 4 - 7 days before the upcoming month 
begirs. 
-Resi , ents ,hould never go without their 
medi~ tions i>elng administered. 

lnterv ew wi h the Administrator on 02/27 /26 at 
9:01a!n revE aled: 
-A circ1 e aro ~nd the MA initials meant the 
medic 1tion 1,as not administered because of a 
refusa or un;ivallable medication. 
-On 1'~31/2 , some medications for the facility 
reside its we e not administered because the 
medici l ions ~ere unavailable. 
-She ti Id the MA that the January 2026 
medic; tion s Jpply could not be used until January 
2026 becausl! the "medication counts for January 
2026 \\puld t e off". 
-The b, tch d livery of January 2026 medications 
were a ailabl ~ in the facility and were delivered 
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-Th resl ents should not miss any medications. 
-Th faclli y was supposed to start the upcoming 
mo ths m ication supply as soon as the current 
me icatio supply was completed to prevent 
mis ed m dication. 
-Th pha acy instructed the facility not to focus 
on tbe me ications as the month supply, but to 
focu on t e medication. 
-Sh had ot notified the primary care provider 
(PC ) of a y missed medications and thought the 
PCP woul have given her instructions to 
adm nister medications to the residents from the 
sup y ava lable in the facility to prevent missed 
mediation . 
-She expe ted medications available in the facility 
to be admi istered to the residents. 

C375 1 /0f\-#JOAC, 1~4- iooq{'.g.,) (c)C 375 10A CAC 13G .1009(a)(1) Pharmaceutical Care 

1OA CAC 3G .1009 Pharmaceutical Care ; p~cw-rY1 lltUwtiuctf Gc.w€J 
(a) T e tac lity shall obtain the services of a 
licen d ph rmacist, prescribing practitioner or GJ7~ 

Iregist red n rse for the provision of 
pha~aceu cal care at least quarterly for 1 pevwdo rev +cum il~ C,cMle, 
resid ts or more frequently as determined by 
the D part nt, based on the documentation of t\o111e- ,5 re..~P°w;·1 hie; torsignifi nt edication problems identified during 
monit ring sits or other investigations in which 
the sa ety o the residents may be at risk. ob+<.iA wv-1 a t(,.eJ SWvl l oe,~

I jPhar ceut al care involves the identification, 
preve tion a d resolution of medication related !o+ w v'<!!,9' ~-r~e J o»r~ei 
proble s w ch Includes at least the following: 
(1) an n-sit medication review for each resident {Or JU, prov~ s-iow ofwhich clud s at least the following: 

0(A) the revie of information in the resident's 
record uch s diagnoses, history and physical, f h OIY' r(l CAJ CJ W h C., cJ OM" e, 1 

discha e su mary, vital signs, physician's 
orders, progr ss notes, laboratory values and Io! l{>J(.l)J-t 
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c 375 Co 1tinue l From page 18 

me jicatic n administration records, including 
cur ent m ~dication administration records, to 
det,~rmim that medications are administered as 
pre cribe and ensure that any undesired side 
effe ts, pc tential and actual medication reactions 
or i1terac ons, and medication errors are 
idetified and reported to the appropriate 
pre cribln l practitioner; and, 
(B) akin! recommendations for change, if 

1
necr5sa~ based on desired medication 
outc~mes and ensuring that the appropriate 
prescribin! practitioner is so informed; and, 
(C) c ocumenting the results of the medication 
reviE w in the resident's record; 

This ~ule s not met as evidenced by: 
Basecl on r 3cord review and interviews. the 
facmi, faile i to ensure a licensed pharmacist. 
provl !er, or registered nurse completed a 

C 375 

~(!) WMc1v O,W.9e, • ~r 
~(!; swv;~iw .~ d"tOJ~ 

quarterly or -site medication review for 3 of 3 
sam~ ed re idents (#1, #2, #3). 

