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€000 [nitial Comments G 000 '
|
The|Adult Care Licensure Section conducted an
anntai and follow-up survey on February 26-27,
2026.
|
! |
C 246 10ANCAGC 13G .0902(b) Health Care C 246 ‘
| | OAC 136.0902  2]28[26
10ANCAG 13G .0902 Health Care 0A N " RY
(b) facility shall assure referral and follow-up i o
to meet the routine and acute health care needs c Z‘f‘é HG o Hh o &

of residen
|
This Rule Is not met as evidenced by:
Based on dbservations, interviews, and record

reviews, the facility failed to meet the acute health
care heeds|for 1 of 3 residents (#3) sampled
relatad to referrals for urology and neurology

Review of Resident #3's current FL-2 dated
09/05/25 reyealed diagnoses included
generialized anxiety disorder, major
neurotognitive disorder, urinary incontinence,
overactive bladder, essential hypertension,
hyperipide ia, tension-type headache, and
chroan back pain.

Review of t
dated 07/1
-Resident

Resident Register for Resident #3
3 revealed:
was admitted to the facility on

07/12/23.
-Assistance required for Resident #3 included
correspondence and scheduling appointments.

Revlevar of Resident #3's current care plan
assessment dated 09/04/25 revealed:

-Rsidént #3|was oriented.

-Resident #3 required assistance with acfivities of
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C 246 Cc]‘wtinue From page 1 C 248 | < :
Aollow: wg up witv e
Qoctors oppiow to make
suie  Twe  refer ol
hes beew sewt out,
awd w call has
-He had viftual visits at the facility with a mental beon  receav eo@ from
health provider.
Secand interview with Resident #3 on 02/27/26 at e retesv d @ 'H'f &
1:40pm revealed:
-His neuropathy was getting worse.
-Theige were times that "spells come over my "’0 ‘S‘Oh 9& vie wn
knees and lose my balance”, and there was a
numtilness his knees. ! WPPG in tme UJ" ¢
-Sometimes when he raised his hands to reach
for samething, he felt like he was going to lose his [ -
balan#:e. TFe} Hdmi N S‘h,w +ol(
-The feelings had been going on for a couple d l
years‘but had gotten to the point where he did not W I“ nl'.'JIaU -Sohiv vle
have *o raise his arms anymore. |
-He had notitold anybody about the "spells” that . '
started about a month ago. 1 ww}b hm@h e fo
|
Review of Resident #3's record on 02/26/26 i @ o
revealed there was no documentation for a m Oak'@ @r
neurolpgy consultation. re T% v p.! d afe s
Interview with the facility's Director on 02/26/26 at .
3:25pm revegled: feuUve CQ aww J 0‘950
-The Administrator was told by the PCP that a
magnetic resonance imaging test (MRI) J : :
complated on 10/13/25 for Resident #3 revealed owmened W e
Division of Health Service Regulation
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vesident's  choawvt

-The Admiinistrator thought the MRI addressed ; OLN
any concems regarding the neurology ',F o Vv

Int Yo Ve d , Tee
12:25pm revealed: ‘ - .
—TE\:’CP was responsible to send referrals to | gdm Nl Strofoy W '“

-The specjalty provider would contact her to I (e wch bl b o G

C 246 Colptinue From page 2 C 246

¢ wot

09/05/25 was probably sent to the specialty
provider but she never got a call from the

-Thgfneu logy consultation requested on PhBS i o wn' £ @ ’H1 e fo
neurologist office. M 7 SUre e/

-Shelknew the PCP request for a neurology (0,{»3” rd wws § PJM"

it |

-She¥was responsible for reviewing ' "]'-, @ nevn plo 3‘9 WCQ
physician/RCP notes when written in the resident

record. o LJ' 5

ntm
-She forgot|to follow up on the neurology uroe ' 035 : F pO th +
consultation request.

-She relied pn the telephone call from the ! . W‘l’ # 3

specialty prpvider to ensure referrals were (fo v 10"@ resi OQ &

schediuled.
\

Second interview with the Administrator on

02/27/26 at 12:45pm revealed:

-ResiTnt 's PCP ordered the neurology d-o ¥ Q'Pr'l‘l [,.!; 2026 a»wcp

consu se the resident complained of
dizzin'@ss.

-When she received the telephone call from the ‘SWPW mbo¥ (5 202C

PCP to discuss the results of the MRI, the PCP .

did not indicate cancelling the neurology Y@‘i @ O’h .}Jj .

consultation and she did not discuss anything | F

regarding the neurology consultation. '
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C246 Continued From page 3 C 246
|

Rsler to the interview with the medication
aide/personal care aide (MA/PCA ) on 02/26/26 at

b. Review of Resident #3's primary care provider
(PCP) progress note dated 09/05/25 revealed:
-Resident #3 was seen for incontinence.

-Th% PCP documented "refer o urology".

Interview with Resident #3 on 02/26/26 at 8:50am
revealed: )

ed him to medical appointments

[
Second interview with Resident #3 on 02/27/26 at
1:40pm revealed:
-He was urinating a lot.
-He was watting the bed about once or twice a
week and use to wet the bed once a week.
-He could npt say how long he had been wetting
the bed 1-2/times a week.
-He falt like the bedwetting had been happening ,
and gotten worse about 6-8 weeks.

Review of Resident #3's record on 02/26/26
revealed there was no documentation for a |
urology consultation.

|

Interview with the facility's Director on 02/26/26 at
Division of Health Service Regulation
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C 246 Cohtinu From page 4 C 248

3:28pm revealed:

-Today (02/26/26) was the first day the facility had
any follow-up regarding the urology referral.

-H# was ynsure how or why the urology referral
was missed.

|nte§view ith the Administrator on 02/27/26 at

12:25pm revealed:

-The PCP|was responsible to send referrals to

specialty providers.

