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D 000

Tha Adult Care Licensure Section conducted an
annual and follow-up survey and complaint
investigation on 03/03/26-03/06/26. The
complaint investigation was initiated hy the

Buncombe County Depariment of Social Services
on 02/18/26.

DO77| 10A NCAC 13F .0308

Furnishings

(a){4) Housekeeping And D077

10A NCAC 13F .0308 Housekeeping And
Fumishings

(8) Adult care homes shall:

{4} have a sanitation report in accordance with
one of the follawing;

{A) a North Carolina Dapartment of Heaith and
Human Services, Division of Public Health,
Environmental Health Section appraved
sanitation classification at all times in facilities
with 12 beds or less, pursuant to the “Rules
Goveming the Sanitation of Residential Care )
Facilities", 15A NCAC 18A .1 600, which are
incorporated by reference including all
subsequent amendments and can be accessed
electronically free of charge at
hitp:ffehs.dph.nedhhs.govirules.him: and

(B) a North Carolina Department of Health ang
Human Services Division of Public Health, and
Environmental Health Section sanitation scores
of 85 orabove at all times in facilities with 13
beds or more. The "Rules Gaovemning the

Sanitation of Hospitals, Nursing Homes, Adult
Carg Homes, and Other Institutions®, 15A NGAG

18A.1300, can be accessed electronically free of
charge at hitp:/fehs.dph.ncdhhs.govirules. him.
Notwithstanding the requirements of Rula .0301
of this Section, this Rule shall apply to new and
existing facilities.

Admin has requested that
health

department return for a recheck.

Most items have been repaired
by maintence and helper.

Admin has done a walk through
of facility and will continue to do

4-16-26
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on a weekly basis to note any

This Rule is not met ag evidencad by:
TYPE A1 VIOLATION

Based on obsarvations, interviews and record
reviews, the facility failed o maintain an approved
sanitation classification at all times in facilities
with 12 beds or less from the Norih Carplina
Department of Health and Human Services
(NCDHHS), Divislon of Public Health (DPH),
Environmental Health Section related to a
tisapproved score with 40 demerits on 02/03/28.

The findings are;

Revigw of the facility's license effective January 1,
2028, the facility had a licensed capacity of 12
residants.

Review of the facllity's NCDHHS DPH
Environmental Health Section [nspection of
Residentfal Care Facilities report dated 02/03/25
revealed: d

-The classification was disapproved with a total of
40 demerits,

~There was a 4-demerit deduction for beds, linen,
faundry, furniture related to no bed linen on a
maltrass oh one resident bed.

~There was a 2-demerit deduction for physical
facillties walls, ceilings, and attachments clean
relaled to observed food debris at celling of
kitchen, all and ceiling attachments such as light
fixtures, fans, and vent covers shail be kept
clean.

~There was a current bed bug issue in the facllity
with pest control having visited the facility to fivio

maintence issues that may need
to be addressed or any other
issues that may be harmful

to residents/staff. Any issues or
concerns will be addressed to
staff ( for cleaning or anything
that falls in their scope),
maintentence or pest control.
Admin will then follow up until
any and all issues are addressed
repaired or replaced.
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resolve issue.

-There was observed deterioration of an outdoor
porch floorboard located right ouiside of sids
entry door if siepped on it may result In injury,
-The Environment Health Section wauld complete
an unannounced reinspection of the facility within
80 days at the request of the Administrator,

Interview with a resident during the initial four on
03/03/26 at 9:04am revealed:

~The facilily had bed bugs.

~There ware bed bugs in the overhead lighting
fixture that was hanging down from the ceiling of
his room.

-The Maintanance Director had been treating bed
bugs in a sister facility and once ha had
completed that facility he would start treating the
bed bugs in this facility.

Observation of the same residsnis room during
the Initial tour.on 03/03/26 at 9:04am revealed:
~There was a dead bed bug on the mattress at
the bottem of the resident's bed,

~The bed did not have a bottom sheet, top sheet,

blanket, or bedspraad.
~The maltress was heavily soiled with aray

residue, brown stains, and three smal] purple
stains identified by the resident as Jelly stains,

Interview with a sacond resident during the initial
tour on 03/03/26 at 9:05am reveaied:

-3he had bed bugs in her room.

-She thought she was bitten on her left armby a
bed bug Jast night,

Interview with a third resident during the initial
tour on 03/03/26 al 9:16am ravealad:

-She had bed bugs in her room that crawled on
her and bit her.

-She could not sleep at night becauss of the bed
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bugs biting her.

-The Maintenance Director started spraying for
bed bugs in a sister factity but not in the facility
where she resided.

-The facility staif had not treated the facility for

bed bugs,

Observation of a third resident's room during the -

initial tour on 03/03/26 at 9:16am revealad:

-The resident was lying in bed.

~There was one live bed bug crawling on the wall
near the television,

-Thera were 2 bed bugs sean crawling on the
curtains.

-There was one bed bug crawling on her pillow
near her head.

-Thera was one bad bug crawling on her shirt on
her abdomen,

interview with a fourth resident during the initial
tour on 03/03/26 at 9:25am revealed:

~There were bed bugs in his room.

-The spols on the wall above and beside his bed
were where he would "smush” bed bugs to kill
them,

-He was getting bed bug bites on his amms and
feat,

Observation in the fourth resident's room on
03/03/26 at 9:33am revealed:

-There were bed bug droppings at the head of the
bed on the mattress cover.

-The bottom shest was heavily stained with large
brown stains,

-Thera wers numerous arcas of smal] circular
black stains of various sizes on the botlam sheet,
-There were no pillowcases on the pillows on the
hed,

interview with a fifth resident during the initial teur
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on 03/03/26 at 10:00am revealed:

-His amms itched from the bed bug bites.

-The Maintenance Diraetor sprayed the facility for
the bed bugs for "awhile now,” but it was not
working.

-He was "tired" of the bed bugs bifing him and
wanted the facility to get rid of them.

Observation of the fifth resident during the initial
tour on 03/03/26 at 10:00am revealed:

-The resident was sitting on the side of his bed
and scratching both of his arms.

-Bath arms had scratch marks with dried blood
visible.

Observation of the fifth regident's room during the
initial four on 03/03/26 at 10:00arm revealed there
were no sheets on the bed and the matiress was
discolored with brownish/black residue.

Chservation in a sixth resident's room on
03/03/26 at 10:26am ravealed:

-The bed did not have a bottom sheat, top sheet,
blanket, pillow or bedspread,

-The entire matiress was soiled and discolored
arey,

-There was as area approximately 2-foot long by
2-fout wide in the cenler of the matiress with
brown stains.

Observation of the wall in the main hallway
between rooms #2 and #3 on 03/03/26 at
10:21am revealed there was a bed bug crawling

on the wali.

Observation of the doar jamb at the entrance of
room #2 on 03/03/26 at 10:32am revealed there
was a bed bug crawling on the door jam.

Observation of the wall in the hallway outside

Division 'of Health Service Regulation
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room #7 on 03/03/26 at 10:35am revealed there
was a bed bug crawling on the wall,

Observation of the storage room on 03/03/26 at
10:374m revealed there were 7 bed bug
carcasses lying on the floor in front of the
window.

Observation of the side entry outdoor porch on
03/03/26 &t 12:30pm revealed:

-The paint was chipping from the floorboards,
-There was deterioration of five floorboards
located under a small table on the porch,

Telephone interview with the local Environmental
Health Inspector on 03/05/26 at 9:21am revealed:
-She conducted the Environmental Health
Inspaction of the facility on 02/03/26.

-The fatilily received a disapproved classification
with 40 demerits.

~The facility staff had been instructed to nofify her
when they had corrected the areas identified on
the inspection on 02/03/28,

-She would return within 7 days of belng notified
they were ready for a rainspection,

-She was still waiting to hear from facility staff
they wera ready for her to return.

interview with the Maintenance Director on
03/05/26 at 3:54pm revealed:

-He was aware the facility received a disapproved
sanitation inspection on 02/03/286.

-He was responsible for repairing the items
identified on the disapproved sanitation
inspoction. :

-He had corrected some of the itemns identified on
the disapproved sanitation inspection.

-He had not yet corrected all of the items, but
would be completing them once he finished bed
bug treatment in the facility.

Divigion of Health Service Regulailon
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Interview with the Administrator on 03/05/26 at
10:08am revealzd:

~The Maintenance Director was responsible for
making repairs to address deductions made on
the disapproved sanitation inspection from
02/03/26, '

-The Maintenance Director had been working on
making the repairs.

-She thought they were about ready for a
reinspection.

[Refer to tag 0079 10A NCAG 13F .0306(a)(5)
Housekeeping and Fumishings Type A1 Violation]

{Refer to tag 0087 10A NCAC 13E .0306(b){1)
Housekeeping and Fumishings Type B Violaiion]

[Refer to tag 0105 10A NCAC 13F .0311(a) Other
Requirements Type B Violation]

The facility failed to address demerit teductions
on the facility's Enviranmentai Health Inspection
dated 02/03/26 including a bed bug infestation, an
exterior porch with five deteriorating floorboards,
three resident mattresses which were dirty, and
three resident beds which did not have bed linens
which resulied in serious neglect of the residents
and constitutes a Typa A1 Violation.

The facility provided a plan of protection in
accordance with G.S. 1310-34 on 03/05/26 for
this violation.

CORRECTION DATE FOR THE TYPE A1
VIOLATION SHALL NOT EXCEED APRIL 5,
2028,
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D078 10A NCAC 13F .0306 {a){5) Housekeeping and Do79
Furnishings

10A NCAC 13F .0308 Housekeeping and
Fumishings

(8) Adult care homes shalk:

(5} be maintained in an uncluttered, clean and
orderly manner, free of all obstructions and
hazards;

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

This Rule is not met as evidenced by:
TYPE A1 VIOLATION,

Based on observations, Interviews, and record
reviews, the facility failed to maintain an
environmant that was clean and free from
hazards related to bed bug infestation and
unsecured oxygen tanks,

The findings ara:

1. Review of the facility's North Caralina
Department of Health and Human Services
(NGDHHS) Divislon of Public Health
Environmental Health Section Inspaction of
Residential Care Facilities report dated 02/03/26
revealed there was a current bed bug issue In the
facifity with pest control having visited the fagility
to try to resolve the issus.

Divislon of Health Sewvice Regulatian
STATE FORM oo 72P011 Il centinuation steet 8 of 117




From: JAYANTH MABDERLA Fax: +18202369486 To;

Fax: +19197339374

Page: 10 of 21 051212026 7:39 AM

PRINTED: 04/17/2026

L . ) FORMAPPROVED
Division of Health Sapvice Regutation
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CCNSTRUCTION |} {43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER; ABULDING: i CONMPLETED
R-C
HALDT1373 B. WING 03/06/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
RICHMOND HILL ASSISTED LIVING # 4 95 RIGHMOND HILL ROAD
ASHEVILLE, NC 28808
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION 5
PREFX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE GOMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
D 679| Continued From page 8 D a79

Interview with a resident during the initial tour on
D3/03/28 at 9:04am revealed:

~The facility had bed bugs,

-There were bed bugs in the overhead lighting
fixture that was hanging down from the ceiling of
his room,

~He did not think his room had any live bed bugs.
-His room was sprayed "a couple months ago."”
-His maitress had been changed out when the
room was sprayed.

~There was a bed bug "nest" in his matiress prior
to it being changert out and sprayed,

-He used to see bed bugs every day.

-He would crush the bed bugs.

~The bed bugs would bite his arms.

-A personal care aide {PCA) had helped him
clean his roam “last week.”

~The PCA sprayed his room last week.

~He did not know what type of spray the PCA
used {o spray his room.

-He had not seen any bed bugs in his room since
then.

-He had not szen any bed bugs an him racently,
-He was not getting bitten by bed bugs.

-The Malntenance Director toid him he was going
to take his belongings out of his roam and heat
treat them so they could get rid of the bed bug
problem permanently,

-The Maintenance Director had been treating bad
bugs in a sister facility and once he had
Gompleted that facllity he would start ireating the
bed bugs in this facility.

Observation of the same resident's room during
the initiol tour on 08/03/26 at 9:20am reveaied
there was a dead bed bug on the matirass at the
bottom of the resident’s bed.

Interview with a second resident during the initial
tour on 03/03/26 at 9:05am revealed:
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~The facility had a problem with bed bugs that got
"bad" about a month ago.
~-She had bed bugs in her room.
-8he thought she was bitten on her left arm by a
bed bug last night,
-She used to get bilten all the time, but she was
not bitten as much now since her family member
bought her a mattress cover for her bed, )
-The facility staif started spraying fo treat the bed All self treatments have been
bugs and purchased a heatad tent. completed by maintentence
-There was & man from a local pest control and staff members . After
company that came 1o the facllity o see about leted
- 3 - was complete
treating for bed bugs, but staff told her it was self-treatment P f| 4-5-2024

going fo cost foo much so the facllity staff would
treat it themselves.

-The facility staif ireated the bed bug infestation
themselves about a year ago.

tnterview with & third resident during the initial
tour on (03/03/26 at 9;16am revealed:

-She had bed bugs In her room that crawled on
her and bit her,

~She rubbed hand sanitizer over the biles and on
the bed bugs and the bed bugs would run away
and disappear,

-She could not sleep at night because of the bed
bugs biting her.

-She teld several staff she was baing bitten by
bed bugs. .
-The Maintenance Director started spraying for
bed bugs in a sister facility but nol in the facility
where she resided.

~The facilily siaff had not treated the facifity for
bed bugs.

Observation of the third resident's room during
the initial tour on 03/03/25 at 9:16am revealad:
~The resident was lying in bed.

-There was one live bed bug crawling on the wall
near the telavision,.

March, facility contracted with
a local pest control company to Y
further assist in treatments for
bed bugs or additional pests.
@ pcst control is treating
and following up on a bi-weekly
basis and as needed to assist
with any ongoing needed
treatments.

Several residents have stated
that the situation has improved.
Various follow up inspections
done by pest control has
resulted in clean reports.

Admin as well as MD and staff
will monitor resident rooms,
common areas, etc to ensure that
there is no sign of pests. This

will be done weekly. Any sign of
pest or reports will be reported
to pest control company
immediately to avoid another
infestation
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-There were 2 bed bugs crawling on the curtains,
-There was one bed bug crawling on her pillow
near her head,

~There was one bed bug crawling on her shirt on
her abdomen.

interview with a fourth resident during the inifial
tour on 03/03/26 at 9:28arm revealed:

-There were bed bugs in his room,

-Tha spots on the wall abave and beside his bed
were where he would "smush” bed bugs to kil
them,

-He was getling bed bug bites on hls ame and
feet,

Observation of the fourth resident's room during
the initial tour on 03/03/26 at 9:33am revealed:
-There wara nine thin brown emears on the wall
beside the bed.

-There were two thin brown smeats on the wall at
the head of the bed.

-There were bed bug droppings at the head of the
bad on the mattress cover.

Observation of the fourth resideni's left forearm
and feet on 03/03/25 at 9:35am revealad :

-There were two reddened areas on the residents
left foream,

-One of the reddened areas had an area of
scabhing,

~There were areas of redness oo numerous to
count on the top of the residents right foot.

Interview with a fifth resident during the initial tour
on 03/03/26 at 8:41am revealed:

-He had a lot of bed.bugs in his reom now,

-The bed bugs wars biting him alf aver his body.
-He had bites on his hands, backs of his arms
and legs, and on his back and feet.

-On 02/28/28, a female staff member came into
Division of Health Servica Regufation
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his room.

-She had him go thraugh his room and they got
fid of ltems he did not need,

-The staff member swept and mopped his room.
-The staff member sprayed his room.

~The staff member did not do anything to his bed.

Interview with 2 sixth resident during the initial
tour on 03/03/26 at 10:00am revealed:

-His arms ftehed from the bed bug bites.

-The Maintenance Dirgctor sprayed the facility for
the bed bugs for "awhile naw", but it was not
working,

-He was "tired" of the bad bugs biting him and
wanted the facility to get rid of them.

Observation of the sixth resident during the initial
tour on 03/03/26 at 10:00am revealed:

-The resident was sitting on the side of his bad
and scratching both of his arms.

-Both ayms had seratch marks with dried blood
visible,

interview with a seventh resident during the initial
tour on 03/03/26 at 10:01am revealed:

~-Alocal pest control company sprayed her room
and the bed bugs started running arotnd.

-The bed bugs were not bad in her room uniil the
pest control company sprayed her room.

-The pest contrel company found a faw bed bugs
In her matiress.

~She had bed bug bites on her arms and the bites
fiched.

~Her physician gave her some cream to put on
the biteo to help with the itching,

Interview with an eighth resident during the initial
tour on 03/03/26 at 10:09am revealed:

-He had a "bunch" of bed bugs in his room.

-He "squished" a bunch of them.
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~The Maintenance Director sprayed in his room a
couple of days ago.

-The bed bugs kept him awake at night because
they bit him.

-The facility was not doing anything else to get rid
of the bed bugs except spraying.

Inferview with a ninth resident during the initial
tour on 03/03/28 at 10:15am revealed:

-He saw bed bugs running along the walls in his
raom,

-He killad bed bugs in hls room,

-The Maintenance Director was in the process of
getting the bed bug issue taken care of.

Observation in the ninth residents room on
03/03/26 at 10;:26am revealed thers was black
debris in the seams of the resident's mattress
and bedsprings. ]

Interview with a tenth resident during the Initial
tour on 03/03/26 2t 10:31am revealed:

~The Maintenance Director was supposed to
come spray the facility for bed bugs.

~The Maintenance Director had been "puifing it
off."

-The Maintenance Director had been ireating bed
hugs in a sister facility for three weeks.

-The Maintenance Director was supposed to
come io the facifity and do a bed bug treatment
as soon as he finlshed freating the sister facility.

Interview with an eleventh resident on 03/06/26 at
9:30am revealed:

-He was bitten by bed bugs when he sat on the
couch in the Hving room fo watch television a
couple months ago.,

«He would no longer sit in the living room o watch
television because he did not want to be bitten
anymare.
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~The bed bug infestation had been a prablem for
ihe past year.

-They started heat traating the furniture and
residents’ belongings yesterday {03/05/28) but
when they brought back in one resident's box of
belongings, he saw bed bugs still crawling around
in It after the heat treatment in the tent was
completed.

-Staft iook the box back outside 1o the tent to
ireat it again,

-The faglfity freated bed bugs three times in the
past year by two different past control companies,
-Aperson from a new pest control company came
out and said he could treaf and get rid of the bed
bugs.

Cbservation of the wall in the main haliway
between roams #2 and #3 on 03/03/25 at
10:21am revesled there was a bed bug crawling
on the wall.

Observation of the door jamb at the enfrance of
raom #2 on 03/03/26 at 10:32am revealed there
was a bed bug crawling on the door jam.

Observation of the wail In the hallway outside
room #7 on 03/03/26 at 10:35am revealed thers
was a bed bug crawling on the wall.

Observation of the storage room on 03/03/25 at
10:37am revealed there were 7 bed bug
carcasses lying on the floor in front of the
window.