The ~ nding are: 

1. RE view cf Resident #1's current FL-2 dated 
12/22 25 re ealed diagnoses included 
schizc affective disorder, diabetes mellitus type II, 
gastr< -esop,ageal reflux disease, premature 
ventrl ular cbntractions, hypertension, 
hyperl piden ia, and urinary incontinence. 

Revie v of the Resident Register for Resident #1 
revee ~d the resident was admitted to the facility 

on 101)5/22. 

Revie~ of R sident #1's drug regimen reviews 
reveal d phc m,acy drug reviews were not 
condu< ted q arterly as follows: 

{wo·,~;+~ ·-\wloJ 
1511& \"{\.I ~ ~ f( (.1)1'0 V,-r~ 

I re,s po ns; bI~ .f-o r en sur' w8 
I ' - I\ CJ(..vvfv
phwrroa,uw nvcw 

WI~ w r1&v ut~clswv;Ull,; 
1 pQMJJo~
\~ Ql'(-\-<N tj cJ-

fol'f';!~ (JvWe.i tforal?J • 

114, A~rll11)i 6irafo r 
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c 375 Cc ntinue d From page 19 C 375 
h(,t.l{.f w dd·c,v~~jo1;t., <.w& 

-Tl ere w~s a pharmacy drug review completed 
on P3/21, 25. :Gf'jo.,v.,i ~& ()J plo.w -to 
-n enex pharmacy drug review was completed 
on ~7/231'>5, a total of four months after the •~~uie; VJL.ie-OJd) J rnowiw> 
03/>1/25 t>harmacy drug review. 
-Th1ire w, s a subsequent drug review completed IOJ\.v& -tt,.21 ~dl'Y'li~Sh'WO> 
on 2/29/ >5, a total of five months after the 
07/ 3/25 harmacy drug review. 
-Th re WE e no recommendations documented lo, iII c..cJl ~ 
for the 03i 21/25, 07/23/25, or 12/29/25 pharmacy 1 • rr_ & vi ~i+~ ,
dru1 reviews. kt OJWj (Yl I 77 fl 

Ref< r to thle interview with the Administrator on cloJ_y ~. 
02/27/26 a 10:05am. :\,0/c;n 3 

u,.>CUf0 ~ f\,J,!; 11,i,IIRefe to th 3 interview with the contracted 1 

phar nacy )rovider registered nurse (RN) on fh (Mr mwv evic,cJ
02/2 /26 a 10:11am. ~J~t~4 
2. R view :>f Resident #2's current FL-2 dated 

1OMfl SVJ Ji c;,e S cv,; e;10/01125 revealed diagnoses included major 

deprE ssion~generalized anxiety disorder, major 
neurccogni ive disorder, chronic obstructive 1 ~011V&outt1~ -ti ro~J· 
pulmc nary isease, history of lung cancer, urinary Iv 
reten on, u ·nary incontinence, hypertension, and 
chron c bac pain, I 
Revie fi of ti e Resident Register for Resident #2 I 
revea ed thE resident was admitted to the facility 
on 08b4/22 

Revie'N of R~sident #2's drug regimen reviews 
reveal ad ph rmacy drug reviews were not 
condu ted q µarterly as follows: 
-There was i pharmacy drug review completed 
on 03/~1/25. 
-The next pharmacy drug review was completed 
on 07 / 3/25, a total of four months after the 
03/21/: 5 pharmacy drug review. 
-There~as a subsequent drug review completed 
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C375 Ccliltlnu, From page 20 

on l12129fas. a total of five months after the 
07k3/25~harmacy drug review. 
-There w re recommendations documented on 
the 12/29 25 pharmacy drug review for Resident 
#2 :hat w, re completed. 

Refer to tlae interview with the Administrator on 
021, 7/26 t 10:05am. 

Refitr to ti e interview with the contracted 
pharmacy provider registered nurse (RN) on 
021-Jr126 ih 10:11am. 