-Thq specialty provider would contact her to

schedule the appointment once the specialty

proxier office received the referral.

-The urology consultation requested on 09/05/25

was probably sent to the specialty provider but

she (Administrator) never got a call from the

urologist office.

-There had not been a urology consultation

completed for Resident #3.

-She knew tthe PCP request for a urology

consultation for Resident #3 was in the resident's

recorﬁ;

-She was responsible for reviewing

physitian/PCP notes when written in the resident

record.

-She (orgot o follow up on the urology

consultation request.

-She relied on the telephone call from the

specialty provider to ensure referrals were

sched*.u!ed.
|

Refer to the interview with the medication

aidefp{arson | care aide (MA/PCA ) on 02/26/26 at

11:35qm.

Refer tlp the interview with the facility’s Director on
02/26/26 at 12:33pm.

Telephbne interview with Resident #3's primary
care provider (PCP) was unsuccessful on

Division of Health Samof Regulation
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10A NCAC 113G .1004 Medication Administration
(a) Alfamily care home shall assure that the
preparation and administration of medications,
prescription|and non-prescription and treatments
by staff are In accordance with:

(1) orders by a licensed prescribing practitioner
whichlare maintained in the resident's record; and
(2) rulesin t is Section and the facility's policies
and procedures.

This I%ule is not met as evidenced by:

Based on regord reviews and interviews, the
facility|failed to administer medications as
ordered for 3 of 3 sampled residents (#1, #2, #3)
including errors with a medication used to treat

0330 meds oattow
Administiaution

The phovmaty delivers
| :

ol the medicakons
:0\25 orde ed by e

dovtors  for  wll 1he
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C 246 Co+tlnu From page 5 C 248
02/27/26 &t
12 :#Spm.
Intefview with the medication aide/personal care .
aide (MA/PCA) on 02/26/26 at 11:35am revealed
the Admin|strator and Director scheduled all
resident appointments. .
| |
Interview with the facility's Director on 02/26/26 at
12:3%3pm revealed: ;
-If a resident was referred to a specialist, the
Administi was the point of contact for
scheduling the specialty appointment.
-If the Administrator did not receive a telephone
call q'om the specialty provider to schedule the |
appointment, the Administrator would follow up
with the specialist "typically" within a 30-day
period.
-He dr the Administrator transported residents to
appolntments.
C 330 10A NCAC [13G ,1004(a) Medication C330
Administraton - A C G- (00 H '
| toA NOAC [13G-( 022826
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C 330 Cohtinue From page 6 C 330
| .
overactive bladder (#3), pain (#2, #3), behaviors ‘ V(&Sade’ nt$ o P‘”ndo rov
(#1, #2, #8), sleep disorders (#1, #2, #3), high .
bl * pressure (#1), diabetes mellitus (#1, #2), Foorni fg cove Home-
D;:Ie spasm (#2), and high cholesterol (#1). . . de
' whon o4
The findings are: The mediowho
Rav%ew the facility medication policy revealed: “. s es Foﬂ Si b (& rfﬂ /
-M dicatians would be administered to residents
as ou‘dere by the resident's physicians. o vert (f
-Tha facility would ensure compliance of the Gh € Ok" n 3 ‘-‘j
me catlo policy and procedure. .h ohs
-The medication prescriber would be contacted _ a,il the me d‘v oo
by n rsmg for direction when delivery of a &
med| catio would be delayed or the medication (Jewr
was not available h ov & been O\QJ‘ ©
-If saveral consecutive doses of a vital medication (ﬁ
was withhald, refused, or not available the 'Ww me d@ U ofdtow arlXé
phys}cian uld be notified, and nursing would L
document the notification and physician ) ne le,
response s respe for
1. Review of Resident #3's current FL-2 dated oDﬂ*W")h n 5 H;,e wdm |I.MJ'*TOCP'Dy
09/05/25 aled: ‘ ‘
-Diagnoses included generalized anxiety disorder, Pos o LSS
major neurgcognitive disorder, urinary witty o I Od'- ol .5
incontinence, overactive bladder, essential , . : i€
hyperten5| , hyperlipidemia, tension-type mgd&(,ﬁ.‘ho
headache, nd chronic back pain. ]
| m s wiStrodor s
Review of the Resident Register for Resident #3
revealed the resident was admitted to the facility QSFOW Slb le ,foy c,ou:f'auh %
on 07112/2
| wC Ou-& e
a. Review of a primary care provider (PCP) e th m 3
progress note for Resident #3 dated 09/05/25 ih e, 70
revealed a rlote for "Gemtesa (used to treat © YA exi Wﬁ Ph&c u
overactive bladder) to help with urination”. . . 5
.‘ w SSiw - ]
| ; Obf nmi m uf1on¢.
Review of a PCP order for Resident #3 dated , b \3 &CQA v
Division of Health Service Regulation
STATE FORM | son UR2111 If continuation sheet 7 of 25
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C330 Continued From page 7 C 330 I ' j
| o Rl!owuwﬂ yetemt (J.uwvge;
09/05/25 revealed an order for Gemtesa 75mg X
tablet daily. Wi Wy yowl®  uot covtr 1wg
Review of a PCP order for Resident #3 dated | s ) d . OC*HO W ockes a«wdj
12/24/25 revealed: Al m P N
-Gemtesa|75mg tablet daily, quantity of 30 ‘ U oW 0
tablets were dispensed to the facility with one Al P\r\dﬂ (g ‘9 n i 3
refill remaining. ; Jeu\)a;(i w 5
~There was a printed note on the prescription for o ‘,&w (W 9 t'wv(/Q
"plei*se follow up for further refills”. | ‘ — ots
| | ‘ { )
Revit: of Resident #3's February 2026 %O d% P P
medication administration record (MAR) revealed: »p :
-There was a printed entry for Gemtesa 75mg ewebinv dw ﬁho wtwé i oo
tablet daily, scheduled for administration at
8:00am. 3l cahowdeyr dszf e
-Thete were medication aide (MA) initials circled . )
from 02/01/26 through 02/10/26. PI . +CUU [,.B , Siwoe
Ravielw of the medication notes documented on : bee w
the btck of the February 2026 MARs for Resident oll 2026 has
#3 revealed there was documentation that the - S
Gemtesa 75mg tablets were "not delivered" ‘ wcp mi nistev Wj e
02/01/26 through 02/10/26. :
= | medicak ons ws soon
IntervLew with Resident #3 on 02/27/26 at 1:40pm - .
revealed: s cun3 pi I PG’O((CP )
-He did not remember the name of the 7 ) )
medication he was prescribed for his bladder. com ? | e,{*ezci ) FO flow: W_9 Tte
-He did not know names of medications.
-He had dementia. s ; C[B“ ved 0
-He was urinating a lot. | Phwrm al 9 9 {-
-He wet the about once or twice a week. e du{ OCL:f’iD ns, -|w
-His neuropathy was getting worse. 0@
| “mrStrador an
Interview with the Administrator on 02/27/26 at Admim ST 4 ’
9:41am revealed: ‘ . . o i l
-The MAs were good about telling her when me CL; coftow ‘ot
medications were needed. ]
-She found aut on 01/27/26 that Resident #3's ewiU®  resi coe;mf 5 J o not
Division of Health SGrvlcp R tion N ”
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€330 Continued From e 8 C 330 % € p .