Clkaorvation of a spray container in (he kitchen in
the floor by the door on 03/03/26 at 10:38am
revealed there was a clear liquid in the container
identified by the personel care aide (PCA) as
rubbing alcohal,
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Observation on tha front porch of the facility on
03/04/26 at 4:01pm revealed:

-Thers were two PCAs standing on the porch and
one PCA asked the other to seratch her back
because it iiched,

-The PCA said she just found a bad bug crawling
on her chest and she did not realize how smatl
they ware,

Interview with a PCA on 03/03/26 at 9:45am and
10:24am revealed:

-She previously worked at the facllity but quit in
December 2025 because she found three bad
bugs crawting on her and she was being bitten by
bed bugs,

-She started working at the facility again in
February 20286,

~The facility was not freated for bed bugs befare
she quit in December 2025,

-She knew there were still bod bugs In the faciiity,
~She killed two bed bugs in the kifchen this
morning.

-Management had not instructed her to do
anything regarding treating the bed bugs.

~She had alcohol in a spray container in the
kitchen and sprayed the baseboards in resident
rooms when she had time,

-Alocal pest control company came to the facility
to give an estimate for treating the bed bug
Infestation, but she learned from other staff that
the Owner did not want to pay the amount it
would cost to have the facility professionally
treated,

-The Maintenance Director purchased bed bug
spray from a local store to treat tha bed bugsina
sister facility and a heat tent fo freat residents'
belongings.

-Many of the residents complained about being
bitten and one resident was getting “ate up” by
bed bug bites.
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Asecond interview with the same PCA on
03/03/28 at 2:15pm revealed;

~The Maintenance Director sprayed the living
room and dining room with spray to kil bad bugs.
~The Maintenance Director told her and the
residents to stay out of the area for at least 15-30
minutes.

~The Mainfenance Director had not treaied the
resident rooms for bed bugs in the facility.

Intervisw with 2 second PCA on 03/04/26 at
10:00am revealed:

-8he worked for the facility since July 2025,

-The facility had a bed bug infestation since she
started working there in July 2025.

~The facility had not been treating consistently for
the bed bugs.

-A couple of pest control companies treated the
facllity a "long time ago" but there had not been
any treatments completed this year.

Interview with the Maintenance Diractor on
03/03/26 at 11:3Bam revealed:

~The facilily had a bed bug infestation that started
&bout 8 months ago.

-The Owner recently bought a tent to heat treat all
the residents' belongings, matiresses, and
furniture for bed bugs.

-He was heat treating furniture and residents’
belongings at a sister facility and had not started
treating at this facility yet,

-When the environmental inspsction was being
done at tho facillty, the inspector saw a container
of bed bug spray purchased at a lacal store and
said it would not treat the bad bug infestation.
-He bought an all-in-one disinfectant spray and
insecticide onfine that was recommended by the
inspector and sprayed the inside the facility on
Division of Heslth Senvice Regulation
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2126128, 02/28/26, and 03/02/26.

~Two different past coniral companies treated the
facitity for bed bugs about 4 months agoand 9
months ago and neither company treated tha
facllity effectively.

~Thers had not been any treatments completed
by a professional pest cantrol company in the
past 4 months,

-The residents' furniture and belongings treafed in
the heat tent would need to be treated at 120
degrees or higher for the first hour until there was
1o sign of life and if bed buy life remained the
belengings would need to be retreated.

Interview with a medication zide (MA) on
03/05/26 at 4:26pm revesled:

~The facilily had a bed bug infestation,

-She knew some of the rasidents were being
bitten by bed bugs.

-None of the residents complained of being bitlen
by bed bugs except one resident who had orders
for a cream fo treat bed bug bites.

Telephone interview with a third shift MA on
03/08/26 at 9:05am revesled she administered
medications to the residents in the faciity third
shift on 03/05/26 and she saw bed bugs in some
of the residents' rooms.

Observation in the hallway betwesn rooms 3 and
4 on 03/06/26 at 9:30am revesled there was a
gallon sized overthe-counter spray bottle labeled
"bed bug killer with egy kIl sefting on the flaor.

Intorview with a PCA on 03/06/25 at 9:42am
revealed:

-He knew the facility had bed bugs for Yawhile
now",

-He naver found any hed bugs crawling on hirn
because he did not ever sit down on the furniture
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{n the facility.

-He had not seen a pest control company in the
past coupie of months.

~There was a gallon jug of bed bug killer in the
building, but he did not feel comfortable spraying
the chemicals because he had never been
trained to use it.

-He did not want to spray the bed bug killer
incomreclly and make the residents sick.

-A resident compiained to him about 2 months
ago they were being bitten by bed bugs and he
reported it to the Administrator.

Review of the facility's receipls for local pest
control service revealed the facility was treated
for bed bugs on 10/14/24, 04/106/25, and
08/27/25.

Telephone Interview with the local Environmental
Health Inspector on 03/05/26 at 9:21am revesled:
-She conducted the Environmental Health
Inspaction of the facility on 02/03/26.

-The facility had a current bed bug issue during
the Inspection on 02/03/26,

-On 02/03/26, the Administrator told her the
facility had a contract with a local pest control
company for treatment of bed bugs.

~The Adminisirator told her they wers getting new
beds, fumniture, and clothes for ihe residents.
-The Administrator told her the local pest conirol
caompany would be coming in on an ongoing
basis to ensure the bed bug freatment was
effective.

Raview of an emall between a Fleld inspactor
fram a local pest conirol company and the
Administrator revealed:

-On 02/25/26 at 12:25pm, the Field Inspector sent
an emall to the Administrator asking for the
Administrator to call him with 2 mathod of
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payment for the pest control coniract as agreed
upon,

-0n 02/26126 at 2:58pm, the Administrator replied
ta the Field Inspecior that the treatment plan kept
changing and the Administralor made an
“executive dacision" to postpone the seheduled
treatment because the prep work was not
completed,

~The Administrator was informed by the
Malntenance Director and Owner that some iype
of heating treatment was going to be completed
by the facility staff.

Telephone interview with the Field Inspector from
a local pest control company on 03/06/26 at
8:12am revealed:

~They had a coniract with the facility fo treat the
facility for bed bugs in late February 2026.

~They were about to come out 1o start treatment
and the facility called and cancelled the contract.
~The facility planned to self.ireat the bad bugs by
moving everything out into a tent fo heat treat
instead of having the past contral company
treating the facility.

-Heat trealing the contents of the rooms would do
nothing for the inside of the rooms of the facility.
-The facility was going to spray a "disinfectant'
inside the rooms and behind outlets and it was
not going to kill bed bugs.

~The bed bug infestation in the facility was
“extrame."

-The bugs were in every room and in every hed.
-Proper heat treafing to kill bed bugs reqguired
heating the entire building to 140 degrees.

Interview with the Maintenance Director on
D3/05/26 at 3:54pm revealed:

-He was warking on bed bug treatment in room
#B,

~Resldent rooms #9, #10, #11, and #12 remained
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1o be freated,

-Alocal pest control company was paid 8,000
over three months and the bed bug infestation got
worse,

-He spoke with a suparvisor with the local pest
conlrol company about the continued infestation
after their failure to treat after three months.

~The pest contro! Supervisor "pulled him aside™
and told him to cancel the contract with them and
buy a bed bug killing preduct that was safer for
the residents.

-Tha pest control Supervisor told him the
recornmended bed bug product was safe to spray
on matiresses.

-The product the pest control company used
requirad the residents fo stay out of treated areas
for at least four hours and had a iong list of side
effects.

-The disadvaniage of using the bed bug product
recommended was you had to continue to spray
areas down avery 48 hours until the signs of bed
bugs were clear,

~The next step was o set up glue fraps.

-To treat each room they were removing the
cantents of the room to the heat tent, deep
cleaning the room, then spraying it down with the
bed bug killing spray including inside the elecirical
outlets and light switch boxas,

~The product was safe once dry for the residents
and was non-flammable when dry,

-He then encased the resident matiress in 6 mm
plastic and secured with tape the bed bugs could
not get through.

-Then everything went back into the room.

-He looked for signe of bed bugs in the freated
ruoms every other night and spray the bed bug

killing product if signs were present.

-it was easier to see the bad bugs come out at
night, so that was when he was going o do his
rounds,
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i the treatment was not successful, they would
get a pest control company to come back and
treat.

Observation outside the facility In the parking
area on 0306126 at 9:37am revealed:

“There was an 8 foot long by 4-foot-wide tent set
up in the parking lot.

_There were four heating units connected to the
four comers of the tent.

“The heating units had a timer which could be set
1o 1 hour, 4 hours, or B hours.

Telephone interview with the Operations Wanager
of the company who produced the tent and
heating units the facility used 1o treat for bed bugs
on 03/06/26 at 12:20pm revealed:

The tent and heating units wera Intended 1o be
used 1o Kill bed bugs on items that would fit inside
the tent.

The heating units could produce temperatures
inside the tent of 165 degree Fahranheit (F).

The heating units were only safe to be used with
the tent and were not designed to heat rooms
indoors.

Review of the product label of the praduct the
facility used as bed bug treatment revealed:

~The product was & bactericide (a substance that
kills bacteria), sanitizer (a substance used to
make something clean and nygienic}, fungicide {a
chamieal that dastroys fungus), mildewcide (2
chemical designed {o destroy and prevent the
B L L PR TR ISR LN [ ST L8 g
{substance used for killing insects), deodorant,
germicide {destroys hanmful microorganisms),
and viricide {a substance that kills viruses).
-Surfaces and objects must be cleaned of gross
filth before treatment,

-Spray surfaces and articles until thoroughly
Divialon of Haallh Service Reglation
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dampened and allow them to remain wet for at
least 10 minutes,

-To kill bedbugs, the infested areas should be
sprayed thoroughly and repeatedly, directing the
spray into all crevices, cracks, and hiding places,
sBams, creases, and folds.

interview with the Administrator on 03/06/26 at
12:23pm revealsd:

-Staff found live bed bugs In a resident's
belongings after the belongings were heat treated
in the tant on 03/05/26.

-The tent was not heating up to the correct
temperature to kill the bed bugs yesierday
(03/05/26).

-The resident's belongings had to be heat treated
a second time on 03/05/26.

-She got a thermometer to use inside the tent to
make sure it got hot enough to Kill the bed bugs,
“The staff ware now making sure the tent heated
up to at least 130 degrees and the items were
treated for 3 hours.

Observation of the thermometer sitting on top of a
dresser inside the heat-treating tent on 02/06/26
at 12:48pm revealed the temperature was 110.3
dearees.

Intarview with the Administrator and the Owner on
D3i03/25 at 2:30pm revealed:

STreatment for bed bugs wouwld begin at the
facility on 03/04426.

-They hired three exira staff to help with the bed
DUy ETau i,

-They did not have a contract with a pest control
company to freat bed bugs at the facility.

—Thay were freating the bed bugs with a system
the Maintenance Director researched and
implemented.

~“They removed all furniture and belongings from
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each resident room and placed it in a tent to be

treated with 120-degree heat for three hours.

~The rooms were swept, mopped, and sprayed

down with a product o kill bad bugs,

<The matiresses were sprayed with a product to

.| kill bed bugs, allowed to dry, and then wrapped

with a plastic barrier.

2. Review of the US Occupational Health and

Safety Administration's (OSHA) regulations on the

storage of compressed gas cylinders dated

05/24/12 revealod: ' 4-1-26

-Compressed gas cylinders should be secured in
an upright position at all times.

A steadying device should be used to keep
cylinders from being knocked over.
-Compressed gas cylinders should not be
intentionally dropped, struck, or permitted to
strike @ach other violently.

Observation in the staff room during the initial
facility tour on 03/03/26 at 8:65am revealed:
-There wera thraa approximately 3-foot 1al],
unsecured, emply oxygen tanks sitfing upright on
the floor on the right side of the room,

-There was a fourth approximately 3-foot tall
unsecured, emply oxygen tank siiting on the fioor
on the left side of the room.

Inferview with a personal care aide (PCA} on
03/03/28 at 10:02am revealed:

-She was not aware there were unsecured
oxygen tanks in the staff roam.

~Thiry tid not ave a orata in the fosility to cocura
the oxygen tanks.

Interview with another PCA on D3/04/26 at
8:33am revealed:
-She did not know how to store oxygen tanks.

-She had not received any training on oxygen

All oxygen tanks have been
placed in an approved container
and an extra container was
obtained for future need.

RCCs and Admin will add
ensuring that all oxygen tanks
are properly stored during daily
rounds. Any unsecured tanks

will be secured and a call will be
immediately for DME to pick

up empty and/or unsecured tanks
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Fumishings

10A NCAC 13F .0306 Housekeeping And
Furnishings

{b) Each bedroom shall have the following
furnishings in good repalr and clean for each
regidant:

{1} abed equipped with a box spring and
mattress or a bed frame with solld link springs
with a foam mattress or & matiress designed o
prevent sagging. A hospital bed equipped with all
accessories required for use shall be arranged
for 25 needed. A waterbed is allowed if requested
by & resident and permitied by the facility. Each
bed shall have the following:

(A} at least one pillow with clean pillowcase;

{B) a clean top and botiom sheet on the bed, with
bed changed a! least once a week and when
soiled; and

{C) clean bedspread and other clean coverings
as needed.

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

This Rule is not met as evidenced by:
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This failure resulted in serious neglect and
constitutes a Type A1 Violation.
The facility provided a plan of protection in
accordance with G.S. 131D-34 on 03/03/26.
CORRECTION DATE FOR THE TYPE A1
VIOLATION SHALL NOT EXCEED APRIL 08,
2026.
D 087] 10A NCAC 13F .0306 (b)(1) Housekeeping And D os7
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had bed bugs.

interview with one Resident Care Coordinator
(RCC) on 03/04/26 at 10:07am revealed the staff
had not said anything to her about residents In
the facility naeding sheets, blankets, bedspraads
and pillows on thelr beds.

r

Interview with the Administrator on 03/04/26 at
10:30am revealad:

-8he purchased a new bedding set for each
resident upon admission.

-The PCAs were responsible for laundering the
residents bedding and keeping ihe beds mads.
-If the residents did not have sheets on their
beds, all staff had 1o do was let her know.

~She had plenty of extra sheets in her office.

[Refer to tag 0077 10A NCAC 13F .0308(a)(4)
Housekeeping and Fumnishings Type B Violation]

[Refer to tag 0079 10A NCAC 13E .0308(a)(5)
Housekesping and Furnishing Type A1 Violatian)

[Refer to tag 0705 10A NCAC 13F .0311 (a) Other
Requirements Type B Violation]

The facility failed to provide four residents with
clean bedding or 2 top and bottom sheet in the

of sheets. Extra sheet sets wi
be kept in the office for future

for resident.

Staff have been advised that
resident beds are expected
to have sheets on them at all

to keep the sheet on RCCs a
to be notified so that they

can document accordingly.
Admin and RCCs will be

provided and used.
of replacement have been

replaced and encasement

mattresses

needs or in case of extra needs

times and if a resident refuses

checking beds daily on rpun_ds to
ensure that proper bedding is

All mattresses that were in need

protector has been plaged on
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bedspreads somatimes got lost.
-It was staff's responsibility to do laundry.
~The residenis’ bed linens did not always get
returnad fo the residents after they ware
launderad.
~The residants' did not want to lay down an their
beds after taking a shower beecause their beds
were dirty.
~The facifity washing machine was broken.
~They did not take bedding to a sister facility to
wash and dry now because the facility currently All residents will receive a set 4-1-26

all

re
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micst of a bed bug cutbreak and during 2 time
when the facility washing machine was not
operational requiring residents fo lay down in dirty
beds after showering, This failure resuited in
serious neglact of the residents and constitutes a
Type A1 Violation.
The facility provided a plan of protection in
accordance with G.S. 131D-34 on 03/05/26 for
this violation.
CORRECTION DATE FOR THE TYPE A1
VIOLATION SHALL NOT EXCEED AFRIL 05,
2026,
D 105; 10A NCAC 13F .03 (a} Other Requiremants D105
10ANCAC 13F .0311 Other Reguirements
{a) The building and all fire safety, electrical,
meachanical, and plumbing equipment in an adult
care home shall ba maintained it a safe and
operaling condition,
This Rule is not met as avidenced by:
TYPE B VIOLATION
Based on observations, interviews, and record
revisw, the facility failed to maintain the facility's
washing machine In eperating conditlan,
The findings are:
Divislen of Health Service Regulation
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Interview with one resident on 03/03/26 at 9:04am
revealed:

-The facliity washer was not working,

-He had not been able to wash his clothes in
"weeks,"

-He had been wesring the same clathes every
day.

-He knew one resident who would not take a
shower because he did not have clean clothes.
-It was "pointless” to take a shower if you did not
have clean clothes to put back on.

Interview with & second resident on 03/03/26 at
%:25am revealed:

-The washer did not work and had been broken
"a couple days."

-The Maintenance Director just repalred the
dryer,

Interview with a third resident on 03103126 at
8:41am revealed:

~The facility washer had been broken for about a
week.

-He did not have any clean clothes.

Interview with a fourth resident on 03/03/26 at
10:04am revealed:

«The washer and dryer were not working but the
Maintenance Director fixed them yesterday
(03/02/26).

~The washer was broken a “couple days."

-Bhe had gotten down to her last clean towel,
-She had the staff to wash some towels for her at
a sister facillty.

Intarview with a fifth resident on 03/03/26 at
10:15am revealed:;

-The two missing pillows on his bed had to be
washed at a sister facllity.

D105

Washing machine has been
replaced by maintena_nce
director and will remain
operational at all times.. In

the instance that there is an
issue with the machine or the
dryer it will be reporﬁed_ and
replaced/repaired within 2_4
hours of notification. Admin
will continue follow-up with
documentation until such time
that the machine/s are replaced
or repaired.

Admin or designee will

check to ensure that the machine_

is working at least one time a
week. e

4-1-26
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~His pillows got lost when they were sent to the
sister facility to he washed.
-He now had to sleep on his coat as a pillow,

Interview with a sixth resident on 03/03/28 at
10:31am revealed:

-Ithad taken him three weeks to get his laundry
done,

-The facility washer and dryer were always
breaking down.

-The dryer fack two cycles for a lnad of clothes to
dry.

~The Maintenance Director always bought
secondhand washers and dryers to use in the
facility and used second hand parts for repairs,
~The last time the washer was broken he got
some of his clolhes stelen when they were
faundered at a sister Tacility.

-He aiso recaived back clothes ihat dig not
balong to him.

Interview with a saventh resident on 03/04/26 at
8:53am ravealed:

~The facility washer would wash if set o quick
wash,

-On normal wash the tub would fill up with water,
stop, and not wash the clothes.

-Residents were removing the clothes soaking
wet and anly partially washed.

-The residents would put the partially washed
soaking wet clothes in the dryer and it would take
afl day to dry one load of laundry,

~Tha facility had bought three washers and thres
dryers in six months.

-The facllity always bought used washers and
dryers and repaired thern with used parts.