3. ~eview ot Resident #3's current FL-2 dated
109/05/25 revealed diagnoses included 

genE'kalize~ anxiety disorder, major 
neurccogn~·ve disorder, urinary incontinence, 
over!fctlve ladder, essential hypertension, 
hype ipide ia, tension-type headache, and 
chro ic ba pain. 

Revi~ of t ~e Resident Register for Resident #3 
reveaied th resident was admitted to the facility 

on 07f1212' 

Revi4v of F'f!Sident #3's drug regimen reviews 
revea~d pharmacy drug reviews were not 
conduFted cuarter1y as follows: 
-There was ii pharmacy drug review completed 
on03~1/25 
-The next ptyirmacy drug review was completed 
on 011pt25,\ a total offour ~onths after the 

03/21/f5 ph~a~ drug review. 
-There was subsequent drug review completed 
on 12/i9/25, a total of five months after the 
07/23~5 ph acy drug review. 
-There was a recommendation documented on 
the 12/r/25 bharmacy drug review for Resident 
#3 that r as completed. 
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C 375 From page 21 

e interview with the Administrator on 
t 10:05am. 

e interview with the contracted 
provider registered nurse (RN) on 
t 10:11am. 

ith the Administrator on 02/27/26 at 
vealed: 

cont cted provider pharmacy registered 
(RN conducted the pharmacy reviews at 

cility 
RN k pt up with the due dates for the facility 
acy eviews. 

RN c lied or sent a message to the 
Adm nistra or to advise her of when she (RN) 
woul be a the facility to complete the pharmacy 
revie s. 
-Bas on he documented pharmacy reviews in 
the r siden ' records, the pharmacy reviews had 
not b mpleted quarterly. 

have any additional pharmacy 
revie s for 3/21/25 through 12/29/25 other than 
the dfum led reviews in the resident's records. 
-She fas a are pharmacy reviews were 

sup~ed t be completed quarterly. 
-She id no review the RN's pharmacy review 
notes ocu ented in the resident's records. 
-Once the p armacy RN completed the pharmacy 
revie s, sh would tell the Administrator what 

corrected. 

Telep ne i erview with the contracted 
pharm cy pr vider registered nurse (RN) on 
02/27 6 at 0:11am revealed: 
-She c mple ed the pharmacy drug reviews at the 

facility. 
-She ired to complete the drug reviews 
eve nths. 
-In 2 rug reviews were "kind of spotty", 
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c 375 Continue:! From page 22 C 375 

-St e did ~ot have a reason the pharmacy drug 
rev ews v ere not completed quarterly and did not 
knc wif there was a timing issue relative to the 
5-n onth t meframe between the 07/23/25 and 
12/ 9/25 )harmacy drugs reviews completed. 
-Sh~ sent a message to the Administrator with 
any recon mendations based on her drug review 
and there was typically no issue with the follow up 
of n comn endations. 
-Sht thou 1ht it would be helpful if the facility 
wou d con act her the month before the due date 
fort ie ne> pharmacy drug review. 

C 443 10A NCAC 13G .1212 Record of Staff C443 

Qua ficati< ns 

10A ~CAC 13G .1212 RECORD OF STAFF 
QUA IFIC1 JIONS 

A fan ily ca e home shall maintain records of staff 1pa,v>JGro; f0Jrn1l3 0wve; 
qulai1 catio1 s required by the rules In Section 
.040( of thi i Subchapter in the facility. When 1 f-loOlel is re,.s po n>'bl~ <fo' 
there is an 1pproved cluster of licensed facilities, I 
these recor :Is may be kept in one location among ro cu: vtcu W\IVj ("~(JO(&~ Cfthe cl ~stere :I facilities. 