i peg miss wny mediOutiows
Gemtesa was unavailable. e/ o
-She was|notified by the MA again on 01/29/26 -,@9 oW J.IPJQ Q{' whe/w
that Resident #3's Gemtesa medication was still [ , . ol M .
unavailable. Nl F“’O et 15 W P
-Sh? contacted the PCP practice and left a \{7
message for the prescribing PCP but did not ‘
remember the specific date of contact. '.Fm')uye, ¢ + e/ Ph ow maev 6
-She found out that the prescribing PCP was no
londFr working at the medical practice but did not ‘ o M ve  of Aev s ,folf
remember when she found that out. , '
-She finally calied the PCP practice and spoke to ' . .
S0l ne who informed her that Resident #3 had | Cl»ng m ed‘ Od‘ ar ' S
been assigned another PCP and would need an ¢
appaintment for the Gemtesa to be prescribed. ,i:(a m Ho d octof oy
-Resident #3 had not missed any of the Gemtesa
dunnP January 2026. or & eriwg ‘Phﬂ Sl
b. Review pf physician orders for Resident #3's ; _ a1l
dated 09/05/25 revealed: wh it wes fy) (wse Wi
-There was|an order for Tylenol (used to treat ‘de ¢
pain) 650mg tablet twice a day. Gemtes qor f el"?'d
-There was an order for Gabapentin (used to ‘ 4 =
treat herve pain) 600mg tablet three times a day. k3, 1w P ST Y
-There was an order for Donepezil (generic for - ’ il ‘ 5
Aricept and lused to treat cognitive disorders) b o« Lo A Fl’ﬁ - b
10mg tablet|at bedtime. woill v 9"" ‘
-There was &an order for Desyrel (generic for - , Hure
Traz;tone nd used to treat anxiety, depression, @'!‘(‘\ w fo W’P‘" & {
and inability fto sleep) 75mg at bedtime. ) il CLW‘; .
-There was an order for Risperdal (used to treat o yeus v U%J— i oF
behaviors) 1mg tablet at bedtime. )
~There was an order for Melatonin (used to treat Tb.fh'i Uom ot Vil reGi dw* 5
sleep disorders) 6mg at bedtime.  od

| i medi codion:
Review of Resident #3's December 2025 | (9‘0 wt mies Dﬂ
medication administration records (MARs)
revealed:
-There was printed entry for Tylenol 325mg two
tablets twice day, scheduled at 8:00am and
8:00pm, and with a circle surrounding the
Division of Health Servic* Reguintion
STATE FORM | L UR2111 If continuation shaet 9 of 25
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€330 C:;ﬂinue From page 9 C 330

|
medication aide (MA) initials on 12/31/25 at
8:00pm. [
-There was a printed entry for Gabapentin '

tablet three times a day, scheduled at

8:00am, 2:00pm, and 8:00pm, and with a circle
surrounding the MA initials on 12/31/25 at 2:00pm
and|8:00pm.
-Tr:%e was a printed entry for Donepezil HCL

10mg tablet at bedtime, scheduled at 8:00pm,

and with aicircle surrounding the MA initials on i
12/31/25 at 8:00pm. '
-There was a printed entry for Desyrel 50mg take

1.5 thblets at bedtime, scheduled at 8:00pm, and

with & circle surrounding the MA initials on

12/31/25 at 8:00pm.

-There was a printed entry for Risperdal 1mg

tablet at bedtime, scheduled at 8:00pm, and with

a cirdle surrounding the MA initials on 12/31/25 at

8:00pm. T

-There was a printed entry for Melatonin 3mg

take 11wo tablets at bedtime, scheduled at 8:00pm,

and with a ¢ircle surrounding the MA initials on

12.’31{25 at|8:00pm.

Review of the 12/31/25 medication notes on the
back of the December 2025 MARs for Resident
#3 revealed there was documentation that the
Tylen¢l 325mg tablets, Gabapentin 600mg
tablets, Donepezil HCL 10mg tablet, Desyrel
50mg tablet| Risperdal 1mg tablet, and Melatonin |
3mg tablets were "not delivered"”,

Interview with Resident #3 on 02/26/26 at 8:50am
revealed:
-He was administered medications three times
day. |
-He did not know the names of the medications
he wag admihistered.