Interview with 2 personal carg aide (PCA) on
03/03/26 at 2:18pm revealad:
~The facility washer did not work.

D 105
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-The washer had been broken a "couple weeks,”
~The dryer worked but had 1o be seton
permanent press setling to heat,

-The Maintenance Director told her they would be
receiving a new washer being delivered to the
facility today (03/03/28),

Interview with a medication aide {MA) on
03/04/26 at 9:00am revealed:

-The facility washing machine did not work.

~The washing machine had been braken "awhiie "
-The washing machine quit working often,

-It had not worked for a month,

-The washer would not drain the water out of the
clothes,

-Many of the residents did not have clean clothes
so they felt like they could not take a shower.
-One resident had to find some clean clothes
from a sister facility so he could take a shower,
~The resident told her he had ot had a shower in
four days.

Interview with 2 MA on 03/04/26 at 222pm
revealed:

-The facitity washing machine was not working.
-The washing machine had been broken a
"couple days."

-They were waiting on the Maintenance Director
to put a part In to repair the washer.,

Interview with & PCA on 03/04/28 at 8:34am
revealed she learned from night shift staff a new
washer was supposed o be delivered on
03/04/28 but it had not been delivered vet.

Interview with 2 PCA on 03/04/26 at 9:05am and
9:56am rovealed:

-The facility washing machine was "messed up."
-He asked the Maintenance Director far another
washing machine because i had not worked
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correctly for "awhile now",

~They supposedly ordered a new washing
machine yesterday {03/03/26) but It never came,
~The facility washing machine had been broken
for at least fwo waeks,

He informed the Maintenance Director the
washer was broken at least 2 weeks aga,

Interview with the Resident Care Coordinator
(RCC) on 03/04/26 at 10:07am revealed:

-The first time she had heard anyihing about the
washing machina not working in the facility was
on 03/03/26,

-The staff should report appliance issues o
maintenance or let the Administrator know.

Review of the facflity maintenance naeds log on
03/05/26 at 10:172m revealed:

-There were two entries on the log related to
needs in sister facilities.

-There were no repalr requasts for the facility.
-There was no request for washer or dryer repair.

Interview with the Malntenance Director on
03/03/26 at 11:38arm revealed:

-One of the staff messaged him on 03/02/26 and
teported the washer was broken.

~He had the part to fix the washer buf he did not
hava time fo fix it yat.

~Tha resident's laundry or bedding could be taken
to a local laundromat if needed.

-One of the residents told him that she needed
her clothes washed because they wers all dirty,

interview with the Malntenance Direclor on
03/04/26 at 11:30am revealed there was a spin
issue hefore with the washer but he fived the
agltation plate a couple of weeks ago.

Interview with the Maintenance Director on
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D 105

Continued From fage 33

03/05/25 at 3:54pm raevealed:

~The residents fold him the washing machine had
been broken for two weaks,

-He was first told the washing machine worked on
quick wash, however when he checked the
washing machine on 03/01/25 it did not work at
all.

Intervisw with the Administrator on 03/04/26 at
10:30am revealed:

-The staff nofified har that the facility washing
machine was not warking for the first time on
03/02/26 at 9:19am.

~The Maintenancs Director ordered anew
washing machine, and it should be delivergd
today (03/04/28).

-The facility dryer would not stay working becatise
the residents put clothes In it that were soaking
wet,

~The staff did not teport the dryer being broken.
~The staff said they informed the Maintenance
Director the washing machine was broken on
02/28/26.

-8he did walk through the facility a couple days a
week.

~She did not check to sea if the washer and dryer
worked during those walk throughs.
-Maintenance staif did nat check or monitor if the
washer and dryer wera working in the facllity,

[Refer {0 tag 0087 10A NCAC 13F 0308(b)(1)
Housekeeping and Furnishings Type 8 Violation]

The facility failed to maintain an operational
washlng machine which caused residents to not
ba able to wash their clothes for wesks and
therefore wear the same dirly clothes daily. This
failure was detrimental to the health, safety, and
welfare of the residents and constitutes a Type B

Violation.

D105
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administrator for the operalion of the homa and
for meeiing and maintaining the rules of this
Subchapter. The term "administrator” also refers
to co edministrator where it is used in this
Subchapter.

Admin is checking medication. .
compliance reports daily to ensure
that medications are being
administered correctly and is
available to be administered as
ordered. Admin will follow up with
RCCs for any issues found to
ensure that whole management
team is aware of issues and
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D 105 Continued From page 34 D105
The facility provided a plan of protection in
accordance with G.S. 1310-34 on 03/05/26 for
this violation.
CORRECTION DATE FOR THE TYPEB
VICLATION SHALL NOT EXCEEDAPRIL 20,
2028,
D178 10ANCAC 13F .0601 {a) Management of b 176
Facilities-General Adminisirato
10A NCAC 13F .0601 Managament Of 3-15-26
Facilities - General Administrater And Manager Admin is doing rounds to facility
Responsibilities to ensure that food supply
{a) Each adult cars home shall have an room is well mamtal_ned/clea;n ,
adminisirator who is cerfified in accordance with that staff are preparing meals
Rule .1701 of this Subchapter. The administratar according to menus WIth
shall be responsible for the total operation and appropriate serving sizes as well
management of the facility to assure that all care as ensuring that substitution logs :
and services are provided to maintain the health, are in place and being used as
safety, and welfare of the residents in accordance eded. MD will also help to. ;
with all applicable local, state, and federal oreurs that this is occuring and
regulations and codes. The administrator shall ensure tha tained. This Wi"
also be responsible to the Division of Health being maintained.
Service Regulation and the county depanment of be monitored daily.
social services for complying with the rules of this
Subchapter, The co administrator, when there is
one, shall share equal responsibiity with the 3-13-24

STATE FORM

Division of Health Service Reguiation

coo3

72P0N

IF continualion sheat 35 of 447




From: JAYANTH MADDERLA  Fax; +16262369486 To:

Fax: +19197339379

Page: 15 of 19

0511212026 7:37 AM

PRINTED: D4/17/2028

TYPE A1 VIOLATION

Based on cbservations, Interviews, and record
reviews the Adminisirator failed to ensure the
management and total operations of the faciiity
were maintained Ih compliance with rules and
statutes of adult care homes to protect each
resident’s rights to receive adequate and
appropriate cars and services related io health
care, medication administration, housekeeping
and furnishings including improperly stored
oxygen tanks, not effectlvely treating an ongoing
hed bug infestation in a imsly manner, providing
bed linens including a clean top and bottom
sheet, a washing machine in working condition,
accounting for residents’ personal funds, freating
residents with respect and dignity by providing
palatable meals of adequate portion size, foods
being served over or under cooked, and not
offering altemative meals, and maintaining an
approved sanitation classification at alf timas in
facilities with 12 beds or less.

The findings are:

Interview with the Administrator on 03/03/25 at

4:30pm revealed:

A new resident transaction sheet
has been started that will ensure
that there is an witness signature
provided for resident monthly _
payouts. Additionally, any residentd
that pay on their monthly _
pharmacy bill will be given a receipt
A copy of the receipt will also

be attached to the resident
transaction sheet as well for
accurate accounting. RCCs will -
serve as witnesses to ensure that
all accounting is accurate.

Division of Health Service Regulation PORMAFPROVED
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA
{X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION 1 & (%3) DATE SURVEY
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*) 1 SUMMARY STATEMENT OF DEFICIENGCIES ) R : '
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DEFICIENGY)
D178 | Continued From page 35 D176 can be handled.
Admin has assigned RCCs to
complete weekly cart reviews 3-13-26
to ensure that all medications are
available as well as carts cleaned
and organized. Admin will review
audits at the end of each week.
This Rule Is not met as evidenced by: 3-13-26
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D176 Continued From page 36 D176
-She did not know there werg boxes of rotten and
maoldy fruit setting in the food storage room.

-She ditf not know when the fruit was ordered. |
-The medication aide {MA) supervisors and the

Maintenance Director were responsible for
keeping the food storage room and freezers

clean since they were the only staff who had Admin has contacted the 4-1-26
access to the storage room. county health department

-She did not know how staff were supposed o to request a new inspection

know when the milk was stii good if it was nat be done. MD has stated

dated when it was thawed out, that all issues were resolved.

~She did not know how staff would kniow if foods
that were removed from the original packaging
wsre stilt good if the foods were not labeied with a
date,

-She did nof know why the rotten cranges and
bananas ware not thrown out when the food
supply was checked the previous week.

Interview wiih the Administrator on 03/04/26 at

12:20pm revealed: Resident who do not want to-

-Substitutions were made when the listed menu keep sheets on their beds, WI|_|

items were not available and were basad on be given an extra set to keep n

resldent preferences, their room anyway. The decision | 3-13-26

-Shg was not aware the most current substitution will also be documented on their

log in the facility was dated 2024 lan

-She expected the substitution logs to be filled out care pian.

when substitutions were made and residents to ' . :

be informed when changes to the meals were - Allresident rooms/beds will /

necessary. be checked daily during admin
RCC rounds to ensure that

Interview with the Administrator on 03/04/26 at sheets are on the bed unless

T:34pm revealed: otherwise declined by residents.

~The food supplies were moved to 5 sister facility
on the property because staff or residents were
stealing the food.

-She was not aware that the personal care aide
(PCA) did not know exdra food such as bread was
stored in the storage room. .
-Only certain staff had keys for the food storage

Division of Healih Sevice Regulation
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Continued From page 37

room and the PCAs were Supposed fo ask for
whatever they needed,

-She was not aware that trepical fruit mix and
frozen mixed vegetables were being served often
and the residents did not like them.

-She did not know why the food listed on the
menu was not available.

-She did not know that soma residents
complained about not getling enough food, not
being able to ask for seconds or alternatives, and

that food was being served bumt or undercookad,

interview with the Administrator on 03/04/26 At
10:30am revealed:

~She did not know why the medications werg
running out befora the each eyele fill date,
-She was still learning how to do medication
variance reports within the eMAR,

Interview with the Administrator on 03/06/25 at
3:12pm revealed:

She was not aware a MA did not adminisler
Resident #3's scheduled Novaolog insulin without
an order from the PCP to hald the insuiin,

-She was not aware of any medicafion emors for
Rasident #3.

-There were no eMAR audits completed by
management fo make sure medications were
being administered or being withheld per orders
on the parameters for the medications.

Interview with the Administrator on 03/05/28 at
10:05am revealed:

-She did nof know how the cycle fill medications
wara getting "off trock.”

-She did not know if the MAs were dropping
medications in the ¢art,

“When she had cleaned out the medication cart,
there were "a good amount” of loase pills in tha
hotiom of the cart,

D176
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Continuad From page 38

Interview with the Administrator on 03/04/26 at
10:30am revealed:

-Sha did not know why the jist of residents with
credits to pay towards the pharmacy bill she
created that was given to the surveyor did not
ratch the list that was given o the pharmmacy in
August 2625,

-She did ot have on her Iist that Resident #3
paid any monsy towards his pharmacy bilt in
August 2025,

~She was responsible for creating the list of
residents and the amount of money {o credit each
resident when she sent & check to the pharmacy.
-She did not glve residents’ receipts for monies
given o her to pay towards pharmacy hills
because she did not know that she needed to,
-She did not collect any money from the resldents
in February 2026 to pay fowards pharmacy bilis
because she did not have any checks and had to
wait on the Owner to bring her a new checkbonk.

Interview with the Maintenance Director on
03/05/26 at 3:54pm revealed:

-He was aware the facility received a disapproved
sanitation Inspection on 02/03/28.

-He was responsible for repairing the items
Identified on the disapproved sanitation
inspection,

-He had corrected some of the items identifiad on
the disapproved sanitation inspection,

-He had not yet corracted ail of the iterns, but
would be completing them once he finished bed
bug freatment in the Facility,

inferview with the Adtninistrator on 03/05/26 at
10:06am revealed:

-The Maintenance Director was responsible for
rmaking repairs to address deductions mada on
the disapproved sanitation inspection from

(%5)
COMPLETE
DATE

D176
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Continued From page 39

02/03/28,

-The Maintenance Director had been working on
making the repairs.

-She thought they were ahout ready for a
reinspection.

Interview with the Administrator on 03/04/26 at
10:30am revealed:

-She was "sure" they had contacted the durable
medical squipment (DME) provider to pick upthe
empty tanks,

~She saw the DME providar arrive at the facility,
-She did not know if the DME provider picked up
some oxygen fanks but left the ones in the staff
room.

Interview with a PCA on 03/03/26 at 10:24am
revealed:

~She knew some of the residents did not have
shesls on thelr beds.

~The residents told her they wanted sheels, but
shea did not have any extra sheels to put on the
beds.

-The Administrator told her she ordered more
sheets last week and they had not arrived yet,

Interview with the Administrator on 03/04/26 at
10:30am revealed:

-She purchased a new bedding set for each
resident upon admission,

-If the residents did not have sheets on their
beds, all staff had ta do was Iet her know.
~She had plenty of extra sheets in her office.

interview with a personal care aide (PCA) on
03/03/25 at 2:15pm revealed:

-The facility washer did not work,

-The washer hed bean broken a "couple woeks."
~The Maintenance Director tald her they would be
receiving a new washer being delivered to the

D178
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RICHMOND HILL ASSISTED LIVING #4

D 178| Continued From page 40 D178
facility today (03/03/26).

Interview with & medication zide (MA) on
03/04/26 at 9:00am revesled: ’
-The facility washing machine did not work.

-The washing machineg had been broken “awhilg.”
~The washing machine quit working often.

-It had not worked for a2 month, \
-The washer would not drain the water out ofthe i
clothes.

-Many of the residents did not have clean clothes
8o they felt iike they could not iake a shower. f "
-One resident had to find some clean clothes ’
from a sister faclity 5o ke could take a shower,
-The resident told her he had not had a shower in
four days,

Inferview with 2 MA on 03/04/26 at 2:22pm
reveajed:

~The facility washing machine was not working.
~The washing machine had been broken a
"couple days."

-They ware wailing on the Maintenance Director
to put a part in to repair the washer,

Interview with a PCA on 03/0426 at 9:05am and
9:56am revealed:

~The facllity washing machine was "messed up."
-He asked the Maintenance Director for another
washing machine because it had not worked
correctly for "awhile now”.

~They "supposedly” ordered a new washing
machine yesterday (03/03/26) but it naver came.
-The facllity washing machine had been broken
for at least lwo weesks.

-He informed the Maintenance Director the
washer was broken at least 2 weeks ago.

Interview with the Administrator on 03/04/26 at
10:30am revealed:
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D176} Continued From page 41 D178
-The staff notiffed her that the facility washing
mzchine was not working for the first ime on
03/02/26 at 9:19am,

-The staif said they Informed the Maintenance
Dlrector the washing machine was broken an
02/28/28,

-She did walk through the facility a couple days a
week.

~She did not check to see if the washer and dryer
worked during those walk throughs.
-Malntenance staff did not check or monitor ifthe
washer and dryer were working in the facility,

Interview with the Maintenance Director on
03/03/26 at 11:38am and 03/04/25 at 11:30am
revealed:

-He was the Maintenance Director for the facility,
~He was responsible for making frepairs to the
facility and was also freating the facility for a bed
bug infestation by spraying a chemical spray and
using a heat treatment tent to treat the residents!
personal balongings and furniture.

-He was responsible for printing the weekly
menus for the facility and ordering the food.

-He was also the Maintenance Director for the
other sister facllities on the properly and another
sister facility about an hour away.

Interview with tha Administrator on 03/06/26 at
3:12pm revealad:

-Bhe was responsible for the total operations of
the facility.

-She worked at the faciiity three or four days per
week because she was also the Administrator of
ether sister facilltiss Ineluding a facility about an
hour away.

-She somefimes delegzted the operations of the
facility to the Maintenance Director when she was
not at the faciiily.

-If the Maintenance Director was not at the
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facility, she would iet him know what needed to
ke done whan he was at the facility,

Non-compliance was idaniified in the following
rule areas:

1. Based on cbservations, interviews and record
reviews, the facility falled to maintain an approved
sanilation classification at alf times in facilities
with 12 beds or lass from the North Cardlina
Depariment of Haalth and Human Services
{NCDHHS), Division of Publlc Health (DPH3,
Environmental Health Section related toa
disapproved score with 40 demarits on 02/03/28,
[Refer to Tag DO77 10A NCAG 13F .0306(a)(4)
Housekesping and Furnishings {Type A1
Violation)).

2. Based on observations, interviews, and record
reviews, the facility failed to maintain an
environmant that was clean and free from
hazards related to bed bug infestation and
unsecured oxygen tanks. [Refer to Tag D079 10A
NCAC 13F .0308(a)(5) Housekeeping and
Furnishings (Typs A1 Viclation)],

3. Based on observations, interviews, and record
raview, the facility failed to provide 4 of 11
residents a bed with a clean top and bottom sheat
on their bad, [Refer to tag DOB7 10A NCAC 13F
0308(h){1) Housekaeping and Furmishings (Type
A1 Viclation)j.

4. Based on observations, intsrviews, and record
roview, the facility falled to maintain the facilily's

washing machine in operating condition, [Refer to
Tag D105 10A NCAC 13F .0311{a) Other
Requirements (Type B Violation)].

5. Based on observations, interviews, and record
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reviews, the facifity failed to ensure referral and
fellow-up to meet the routine and acute heaith
care needs of 2 of 4 sampled residents
(Residents #2 and #4) related to tosnail care (#4)
and failure to notify the mental health provider
(MHP) of missed doses ofa mood stabilizer,
antidepressant, and medications to treat
schizophrenia and movement disorder caused by
anfipsychotic medications (#2). [Refer to Tag
D273 10A NCAC 13F -0802(b} Health Cars (Type
A2 Violation)],

6. Based on observation, interviews, and record
reviews, the facility failed to treat residents with
respect and dignity as evidenced by residenis
being served meals that were not palatabla, aver
or under cooked, of adequate portion size, or not
offered an alternative meal, [Refer fo Tag D338
10A NCAC 13F .0809 Resident Rights (Type B
Violation)].

7. Based on observations, interviews, and record
reviews, the facility failed to ensure medications
were administered as ordered for 2 of 3 sampled
residents (Resident #2 and #3) relzted fo
madieations used fo freat increased heart rate
and blood pressure {#2), to controf blood stigar
levels (#2 and #3), fo stabllize mood {#2), to yreat
schizophrenia (#2), to treat drug-induced
movement disorders caused by antipsychatic
medications (#2), to treat depression {#2), and to
treat shortness of breath (#2). [Refer to Tag D358
10A NMCAC 13F .1004(a) Medication
Administration (Type B Violaifon)],

8. Based on observations, interviews, and record
reviews, the facility failed to ensure an accurate
accounting of all funds raceived, disbursements,
and the balance on hand fo 2 of 3 samplad
fesidents (Residents #3 and #5). [Refer to Tag

Admin has assigned RCCs to
do a check on resident
fingernails and toenails weekly
to esure that they are clean

and trimmed. If an appointment

is needed for podiatry, RCCs
will schedule it immediatley
with local provider and set
up transportation. RCC will
ensure to recieve proper
documentation and follow up
instuctions as needed.