ls-tOJ,t+ iu~i u ~ on s 

-;t.,e.i ,t<v~li+j• 
1 

This R~le is not met as evidenced by: r,.,e., P.d rni IAiutrcvto, /' 
Based on re ~rd review and interviews, the 
facility tailed to ensure records of staff r€1~pQt.vStlole.i ,tor ~ur,w..9 
qualification! were maintained in the facility for 2 I 
of 2 st ff (St1 ffA, Staff B). 1vJti st<w+f- re,wr &s o..v~ 
The finjings i;ire: vp ft> dote,) a,w& also 
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c 443 Cc ntinue :l From page 23 C443 

lnt~rview with the personal care aide/medication 
aid (PC, VMA) on 02/26/26 at 7:45am upon 
en ance to facility revealed: 
-Sh worl ed two weeks at the facility followed by 
one\ week off. 
-Thfe w, iS a second staff that relieved her when 
she was c ff for a week. 

Se nd in erview with the PCA/MA on 02/26/26 at 
9:18am re ealed: 
-Tor~ pee pie worked at the facility, including the 
Adm istra or. 
-She could not find any staff records in the hall 
dos I. 
-The \A,dmir istrator had the staff records. 
-She Just s1nt a text message to the 

Adrnir,istrat~r and asked her to bring the staff 
recor1s to t e facility. 

Obse~atio of the facility's Director on 02/26/26 
at 12:P.2pm evealed he entered the facility and 

place thre±otebooks on the desk. 

Interview wi the facility's Director on 02/26/26 at 

12:02~m re aled: 
I

-The t~ree nptebooks were staff records for 
facility_\empl'lyees. 
-FacilltY. administration tried to make it a point to 
leave ~taff re cords at the facility . 
-He thclught he Administrator had taken the staff 
recordJ to u~ date them. 

Interview will the Administrator on 02/27/26 at 
8 : 15all"\ revec led: 
-The staff rec Jrds were at her home office on 

oms12p. 
-When ,he cc nducted a staff training , she took 
staff records ~ nth her so she could update the 
staff recprds. 
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c 443 Continued From page 24 

-S e had not returned the staff records to the 
fac lity. 
-SI e kne 1-1 records of staff qualifications were to 
be maint, ined onsite at the facility. 

C443 

l 

Division of Health Servio1 Regul 1tion Ifcontinuation sheet 25 of 25
UR2111STATE FORM 



Forte, Hop,, 

From: 
Sent: 
To: 
Subject: 
Attachments: 

June Oburu <juneokach@yahoo.com> 
Tuesday, March 31, 2026 10:34 AM 
Forte, Hope 

[External) Pandora FCH Plan of Correction 
Pandora Clayton Plan of correction 2026.pdf 

CAUTION: Exter~
button located c n 

al er 1ail. Do not click links or open attachments unless verified. Report suspicious emails with the Report Message 
yoL r Outlook menu bar on the Home tab. 

Good morn in 

Please find a 

Thank you, 
June Oburu, ,~
Pandora FCH 

5M~. Forte, 

tacl ed the plan of correction for Pandora Clayton following a state visit on 02/27/2026. 

dmmistrator 
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	COMPLETE DATE 

	DEFICIENCY) 
	DEFICIENCY) 


	c 330 Co 1tinue I From page 8 C 330 
	me,,~ ou.fi 01.v.f

	rr,i.S~ cvn~ 
	rr,i.S~ cvn~ 
	Ge ntesa was unavailable. 



	OJ
	OJ
	Of 

	t,0~1.\J
	-S~was notified by the MA again on O 1 /29/26 { ~D.N&lel;~ tha Resic ent #3's Gemtesa medication was still 
	i ~ u, r0pl e;teJ • 
	un ailab e. 
	if'iII pc»V Ive¾ 
	-Shf contacted the PCP practice and left a me±age or the prescribing PCP but did not rem mbe1 the specific date of contact. 
	!-Fculure., "f 
	!-Fculure., "f 
	-Sh foun I out that the prescribing PCP was no 
	I • e,
	lon~r wo11<ing at the medical practice but did not 
	·10 rfive,{ v 
	rem~ber when she found that out. 
	-Sh final~called the PCP practice and spoke to som ne ho Informed her that Resident #3 had bee assi ed another PCP and would need an aplX\intme t for the Gemtesa to be prescribed. from f(....e, -R~~ldent 3 had not missed any of the Gemtesa during Jan )ary 2026. 
	or&~iw...9 -?~ lfi Q Q,I.,\, I 
	1 
	b. R iview of physician orders for Resident #3's 
	-W (JW> e,, {,\I j1(,J
	CJJ5 j+ U)CVS
	datec 09/0 /25 revealed: -Thar e was an order for Tylenol (used to treat 