-He diq not khow his doctor's name.

-He was seen by a doctor every three months.

Division of Health Servic? Regulation
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[

\
Refer to the interview with the personal care
aide/medication aide (PCA/MA) on 02/26/26 at
2:30pm.

Refer to the interview with the facility's Director on
02/26/26 at 3:58pm.

|
Refer to the telephone interview with a pharmacy

technician|for the contracted pharmacy provider
26/26 at 4:15pm.

|
Refar to the interview with the Administrator on
02!2‘(!26 9:01am.

\
Attempted telephone interviews with Resident
#3's PCP an 02/27/26 at 9:55am and 1:25pm
were|unsugcessful,

f Resident #1's current FL-2 dated
ealed diagnoses included

ive disorder, diabetes mellitus type Il,
ageal reflux disease, premature
ntractions, hypertension,

ia, and urinary incontinence.

2. quaview
12/22/25
s<:~.hlzI ffe
gastro-eso|
ventrﬁcular
hyper?ipide

Revia‘yv of the Resident Register for Resident #1
revealed the resident was admitted to the facility
on 10 ‘05!22

Revieq!v of physician orders for Resident #1's
dated 12/22/25 revealed:

-Therd was an order for Metformin HCL (used to
treat diabetes mellitus) extended release 500mg
tablet twice a day.

-There was an order for Metoprolol sliccinate
(used to treal hypertension) extended release
100mg tablef twice a day.

-There was an order for Atorvastatin (used to
treat hiph chdlesterol) 40mg tablet at bedtime.
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-Tr{ere was an order for Quetiapine (generic for [

Seroquel and used to treat anxiety, depression,

and inability to sleep) 800mg at bedtime.

-There was an order for Trazadone (used to treat

depression) 50mg tablet at bedtime. l
|

Review of Resident #1's December 2025

ication administration records (MARS)
revealed:
-Thare was a printed entry for Metformin HCL
extended release 500mg tablet twice a day,
scheduled|at 8:00am and 8:00pm, and with a
circle surrqunding the medication aide (MA)
initials on 12/31/25 at 8:00pm.
-There was a printed entry for Metoprolol
succinate @xtended release 100mg tablet twice a
day, cheduled at 8:00am and 8:00pm, and with
a clr e surfounding the MA initials on 12/31/25 at

-The was a printed entry for Atorvastatin 40mg
table: at befitime, scheduled at 8:00pm, and with
a circle surfounding the MA initials on 12/31/25 at
8:00pm.
-Therg was |a printed entry for Seroquel 400mg

take inO tablets at bedtime, scheduled at 8:00pm,

and with a gircle surrounding the MA initials on

12/31125 at B:00pm. |
-There was & printed entry for Trazadone 50mg [
tablet at bedtime, scheduled at 8:00pm, and with I
a circlt surrounding the MA initials on 12/31/25 at ‘
B:EJOpl :

Review of the 12/31/25 medication notes on the
back of the December 2025 MARs for Resident
#1 revealed there was documentation that the
Metformin HCL ER 500mg tablet, Metoprolol
succinate ER 100mg tablet, Atorvastatin 40mg
tablet, Seroquel 400mg tablets, and Trazadone
50mg tablet were "not delivered”.

|
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Interview
rev#aled:
-He was prescribed several different medications.
-He could |not think of the names of all the
mec#icatio s he was prescribed.

ith Resident #1 on 02/26/26 at 9:00am

Ref*r to the interview with the personal care

Refer to the interview with the facility's Director on
02/26/26 at 3:58pm.
|

Refer to the telephone interview with a pharmacy
technician for the contracted pharmacy provider
on 0#/26!2 at 4:15pm.

|
Refer to the interview with the Administrator on
02/27/26 at9:01am,

|
Attempted telephone interview with Resident #1's
PCP ?n 02/27/26 at 1:18pm was unsuccessful.

3. R#view f Resident #2's current FL-2 dated
10/08/25 revyealed:
-Diagnoses included major depression,
generalized|anxiety disorder, major
nauro&ognit e disorder, chronic obstructive
pulmonary disease, history of lung cancer, urinary
reteni*on. urinary incontinence, hypertension, and
chronic back pain.

[

Review of the Resident Register for Resident #2
revealed the resident was admitted to the facility
on 08/05/22.

Review‘r of physician orders for Resident #2's
dated 10/08/25 revealed:

-There|was an order for Metformin (used to treat
diabetes mellitus) 1000mg tablet twice a day.
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pain) 800mg tablet three times a day.

-There was an order for Buspar (used to treat
anxiety) 15mg tablet two times a day.

-There was an order for Seroquel (generic for
Seraquel and used to treat anxiety, depression,
and inability to sleep) 50mg at bedtime.

—Thalre was an order for Remeron (used to treat
depressior) 30mg tablet at bedtime.

-Thefe was an order for Tizanidine HCL (used to
treaﬂlmusc spasm) 4mg tablet three times a
day. |

Review of Resident #2's December 2025
medigation administration records (MARSs)
revealed:

-There was|a printed entry for Metformin 1000mg
tablet twice'a day, scheduled at 8:00am and
8:00pm, angd with a circle surrounding the
mediqaﬁon ide (MA)} initials on 12/31/25 at
8:00pm.

-There was a printed entry for Ibuprofen 800mg
tablet three times a day, scheduled at 8:00am,
2:00pm, and 8:00pm, and with a circle
surrounding|the MA initials on 12/31/25 at 2:00pm
and 8:00pm

-There was a printed entry for Buspar 15mg tablet
two times a day, scheduled at 8:00am and
8:00pm, and with a circle surrounding the MA
initials\on 12/31/25 at 8:00pm.