PCP and other providers
sare being notified daily qf
refused/missed medications
by RCCs and Admin. Admin
is ensuring there is proper
documentation of the refusal
or missed notifications kept
with residents file.

4-1-26

4-1-26
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clothes and therefore not showering. The facllity
faited to ensure referral and follow-up ta mest the

maals that were not palatable, over and under
cooked, of adequate portion size, and not offerad
an alternative. The facllity also failed to ensure
medications were administered as ordered
Including medications 1o treat increased heart
rats, increased bluod pressure, schizophrenia,
deprassion, movement disorders and shortness . :
of Ereath. These failures resultad in serous Resident has been podiatry
neglect and constitutes a Type A1 Violation, visit.

The facility provided a Plan of Pratection in
accerdance with G.S, 131D-34 on 04/10/2026,

CORRECTION DATE FOR THIS TYPE A1

VIOLATION SHALL NOT EXCEED APRIL 05,
2028,

D273 10ANCAC 13F A0802(b) Health Cars D273

10A NCAC 13F .0802 Health Care

ensuring that facility has upt_jated
menus and that staff is serving

. H r )
routine and acufe heaith care needs of residents meals accord_lngly. Aldtmm Y
including obtaining toenail care for a resident who RCCs are doing mea ime
had significant toenail problems and requested rounds to ensure compliance.

medical assistance. Residents were served ‘
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D420 10A NCAC 13F .11 04(b} Accounting for
Resident's Personal Funds (Type B Violation)j.
The Administrator failed to ensure the menus for facility are being
management of total operations of the facility
were maintained, The facility did not have an . e 3-16-26
approved sanitation classification which ingluded provided by & udea
40 demerits from Environmental Health since These menus incluae P’
February 2026. in addition the facilty had an state/dletICIe_m approved
&ctive bed bug infestation for approximately 12 serving portion menu for the
months, did not pravide clean sheets to residents staff to refer to for proper
and did not maintzin an operationat washing food servings. Admin is
machine resulting in residents not having clean

4-1-26
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(B) The facility shall assure referral and follow-up
to meet the routine and acute heaith care needs
of residents,

This Rule Is not mat as evidenced by:
TYPE AZ VIOLATION

Based on observations, interviews, and record
Tevisws, the facility failed o ensure referral and
follow-up to meet the routine and acute health
care needs of 2 of 4 sampled residents
(Residents #2 and #4) related {0 foenall care {#4)
and failure to notify the mental health provider
(MHP) of missed doses of 2 mood stabilizer,
antidepressand, and medications io treat
schizophrenia and movement disorder caused by
antipsycholic medications #2),

The findings are;

1. Review of Resident #4's current FL2 dated
05/18/25 revealed diagnoses included vascular
dementia, chronic kidnay disease stage 4, gait
and mobility abnormalities, and hypertension.

Review of Resident #4's Resident Register
revealed an admission date of 02/20/23.

Review of Resident #4's Care Plan dated
05/19/25 rovealed:

-Resident #4 was forgetful,

-Resident #4 was ambulatory with use of a
walker,

-Reasidant #4 required extensive assistance with
bathing.

-Resident #4 required limited assistance with
dressing and graoming/hygiens.

Interview with Residant #4 on 03/03/26 at 9:25am

Division of Health Service Regulation
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and 12:30pm revealed:

-He needed his toenails cut,

~He asked staffto cut his toenails a "long time
ago."

-He had troubie reaching his feet to trim his
{aenails.

~He told staff his toenails were long and he
needed help to cut them.

~The staff said "Ok" and that was the last he
heard of getting help with his teenatls,

-He had cut some of his toenails himself.

-He was unable to cut some of his toenails with
clippers,

-The leng toenails an his feet were painful.

-It had been a long time since some of his
toenalls had been aut,

Cbsarvation of Resident #4's feet on 03/03/26 at
8:38am ravealed:

-Resident #4's |eft foot had dry flaky skin at the
bass of his toes and between hig {oes,

-Thera were muliiple small areas of brown
discolored skin on all five of his toes and on the
skin between the toes of his left foat,

~The flesh around the laft great toenail was
reddened,

~The left great toenail protruded approximately
one half an inch beyond the end of the foe, was
jegged, thickened, and yellow with black debris
visible on the bottom of the toenail.

-The toenail of the second toe on the feft foot was
thickened and yellow and had grown over the end
of tha toe approximately ane half of an inch into

the flesh of the bottom of tha second toa,
-Tha third, fourth, and fifih foes of the ieft foot

were thick, yellow, and rough,

~Resident #4's right foot had dry flaky skin at the
base of the toes and betweaen his toes,

-There were areas of brown discolored skin o all
his foes and between the toes of his tight foot.
Division of Health Servica Regulation
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-The right great toenail was thick, vellow, ang
rough,

~The second toenall on the right foot was thick,
yallow, and rough.

~The third toenail on the right foot was thick,
yellow, and rough,

-The fourth teenail on the right foot protruded past
the end of the flash of the toe approximately ona
quarter of an inch,

~The fourth toenail was rough, thick, vallow, with
black debris under the nail.

~The fifth ioenail was rough, thick, and yeliow with
black debris under the nail,

-Resident #4's right foot had dry flaky skin at the
base of his toes and between his toes.

~There were areas of brown discolored skin on
his toes and between the toes of his right foot,

Interview with a personal care aids (PCA) on
03/03/26 at 12:29pm revealed:

-Bhe worked at the facility as a PCA since
mid-February 2026.

-She assisted Resident #4 with showers when he
falt like taking a shower.

-She assisted Resident #4 with a shower only &
“couple times" since she started in mid-February
but she had not seen his tomails.

-Bhe had not provided toenall care to Resident

-Resident #4 had not said anything to her about
needing {o have his toenails cut or his feet
huriing.

-She did not cut residenis' toenails just his
fingernalls.

-If a1 resident needed toenail care, she would post
@ message in the group chat for the Resident
Care Coordinator's (RCC) and Administrator to
see,

-She had not posted a messaga 1o the group chat
conceming Resident #4's toenails because she
Blvisfon of Health Sanrice Regulation
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hizd not seen his toenails.

Interview with a second PCA on 03/04/26 at
8:33am revealed:

-She worked at the facility since July 2025,
-YWhen she assisted residents to shower, she
would help them wash their bodies.

-The residents would wash their swn feel and
“privates®

-She was not trained what to do if & resident had
long foehails that needed to be cut,

Interview with a medication aide {(MA) on
03/04/26 at 9:00am revealed:

-Bhe did not shower Resident #i4.

-She had not seen Resident #4's feet,
-Resident #4 showered himself,

Interview with 2 RCC an 03/03/26 at 2:4dpm
revealed:

-Staff had not told her Resident #4 needed foot
and toenail care.

-Whoever bathed Resident #4 was responsible
for notifying her that he needed cara,

Interview with a second RCC on 03/04/26 at
10:07am revealed;

~The staff who helped Resident #4 should have
told her, the other RCC, or the Administrator a
referral to podiatry was needed,

-The staff did not say anyihing to her, or the other
RCG, or the Administrator about Resident #4's
feet.

-From what she understoed, Resident #4 often
refused staff assistance with showers.

~If Resident #4 needed assistance the staif would
help him,

Interview wilh the Administrator on 03/04/26 at
10:30am revealed:
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~The staff had not reporied Residant #4's toenalls
were long and needed care to her or the RCCs.
~They could have easily gotten a referral from
Resident i#4's physician for podiairy.
-Resident #4 did not like staff to help him to
shower,

-She knew Resident #4 needed axtensive
assistance with showers.

-Resident #4 would not allow staff to help him,
-Staif were not aliowed 1o cut resident toenails.

2. Review of Resident #2's current FL2 dated
05/19/25 revealed diagnoses intludad anxietly,
schizophrenia, and insomnia,

3. Review of Resident #2's mental heaith provider
(MHP) order dated 11/18/25 revealed divalproex
extended release (ER) {used 1o treat mood
disorders) 500mg ane tablet at bedtime.

Review of Resident #2's December 2025
electronic Medication Administration Record
{eMAR) revealed:

-There was an entry for divalproex ER 500mg
one tablat at bedtime scheduled for B:00pm.
-Divalproex ER 500mg was documented as
administered from 12/01/25-12/31/95 for 25
oceurrences out of 31 opporfunities.

-Divalproex ER 500 was documented as refused
on 12/01/25, 12106125, 12121425, 12/27/25, and
12/20/25,

~There was no documentation Resident #2's MHP
was notifled.

Review of Rosident #2's January 2026 eMAR
revealed:

-There was an enfry for divalprosx ER 500mg
one tablet at badtime scheduled for 8:00pm.
-Divalproex ER 500mg was documented as
administered from 01/01/26-01/31/26 for 27
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oecurrences out of 31 opportunities.

-Divalproex ER 500 was documented as refused
on 01/12/28, 01/24/28, and 01/26/28.

-Divalproex ER $00 was documented as not
administered due to "vesident unavaitabla" on
01/16i26.

-There was no documentation Resident #2's MHP
was notifisd,

Review of Residant #2's February 2026 eMAR
ravealed:

-There was an entry for divalproex ER 500mg
one tablet at bedtime scheduled for 8:00pm.
-Divalproex ER 500mg was documented as
administered from 02/01/26-02/28/28 as ordered.

Review of Resident #2's March 2025 eMAR
revealed:;

~There was an antry for divalproex ER §00mg
ong tablet at bedfima scheduled for 8:00pm.
-Divalproex ER 500mg was documented as
administered from 03/01/26-03/02/25 for 1
wtcurrence out of 2 opportunities,

-Divalproex ER 600mg was documented as not
administered on 03/02/25 at 8:00pm due to
“drugfitem unavailable waiting on pharmacy.”
~There was no documentation Resident #2's MHP
was nofified,

Review of Resident #2's record revealed there
was no documentation the MHP was notlfied of
the missed doses of divalproax ER from
Decamber 2025-March 20286,

Intarview with o medioation aide {MA} on
03/03/26 at 4:03pm revealed thers wera some of
Resident #2's medications missing from the
medication cart,

Observation of Resident #2's medications on
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hand on 03/03/26 at 4:05pm revealed thera was
no divaiproex ER 500mg available,

Telephone interview with the facility’s contracied
pharmacy on D3/05/28 at 8:57am raevealed a 28
dey supply of divaloroex 500mg tablets were sent
to the facillty for Resident #2 on 12/04/25, 111128,
1/28/26, and 02/26/28,

Interview with a MA on 03/04/26 at 9:00am
revealed;

-She never knew Resident #2 to refuse
medications in the past.

~The new supply of cycle medications from the
pharmacy were not supposed to be started unijl
03/05/26,

-The cycle fill medications were delivered from
the pharmacy monthly.

-She did not know why Resident #4 ran out of
divalproex ER 500mg before 03/05/25.

~The new cycle fill supply was avallable in the
Resident Care Coordinators {RCGC) office.

~The supply of divalproex ER 500mg shouid have
lasted until 03/05/26,

-i a medication was not available, she would leta
RCC know and document the medication was not
available in the eMAR.

-Medications ran "ghort" avery menth.

-She communicated in the group chat when
resident medications wers not avajlable.

~The cycle fill medications had to be put into
medication carts early because the medication
suppliss did not last until the cycle replacement
date.

Interview with another MA on 03/04/26 at 2:22pm
revealed:

-She was the MA who documented five of the
refusals of divalproex in the eMAR from
12/01125-02/28/26,

Division of Health Sevice Requfation
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-Resident #2 often refused to take medications
for her.

-The policy was to ask the resident three times fo
take the medication.

-If the resident refused the medication three
times, thay were to ask another MA to try to
administer the medication.

-She should have asked another MA try to
administer Resident #2's medications before
giving up.

-Ifthe resident continued to refuse they were
supposed to chart the refusal in the eMAR.

-They were supposad to let the RCCs know when
a resident refused medications.

-The RCGs were responsible for notifying the
physicians when residents refused medications.

Telephone interview wiih Resident #2's MHP on
03/06/26 at 2:18pm revealed:

-Staff had never communicated to her Resident
#2 refused to {ake her medications.

-Divalproex was ordered for Resident #2 as a
moad stabilizer for schizoaffective disorder,
-Suddenly missing two doses of divalproex ER
500mg in a row for 01/24/26 and 01/25/26 could
cause seizures.

~The divalproex needed to be given consistently,
-The facility staff did not notify her about Resident
#2's refusals to take divalproex in January and
February 2028,

Refer to the Interview with a RCC on 03/04/26 at
10:07am.

Rofor to thw Interview with the Administrator on
03/04/26 at 10:30am.

Refer to the interview wllﬁ Resident #2 on
03/04/26 at 4:10pm.
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Refer to the interview with a RCC on 03/05/26 at
8:30am.

b. Raview of Resident #2's mental health
provider's (MHP} order dated 1171 8/285 revealed
there was an order for fluphenazine (used fo treat
schizaphrenia) 2.5mg ons tablet at bedtime,

Review of Resident #2's December 2025
electronic Medication Administration Recard
{eMAR) ravealed:

-There was an entry for fluphenazine 2.5mg ons
tablet at bedtime scheduled for 8:00pm.
-Fluphenazine 2.5mg was documented as
administered from 12/01/25-1 213125 for 25
occurrences out of 31 opportunities,
-Fluphenazine 2.5mg was documented ag
refused on 12/01/25, 12/06/25, 12/21/25,
1227125, and 12129725,

~There was no documeniation Resldent #2's WHP
was notlfied.

Review of Resident #2's January 2026 eMAR
revaaled:

-There was an entry for fluphenazine 2.5myg one
tablet af bedtime scheduled for 8:00pm.
-Fluphenazine 2.5mg was documented as
administered from 01/01/26-01/31/26 for 27
occurrences out of 31 oppertunities.
-Fluphenazine 2 5mg was documented as
refused on 01/12/26, 01/24/26, and G1/25/26.
-Fluphenazine 2.5mg was documeniad as not
administered due to "resident unavailable" on
01116726,

~There was no documentation Resident #2's MHP
was notifiad,

Review of Resident #2's February 2026 eMAR
revealed:
-There was an enfry for fluphenazine 2 5mg ane

Med techs are giving medications
as ordered and Admin and RCCs
are checking compliance reports
daily to ensure that thgre are no
missed doses. Admin is _
notifying PCPs and providers of
refused/missed doses of o
medications daily. Any medication
missing are being reported to
pharmacy and PCP for

follow ups by RCC.
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tablet at bedtime scheduled for 8:00pm.
~-Fluphanazine 2.8mg was documented as
adminlsterad from 02/01/26-02/28/26 as ordered.

Review of Resldant #2's March 2026 eMAR
revealed:

~There was an entry for fluphenazine 2.5mg one
tablat at bedtime scheduled for 8:.00pm,
-Fluphenazine 2.5mg was documented as
administered from 03/01/26-02/02/25 for 1
occurrence out of 2 opportunities,
~Fluphenazine 2.5mg was documented as not
administered on 03/02/25 at 8:00pm due to
"drugfitem unavailable waiting on pharmacy.”
-There was no documentation Residen{ #2's MHP
was notified.

Reviaw of Resident #2's record revealed there
was no documentation the MHP was notified of
the missed doses of fluphenazine from
December 2025-March 2026.

Inferview with a medication aide (MA) on
03/03/26 at 4:03pm revealed there wers some of
Resident #2's medications missing from the
medication cart.

Observation of Resident #2's medications on
hand on 03/03/26 at 4:05pm revealed there was
no fluphenazine 2.6my available,

Telephone interview with the facility's contracted
pharmacy on 03/05/26 at 8:51am revealed a 28
day supply of fluphenazine 2.5mg tablets were
sent to the facility for Residant #2 on 12/04/25,
111728, 1/29/26, and 02/26/28.

Inferview with a MA on 03/04/26 at 9;00am
revealed:

-She did not know why Resident #2 ran ouf of
Division of Health Service Regulation
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fiuphenazine 2.5mg before 03/05/26.

~The new cycle fill supply of fluphenazine was
available in the Resident Care Coordinators
(RCC) office.

Interview with another MA on 03/04/26 at 2:22pm
revealsd;

-She was the MA who documented some refusals
of the fluphenazine 2.5mg in Resident #2's eMAR
from 12/01/25-02/28/26.

-Resident #2 often refused fo take medications
for her.

~The policy was to ask the resident three imes fo
take the medication.

-If the resident refused the medication three
times, they were to ask another MA to try to
administer the medication,

-She should have asked another MA fry to
adminfster Resident #2's medicstions before
giving up.

-If the resident continued to refuse they were
supposed to chart the refusal in the eMAR.

-They were supposed {o let the RCCs know when
a resident refused medications.

~The RCCs were responsible for noltifying the
physicians when residents refused medications,

' Telephone interview with Resident #2's MHP on

03/06/26 at 2:18pm revealed:

-Staff had never communicated 10 her Resident
#2 refused to take her medications. '
-Fiuphenazine 2.5mg was ordered for Residant
#2 as an antipsychotic for schizoaffective

disarder.
~Suddenty missing two doses of fluphenazine

2.5mg In a row for 01/24/26 and 01/25/25 could
cause the resident to decompensate {the loss of
the ability to maintain normal, health functioning),
~Fhe fluphenazine needed to be given
consistently,
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-The facility staff did not notify her about Resident
#2's refusals to take fluphenazine In January and
February 2026,

Refer to the interview with a RCC on 03/04/26 a1
10:07am.

Refer to tha interview with the Administrator on
03/04/26 at 10:30am.

Refer to the interview with Resident #2 on
03/04/26 at 4:10pm.

Refer to the Interview with a RCC on 03/05/26 at
S 30am.

c. Review of Resident #2's mental healih
provider's (MHP) order dated 11/18/25 revealed
there was an order for benztropine (used fo freat
drug-induced movement disorders causad by
antipsychotic medications) 0.5mg one {ablet at
bedtime,

Review of Resident #2's Decamber 2025
electronic Medication Adminisiration Record
{eMAR) revealed:

-There was an entry for benziropine 0.5mg one
{ablet &t bedtime schedulad for 8:00pm.
-Benzhopine 0.5mg was documented ag
administered from 12/01/25-12/31/25 for 26
oceurrencae out of 31 opporiunities.
-Benzirapine 0.5mg was documented as refusad
on 12/01/25, 12/06/25, 12/21/25, 12/27/25, and

12/28/25.
-There was no documentation Resldent #2's MHP

was hotified.

Review of Resident #2's January 2026 eMAR
revesled;
~There was an entry for banziropine 0.5mg one
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fablet at bedtime scheduled for 8:00pm.
-Benziropine 0.5mg was documenied as
administered from 01/01/26-01/31/26 for 27
oceurrences out of 31 opportunities.
-Benziroping 0.5mg was documented as refused
on 01/12/28, 01/24/26, and 01/25/26.
-Benziropine 0.5mg was documented as not
administered due to "resident unavailable” on
01/16/26.