	re,~;de..wt
	re,~;de..wt
	-

	pain} 650m l tablet twice a day. I(,te,m-te,~w 10 -Thee wa! an order for Gabapentin (used to treat 1erve >ain) 600mg tablet three times a day. 
	r 

	,1 &J ~ 
	I

	Figure
	-Ther, was an order for Donepezil (generic for Arice t and used to treat cognitive disorders) v',~·,t 1W ~~iJ~S 10mg tablet at bedtime. -Ther was ~n order for Desyrel (generic for 
	~Q/r?)1" ,t-r-J\Uf€1
	~Q/r?)1" ,t-r-J\Uf€1
	~ 

	Traza~one: nd used to treat anxiety, depression, and inability to sleep) 75mg at bedtime. 
	• n, v~j, ii\ ore-le#~. 
	-Then was m order for Risperdal (used to treat .,e,v~ v~ 1 behav ors) 1mg tablet at bedtime. -Then was n order for Melatonin (used to treat TW--'1 u..iill f)N' w(!J rei~·,ch,1.J-t sleep isord !rs) 6mg at bedtime. 
	Figure

	Revlev of R, sldent #3's December 2025 medici tion a~ministration records (MARs) reveal1 d: -There was c printed entry for Tylenol 325mg two tablets twice aday, scheduled at 8:00am and 8:00pn , and with a circle surrounding the 
	Figure
	Figure
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	TAG 
	C 330 Co 1tinue j From page 9 
	me:licaticn aide (MA) initials on 12/31/25 at 8:0)pm. -Tt ere was a printed entry for Gabapentln 60( '1)9 tablet three times a day, scheduled at 
	8:0 1am, :,; :OOpm, and 8:00pm, and with a circle 
	suindi g the MA initials on 12/31/25 at 2:00pm and 8:00pm. -Th re was a printed entry for Donepezil HCL 
	10 tabla! at bedtime, scheduled at 8:00pm, and ith a circle surrounding the MA initials on 12/3i1/25 .;t 8:00pm. -Thate wa a printed entry for Desyrel 50mg take 
	1.5 hblets at bedtime. scheduled at 8:00pm, and ai surrounding the MA initials on 12/3 /25 a 8:00pm. 
	with a circl 

	-ThEire wa; a printed entry for Risperdal 1mg table at bedtime, scheduled at 8:00pm, and with a cirde sur ounding the MA initials on 12/31 /25 at 8:00Im. 
	-There was a printed entry for Melatonin 3mg take iwo ta lets at bedtime, scheduled at 8:00pm, and 1)~h a ~rcle surrounding the MA initials on 12/31t25 at 8:00pm. 
	Review of t11e 12/31/25 medication notes on the back >f the December 2025 MARs for Resident #3 re ealed there was documentation that the TyleMI 325 ng tablets, Gabapentin 600mg 
	tablet , Do epezil HCL 10mg tablet, Desyrel 50mg ~ablet Risperdal 1 mg tablet. and Melatonin 3mg t blets were "not delivered". 
	lntervi ~w wi h Resident #3 on 02/26/26 at 8:50am 
	reveal ad: -He w, s adr lnistered medications three times a day. 
	-He dil not ~ now the names of the medications 
	he wa! administered. -He die not k ,ow his doctor's name. -He w, s see 1by a doctor every three months. 
	C 330 
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	C 330 
	C 330 
	Cohtinue~ From page 10 
	C 330 

	TR
	Re :er to the interview with the personal care aid 1/medlcatlon aide (PCA/MA) on 02/26/26 at 2:3)pm. 