-There was a printed entry for Seroquel 50mg at
dinner, scheduled at 8:00pm, and with a circle
surrounding the MA initials on 12/31/25 at
8:00pm.

-There was g printed entry for Remeron 30mg
tablet 4t bedtime, scheduled at 8:00pm, and with
a circle surrounding the MA initials on 12/31/25 at
8:00pm).

~There was a printed entry for Tizanidine HCL
4mg tablet three times a day, scheduled at
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-There was an order for Ibuprofen (used to treat
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B:U'pam, :00pm, and 8:00pm, and with a circle
surrounding the MA initials on 12/31/25 at 2:00pm
anc' 8:00

Review of the 12/31/25 medication notes on the

back of the December 2025 MARs for Resident
#1 revealed there was documentation that the
Metformin 1000mg tablet, lbuprofen 800mg

tab!dlat, Remeron 30mg tablet, and Tizanidine HCL |
4mg tablet were "not delivered". i
|

Refer to the interview with the personal care .

aide/medication aide (PCA/MA) on 02/26/26 at

2:30pm,
|

Refer to the interview with the facility's Director on

0212%/26 at!3:58pm.

Refeﬂ to the telephone interview with a pharmacy
technician for the contracted pharmacy provider
on 02/26/26 at 4:15pm.

|

Refer to the interview with the Administrator on
02!271?6 at9:01am.

Attem‘ ted talephone interview with Resident #2's
PCP on 02/27/26 at 12:40pm was unsuccessful.
|
Interview with the personal care aide/medication
aide (RCA/MA) on 02/26/26 at 2:30pm revealed:
-A circle around initials on the medication
administration record (MAR) meant the
medication was not administered.
-She h#d to count medications and call the
Administrator when her work shift cycle began.
Division of Health Service Regulation
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-When a medication was not available in the
facihi!y, she contacted the Administrator.

-She was instructed by the Administrator to not
adn*inist medications on 12/31/25 if resident's
current month supply of medications were
finished and should wait to administer
medications from the on-hand January 2026
medication supply until 01/01/26.

pharmacy every 30 days.

-Medicatio s were delivered to the facility within
the last week of the outgoing month.

-At shift change, medications were counted to
ensure therle were no missing medications.
-Medications dispensed by the pharmacy for the
upcoming onth were started on the first day of
that month which helped the facility keep up with
the medication count on hand.

-The residents at the facility missed their
medidations for one day on 12/31/25 because the
packaged ications for the upcoming month
started on the first day of that month and the
December 2025 packaged medications ended on
12/30/25.
_The Administrator decided the medications due
on 12/31/25 would not be administered because
there were no medications packaged for 12/31/25
in the December 2025 pharmacy dispensed
medication packages.

-The January 2026 pharmacy packaged
medications were available in the facility on
12/31/25.

-The facility was responsible to make sure
residents' medications were administered as

ordered.
-He \T:E unsure why the Administrator made the
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degision not to administer medications on
12/31/25.

-He spoke to the pharmacy representative today
(02/26/26) and was told insurance would not
allow for medications to be filled in a 31-day
supply solthe facility should start the upcoming
months medications so residents would not miss
any’imedi tions.

interview with a pharmacy technician
cted pharmacy provider on 02/26/26
evealed:

nsure why the facility residents’

were not administered on 12/31/25.
12/01/25, the facility was notified that
ould not allow for more than a 30-day
edications to be dispensed.

facility 4 - 7 days before the upcoming month

begins.
-Residents should never go without their
mediqtions ing administered.

lnterview with the Administrator on 02/27/26 at
9:01am revaaled:

-A circle arouind the MA initials meant the
madicbﬁcn as not administered because of a
refusal or unavailable medication.

-On 12/31/25, some medications for the facility
rasldquns were not administered because the
medications were unavailable,

-She tgld the MA that the January 2026
medication stpply could not be used until January
2026 because the "medication counts for January
2026 would be off",

-The bitch delivery of January 2026 medications
were available in the facility and were delivered

A . FOI
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10A NGAC 13G .1009 Pharmaceutical Care
(a) The facllity shall obtain the services of a
iicensti:h rmacist, prescribing practitioner or
£ rse for the provision of
pharmaceutical care at least quarterly for
residents ormore frequently as determined by
the Department, based on the documentation of
significant medication problems identified during
monitﬁng sits or other investigations in which
the safety of|the residents may be at risk.
Pharmaceutical care involves the identification,
prevention ahd resolution of medication related
problems which includes at least the following:
(1) an pn-sité medication review for each resident
which includes at least the following:
(A) the review of information in the resident's
record such as diagnoses, history and physical,
discharge summary, vital signs, physician's
orders.‘iprog 2ss notes, laboratory values and

__Division of Health Service Regulation i
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C330 Continued From page 17 C 330
around 12/24/25 or 12/25/25.
-The residents should not miss any medications.
-The facility was supposed to start the upcoming
menths medication supply as soon as the current
medication supply was completed to prevent
missed medication.
-The pharmacy instructed the facility not to focus
on the medications as the month supply, but to
focus on the medication.
-She had not notified the primary care provider
(PCPR) of any missed medications and thought the
PCP|\would have given her instructions to
administer medications to the residents from the
supp?y avallable in the facility to prevent missed
medipation !
-She|expegted medications available in the facility
o beladmi istered to the residents.
| 1 ’ =
C375 10A NCAC 13G .1009(a)(1) Pharmaceutical Care cars  JOpNOAC (3G. (009 () L) 2{28] 2
|
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medication administration records, including
current medication administration records, to
determing that medications are administered as
prescribed and ensure that any undesired side
@ , potential and actual medication reactions
or interactions, and medication errors are
identified and reported to the appropriate
pre'lcrlbin practitioner; and,

(B) making recommendations for change, if

n sary, based on desired medication
outcomes and ensuring that the appropriate
presk:ribin practitioner is so informed; and,

(C) documenting the results of the medication
revigw in the resident's record;

This Rule is not met as evidenced by:

Basatb on record review and interviews, the
facility failed to ensure a licensed pharmacist,
provider, on registered nurse completed a
quarterly on-site medication review for 3 of 3
idents (#1, #2, #3).