~There was no documentation Resident #2's MHP
was notified,

Review of Resident #2's February 2026 eMAR
revealed:

-There was an entry for benztropine 0.5mg one
tablet at bedfime scheduled for 8:00pm.
-Benzfropine 0.5mg was documented as
adminlstered from 02/01/26-02/28/26 as orderad.

Review of Resident #2's March 2026 eMAR
revealed:

-There was an eniry for benztropine 0.5mg one
tablet at bedtime scheduled for 8:00pm.
-Benziropine 0.5mg was docUmented as
administared from 03/01/26-03/02/26 for 1
ocgurrence out of 2 opportunities.

-Benziropine 0.5mg was documented as not
administered on 03/02/26 at 8:00pm due to
“drugfitem unavailable waiting on pharmacy.”
-There was no documentation Resident #2's MHP
was notified,

Review of Resident #2's record revealed there

was no documentation the MHP was nolified of
the missed doses of benzotropine from

December 2025-March 2026,

Interview with a medication aide (VA) on
03/03/26 at 4:03pm ravealed there were some of
Resident #4's medications missing from the
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medication cart.

Observation of Resident #4's medications on
hand on 03/03/26 at 4:05pm revealed there was
no benziropine 0.5mg avallable.

Telephone interview with the facility's contracted
pharmacy on 03/05/26 at 8:51am revealed a 28
day supply of benztropine 0.5mg tablets were
sent to the facility for Resident #2 on 12/04/25,
11128, 1/29/26, and 02/25/26,

Interview with a MA on 03/04/26 at 9:00am
revealed:

-She did not know why Resident #2 ran out of
benztropine 0.5mg before 03/05/26.

-Tha new cycle fill supply of benztropine was
available in the Resident Care Coordinators
(RCC) office.

Interview with another MA on 03/04/26 at 2:22pm
revealed:

-She was the MA who documented some refusals
of the benztrapine 0.5mg in Resident #2's eMAR
from 12/01/25-02/28/26.

-Resident #2 often refused to take medications
for her.

-She should have asked another MA fry to
administer Resident #2's medications befare
giving up.

~The policy was to ask the resident thres times to
take the medication.

-If the resident refused the medication three
times, they were to ask another MA to fry to
administer the madication.

-If the resident continued to refuse they were
supposed to chart the refusal in the eMAR.

~Thay were supposed to let the RCCs know when
a resident refused medications.

-The RCCs ware responsible for nofifying the
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physicians when residents refused medications.

Telephene interview with Resident #2's MHP on
03/06/26 at 2:18pm revealed:

-Suddenly missing two doses of benztropine
0.5myg in a row for 01/24/26 and 01/25/26 could
cause the resident to expsrience tremors or
madication slde eifecis of the fluphenazine.

-The benzlropine needed to be given consistently,
~The facility staff dic not notify her about Resident
#2's refusals to take benztropine in January and
February 2026.

Refer to the interview with a RCC on 03/04/26 at
10:07am.

Refer to the Interview with the Administrator on
03/04/26 at 10:30am.

Refer to the interview with Resident#2 on
03/04/26 at 4:10pm.

Refer to the interview with & RCC on 03/05/26 at
9:30em. '

d. Review of Resident #2's mantal health
provider's (MHP) order dated 11/18/25 revealed
there was an order for duloxefine (used to freat
deprassion) 50mg one capsule daily.

Review of Resident #2's December 2025
electronic Medication Adminisiration Record
(eMAR) revealed:

-There was an enfry for duloxetine 60mg one
capsule dally scheduled far 8:00am.”

-Duloxetine 60mg was documented as
administered from 12/01/25-12/31/25 for 26
cccurrences out of 31 opportunities.

-Duloxetine 60mg was documented as refused on
12/01/28, 12/06/25, 12/21/25, 12/27/25, and
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12/28/25,
-There was no documentation Resident #2's MHP
was notified.

Review of Resldent #2's January 2026 eMAR
reveaied: )
-There was an antry for duloxetine 60mg one
capsule daily scheduled for 8:00am.

-Duioxeting 60mg was documented as
administerad from 01/01/26-01/31/26 for 25
oceurrences out of 31 opportunities.

-Ruloxetine 60mg was dosumented as refused on
01/03/28, 01/12/26, 01/20/26, 01/21/28, 01/22/28,
and 01/24/286,

-Duloxetine 60mg was documented as not
administered due to "resident unavailabls” on
01/24/26.

-There was no documentation Resident #2's MHP
was nofified.

Review of Resident #2's February 2026 eMAR
revealed:

-There was an entry for duloxstine 50mg ohe
capsule daily schaduled for 8:00am.

-Duloxetine 60mg was documented as
administered from 02/01/26-02/28/26 far 23
occurrences out of 28 opportunities,

-Duloxetine 80mg was documented as refused on
02/03/26, 02/13/26, 02/18/26, 02/23/26, 02/25/26,
and 02/28/28,

-There was no documentation Resident #2's MHP
was notified.

Review of Resident #2's March 2026 eMAR
revealed:

-There was an entry for duloxetine 60mg one
capsule daily scheduled for 8:00am.
-Duloxetine 60mg was documented as
atdministerad from 03/01/26-03/03/26 for 1
veeurrence aut of 3 opportunilies.

D273
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-Duloxeline 60my was documented as not
administered on 03/01/26 at 8:00am due to
"drugfitem unavailabla,"

-There was no documentation Resident #2's MHP
was notified,

Review of Resident #2's record revealed thera
was no documentation the MHP was notified of
the missed doses of duloxetine from December
2025-March 2026,

Interview with a MA on 03/04/26 at 2;22pm
revealed:

-Sha was the MA who documentad some of the
refusals of the duloxetine 80mg in Resident #2's
aMAR from 12/01/25-02/28/26.

-Resident #2 often refused to {ake medications
for her,

-She should have asked another MA try to
administer Resident #2's medications before
giving up.

-The policy was to ask the resident three fimes to
take the medication.

-IFthe resident refused the medicafion three
times, they were to ask another MA to try to
administer the medication.

-If the resident continued to refuse they were
supposed to chart the refusal in the eMAR.
“They wara supposed to let the RCCs know when
a residant refused medications.

-The RCCs wers responsible for notifying the
physiclans when residents refused medications.

‘Telephone interview with Resident #2's MHP on
03/06/26 at 2:18pm revealed:;

-Sudden stopping of duloxetine could cause
Resident #2 to experience some "unpleasant”
side effects like brain zaps (sensations felt in the
head), pain, body aches, and runny nose.

-The facility staff did not notlfy her about Resident
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#2's refusals to take duloxestine in December
2025-February 2026,

Refer to the interview with a RCC on 03/04/25 at
10:07am.

Refer fo the interview with the Administrator on
03/04/26 at 10:30am.

Refer to the Interview with Resident #2 on
03/04/26 at 4:10pm.

Refer to the interview with a RCC on 03/05/26 at
9:30am.

Interview with a RCGC an 03/04/26 at 10:07am
revealed:

~The cycle il medications were running out
before it was time to replenish with the new cycle
medications from the pharmacy svery month.
-She did not know why the cycle medications
were running out early.

-She and the other RCC were responsible for

nolifying prescribers when medications were
refusad or not administered due to not being
unavailable,

Inferview with the Administrator on 03/04/26 at
10:30am revaaled:

-Resident #2 had never refused to take
medications for her.

-She never had staff report Resident #2 refused
her medications.

-She was awara medications were running out
before the next cycle fill was sugposed io be
restarted.

~Tha cycte fill for this manth was delivered
03/02/26.

-She did not know why the medications were
running cut before the each cycle fill date.

i\

Admin has requested that

the pharmacy sends a 30

day supply of routine
medications instead of 28 days
in order for routine medication
cycle to get on the correct
track. This has occurred find
all medication supplies are
adequate. RCC are also

now responsible for completing
weekly cart reviews to double
ensure that meds are available
to be administered as ordered.

3-17-26
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-She was still learning how to do medication
variance reports within the eMAR.

Intetview with Resident #2 on 03/04/26 at 4:10pm
revealed:

-Tha MAs administered her medications twice a
day.

-She did not remember ever refusing any
medications.

-She did remember one night recently the MA
anly gave her one pill for 8:00pm.

-She asked the MA where were her other 8:00pm
medications and the MA said they were not there.

interview with a RCC on 03/05/28 at 9:30am
revealed;

~The last fill date of Resident #2's cycle fill
medication was on 02/26/26.

-The cycle fill medications filled on 02/26/26 were
not deliverad untit 03/02/28.

-She was required fo sign an electronic form
presented by the pharmacy delivery driver upon
receipt of the cycle fill medications,

~The cycle fill delivery sheets for the last delivery
were all dated 03/02/26.

The facility failed to provide foot and toenal care
to Resident #4 resulting in pain in his feet, 2
reddened (eft great foe with a half inch long,
jagged, protruding toenail with black debris under
the toenail, and the toenail growing into the flesh
of the bottom of his second toe on his left foot,
When the resident asked for assistance with naft
care, tha facility failed to refer the residentto 2
rmedical providar or podiatrist, The facility also
falled to nolify Resident #2's Mentai Health
Provider of medication refusals which could have
resulted in a seizure, decompensation,
breakthrough of drug-induced movement
disorders, increasing ihe possibility of unpleasant
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side effects such as brafn "zaps," pain, body
aches, and runny nose, These fallures resulted

in substantial risk of harm and constitutes a Type
A2 Viglation,

The facllity provided a plan of protection in
accordance with G.3. 131D-34 on 03/05/26 for
this viclation,

CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED APRIL 5,

2026.

D282 10A NCAC 13F .0904(a)(1) Nutrition and Food D282
Service

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

(1) Facilities with a licensed capacily of 7 10 12
residents shall ensure food services comply with
Rules Governing the Sanitation of Residantial
Care Faciliies set forth in 15A NCAG 18A .1600
which are hereby incorporated by reference,
including subsequent amendments, assuring
storage, preparation, and serving food and
beverage under sanitary conditions,

This Rule is not met as evidenced by:

Based on observation, record reviews, and
interviews, the facility failed to ensure foods
stored and served to ail residents were protecled
from contamination related to foods stored in the
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reftigerator not in the original packaging and were
not labeled, moldy and rotten perishable fruit, and
expired milk.

The findings are;

Observation of the kitchen on 03/03/26 at 9:45am
revealed:

-There was a weekly menu posted on the
refrigerator with documentation that milk was to
be served at every meal.

~There were 11 corn dogs stored in a unlabeled
and undated plastic bag in the refrlgerator.
-There was a galion jug of whole milk with
approximately half of the milk remaining and an
expiration date of 03/01/26.

-There was no date written on the jug of milk to
indicate it was frozen and then thawed.

~There was a gallon sized plastic bag that was not
{abeled or dated with sausage links lying on the
bottomn shelf in the refrigerator.

Interview with the personal care aide (PCA) on
03/03/28 at 9:45am revealed:

-The night shift staff were responsible for bringing
the food for the meals each day to the facility.
-Most of the foods were stored in the facility but
some ltems were sfored at a sister facilily on the
property.

-Night shift staff removed 11 comn dogs from the
bulk supply and put them in the uhlabeled and
undated plastic bag and siored the corndogs in
the refrigerator for her to make the iunch meal.
-She did not realize the hall a gallon of millk in the
refrigerator was explred.

-She had another partial gallon with about %4 of
milk remaining that she could serve for lunch, but
it would not be enough for all the residents.

Observation of the food storage room localed in a
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sister facility on the property on 03/03/26 at
2:50pm revealed:

-There was one large box of moldy green and
white covered oranges and bananas that had
turned black and were rotten.

-There was ancther large hox of oranges where
at least 8 oranges had molded with green and
white mold present.

=There was a box of rolis in an unsealed plastic
bag sifting in a plastic crate on the floor.

-There was ice build-up in the stand-up freezer,
and the bottom shelf was covered with black and
brown grime.

-The doer to the freezer would not close properly
and a medication aide (MA) supervisor pushed 2
box In the floor against the freezer to hold the
door closed.

Interview with a MA supervisor on 03/03/26 at
2:50pm revealed:

~The door fo the freezer had to ba pushed closed
with & box because it would not stay closed on its
owi,

-The MA supervisors and the Maintenance
Director were the only staif that had keys to the
food storage area.

-The MA supervisor that worked the previous
weekend (02/28/26 & 03/01/26) was responsible
for going through all the food and disposing of
any roiten or expirad foods,

-She was responsible for checking for explred or
roiten foods on 03/02/26 but she could not check
ihe food because she came to work late.

-The boxes containing the rotten and moldy
cranges and black colored bananas were “gross”.
-Extra milk was stored in the freezer and thawed
out whan it was needed in the facility.

-She thought the half gallon jug of expired milk
and the whole gallan of milk with a past expiration
date were still good but that the jugs were frozen
Division of Health Sarviee Regulation
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and thawed out later.

-The milk jugs that were frozen were not dated
with a date that the milk was frozen or a use by
date aiter the milk was thawed,

~She did not know how staff were supposed to -
know if the milik was still good if it was not dated
with the corract date.

Interview with the Maintenance Director on
03/04/26 at 11:30am revealed:

-He was responsible for printing weekly menus,
ordering food weekly through the facility's
contracted food service provider, unloading food
deliveries, storing the food in the storage room
and freezers,

-He rotated older focd {o the front of the freezers
when new food deliveries arrived.

~The MA supervisors were responsible for
cleaning the overstock storage room.

-He thought the unopened expired milk that a
sister facility took to & PCA on 03/03/26 was
frozen.

-He did not know who was responsible for making
sure foods were labeled and dated when
removed fram the original packaging.

~The MA supervisors should have thrown out the
moldy and rotten oranges and bananas.

Interview with the Adminisirator on 03/03/26 at
4:30pm revealed:

-She did not know there were boxas of rotten and
moldy fruit sefting in the food storage room.

-She did not know whan the fruit was ordered.
-The MA supervisors and Maintenance Director
were responsible for keeping the food storage
room and freezars clean since they ware the only
staff who had access {o the storage room.

-Extra milkk was frozen to use later.

-She did not know how staff were supposed to
know when the milk was still good if it was not

L.
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RCCs, MA supervisors, Admin
and MD are ensuring that all
food products are free from
mold and within proper
expiration limits before facility
is stpcked with food.

Admin has tasked PCAs with
cleaning out refridgerators
and freezers daily to ensure
all possibly contaminated food
are removed immediately. "4

Any food or drinks near expire
dates will be discarded

4-1-26
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10A NCAC 13F .0904 Nutrition and Food Service
{¢) Menus In Adult Care Home:

{3) Any substitutions made in the menu shalf be
of equal nutritional value, in order to maintain the
daily dietary requirements in Subparagraph (d){(3)
of this Rule, appropriata for therapeutic diets, and
documented in records maintained in the kitchen
to indicale the foods actually served fo residents.
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dated when it was thawed out.
«She researched online and saw that milk was
still good for 5-7 days after it was thawed.
~Night shift staff were responsible for dividing up
lulk foods, repacking the items in plastic bags,
and taking the food to the facility for the staff on
day shift to prepare meals.
-She did not know how staif would know if foods
that were removed from the orlginal packaging
were still good if the foods were not labsled with a
dale.
-The Maintenance Director was responsible for
ordering all the food and should dispose of old or
ratten food when checking the food supply eve - . .
— 5 BRI Facility has been provided with
-She did not know why the roften oranges and meal substitution log by Admin 3-17-26
bananas were not thrown out when the food to document any food/meal
supply was checked the previous week, substitutions made. Staff
has been advised that all
D 202 10A NCAC 13F .0904{c)(3) Nukition And Food 0202 substitutions must be approved

by MD or Administrator only
and failure to document

will result in corrective actions.
Admin will check food logs
during daily rounds.
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This Rule s not met as evidenced by:

Based on observations, record reviews and
interviews, the facillty failed to maintain a record
of menu substifufions documenting what was
served to residents, L

Admin and MD will ensure
that each week the facility has

Tha findings are: 3-17-26

Observation in the kitchen on 03/053/26 at
09:46am revealed:

-The current week's menu dated
02/26/26-03/04/28 was posted in the kitchen and
was signed by a distician on 2/13/26.

-On 03/03/26, the lunch menu listed beef and
pork kielbasa with onions, peppers and a dinner
roll were to be served o residents.

-0On 03/03/26, the dinnar menu listed chicken
breast fillets, homemade mashet potatoes, and
flame roasted vegetablas.

-There was documentation that milk was to be
offered at every meal.

Interview with a personal care aide (PCA) on
03/03/26 at 9:45am revealed:

-She was the PCA but alsc cooked the meals for
the residents.

-She did not have the food listed on the menu
available to fix for lunch and dinrer today.

~The night shift staff would bring the food {o the
faclity from a storage room at a sister facility
where the food was kept.

~Today she would be fixing corn dogs, sweet
potato fries, and fruit cocktail for lunch,

-She would make cheeseburgers, onlon rings,
and mixed vegetables for dinper,

-The foed truck delivered on Wednesdays and
sometimes she ran out of iterns like milk or food
befera the truck delivered again and she had to
make substltutions.

an adequate supply of

cereal, soups, and sandwich
ingridents to be able to provide
the appropriate alternate
meals for residents who do

not wish to eat what is ordered.

Admin will ensure these items
are available by checking
during daily rounds
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Observation of the Junch meal service on
03/03/26 from 11:57am through 12:40pm
revealed:

-The meal servad was a comn dog that had black,
burnt stripes going down the fop and bottom
tength of the comn dog, sweet potato fries, tropical
fruit mix, and oranga Kool-Ald.

-Three of the residents were served
approximately 6 ounces of milk and one resident
was servad about 3 ounces of milk.

| -All the residents were served the same meal,

1 Observation of the substitution log in the kitchen

an 03/04/26 at B:34am revealad:

-There was one subsiitufion log sheet provided by
a PCA dated 2024,

-There was a second substitution [og sheet that
had March 4th handwritien on it but no year was
documented.

Interview with & second PCA on 03/04/26 at
8:34am revealed:

-There was no substitution fog notebook in the
kitchen just the two sheels she found on a shelf.
-Ehe did not normally work in the facility and
usuelly worked at a sister facility on the property.
-She knew substitutions were supposed io be
documented.

-She did not know why the substitutions on
03/03/26 were not documented on a log.

~The staff rarely followed the menu beeause the

foods listed to serve were not available most of
fha tima.

Interview with the Maintenance Director on
03/04/26 at 11:30am revealed:

-He was responsible for placing weekly food
orders through the facility's contracted food
servica provider and printing tha waekly menus.
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-Substitution menu items were made if the listed
menu items were not available when the PCA
pulled the meat ifems from the siorage raom.
-PCAs who prepared and served resident meals
were responsible for completing the substitution
log.

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

~Substitutions were made when the listed menu
itams were not avaliable and were based on
resident preferences.

-Tha Maintenance Direstor was responsible for
ordering the food for the wesk based on the
many,

-She was not aware the most current substitution
log in the facility was dated 2024,

-She expected the substitution logs to be filled out
when substitutions were made and residents to
be informed when changes {o the meals were
necessary.