	TR
	Refer to ti e interview with the facility's Director on 02/~6/26 t 3:58pm. 

	TR
	Re~~r to ti e telephone interview with a pharmacy tec~inician for the contracted pharmacy provider on cl2/26/: 6 at 4: 15pm. 

	TR
	Ref1 r to the interview with the Administrator on 02/2~/26 a 9:01am. 

	TR
	AtteI hpted elephone interviews with Resident #3's bcp <n 02/27/26 at 9:55am and 1:25pm were unsu ~essful. 


	2. R view bf Resident #1 's current FL-2 dated 
	2. R view bf Resident #1 's current FL-2 dated 
	2. R view bf Resident #1 's current FL-2 dated 

	12/2'1/25 re vealed diagnoses included 
	12/2'1/25 re vealed diagnoses included 

	schiz:>affec ive disorder, diabetes mellitus type II, 
	schiz:>affec ive disorder, diabetes mellitus type II, 

	gastr ~-eso1 hageal reflux disease, premature 
	gastr ~-eso1 hageal reflux disease, premature 

	ventr cular 
	ventr cular 
	ontractions. hypertension, 

	hype, ipiderhia, and urinary Incontinence. 
	hype, ipiderhia, and urinary Incontinence. 

	Review oft e Resident Register for Resident #1 
	Review oft e Resident Register for Resident #1 

	revealed th1 
	revealed th1 
	resident was admitted to the facility 

	on 10 05/22 
	on 10 05/22 

	Revier>' of p ~ysician orders for Resident #1 's 
	Revier>' of p ~ysician orders for Resident #1 's 

	dated h2122J2s revealed: 
	dated h2122J2s revealed: 

	-Ther, 
	-Ther, 
	was ~n order for Metformin HCL (used to 

	treat d abete s mellitus} extended release 500mg 
	treat d abete s mellitus} extended release 500mg 

	tablet Wice ; day. 
	tablet Wice ; day. 

	-The~ 
	-The~ 
	was an order for Metoprolol succinate 

	(used lo trea hypertension) extended release 
	(used lo trea hypertension) extended release 

	100mg table twice a day. 
	100mg table twice a day. 

	-There was , n order for Atorvastatln (used to 
	-There was , n order for Atorvastatln (used to 
	I 

	treat high ch lesterol} 40mg tablet at bedtime. 
	treat high ch lesterol} 40mg tablet at bedtime. 
	I 
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	C 330 Cohtinued From page 11 C 330 
	I -TI ~re w~s an order for Quetiapine (generic for I Se~uel and used to treat anxiety, depression, 
	I 
	an inabi ·ty to sleep) 800mg at bedtime. 
	I 
	-Th re w; s an order for Trazadone (used to treat deP,ressic h) 50mg tablet at bedtime. 
	I 
	I
	Re, ·ew ol Resident #1's December 2025 
	I 
	mec icatioti administration records (MARS) revE aled: 
	I 
	' 
	-Thc re wa a printed entry for Metformin HCL 
	I extehded elease 500mg tablet twice a day, 
	I
	sch« duled at 8:00am and 8:00pm, and with a circl, sum unding the medication aide (MA) I initia son 2/31/25 at 8:00pm. 
	-Th re was a printed entry for Metoprolol succ nate c xtended release 100mg tablet twice a i day, ached~led at 8:00am and 8:00pm, and with I a circle sur ounding the MA initials on 12/31/25 at 
	I 
	8:00i?m, 
	-There wa~ a printed entry for Atorvastatin 40mg 
	I 
	tablelat be mme, scheduled at 8:00pm, and with 
	a cir~e sun ounding the MA initials on 12/31/25 at 
	8:00P,Tl. I 
	8:00P,Tl. I 
	-Thai.was a printed entry for Seroquel 400mg take o tat lets at bedtime, scheduled at 8:00pm, 
	I 