The fb"lding are:

|
1. Raview of Resident #1's current FL-2 dated
12/22125 reyealed diagnoses included
schiz laﬁect e disorder, diabetes mellitus type I,
gastrg-esophageal reflux disease, premature
ventricular contractions, hypertension,
hyperﬂpide ia, and urinary incontinence.

1

Review of the Resident Register for Resident #1
mvea%d the!resident was admitted to the facility
on 10/05/22.

|

Review of Resident #1's drug regimen reviews
revealed pharmacy drug reviews were not
conducted quarterly as follows:
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-There was a pharmacy drug review completed
on 03/21/25.

-The next pharmacy drug review was completed
on bm 5, a total of four months after the
03/21/25 pharmacy drug review.

-There was a subsequent drug review completed
on 12/29/25, a total of five months after the
07/23/25 pharmacy drug review.

-There no recommendations documented
for the 03/21/25, 07/23/25, or 12/29/25 pharmacy
druq revi

Refar to the interview with the Administrator on
02/27/26 at 10:05am.

Refer to the interview with the contracted
pharmacy provider registered nurse (RN) on

02]21’!26 at 10:11am.

2. Review of Resident #2's current FL-2 dated
10!0&!25 revealed diagnoses included major
depression| generalized anxiety disorder, major
neuracognitive disorder, chronic obstructive
pulmanary disease, history of lung cancer, urinary
retention, utinary incontinence, hypertension, and
chron\c back pain.

Revie{w of the Resident Register for Resident #2
revealed the resident was admitted to the facility
on 08%4/22

|
Review of Resident #2's drug regimen reviews
revealed pharmacy drug reviews were not
conducted quarterly as follows:
-There was a pharmacy drug review completed

on 03/21/25.
~The next pharmacy drug review was completed
on 07/23/25, ia total of four months after the

03/21/25 pharmacy drug review.
-There was a subsequent drug review completed

et w disougsiow avd
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owlouteds firnely:
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on11 5, a total of five months after the |

07/23/25 pharmacy drug review.
-There were recommendations documented on
the1 5 pharmacy drug review for Resident

#2 \hat wfre completed.

Refer to the interview with the Administrator on
02/27/26 at 10:05am.

Refer to the interview with the contracted
pharmacy provider registered nurse (RN) on
02/27/26 4t 10:11am.

00/05/25 revealed diagnoses included
generalized anxiety disorder, major
neurocognitive disorder, urinary incontinence,
overactive bladder, essential hypertension,
hyperlipidemia, tension-type headache, and
chronic back pain.

1

3 Rewevit:f Resident #3's current FL-2 dated

Review of the Resident Register for Resident #3
revea!ed resident was admitted to the facility
on 07{12!2:1.

Review of Resident #3's drug regimen reviews
revealed pharmacy drug reviews were not
condugted quarterly as follows:

-There was & pharmacy drug review completed
on 03/21/25

-The next pr*armacy drug review was completed
on 07/23/25,|a total of four months after the
03/21/25 pharmacy drug review.

_There was a subsequent drug review completed
on 12/29/25, 'a total of five months after the
07/23/25 pthy drug review.

-There was a recommendation documented on
the 1Z29/25aﬂvarmacy drug review for Resident
#3 that was completed.
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COMPLETED
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02/27/2026
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I
PANDORA F‘ﬁMILY ARE HOME WA HODSR S IREES
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(X4) 1D I\ l SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION
PREFIX [ (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
[ DEFICIENCY)

(%5)

DATE

I
C375 Co'ptinuekr.i From page 21 C 375

Refer to the interview with the Administrator on
OZIF?IZG t 10:05am.

Re!ar to the interview with the contracted
pharmacy provider registered nurse (RN) on
02/ 7/26 t 10:11am. ‘

Intehnew ith the Administrator on 02/27/26 at
10: Sam vealed:
-‘rh contracted provider pharmacy registered

e (RN) conducted the pharmacy reviews at
the cility
-Th RN kept up with the due dates for the facility
pharmacy reviews.
-The RN called or sent a message to the
Adm| nlstra or to advise her of when she (RN)
woul be at the facility to complete the pharmacy
reweWs i
-Bas on the documented pharmacy reviews in
the s;den records, the pharmacy reviews had
not
-She uid n
rew

the d¢cum

-She was a!

mpleted quarterly.

have any additional pharmacy

r 03/21/25 through 12/29/25 other than
ted reviews in the resident's records.
re pharmacy reviews were

be completed quarterly.
review the RN's pharmacy review
nted in the resident's records.
armacy RN completed the pharmacy
would tell the Administrator what
corrected.

-Once the p
reVIevJs, shi
naedsh tob

Telepl'pne interview with the contracted
pharmacy prpvider registered nurse (RN) on
02.’27)#6 at 10:11am revealed:

-She c?mple ed the pharmacy drug reviews at the
facility.

-She was required to complete the drug reviews |
every t*tree nths.

-In 2025, the drug reviews were "kind of spotty”.