D 338 10A NCAG 13F .0909 Resident Rights 0338

10A NCAC 13F .0908 Resident Rights

An adult care home shall assure that the rights of
all residents guaranteed under G.S. 1310-21,
Declaration of Residents' Rights, are maintained
and may be exercised without hindrance.

This Rule is not mat as evidenced by:
TYPE B VIOLATION

Based on observation, interviews, and record
reviews, the facility failed to treat residents with
respact and dignily as evidenced by residents
being served meals that were not patatable, over
or under coaked, of adequate portion size, or not
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offered an alternative meal.
The findings are:

Interview with a resident during the Initial four on
03/03/28 at 9:05am revealed:

-The food the facility served was worse than
"crap".

-The food was served tough and she could not
cut it with a khifa.

~The facility did not serve big enough portions
aven if she could eat what was served,

-She heard other residents complain about st
being hungry after meals.

Interview with a second resident during the initial
1our on 03/03/26 at 9:16am rovealed:

-The same foods wers served all the time
including frozen mixed vegetables and a tropicat
fruit cocktail that none of the residents liked.
-Patatoes were served halfway cooked and still
partially raw.

-Meat the size of a golf ball and not even a ¥ inch
thick was served to them and the staff called it a
hamburger patty.

~The foad was not cacked enough and most of
the residents could not eat it, including herself.
~The facility ran out of milk a couple days a wesk
and she could not get milk 1o drink on those days.
-Sometimes she was still hungry after eating what
was served but she could not get mare food
unless another resident did not eat ail of their
food and they gave it to her.

~There were no seconds served and the facllity
staff would just say there was no more food when
you ask for maore.

Interview with a third resldent on 03/03/26 at
10:08am revealed;
-The food was not cooked enough.

provided to facility by admin
each week. This guide will

to help ensure that staff are
properly cooking meals.

to facility each week. Meal

daily.

A servings size guide has been
obtained and is now included in -
weekly menu booklets that are 4

assist to help staff ensure that therg
is plenty of food to be served for
residents. Also included in the
weekly menu packets are recipes

Admin is providing menu packets

will be monitored by RCC/ADMIN

3-17-26
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now",
the food was "terrible".

resldsnts.

roasted vegetables.

tunch,

hava",

-He did not get enough to eat, "I'm starving right
~-He did not ask for seconds this morning because

-The facility served small portions to the

Review of the lunch and dinner menu on 03/03/26
signed by a dietician revealed:

-The lunch meal consisted of beaf and pork
kielbasa, onions and peppers, and a roll,

~The dinner meal consistad of chicken breast
fillets, homemade mashed potatees, and flame

Interview with a personal care aide (PCA) on
03/02/26 at 9:45arm reveaied:

-She did not have the foods listed on the meny
available for lunch and dinner meals.

-The night shift medication alde (MA) suparvisor
wouid bring the food to the facility from a storage
room at a sister facility where the food was kept.
~Today she would be fixing corn dogs, sweet
potate fries, and fruit cockiall for funch.

-At dinnear she would make cheeseburgers, onion
rings, and mixed vegetables.

~There were 11 resldents residing in the facility
and night shift brought her 14 corn dags in a
plastic bag from the storage room to prepare for

~The food truck delivered on Wednasdays and
somegtimes she ran out of iterns like milk or food
iterns before the truck delivered again and the
residents had to go without.

-She has sent out messages befere, and the
Administrator would respend "you have what you

Sgcond inferview with a PCA on 03/03/26 at
10:3%m and 11:57am revealed:

D338
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~She did not have enough milk o serve the
residents.

-Bhe asked if another sister facility on the
property had any milk .and someone brought her
a gallon of milk, but she had to pour #t out
because it expired on 02/15/28,

-The stove did not work properly and often
burned the food.

-Sometimes she could not bake the food for the
recommended amount of fime because it would
burn the food.

-8he had to serve the bumnt com dogs o the
residents because she did not have anything else
fo fix since night shift only brought her 11 com
dogs.

-Normally she could offer to make the residents &
sandwich as an aliernative but there was no
bread in the facility except for a pack of
hamburger buns but those were for dinner,

Observation of the luneh meal service on
03/03/26 from 11:57am through 12:40pm
revealed:

~The meal served was a corn dog that had
blackened burmn stripes going down the top and
bottarn length of the corn dog, sweef polato fries,
tropical fruit mix, and orange Kool-Aid.

-Three of the residents were served
approximalely 6 ounces of milk and one rasidant
was served about 3 ounces of milk.

-At 12:10pm, a resident was observed pulling the
burnt breading from the hot dog while shaking her
head.

-At 12:12pm, a resident hald his plate over to
another resident and gave his fries o the other
resident.

-None of the residents ate any of the tropical fruit
mix.

-Mast of the residents did not eat any of the
sweet potato fries.
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Interview with 2 resident after the lunch mest on
03/03/26 at 12:25pm revealed:

-3he pulled the breading off her corn dog
because it was burnt and she could not eat It.
~The sweet potato fries were overcooked and she
could not eat them,

-She did not like the tropical fruit mix ihat the
facility served all the tima and had told staff that
several times.

-She could not get any milk for lunch because
they ran out.

-She did not ask for an alternative for lunch
because she had asked in the past and could not
get different food.

Inferview with a second resident after the lunch
meal on 03/03/26 at 12:20pm revealed:

-He did not eat much because he did not fike ihe
food.

~He did not like the fropical fruit mix at ali,

-His com dog was burnt, and he could not eat it
-He could not get semething different when ha
acked so he did not ask anymore.

-The PCA working today would usually get him
something different to eat if the PCA had
something else to fix,

-He gave his sweet potato fries io ancther
resident at his table because the oiher resident
tofd him he was slill hungry.

Interview with a third resident after the lunch meal
on ¥3/03/26 at 12:42pm revealed;

-He ate another resident's sweet potato fries at
lunch because the cther resident offered them to
him.

-He was not served enough food most of the
time,

-The food never tasted good because the oven
bumt it.
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Interview with a PCA on 03/03/26 at 4:10pm
revealed:

-She did not ask for someone to bring bread from
the storage area in another facility because she
did not know what foods were kept in there.

-She usually had brezad in the facillty.

-Only certain staff had access to the foad storage
area.

Observation of the refrigeraior on 03/04/25 at
8:40am ravealed:

~There was an unopened pack of hot dogs with 8
hot dogs In the package.

-There was a plastic bag with corn degs inside.

Inferview with a second PCA on 03/04/26 at
8:24am revesaled:

-The night shift staff put some corn dogs in a
plastic bag and stuck them in the rafrigerator for
her to make for the lunch meal service today. *
-The lunch meat on the menu for loday listed she
should serve chicken breast, mashed potatoes,
and fire roasted vegetables,

-She had a bag of chicken nuggets in the freezer
and would serve them instead of the corn dogs
because she worked at a sister facility on
03/03/26 and knew all the residents were servad
corn dogs the day before,

-She was supposed to fix chili dogs for dinner on
03/04/26 but she did not know how she would fix
the dinner meal elther because there were only 8
hot dogs in the pack and she had 11 residants
residing at the facility.

~The oven in the kitchen would get hot and would
often burn the food.

-Residents complained to her “all the time" that
the food was not cooked good and it was either

. burnt or undercooked and some complained thay

dld not get enough food.
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-Management knew about the lesues with food
bacause residents told them and nothing was
done about it,

-She did not work in the facility often because she
usually worked at a sister facility on the property.

interview with the Maintenance Director on
D3/04/26 at 11:30am revealed:

~He was responsible for printing weekly menus,
ordering food weekiy through the facility's
centracted food service provider, unloading food
deliveries, storing the food in the storage room
and freezers,

-The meals got "off track the other day” and that
was why the foods fisted on the meny were not
avalilable.

~There was plenty of food available locked in the
storage room at a slster facility.

Interview with the Administrator on 03/04/26 at
11:34pm revealed:

-The food supplies were moved to a sister facility
on the property because staff or residents were
stealing the food.

-She was not aware that the PCA did not know
extra food such as bread was stored in the
storage room.

-Only certain staff had keys for the food storage
room and the PCAs were supposed to ask for
whalever they needed.

It residents did not like what was served, thoy
should be offered soup and sandwiches as an
alternative,

-She was not aware that tropical fruit mix and
frozen mixed vegetables were being served often
and the residents did not like them.

-The Maintenance Director was responsible for
ordering the food each week from the facility's
contracted food supply company and ordered by
what was listed on the menu each week,
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~She did nat know why the food fisted on the
menu was not available.

-She did not know that some residents
complained about not getting enough food, not
being able to ask for seconds or alternatives, and
that food was belng served burnt or undercooked.
~She expected staff to serve what was on the
mehu and adequate portion slzes,

[Refer to tag 0282 10A NCAC 13F .0804(=)(1)
Nufrition and Food Service}

[Refer to tag 0252 104 NCAC 13F .0904(c){(3)
Nutrition and Food Servicg]

The facility failed to ensure residents were {reated
with respect and dignity by serving food that was
overcooked or undercaoked, serving food that
was not liked by residents repeatedly and not
offering alternatives. The lunch mea) on 03/03/26
of corn dogs were burnt and not palatable due to
the oven not working propetly which staif made
management aware of in the past, In addition,
residents who were still hungry after meals with
no extra foods available because the food
storage room was located at a sister facility on
the property but only certain staff had access to
the food. This failure was detrimental to the
health and welfare of the residents and

? consiitutes a Type B Violation.

S
The facllity provided a plan of protection in
accordance with G.S, 131D-24 on 03/04/98 for
this violation.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED APRIL 20,
2028,
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Administration

10A NCAC 13F .1004 Medication Adrministration
(8) An adult care home shall assure that the
preparation and administration of medications,

P prescriptioh and non-preseription, and treatments
by staff are in accordance with:

{1} orders by a licensed prescribing practiticner
which are maintained in the resident's record; and
{2) rules in this Section and the facility’s policies
and procedures.

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

Based on observations, interviews, and record
reviews, the facility failed {0 ensura medications
were administered as ordered for 2 of 3 sampled
residents (Resident #2 and #3) related to
medications used to treat increased heart rate
and blood pressure (#2), fo confrol blood sugar
levals (#2 and #3), to stabilize mood (#2), fo treat
schizophrenia (#2), to treat drug-induced
movement disorders caused by antipsychotic
medications (#2), to freat depression #2), and to
treat shortness of breath (#2),

The findings are;

1. Reviaw of Resident #3's current FL2 dated
05/14/25 revesled diagnoses included disbates
mellitus type 2 and dementia.

a. Review of Resident #3's unsigned physiclan
order dated 04/21/26 revealed an order for
Novolog (an insulin medication used to treat high
biood sugar tevels) 100u/m inject 3 units before
aach meal.
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Review of Resident #3's February 2026 electronic
medication administration record {eMAR)
revealed:;

-There was an entry for Novolog 100u/mt injfect 3
units (U) before each meal at 7:30am, 11 :30am,
and 4:30pm.

-On 02/02/26 at 7:30am, there was
decumentation Novolog 3u was not administerad
with a comment stating Resident #3's fingerstick
blood sugar (FSBS) was 93 and he did not need
the Insulin,

+0n Q2/05/26 at 7:30am, there was
documentation Novolog 3u was net administerad
with & comment stafing Resident #3's FSBS was
95 and he did not need the insulin,

-On 02/06/26 at 7:30am, thare was
documentation Novolog 3u was not administered
with a comment slating Resident #3 did not need
the Insulin because the FSBS was 111,

Inferview with Resident #3 on 03/06/26 at 9:50am
revealed:

~He thought his insulin and diabetic medications
were administered as ordered.

-Sometimes his blood sugar ran low and
sometimes it ran high.

-He did not know if he had any missed doses of
his scheduled Novolog insulin In February 2026.

Telephone interview with a medication aide {MA)
on 03/05/26 at 8:29am revealed:

-She became a MA in November 2025 and was
trained by a day shift MA.

-She did not administer Resident #3's scheduled
MNovolog before braakfast on 02/02/26, 02/05/26,
and 02/06/26 because Resident #3 did not need
it.

-She did not call Resident #3's primary care
provider (PCP) to get & verbal arder to hold
Resident #3's scheduled Novolog on 02/02/26,
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02/05/26, and 02/06/26 or see if the Insulin = ' e
should be administerad as ordered, [ka/(l L‘/}{ v &/ n % ‘QSM

~Resident #3 had orders for Novolog sliding scale
insutin ($51) and if the FSBS value was less than

-Since Resident #3's FSBS was 93 on 02/02/28,
85 on 02/05/26, and 111 on 02/06/28, she thought
She was supposed to hold the scheduled 3u since
the FSBS was less than 150 per the arder on the

150 she knew sha was supposed {o not a/w M/ m‘h‘/é{ \ m Wﬁ {m[‘
administer SS! to Resident #3. /h) ‘\?

S8l
-She was confused by the insulin orders and Q.ﬂ/ﬁs l’ Aam [m W

when {o administer or not administer Resident

#3's insulin. % R ’
~-She worked night shift and only administered UVWOK m a,

Residan! #3's 7:30am doses of scheduled insulin z
andfor $81 if it was needed,

-She thought she was administering or holding 2
Resident #3's 7:30am doses of insulin correctly.

Interview with a Resident Care Coordinator
(RGC) on 03/05/26 at 10:10am revealed:

-There was no one assignad to complate MAR
audits to make sure Resident #3's insulin was
administered corractly,

-She instructed staff to make surs to pay attention
to orders for residents with medication
parameters and to not administer the medications
when warranted,

-The MAs were expected fo administer
medications a5 ordered.

Telephone interview with Resident #3's PGP on
03/05/26 at 10:33am revealed:

-He ordered Resident #3 Novoleg 3u fo be
administered before gach meat on 01/25/28, ;
-He could not remember what Resident #3's most
current A1C (a blood test to measure the average
blood sugar leve! over a 2-3-month period (o
indicate how well diabetes was being managed)
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vailue was,

~The facility staff "may” have ealled him when
medication errors were made but he could not
remember,

-The MA should have called him fo see if
Resident #3's scheduled Novolog 3u should have
been adminlstered on 02/02/28, 02/05126, and
02/06/26 at 7:30am.

-He expected the MAs to administer medications
as ardered.

-Resident #3's missed scheduted doses of
Novolog Insulin could cause his FSBS 1o be high
which could result In weakness, dizziness,
increased urine output, dehydration, or diabetic
coma.

interview with the Administrator on 03/06/26 at
3:12pm revealsd:;

~She was not aware a MA did not administer
Resident #3's scheduled Novolog insulin without
an order from the PCP to hoid the insulin,

-If 2 MA questioned whether to administer or not
administer medications, they should eontact
8ither RCC 1, RCC 2, or hersalf so that the PCE
could be contacted to see if the medications
should be held or administered.

~There were no eMAR audits completed by
management to make sure medications were
being administered or being withheld per orders
on the parameters for the medications.

-She expected the MAS to administer medications
as ordered.

b. Review of Resident #3's physician orders
dated 10/30/25 ravaaled there was an arder for
pleglitazone (a medication used to treat high
blood sugar levels) 16mg take 1 tablet daily and
hold for fingerstick bload sugars (FSBS) less than
100,
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Review of Resident #3's January 2026 electronic
medication adrministration record (eMAR)
revealed:

-There was an entry for pioglitazone 18mg take 4
tablet daily and hold for FSBS less than 100,
-On 01/18/26, there was documentation
picglitazone was administered at 8:00am with a
FSBS value of 77.

~On 01/26/26, there was dacumentation
ploglitazone was administered at 8:00am with a
FSBS value of 49,

Review of Resident #3's February 2026 aMAR
revealed:

-There was an entry for pioglitazone 1 Smg take 1
tablat daily and hold for FSBS jess than 100.

-On 02/01/286, there was documentation
ploglitazone was administered with a FSBS value
of 86.

Interview with Resident #3 on 03/06/28 at 9:50am
revealed:

-He thought his diabetic medications were
adminlstered as ordered,

-Bomatimes his blood sugar ran low and
somelimes it ran high,

Telephone interview with a medication aide (Ma)
on 03/05/26 at 8:40am revealed:

-She knew Resident #3 had orders to hold
pioglitazone for FSBS valuss less than 100, .
-She thought there was a “glileh" in the computer
charling system and the computer documented
Resident #3's pioglitazone as adminisiered on
01/18/26 by mistake.

-She would have not administered the medication
to Resident #3 for a FSBS value of 77 at 8:00am
on 01/18/26.

Interview with a MA on 03/05/26 at 8:57am
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revealed:

-She used to document medication administration
on the eMAR using her cellular telephone but
there were issues with the phones documenting
on the eMAR accurately so now she used the
compuler,

~Bhe did not know why Resident #3's pioglitazone
was docurnenled correctly on the other days in
February 2026 when she administerad Resident
#3's medications.

Interview with & Resldent Care Coordinator
(RCC) on 03/05/26 at 10:10am revealad:

~There was na one assigned to complete MAR
audits fo meke sure Resident #3's diabetic
medications were administerad correctly or held
when the FSBS values were outside the ordered
parameters.

-She instructed staff to make sure fo pay aftention
to orders for residents with medication
parameters and fo not administer the medications
when warranted.

~The MAs were expected to administer
medications 2s ordered,

Telephone interview with Resident #3's PCP on
03/05/26 at 10:33am rovealed:

-The facility staff may have called him when
medlcation errors were made but he could not
remeamber,

-He was not notifiad that Resident #3 was
administered pioglitazone on 01/28/28 at 8:00am
when the FSBS value was 48 and he should have
hean notified,

-He expected the MAs to administer medicatians
as ordered.

-If Resident #3 was administered piogiitazone
when the FSBS valug was less than 100 it could
cause his blogd sugar to be low which could
resultin Resident #3 becoming confused or
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hospitalized,

Interview with the Administrator on 03/06/26 at
3:12pm revealed:

-She was not aware of any medication emors far
Resident #3.

-If a MA questioned whether to administer or not
administer medications, they should contact
either RCC 1, RCC 2, or herself so that the PGP
could be contacted to see If the medicalions
should he hsld or administered.

~There were no eMAR audits completed by
management to make sure medications ware
belng administered or being withheld per orders
on the parameters for the medications.

-She expectsd the MAs to administer or hold
medications as orderad.

Attempted telephone interview with a second MA
on 03/05/26 at 8:55am was unsuccessful.

¢. Review of Resident #3's physician's orders
dated 10/30/25 revealed there was an order for
Januvia (a medication used to treat high blood
sugar lavels) 50mg take 1 tablet daily and hold for
fingerstick blood sugars (FSBS) less than 100.

Review of Resident #3's January 2026 electionic
medication administraiion record (eMAR)
revealed:;

-There was an entry for Januvia 50mg take 1
fablet dally and hold for FSBS less than 100.
-On 01/31/28 of 8:00am, there was
documentation Januvia 50mg was administered
with a FSBS valua of 88.