	I
	and ith a c~rcle surrounding the MA Initials on 
	12/31 25 at ~:00pm. 
	I 
	-Ther, was 1:1 printed entry for Trazadone 50mg 
	I
	tablet ~t bee time, scheduled at 8:00pm, and with 
	acircle surr, unding the MA initials on 12/31/25 at 
	I 8:00pr,. 
	Revie1wof the 12/31/25 medication notes on the back Jthe I ecember 2025 MARs for Resident #1 revtled ~ere was documentation that the 
	I 
	I 

	Metfor in H ';L ER 500mg tablet, Metoprolol 
	I 
	succin te EF 100mg tablet, Atorvastatin 40mg 
	I tablet, eroqµel 400mg tablets, and Trazadone 
	50mg tablet I vere "not delivered". 
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	C 330 Co tinue,~ From page 12 C 330 
	C 330 Co tinue,~ From page 12 C 330 

	lntE rview INith Resident #1 on 02/26/26 at 9:00am 
	lntE rview INith Resident #1 on 02/26/26 at 9:00am 

	rev aled: 
	rev aled: 

	-He was I rescribed several different medications. 
	-He was I rescribed several different medications. 

	-He could not think of the names ofall the 
	-He could not think of the names ofall the 

	me1 icatio she was prescribed. 
	me1 icatio she was prescribed. 

	Ref r to ti e interview with the personal care 
	Ref r to ti e interview with the personal care 

	aid, medi ation aide (PCA/MA) on 02/26/26 at 
	aid, medi ation aide (PCA/MA) on 02/26/26 at 


	2:30pm. 
	RefE r to the interview with the facility's Director on 02/26/26 a 3:58pm. 
	Rafe to th 9 telephone interview with a pharmacy techilcian or the contracted pharmacy provider on O\'26/2 5at 4:15pm. 
	Refe to th1 interview with the Administrator on 
	02/2 /26 a 9:01am. 
	Atten pted elephone interview with Resident #1's PCP m 02/~7/26 at 1:18pm was unsuccessful. 
	3. Re 
	view if Resident #2's current FL-2 dated 
	10/0~5 re ealed: -Diag oses ncluded major depression, gene lized anxiety disorder, major neur ognit ve disorder, chronic obstructive pulmonary ◄ lsease, history of lung cancer, urinary retent\on, ur nary incontinence, hypertension, and chronic bacl pain. 
	Revie r1 of tt ~ Resident Register for Resident #2 reveal ~d the resident was admitted to the facility on 08/D5/22. 
	Revie, 
	of pl ysician orders for Resident #2's dated 0/08/25 revealed: 
	-There was i n order for Metformin (used to treat diabetE s mel itus) 1000mg tablet twice a day. 
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	Ic 330 Co1 tinue, From page 13 C 330 -Tt iere wfls an order for Ibuprofen (used to treat pair) 800 ng tablet three times a day. -Th,re was an order for Buspar (used to treat anxiety) 1 ,mg tablet two times a day. -ThJ~e was an order for Seroquel (generic for SerQquel i nd used to treat anxiety, depression, and )nabili ~ to sleep) 50mg at bedtime. -ThEfe wa ~ an order for Remeron (used to treat depr,assior ) 30mg tablet at bedtime. -Thee wai an order for Tizanidine HCL (used to treat muse e spasm) 4mg tablet


	and 8:00pm -Theriwas fl printed entry for Buspar 15mg tablet two tiI nes a ~ay, scheduled at 8:00am and 
	1 