Division of Health Servica RegulThon
STATE FORM
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|
10A NCAC 13G .1212 RECORD OF STAFF
QUA‘.IFIC TIONS

A family care home shall maintain records of staff
qulaifications required by the rules in Section
040

these| s may be kept in one location among
the clustered facilities.

facility failed ito ensure records of staff
gualifidations were maintained in the facility for 2

(X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
IDENTIFICATION NUMBER: A B NG COMPLETED
R
FCL051063 B. WING 02/27/2026
|
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
\
|
PANDORA FAMILY CARE HOME 924 HOBBS STREET
| CLAYTON, NC 27520
(0) ID '\ SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x8)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REBULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
\l DEFICIENCY)
C 375 Continued From page 22 C 375
-She did not have a reason the pharmacy drug
rev!ews re not completed quarterly and did not
know if there was a timing issue relative to the
5-month timeframe between the 07/23/25 and
12/29/25 pharmacy drugs reviews completed.
-She sentla message to the Administrator with
any|recommendations based on her drug review
and there was typically no issue with the follow up
of recommendations.
-She thought it would be helpful if the facility
would contact her the month before the due date
for the next pharmacy drug review.
L ‘
C443 10ANCAG 13G .1212 Record of Staff CH oA NOAC 13G. 1212 02)28( 26
Qualifications

Recerd of Stovqt Quala ; cah ons

Pawdores  Famly  Owve

Home 15 resPoM;b[@ fol
oo v ou W § records  of
ot queligiustions
e faulity

Te  Admiwistrofor i€

respowsible jor ewsuriwg

Lm stot records e

op o dote, awd alg0
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(X4) ID | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (3]
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L
C 443

C443 ColrmnuT From page 23 mm ntoa ned o the

|
1ntqrvie iwith the personal care aide/medication

aide (PCA/MA) on 02/26/26 at 7:45am upon
entrance facility revealed:

+wdl1fy'

woill

-She worked two weeks at the facility followed by ]Fg, ﬁd;m 1\ Stradtol &
one week off. ;
-There was a second staff that relieved her when ow UP& ote €& vecer <
shaiwasorforaweek. w oy o

[ \
Second inferview with the PCA/MA on 02/26/26 at o e 4 v :
9:18am m%aled: ‘o AR M o W
~Three peaple worked at the facility. including the e SV v
Administrator. o of adl
-She couldinot find any staff records in the hall W T bem
closet. \ ‘
-The Administrator had the staff records. {"' me ¢

-She just sent a text message to the
Administratpr and asked her to bring the staff
records to the facility.

|

Obsefvatior of the facility's Director on 02/26/26
at 12:02pm Ih-e\'realleml he entered the facility and
placed threﬂ notebooks on the desk.

Interview the facility's Director on 02/26/26 at
12:02pm revealed:

-The three nbtebooks were staff records for
facility emplayees.

-Facility administration tried to make it a point to
leave staff rds at the facility.
-He thaught the Administrator had taken the staff

records to update them.

|
Interview with the Administrator on 02/27/26 at
8:15am rev d:
-The staff s were at her home office on
02/26/26.
-When she conducted a staff training, she took
staff rec'plds ith her so she could update the
staff records. |
Division of Health ServnceReoLﬂann
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I
C 443 Co}nlnu From page 24 C 443
1

-She had not returned the staff records to the
faé‘lity.
-She kneWw records of staff qualifications were to
be maintained onsite at the facility.

|

\

|

Division of Health Service Regulgtion

STATE FORM [ UR2111
\

If continuation sheet 25 of 26



Forte, Hope

_E,_b_—_—

From: June Oburu <juneokach@yahoo.com>

Sent: | \ Tuesday, March 31, 2026 10:34 AM
To: \ | Forte, Hope
Subject: | [External] Pandora FCH Plan of Correction

|

Attachments: \ Pandora Clayton Plan of correction 2026.pdf
|
I

CAUTION: Exteri\al email. Do not click links or open attachments unless verified. Report suspicious emails with the Report Message
button located dn yo r Outlook menu bar on the Home tab.

Good mornmg Ml Forte,

Thankyou, |
June Oburu, Admi
Pandora FCH|

Please find attacr*ed the plan of correction for Pandora Clayton following a state visit on 02/27/2026.

nistrator
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	headthe, nd chronic back pain. 
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	½-w cud m', w.S t-rw-tor
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	-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 • 
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	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. 
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	!-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. 
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	-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 
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	Traza~one: nd used to treat anxiety, depression, and inability to sleep) 75mg at bedtime. 
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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. 

	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. 
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	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 
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	revealed th1 
	revealed th1 
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	dated h2122J2s revealed: 
	dated h2122J2s revealed: 
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	treat d abete s mellitus} extended release 500mg 
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	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 


	Division of Healh Servicll Regulation STATE FORM 
	tt contlruaton sheet 11 of 25
	UR2111 
	-
	PRINTED: 03/13/2026 FORM APPROVED 
	Division of ealth Service Reaulation STATEMENT O DEFIC l:NCIES 
	(X1) PROVIDER/SUPPLIER/CLIA 
	(X1) PROVIDER/SUPPLIER/CLIA 
	(X3) DATE SURVEY
	(X2) MULTIPLE CONSTRUCTION 

	AND PLAN OF I ORREC ITION 
	IDENTIFICATION NUMBER: 
	IDENTIFICATION NUMBER: 
	COMPLETED
	A. BUILDING: ________ 

	R 
	B. WING _ _________
	FCL051063 
	02/27/2026 
	NAME OF PRO~ 
	DER O SUPPLIER STREET ADDRESS CITY. STATE. ZIP CODE 
	924 HOBBS STREET 
	924 HOBBS STREET 
	PANDORA F/l MILY C ARE HOME 
	CLAYTON, NC 27520 
	SUMMARY STATEMENT OF DEFICIENCIES IO PROVIDER'S PlAN OF CORRECTION (X5) PREFIX 
	(X4)1D 
	(E ~CH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COM?l.ETE DATE
	REi3ULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DEFICIENCY) 
	REi3ULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DEFICIENCY) 
	TAG 