Interview with Residant #3 on 03/06/26 at 9:50am
revealed:

~He thought his diabetic medications were
administered as ordered.
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-Sometimes his bload sugar ran low and
sometimes it ran high,

Interview with a Resident Care Coordinator
(RCC) on 03/05/26 at 10:10am revealed:

-There was no one assigned to complete MAR
audits to make sure Resident #3's diabetic
medications were administered carrecily or held
when the FSBS values were oulside the ordered
parameters.

-She instructed staif to make sure to pay attention
to orders for residants with medication
parameters and to not administer the medications
when warranted.

-The MAs were expecled to administer
medications as ordered.

Telephone interview with Reskdent #3's PGP on
03/05/26 at 10;33am revealad:

~The facilily staff may have calfed him when
medication errors were made but he could not
remember.

-He expected the MAs to administer medications
as ordered,

-If Resident #3 was administered Januvia when
ihe FBBS value was less than 100 it could cause
his blood sugar to be jow which could resulf in
Resident #3 becoming confused or require
hospitafization,

Interview with the Administrator on 03/06/26 at
3:12pm revealed:

-She was not aware of any medication erors for
Resident #3,

-if a MA questioned whather to administer or not
administer medications, they should contact one
of the RCCs, or harself so that the PCP could be
contacted to see if the medications should be
held or administerad.

-There were no eMAR audits completed by
Division of Heallh Service Regufation
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management {0 make sure medications were
being administered or being withheld per orders
on the parametets for the medications,

-She expected the MAs to administer or hold
medications as ordarad,

Attempted telephone interview with a second MA
on 03/05/26 at B:44am was unsuccessful,

d. Review of Resident #3's physician's orders
dated 10/30/25 revealed there was an order for
glucose (a medication used to treat low bload
sugar levels) 3.75-gram chew 1 tablet evary 156
minutes as needed for FSBS values less than 60,

Revlew of Rasident #3's January 2026 electronic
medication administration record (eMAR)
revealed:

-There was an entry for a glucose tablet
3.75-gram chew 1 tablet every 15 minutes as
needed for fingerstick blood sugar (FSBS) values
less than 60 and recheck a FSBS 15 minutes
after administration.

~There was documentation on §1/26/26 at
8:00am that Resident #3's FSBS vaiue was 49 ]
and there was no documentation a glucose tablet
was administerad,

Interview with Resident #3 on 03/06/26 at 9:50am
revealed:

-He thought his diapetic medications were
administered as ordered.

-Sometimes his blood sugar ran low and
sometimes it ran high.

Telephone interview with Resident #3's PCP on
03/05/26 at 10:33am revezled:

~The facility staff may have called him when
medication errors were made but he could not
remember.

D 358
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-He was not notified when Resident #3's FSBS
value was 49 on 01/26/26 at 8:00am and he
shouid have been nofified.

-He expacted the MAs to administer medications
as ordered.

-If Resident #3 did not receive the glucose tablets
when his FSBS was less than 60 it could cause
Resident #3's bioad sugar lavel to drop lower
which could resull confusion or hospitalization.

Interview with the Administrator on 03/06/26 at
3:12pm revealed:

-She was not aware of any medication errors for
Rosldent #3.

-If a MA questioned whether to administer or not
administer madications, they should sontact
gither RCC 1, RCC 2, or herself so that the PCP
could be contacted to see if the medications
should be held or administered,

~There were no eMAR audits complated by
management to make sure medications were
being administered as ordered.

-She expacted the MAs o administer Resident #3
the ordered glucose tablets when Resldent #3's
FSBS was less than 60,

Attempted telephone interview with 2 second MA
on 03/05/26 at 8:55am was unsuccessful,

2. Raview of Resident #0's current EL2 dated
05/19/25 revealed diagnoses included asthma,
chronic obstructive pulmonary dissase,
hypertension, and gastroesophageal reflux
disease.

interview with ane resldent during the initial tour
on 03/03/26 at 8:04am revealed the facility ran
out of medications “sometimes” when it was time
for the restock to come in from the pharmacy.
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Continued From page 82

a. Review of Resident #2's physician's order
dated 11/18/25 revealed amlodipine (used to treat
high blood pressure) 5mg one tablet daily.

Review of Resident #2's March 2026 electronic
medicalion adrinistration record (eMAR) from
03/01/26-03/03/26 revealed:

~There was an entry for amlodipine 5mg one
tablet daily scheduled at 8:00am.

-Amlodipine Smg was documented as
administered for 2 occurrences out of 3
opportunities.

-On 03/01/26, amlodipine 5ma was documentad
as not administered due to drugfitem unavailable.

Observation of Resident #2's medications on
hand on 03/03/26 at 4:05pm revealed amlodipine
Smg was available for administration.

Telephone Interview with Restdent #2's physician
on 03/04/26 at 3:44pm ravealed:

-Amlodiping was ordared to lower the residenis
blood pressure,

-Resident #2's blood pressure was normal his Jast
visit on 02/26/26.

-The staff notified him when they needed a
medication for & resident.

-Medications would be delivared from the
pharmacy on the same day it was ordered.

Telephone interview with a pharmacist from the
facility's contracted phamacy on 03/05/26 at
8:51am revealed Resident #2 was dispensed a

28 day supply of amlodipine on 12/04/25,
01/01/26, 01/28/26, and 02/26/26.

Refer to the Interview with a medication aide (MA)
on 03/04/25 at 9:00am.

Refer to the interview with & Resident Care

D 358
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CGoordinator (RCC) on 03/04/26 at 10:07am.

Refer to the interview with the Administrator on
03/04/26 at 10:30am,

Rafer to the interview with the Administrator on
03/05/26 at 10:08am.

Refer o the interview with 2 RCC on 03/05/26 at
11:01am.

b. Review of Resident #2's physician's order
dated 02/20/26 revealed giipizide extended
release (ER) 2.5mg ane tablet daily.

Review of Resident #2's March 2026 eMAR from
03/01/26-03/03/26 revealed:

-There was an entry for gliplzids ER {used to
control blood sugar) 2.5mg one tablet dally
scheduled at 8:00am.

-Glipizide ER 2.5mg was documented as
administered for 2 occurrences out of 3
apportunities.

-On 03/01/28, glipizide ER 2.5mg was
documented as not administered dus to drugfitem
unavailable,

Observation of Resident #2's medications on
hand on 03/03/28 st £:05pm revealed there wars
eight glipizids ER 2.5mgq tablets available,

Telephone interview with Resident #2's physician
on 03/04/26 at 3:44pm revealed:

-Glipizide was ordered to contral blood sugar and
missed doses could cause an increase in blood
sugar ievels.

-The staff notified him when they needed a
medication for a resident.

-Medications would be delivered from the
pharmacy on the same day it was ordered.
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Refer to the interview with a medication aide {MA}
on 03/04/26 at 3:00am.

Refer to the interview with a Resident Carg
Coordinator (RCC) an 03/04/26 at 10:07am.

Refer to the interview with the Administrator on
€3/04/25 at 10:30am.

Refer to the Interview with the Administrator on
03/05/26 at 10:08am.

Refer to the intarview with a RCC on 03/05/26 &t
11:01am.

<. Review of Resident #2's physiclan order dated
11/18/26 revealed Januvia {used to improve blood
sugar controf) 100mg one tablet daily,

Review of Resident #2's March 2026 eMAR from
03/01/26-03/03/26 revealed:

-Thera was an entry for Januvia 100mg one tablet
daily scheduled at 8:00am.

-Januvia 100mg was documented as
administered for 2 octurrences out of 3
oppaoriunities,

-On 03/01/28, Januvia 100mg was documented
as not administered due fo drugfitem unavailable,

Chbservation of Resident #2's medications on
hand on 03/03/26 at 4:05pm revealed Januvia
100mg was avallable for administration.

Telephone interview with Resident #2'%s physiclan
on 03/04/26 at 3:44pm revealed:

-Januvia was ordered to help coniral Resident
#2's blood sugar levels and missed doses could
cause an increase in blood sugar levels,

-The staff notified him when they needed a
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medication for a resident.
-Medications would be delivered from the
pharmacy on the same day it was ordered.

Telephone interview with a pharmacist from the
facllity's contracted pharmacy on 03/05/26 at
8:57am revealad Resident #2 was dispensed a
28 day supply of Januvia on 12/04/285, 01/01/28,
01/25/28, and 02/26/26.

Refer fo the interview with a medication aide (MA)
on 03/04/26 at 9;:00am.

Refer to the interview with a Resident Care
Coordinator (RCC) on 03/04/26 at 10:07am,

Refer to the interview with the Adminisirator on
03/04/26 at 10:30am,

Refer fo the interview with the Administrator an
03/05/26 at 10:08am.

Refer to the interview with a RCC on 03/05/26 at
11:01am.

d. Review of Resident #2's physiclan order dated
11/18/25 revealed metoprolol extended release
(ER) 26mg one half tablet once daily.

Review of Resident #2's March 2026 eMAR from
03/01/28-D3/03/26 revealed:

~There was an entry for metoprolol ER 25mg one
half tablet once daily scheduled st 8:00am,
-Metreprolol ER 25mg was documented as
administered for 2 cccurrences out of 3
opportunities,

-0On 03/01/26, metoprojol ER 25mg was
documented as not administered due to drugfitern
unavailable.
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Observation of Resident #2's madications on
hand on 03/03/28 at 4:05pm revealed metoprolol
ER 25mg was available for administration.

Telephone interview with Resident #2's physician
on 03/04/26 at 3:44pm revealed:

-Metoproiol was orderad to decrease heart rate
and blood pressure,

-Missed doses of metoprolo! could cause heart
rate and blood pressure to increase,

-The staff nofified him when they needed a
medication for a resident.

-Medications would be dellvered from the
pharmacy on the same day it was orderad.

Telephone interview with & pharmacist from the
facllity's contrasted pharmacy on 03/05126 at
8:51am ravealed Resident #2 was dispensed a
2B day supply of metoprolol on 12/04/25,
01/01/28, 01/29/26, and 02/26/25.

Refer to the interview with a medication aide (MA)Y
on 03/04/26 at 9:00am.

Refar {o the interview with a Resident Care
Coordinator {(RCC) an 03/04/26 at 10:07am.

Refer to the interview with the Adminisirator on
03/04/26 at 10:30am.

Refer to the interview with the Admiinistrator on
03/05/26 at 10:06am.

Refer o the interview with a RCC on 03/05/25 at
11:012m.

e. Review of Resident #2's physician order dated
T1MBI25 revealed Symbicort HFA (used to treat
asthma and chronic obstructive pulmonary
disease) aerosol inhaler 80-4.5mcgfactuation
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inhale two pufis iwite a day rinse mouth after
use,

Review of Resident #2's March 2026 eMAR from
03/01/26-03/03/25 revealed:

-There was an enfry for Symbicort HFA
80-4.5mceg inhals two puffs twice a day scheduled
at 8:00am and 8:00pm.

-Symblcort was documented as administered 3
occurrences out of 5 opportunities.

-On 03/01/26 at 8:00am, Symbicort HFA was
documented as not administered due to drugfitam
unavailable.

-On 03/02/26 at 8:00pm, Symbicort HEA was
documented as not administered due to drugfitem
unavailable.

Observation of Resident #2's medications on
hand on 03/03/26 at 4:05pm revealed a
Symbicort HFA 80-4.5meg inhaler was available
for administration,

Telephone interview with Resident #2's physician
on 03/04/26 at 3:44pm revealed:

-Symbicort was ordered 1o treat shorthess of
breath.

~Missed doses of Symbicort could cause
shortness of breath.

-Resident #2 did not complain of shortness of
breath on his last visit on 02/26/26.

-The staff notified him when they needed a
medication for a resident.

-Medications would be daliverad from the
pharmacy on the same day it was ordered.

Inferview with Resident #2 on 03/04/26 at 4:10pm
revealad: '

-She had to have her Symbicort.

-She would get to "wheszing” without it.
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Telephone interview with a pharmacist from the
facility’s contracied pharmacy on 03/05/26 at
8:51am revealed Resident #2 was dispensed a
28-30 day supply for two puffs two times a day of
Symhicort which would be one inhaler on
12/04/25, 01401126, 01/28/26, and 02/26/28.

Refer to the interview with 2 medication aide (MA)
on 03/04/26 at 9:00am.

Refer to the interviaw with a Resident Care
Coordinator (RCC) on 03/04/26 at 10:072m.

Refer to the interview with the Administrator on
U3/04/26 at 10:30am.

Refer to the interview with the Administrator on
03/05/26 at 10:0B8am.

Refer to the interview with a RCC on 03/05/26 at
T1:01am.

f. Review of Resident #2's mental health provider
{MHP) order dated 11/18/25 revealed divalproex
extended release (ER) (used to treat moud
disorders) 500mg one tablat at badtime.

Review of Resident #2's March 2025 aMAR
revealed:

-There was an entry for divalproax ER 500mg
one tablet at bedtime scheduled for 8:00prn.
-Divalproex ER 500mg was documented as
administered from 03/01/26-03/02126 for 1
tccurrence out of 2 opportunities.

~Divalproex ER 500mg was documented as not
administered on 03/02/26 at £:00pm due to
"drugfitem unavailable waiting on pharmacy."

Intarview with & medication aide {MA) on
03/03/26 at 4:03pm revealed there were some of
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Resident #2's medications missing from the
medication cart,

Obssrvation of Resident #2's medications on
hand on 03/03/26 at 4;05pm revealed there was
no divalproex ER 500mg available.

Telephorie interview with the facility's contracted
pharmacy on 03/05/26 at 8:51am revealed a 28
day supply of divalproex 500mg tablets were sent
to the facility for Resident #2 on 12/04425, 1111286,
1/28/26, and 02/26/26.

Telephone interview with Resident #2's MHP on
03/06/26 at 2:18pm revealed:

-Divalproex was ordered for Resident #2 as a
mood stabillzer for schizoaffective disorder.
~The divalproex needed to be given consistently.

Refer to the interview with 2 medicalion alde {(MA)
on 03/04/26 at 9:00am.

Refer fo the Interview with a Resident Care
Coordinator {RCT) on 03/04/26 at 10:07am,

Refer to the interview with the Administrator on
03/04/26 at 10:30am.,

Refer to the intarview with the Administratar an
03/05/26 at 10:06am.

Refer to the Interview with a RCGC an 03/05/26 at
11:0%am.

9. Review of Rasidont #2's mental kealth
pravider's {(MHP) order dated 11/18/25 revealed
there was an order for fluphenazine {used to freat
schizophrenia) 2.5mg one tablet at bedtime,

Review of Resident #2's March 2026 eMAR
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-There was an entry for fluphenazine 2.5mg one
tablet at bedtime scheduled for 8:00pm.
-Fluphenezine 2.5mg was documented as
administered from 03/0:1/26-03/02/26 for 1
ocourence out of 2 opporiunities.
-Fluphenazine 2.6mg was documented as not
administered on 03/02/26 at 8:00pm due to
"drugfitem unavallable waiting on pharmacy."

Interview with a medication aide (MA) on
03/D3/26 at 4:03pm revealed there were some of
Resident #2's medications missing from the
medication cart.

Observation of Resident #2's medications on
hand on 03/03/28 at 4:05pm revealed there was
no fluphenazine 2.5mg available.

Telephone interview with the facility's contracted
pharmacy on 03/05/2G at 8:51am revealed a 28
day supply of fluphenazine 2.5mg tablets were
sent to the facility for Resident #2 on 12/04/25,
11/28, 1/29/26, and 02/26/286.

Telephone interview with Resident #2's MHP on
03/05/26 at 2:18pm revealed:

-Fluphenazine 2.5mg was ordered for Resident
#2 ag an antipsychotic for schizoaffective
disorder.

-The fluphanazine needed to be given
cansistently.

Refer to the inferview with a medication aide {(MA)
on 03/04/26 at 3:00am.

Refer to the interview with a Resident Care
Coordinator (RCC) on 03/04/26 at 10:67am.

Refer {o the interview with the Administrator on
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03/04/26 at 10:30am.

Refer to the interview with the Administrator on
03/05/26 at 10:06am.

Rafer to the interview with a RCC on 03/05/28 at
11:01am.

h. Review of Resident #2's mental heaith
provider's (MHP) order dated 11/18/25 revealed
there was an order for benztropine (used to freat
drug-induced movement disorders caused by
antipsychotic medications) 0.5my one tablet at
bedlime.

Review of Resident #2's March 2026 eMAR
revealed:

~There was an entry for benztropine 0.5mg one
tablet at bedtime scheduled for 8:00pm.
-Benztroping 0.5mg was documsnted as
administered from 03/01/26-03/02/26 for 1
occurence out of 2 opportunities.,

-Banztropine 0.5mg was documented as not
administered on 03/02/26 at 8:00pm due to
"diugfitem unavailable wailing on pharmacy.”

Interview with a medication alda (MA) on
03/03/26 at 4:03pm revealed there were same of
Resident #4's medications missing from the
medication cart.

Observation of Resident #4's medications on
hand on 03/03/26 at 4:05pm revealed there was
no benzirepine 0,6mg available.

Telaphene intarview with the facility's contracted
pharmacy on 03/05/26 at 8:51am revealed a 28
day supply of benztropine 0.5mg fablets were
sent to the facility for Resident #2 on 12/04/25,
171426, 1/29/28, and 02/26/26.
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~She was warking with the facility's contracted
pharmacy to get an exira three day supply of all
resident medications and have the pharmacy bill
the facility for those medications.

-~This would enstre a three exira doses for every
medication.

-Her plan was to increase the RCCs medication
cart audits 1o weekly versus monthly to ensure
medications were avallable.

Interview with a RCC on 03/05/26 at 11:01am
revealed:

Upon receipt of eyels, the medications had to be
scanned in.

-Then she and the other RCC made sure

medications were received for ali of the residents.

“They would write down any medications that did
not come in from the pharmacy.

-They would deliver them o the facility and place
them in the medication cart.

Interview with the Administrator on 03/05/26 at
10:06am revealed;

-The eycle fill medications had always had to be
put in early.

-She did not know how the cycle fill medicalions
were getting "off rack."

-At the beginning of each month, they were
having {o put cycle fill medications in early.
-She did not know if the MAs were dropping
medications in the carl.

~\When she had cleaned out the medication cart;
thore ware "a good amount” of loose plils in the
hottom of the cart.

-Because oycle fil medications were having to be
put in the medication carts early the RGC's did
not have fime to check the medications against
the sMAR.

“The cycle fiil medications had to be checked in
oy The ROoD bolore thoy could ra alowsrt in tha
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authorization fram the resident or the resident's
authorized rapresentative. The faciiity
administrator or their designae shalt maintain an
accurate account balance and accounting of all
funds received, dishursements, and the balance
on hand which shall be available upon raquestio
the restdent or their authorized representative
during the facility's regular business office hours.

Thiz Rule is not met as evidenced by:
TYPE B VIOLATION

Based on ohservations, interviews, and record
reviews, the facility failed to ensure an accurate
accounting of all funds recelved, disbursements,
and the kalance on hand 10 2 of 3 sampled
residents (Residents #3 and #5).