	8:00p1 n, an< with a circle surrounding the MA initials on 14'31/25 at 8:00pm. -TherE was 1printed entry for Seroquel 50mg at 
	dinner sche uled at 8:00pm, and with a circle surrounding he MA initials on 12/31/25 at 8:00pr . 
	-There was I printed entry for Remeron 30mg tablet I t bed me, scheduled at 8:00pm, and with a circlE surroiJnding the MA initials on 12/31/25 at 8:00pn . -There was a printed entry for Tizanidine HCL 4mg tablet thee times a day, scheduled at 
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	8:00am, :OOpm, and 8:00pm, and with a circle su1 oundng the MAinitials on 12/31/25 at 2:00pm I anc 8:00I m. 
	I 
	Re• iew o the 12/31/25 medication notes on the back of I~ eDecember 2025 MARs for Resident #1 1leveal d there was documentation that the Me1 onnir 1000mg tablet, Ibuprofen 800mg I tablet, BL spar 15mg tablet, Seroquel 50mg 
	I 

	i 
	tabfl, Re 1neron 30mg tablet, and lizanidine HCL 
	I
	4m table were "not delivered". 
	! 
	lnte iew , '•ith ResidGnt #2 on 02/26/26 at 
	I 
	10:36am r vealed he did not know the names of all tie mec lcations he was prescribed. 
	Refe to th eInterview with the personal care 
	I 
	aide, medication aide (PCA/MA) on 02/26/26 at 
	I 
	2:301 m. 
	Rafe to th1 interview with the facility's Director on I 
	I 
	l 

	02/21 '26 at 3:58pm. 
	Refer to thE telephone interview with a pharmacy techn cian f~r the contracted pharmacy provider 
	I 
	on o: 26/2E at 4:15pm. 
	I 
	Referfo the interview with the Administrator on I at ll:01am. 
	02/271.26 

	! 
	Attem bled tc lephone interview with Resident #2's PCP c n 021: 7/26 at 12:40pm was unsuccessful. 
	I
	de/medication 
	lnterv~w with the personal care ai

	I 
	aide (1CNMA) on 02/26/26 at 2:30pm revealed: I -A circlr arol nd initials on the medication adminlftratio, record (MAR) meant the 
	I 
	medic~tion "'as not administered. 
	I 
	-She h_fd to count medications and call the 
	l
	I 
	Admini trato1 when her work shift cycle began. 
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	I 
	C 330 Coflinue i From page 15 C 330 
	I 
	-W~en a nedication was not available in the tac, ity, st e contacted the Administrator. -Sh ~ was Instructed by the Administrator to not 
	I
	adn iniste medications on 12/31/25 if resident's cunent m inth supply of medications were I finished a ~d should wait to administer I mec icatio~s from the on-hand January 2026 
	I 
	mec icatio supply until 01/01/26. 
	Intel view, ~ith the facility's Director on 02/26/26 at 
	I 
	3:58om re ealed: -A 3 -day iupply of residents' medications were deli~ ered t >the facility by the contracted provider pharnacy ~very 30 days. l -Mee icatio ls were delivered to the facility within the I, st wet of the outgoing month. -Ats 1ift ch nge, medications were counted to ensu e the were no missing medications. 
	I 

	-Med catioidispensed by the pharmacy for the 
	upco ning onth were started on the first day of thatinlh ich helped the facility keep up with the lea n count on hand. 
	-The eside ,ts at the facility missed their medi lions for one day on 12/31/25 because the pack ed n edications for the upcoming month 
	start!on ti e first day of that month and the 
	Dece ber, 025 packaged medications ended on 12/30 5. -The dmlnl&trator decided the medications due on 1 1/25 would not be administered because there ere np medications packaged for 12/31/25 
	in the December 2025 pharmacy dispensed medic tion packages. -The Januar 2026 pharmacy packaged medic, tions were available in the facility on 
	1
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	lnt~rview with the personal care aide/medication aid (PC, VMA) on 02/26/26 at 7:45am upon en ance to facility revealed: -Sh worl ed two weeks at the facility followed by 
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	facility_\empl'lyees. -FacilltY. administration tried to make it a point to leave ~taff re cords at the facility. 
	-He thclught he Administrator had taken the staff recordJ to u~ date them. 
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	8: 15all"\ revec led: -The staff rec Jrds were at her home office on 
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