	I 
	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, 
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	an inabi ·ty to sleep) 800mg at bedtime. 
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	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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	(X4)ID PREFIX TAG 
	C 330 Ccritinud:l From page 14 C330 
	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

	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 Division of Health Servic Regul 1tion STATE FORM 
	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 Division of Health Servic Regul 1tion STATE FORM 
	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 Division of Health Servic Regul 1tion STATE FORM 
	.... 
	UR2111 
	If continuation sheet 16 ol25 


	Division of iealth Service Reaulation STATEMENT O DEFIC ENCIES 
	(X1) PROVIDER/SUPPLIER/CUA 
	AND PLAN OF ORRE< TION 
	AND PLAN OF ORRE< TION 
	IDENTIFICATION NUMBER: 

	FCL051063 
	(X2) MULTIPLE CONSTRUCTION 
	A. BUILDING: ________ B.WING 
	PRINTED: 03/13/2026 FORM APPROVED 
	(X3) DATE SURVEY COMPLETED 
	R 
	02/27/2026 
	NAME OF PRO\ DER O SUPPLIER STREETADDRESS, CITY, STATE. ZIP CODF. 
	NAME OF PRO\ DER O SUPPLIER STREETADDRESS, CITY, STATE. ZIP CODF. 
	NAME OF PRO\ DER O SUPPLIER STREETADDRESS, CITY, STATE. ZIP CODF. 

	924 HOBBS STREET PANDORA FJI MILY C ARE HOME 
	924 HOBBS STREET PANDORA FJI MILY C ARE HOME 

	CLAYTON, NC 27520 
	CLAYTON, NC 27520 
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	()(5) 

	PREFIX (E~CH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE 
	PREFIX (E~CH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE 
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	TAG RE GULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE 
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	DEFICIENCY) 
	DEFICIENCY) 

	C 330 Co 1tinued From page 16 C 330 
	C 330 Co 1tinued From page 16 C 330 

	dee lsion 1ot to administer medications on 
	dee lsion 1ot to administer medications on 

	12131/25. 
	12131/25. 

	-He spok to the pharmacy representative today 
	-He spok to the pharmacy representative today 

	(02 26/261 and was told insurance would not 
	(02 26/261 and was told insurance would not 

	allow for I nedications to be filled In a 31-day 
	allow for I nedications to be filled In a 31-day 

	supoly so the facility should start the upcoming 
	supoly so the facility should start the upcoming 

	mo ths medications so residents would not miss 
	mo ths medications so residents would not miss 

	any medic ~tions. 
	any medic ~tions. 

	Telephone interview with a pharmacy technician 
	Telephone interview with a pharmacy technician 

	for t ~e cor tracted pharmacy provider on 02/26/26 
	for t ~e cor tracted pharmacy provider on 02/26/26 

	at 4i5pm •evealed: 
	at 4i5pm •evealed: 

	-Sh was I nsure why the facility residents' 
	-Sh was I nsure why the facility residents' 

	med catior s were not administered on 12/31/25. 
	med catior s were not administered on 12/31/25. 

	-Beginning 12/01/25, the facility was notified that 
	-Beginning 12/01/25, the facility was notified that 

	insu1 ance vould not allow for more than a 30-day 
	insu1 ance vould not allow for more than a 30-day 

	supp1Y of n edications to be dispensed. 
	supp1Y of n edications to be dispensed. 

	-The 'acilit should start a new medication 
	-The 'acilit should start a new medication 

	pack ige or ce the current medication package 
	pack ige or ce the current medication package 

	was 1:ompl1 ted. 
	was 1:ompl1 ted. 

	-The pharrr acy tried to deliver medications to the 
	-The pharrr acy tried to deliver medications to the 

	facilit 4 -7 days before the upcoming month 
	facilit 4 -7 days before the upcoming month 

	begirs. 
	begirs. 

	-Resi , ents ,hould never go without their 
	-Resi , ents ,hould never go without their 

	medi~ tions i>elng administered. 
	medi~ tions i>elng administered. 

	lnterv ew wi h the Administrator on 02/27 /26 at 
	lnterv ew wi h the Administrator on 02/27 /26 at 

	9:01a!n revE aled: 
	9:01a!n revE aled: 

	-A circ1 e aro ~nd the MA initials meant the 
	-A circ1 e aro ~nd the MA initials meant the 

	medic 1tion 1,as not administered because of a 
	medic 1tion 1,as not administered because of a 

	refusa or un;ivallable medication. 
	refusa or un;ivallable medication. 

	-On 1'~31/2 , some medications for the facility 
	-On 1'~31/2 , some medications for the facility 

	reside its we e not administered because the 
	reside its we e not administered because the 

	medici lions ~ere unavailable. 
	medici lions ~ere unavailable. 

	-She ti Id the MA that the January 2026 
	-She ti Id the MA that the January 2026 

	medic; tion s Jpply could not be used until January 
	medic; tion s Jpply could not be used until January 

	2026 becausl! the "medication counts for 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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	C375 /0f\-#JOAC, 1~4-iooq{'.g.,) (c)
	1 

	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~ 
	I
	regist 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-,re..~P°w;·hie; tor
	5 
	1 

	signifi 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,~

	j
	I 

	Phar 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 of
	which clud s at least the following: 
	0
	(A) the revie of information in the resident's 
	record uch s diagnoses, history and physical, discha e su mary, vital signs, physician's orders, progr ss notes, laboratory values and 
	f h OIY' r(l CAJ CJ W h C., cJ OM" e, 1 

	Io! l{>J(.l)J-t 
	Figure
	Figure
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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 
	~(!) 
	WM

	Figure
	c1v 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 
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