The findings are:

Review of the facility's Resident Funds Pelicy
revised 10/15/20 revealed:

-Residents had a right to manage their own
financial affairs.

Situations in which a resident was unable to
manage thoir funds, the Adminictratar will aontant
a famlly member or the county department of
sociat services regarding the need for a legal
representative or payee.

-The Administrator and other staff will not serve
as your legal representative, payee, or executor
of a will except as indicated in the following

Division of Healh Service Regutation

STATE FORM

By

72PD1

i

Hf conlinuation shee! 104 of 117




From: JAYANTH MADDERLA  Fax: +18282369436 To:

Fax: +19187339379 Page: 5 of 17 0511212026 7:41 AM

PRINTED: 04/17/2026

sentence.

-In the case of funds administered by the Social
Security Administration, the Veteran's
Administration or other federal government
agencies, the facility Administrator may serve as
a payee When s0 authorized as a legally
conslituted authority by the respective federal
agencles.

“The facility does not require you to deposit your
personal funds in the trust account.

~However, if you wish, and upon your written
autharization, the facility will withhold, safeguard,
manage, and account for your personal funds
deposited in your account at the facility in
accordance with the guidelines set out above.
_Situations in which we manage your funds, we
will give your legal tepresentative or payee
receipts for any monles received on your behalf.
-if you receive special assistance funds, a
statement shall ba signed or otherwise marked by
you (unless you have been adjudicated
incompetent), your legal representalive or payee
with two witnesses' signaiures to document

receipt of the special assistance personal needs

allowance.

~The facllity will maintain these statements.
-Upon your written authorization or the written
authorization of your legal representative or
payee or our Administrator may manage your
personal money.

-if we handle your personal money, we will
provide you an accurate accounting of monies
received and disbursed and the balance on hand
upon your raquect or upen roguant of yatr lagal
representative or payee.

A record of each iransaction Invalving the use of
your personal funds shall be signed or otherwise
marked by you, your legal representative or
payee with two witnesses’ signatures at least
monthly verifying the accuracy of the
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disbursement of personal funds.

-Tha facility will maintain these records.

-The facllity wili maintain a system that assures a
complete and gaparate accounting of your
personal funds entrusted to us.

-Your individual financiat record is available
monthly on request by you or your legal
representativa,

1. Review of Resident #5's FL2 dated 04/10/25
revealed diagnoses included mild mental
retardation, anxlety, dyslipidemia, and
depression,

Review of Rasident #5's Resident Registar
revealed the resident was their own responsibie
person.

Review of Resident #5's Resident Contract dated
07/17/25 revealed the resident received funds for
speclal assistance.

Review of Resident #5's Fund Authorization
revealed:

-The facility name was handwrifen on the form
authorizing the facility fo manage Resident #5's
personal funds.

-Resident Responsible Parly was highlighted th
yellow on the form.

-There was no signature of a responsible party on
the form.

Review of Resident #5's Resident Trust
Transaciions Log deled 05/21/25-10/23/28
revealed:

-On 05/21/25, there was a withdrawal of $80
leaving a balance of $10.

“There was undated entry of a withdrawat of §10
to pharmacy leaving a balance of 0.

-On 06/20/28, there was a withdrawal of §i0 o
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pharmacy leaving 2 balance of $80.

~There was an undated entry of a withdrawal of
$B0 leaving a balance of 0.

-On 07/18/25, there was a withdrawal of $90 o
resident funds leaving a balance of Q.

-On 08/18/25, there was a withdrawal of $80 to
resident funds lzaving a balance of $10.

-Thera was an undated entry of a withdrawal of
$10¢ to pharmagy bill leaving a balance of 0.
-On 09/25/25, there was a withdrawal of $80 to
resident funds leaving a balance of 0.

-On 10/23/25, thera was & withdrawal of $20 o
resident funds [zaving a balance of 0.

-The entries dated 05/21/25-10/23/25 were
signed by Resident #5, the Administrator, and a
verifying witness.

Review of Resldent #5's Personal Funds form
dated 11/18/25 revealed:

~There were two entries on the form.

-On 11/18/25, there was a withdrawal of $10 to
pharmacy bill and a withdrawal of $80 to resident
with a balance of 0.

-The entry dated 11/18/25 was signed by
Resident #5 and the Administrator,

-There was an undated entry with a withdrawal of
$10 to pharmacy bill and a withdrawal of $80 with
a balance of 0.

-The undated entry was signed by Resident #5.

Review of Resident #5's Personal Funds form
dated 01/15/26-02/20/26 revealed:

~There were two entries on the form.

-On 04/E/28, thore wao a withdrawal of 00 with
a balance of 0.

-On 02/20/26, there was a withdrawal of $90 with
abatance of Q.

-The entrias daled 01/15/26-02/20/26 were
signed by Resident #5,

D420
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Interview with Resldent #5 on 03/04/26 at 2:00pm
revealed he was not getting his personal funds
money.

Interview with Resident #5 on 03/06/26 at
40:12am revealed:

-He did not get $80 on 11/18/25.

-He did not get $80 as the undated entry below
tha 11718/25 entry indicated.

Review of Resident #5's Pharmacy Blii statemant
date 02/27/26 revealed:

-Resident #5's balance was $446.58.

-Resident #5's amount owed for
01/29/26-02/06/26 was $29.77.

-No payments were received from
01/28/26-02/06/25.

-Resident #5's ending balance was $476.35.

Review of a handwritten note with no date
provided by the Adminisirator revealed:

-There was a list of six resident names with dollar
amounts naxt to their names.

-Resident #5's name was the fitth name on the
list with the amount of $20 wiitten beside his
name.

“The final listing was the facilily's stock account .
number with the amount of $185.00 listed beside %
he entry. )
-The total of all the listed resident amounts and
ihe stock account amount fotaled $275.00.

-A check number was written out beside the
amount of $275.00.

Telephona interview with the facility's contracted
pharmacy's Collections Supervisor on 03/06/26 at
10:41am revealed:

~The Administrator would send one check for all
residents.

“There woulld be 2 list of residents and how much
Division of Health Servica Regulation
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to apply to each resident account.

-The last check they had received from the facility
of any kind was in August 2025,

-They received a check for $275 on 08/08/25.
-On 06/02/23, a payment of $35 was paid to
Resident #5's account.

-On 03/20/25, a payment of $10 was paid to
Resident #5's account.

-0On 0B/08/25, a payment of $20 and a payment
of $10 were paid to Resident #5's account,
-There had been na payments since 08/08/26,

Review of Resident #5's record revealed 5 ten
dollar withdrawals from Resident #5's Resident
Trust Transactions Log and his personal funds;
$10.00 on 05/21/25, $10.00 on 06/20/25, $10.00
on 08118725, $10.00 on 11/18/25 and $10.00 on
an undated entry between 11/18/25 and 01/15/28
which documented the withdrawals for "pharmacy
hill”.

Observation in the Administrator's office and
interview with the Administrator on 03/04/26 at
2:15pm revealed:

-The Administrator pulied a black zippered bag
out of a cabinet in the right corner of her office.
-She opened the black bag and pulled out ong
$10 doliar bill and two $5 dollar bills {$20).

-The cash belonged to Resident #3.

-It was to be used to pay his pharmacy bill,
-She had not written a check to send to the
pharmacy, bacause she had been out of checks.
~The Owner had brought her some more checks
on 03/03/26 when ha visited the facility.

Interview with the Administrator on 03/05/26 at
10:06am revealed:

-Resident #5 received the withdrawal amounis
documented on the logs.

-She did not know why Resident #5 would say he
Division of Health Service Regulation
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did not get the money.

Inferview with the Administrator on 03/06/26 at
3:.04pm revealed:

-She was responsible for Business Office
Manager {(BOM) duties as they did not have a
BOM.

~Her responsibifities included resident persenal
funds distributions sach month,

2. Review of Resident #3's current FL.2 dated
05M4/25 revealed diagnoses included dementia,
traumatic brain injury, chronic kidney disease,
diabetes mellitus type 2, hypertension, chronic
obstructive pulmenary disease, history of mental
and behavioral disorder, apilepsy, and major
depressive disorder,

Review of Resident #3's Resident Register
revealed the resident had a power of altorney
(POA).

Review of Resident #3's Resident Contract dated
10/24/19 revealed the resident received special
assistance.

Revlew of Resident #3's Fund Authorization
coniract revealed:
~The facilty name was handwritien on the form

1 authorizing the facilty fo manage Resident#3's

personal funds.

-Resident #3 sighed and dated the form on
10/24/18.

~The Administrator/Representative line was
signed and dated on 10/24/19.

-Resident #3's responsible party/POA signature
line was blank.

Interview with Resident #3 on 03/06/26 at 9:50am
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revealed:

-The Administrator gave him his money every
month and had him sign a form.

-The Administrator gave him a pharmacy bili and
would {elt him how much to pay.

-He would give her $10 or $20 to pay towards the
pharmacy bilt after the Administrator told him how
much to pay.

-He did not know the last time he made a
payment {o the pharmacy or gave the
Administrator money for his pharmagy bill.

-He was naver given a raceipt for any monies
given to the Administrator,

-He did not know if he currently owed anything on
his pharmacy bill.

-If the Administrator told him he was behind on
his payments, he would tell her he would “catch
them up” the next time he made a payment,

Review of Resident #3's Persanal Funds form
revealed:

-On 11/18425, there was documentation $10 was
paid towards the pharmacy bill and $80 was given
10 the resident with Resident #3's inttials written
under the sighature box and the Administrator's
signature next to the line.

-On 12/18125, there was documentation $10 was
paid fowards the pharmacy bill and $80 was given
to the resident with Resident #3's initfals written
under the signaiure box.

-On 01/15/286, there was documentation $5 was
paid towards the pharmacy bilt and $85 was given
to the resident with Resident #3's initials written
under the signature bosx,

-On 02/20/26, there was documentation $0 was
pald towards the pharmacy bill and $90 was given
1o the resident with Resldent #3's initlals written
under the signature box.

Review of Resident #3's pharmacy bill staternent
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dated 02/27/26 revealed:

-Resident #3's previous balance on his account
was $1,102.51.

-Resident #3 owed $48 for prescription
medications and $51.68 for over-the-counter
medications for a totzal balance of $99.66 from
01/29/26-02/20126.

-There were no entries of payments made on the
statement from 01/29/26-02/20/26.

-Resident #3's total balance as of 02/27/26 was
$1,202.17.

Review of a handwritten note with no date
provided by the Administrator revealed:

-There was a list of six resident nemes with dollar
amounts next to thelr names.

-Residant #3's name was not included on the list,
~The final fisting was the facility’s stock account
number with the amount of $185.00 listed beside
the entry.

-The fotal of all the listed resident amounfs and
the stock account amount {otaled $275.00.

-A check number was wriiten out beside the
amount of $275.00.

Telephone interview with faclllty's contracted
Pharmacy Collections Supervisor an 03/06/26 at
10:41am revealed:

-The Administrator fast sent a check {check #
2167) to the pharmacy for $275 on 08/08/25 and
wrote on a piece of paper a list resident names
and how much to apply 1o each resident’s
account.

~The Administrator instructed the pharmacy to
pay $185 towards the facillty's siock account and
the remaining funds to the residents listed on ihe
piece of paper.

-Resident #3's account was credited $20 on
0B/08/25 per the amount documented on the
paper from the Administrator.

D 420

Dlvislan of Heallth Service Regulation
STATE FORM

281 72P011

1f comtinualion shaat 112 of 117




From: JAYANTH MADDERLA  Fax: +16282369486 To:

Division of Health Service Regulation

Fax: +19197339379

Page: 13 of 17 05/1212026 7:41 AM

PRINTED: 04/17/2026
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1} PROVIDERSUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

HALG11373

X2} MULTIPLE CONSTRUCTION
A, BULDING:

B. WING _

{%3) DATE SURVEY
COMPLETEDR

R-C
03/06/2026

NAME OF PROVIDER OR SUPPLIER

RICHMOND HILL ASSISTED LIVING # 4

STREET ADDRESS, CITY, STATE, 2IP CODE
95 RICHMOND HiLL ROAD

ASHEVILLE, NC 28808

X410
PREFIX
TAG

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

n PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX (EACH CORRECTIVE ACTION SHCULD BE COMPLETE
TAG GCROSS-REFERENGED TO THE APPROPRIATE DATE

CEFICIENCY)

D 420

Continuted From page 112

-Resident #2 still owed $1202.17 on his pharmacy
ill,

-There had been $2000 written off of Resident
#3's bill in the past 5 years.

-Resldent #3's bill was sent to the facility's
address.

-There had been no additional payments since
0B/08/25,

Review of Resident #3's record revealed there
were three withdrawls from Resident #3's
personal funds from 11/18/25-01/15/26 including
$10 on 41/18/25, $10 on 12/18/25, and $5 on
01/15/28 which documented the withdrawls were
for "pharmacy bill", Telephone interview with the
Collections Supervisor from the facility's
contracted pharmacy on 03/06/26 at 10:41am
revealed a payment of $20 was made on
Resident #3's account on 08/08/25 and no other
payments had been made from
08/08/25-03/06/28.

Interview with the Administrator on 03/05/26 at
2:20pm revealed:

-Resldent #3 had a POA hut she always gave
Resident #3 his money every month and Resident
#3 signed his initials on the personal funds form,
-She paid some towards Resident #3's pharmacy
blll when the pharmacy sent a bill.

-Bhe did not know why the list of residents with
credits to pay towards the pharmacy bill she
created that was given to the surveyor did not
maich the list that was given to the pharmacy in
August 2025,

~She did not have on her list {hat Resident #3
paid any money fowards his pharmacy bill in
August 2025,

-She was responsible for creating the fist of
residents and tha amount of money to credlt each
resident when she sent a check to the pharmacy.

D 420
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-She did not give residents’ recelpis for monles
given 1o her to pay towards phammacy blils
because she did not know that she needed fo.
-Sha did not collect any money from the residents
in Fabruary 2026 {o pay towards pharmacy bills
because she did not have any checks and had to
wait an the Owner to bring her a new checkbook.
Attempted telephone interview with Resident #3's
power of attorney (POA) on 03/06/28 at 10:01am
was unsuccesshl Admin obtained a new form to
The facility failed to ensura there was an accurate ]E)e gsetﬂ t?.dOICL(ijent “?ts ident
record of residents' personal funds aceounted for unds that includes a witnéss
by documenting the funds received, signature ar_‘d document _
disbursements, and pharmacy account payments pharmacy bill payments. Admin
for 2 of 3 sampled resldents, Monies were is giving to residents receipts 4-1-26
collected from 2 of 3 Samp!Ed residents which When payment |S belng made
were to be paid towards pharmacy bills; however to pharmacy bill as well as
no payments had been made to the pharmacy attaching a copy of receipt to
since 08/08/25, No receipls were provided fo transaction lo
residents when they gave funds to the g.
Adminisirator. This failure was detrimental to the . )
walfare of the residents and constitutes a Type B Pharmacy bll! check will be_send
Violation. each month timely and copies of
transactions and check will be
accordance with G.S. 131D-34 on 03/06/26 for will also be maintained by
thisvielafion: Admin and shared with residents.
CORRECTION DATE FORTHETYPE B )
VIOLATION SHALL NOT EXCEED APRIL 20, RCCs will be asked to be
2026, witness to the transactions so
that they can ensure all“aspects
[ 433] 10A NCAC 13F .1201{a) Resident Records D433 are being followed by Admin
each month.
10A NCAC 13F .1201Resldent Records
(a) The following shall ba maintained on each
resident in an orderly manner in the resident’s
Bivision of Haalth Servica Regulation
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(1} FL-2 or MR-2 forms and the patient transfer
form or hospital discharge summary, when
applicable;

(2} Resident Register;

{3) receipt for the following as required in Rule
0704 of this Subchapter.

(A) contract for services, accommodations and
rates;

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

{C) Daclaration of Residentis' Rights (G.5.
131D-21);

(D) the home's grievance procedures; and

(E) civil rights statement;

{4) resident assessment and care plan;

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

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

{7) docurnentation of immunizations against
influenza virus and pneumococcal disease
according to G.S. 131D-9 or the reason ihe
resident did not receive the immunizations based
on this law,; and

(8} the Adult Care Home Notics of Discharge and
Adult Care Home Hearing Request Fomm if the
resident s being or has been distharged.

When a rasident leaves the facilily for a medical
evaluation, recerds necessary for that medical
evaluation such as Subparagraphs (1), (4), (5),
{6} and (7) abave may be sent with the resident,

¢

Admin will continue to scan

and upload resident information
on electronic portal as well

as have RCCs continue to
place resident information such
as FL2s, med lists, care plans,
registers and diet lists in binders
that are kept in facility.

Admin will continue to work on
this weekly. Electronic

chart reviews will be done
quarterly by Admin to ensure that
records are uploaded.
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record in the aduit care home and made available

for review by representatives of the Division of

Health Service Regulation and county

departments of social services: ; ,4-1 -26
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This Rule is not met as evidenced by:

Based on observation and interviews, the facility
falled to maintain resident records in the adult
care home that were readily available for review
for 4 of 4 sampled residents (Resident #1, #2, #3
and #4),

The findings are:

Observation In the facllity on 03/03/26 at B:65am
revealed there were no resident records in the
facility.

Observation in the Adminisirator's office on
03/03/26 at 11:30am revealed:

-The Administrator's office was In a bullding
separate from the facility.

-The resident records were stored in a bookcase
outside the Adminisirator's office.

Interview with the Administrator on 03/03/26 at
11:33am revealed:

-The resident records were kept outside her offlce
instead of in the facility.

-Documents kept coming up missing from
resident records when the records were left in the
building.

-The Ownar of the facllily told her {o keep the
records in the office instead of the facility.

Interview with a medication aide (MA) on
03/04/26 at 9:00am revealed:

-The resident records were Kept in the
Administrator's office.

“The resident records had not bean storad in the
facility since sha started working there three
years ago.
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Interview with a Resident Care Coordinator
{RCC}) on 03/04/26 at 10:07am revealed.

-The resident recerds had always been kept at
the office since she had started to work thera.
-The resident records had never been stored in

the facility.

| Interview with the Adminisirator on 03/04/26 at

1 10:30am revealed:

1 -The Owner would not allow her to put the

1 resident recards back in tha facility.

1 -Thera had been “disgruntled” employees in the
1 past who had taken documenis out of resident

1 records.

1 -The documents could not be raplaced.

~There was a lockable storage alcove in the
facility where the resident records could he
stored.

-She and the two RCCs were the only ones with
keys to unlock the storage alcove.

-Bhe was working on an electronic version of
each resident record.

1 -Creating an electronic resident record was

"tedious" and required her to upload each page
separately.

-Once the electronic records were uploaded
medication aides and personal care aides could
access the resident records.

-A seven-page document had recently taken her
one hour to upload into the elecironic record.
-She had reached out {o the electranic medical
record application support team to schedule
{raining on how to mors efficiently upload the
docurments Into the system.

D433
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