
A. BUILDING: BBBBBBBBBBBBBBBBBBBBBB
(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 09/24/2024 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DiYiVion of HealWh SeUYice RegXlaWion

+A/092131 09/06/2024
R

NAME OF PROVIDER OR SUPPLIER

3+2E1,; A66,67ED CA5E

STREET ADDRESS, CITY, STATE, ZIP CODE

201 :E67 +,*+ 675EE7
CA5<, 1C  27513

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 D 000 IniWial CommenWV  D 000

The AdXlW CaUe LicenVXUe SecWion and Wake 
CoXnW\ DeSaUWmenW of Social SeUYiceV condXcWed 
an annXal, folloZ-XS and comSlainW inYeVWigaWion 
on SeSWembeU 5 and 6, 2024.

 

 D 079 10A NCAC 13F .0306(a)(5) HoXVekeeSing and 
FXUniVhingV

10A NCAC 13F .0306 HoXVekeeSing and 
FXUniVhingV
(a)  AdXlW caUe homeV Vhall
(5)  be mainWained in an XnclXWWeUed, clean and 
oUdeUl\ manneU, fUee of all obVWUXcWionV and 
ha]aUdV;
ThiV RXle Vhall aSSl\ Wo neZ and e[iVWing 
faciliWieV.

ThiV RXle  iV noW meW aV eYidenced b\:

 D 079

TYPE B VIOLATION

BaVed on obVeUYaWionV, inWeUYieZV, and UecoUd 
UeYieZV, Whe faciliW\ failed Wo SUoYide a Vafe and 
clean enYiUonmenW UelaWed Wo Whe SUeVence of liYe 
and dead cockUoacheV and cockUoach e[cUemenW 
WhUoXghoXW Whe faciliW\.

The findingV aUe:

ReYieZ of Whe UniWed SWaWeV EnYiUonmenWal 
PUoWecWion Agenc\'V (EPA) cockUoach infoUmaWion 
VheeW daWed 11/14/23 UeYealed:
-CockUoacheV and WheiU dUoSSingV, ValiYa, eggV, 
and oXWeU coYeUingV can caXVe alleUgic UeacWionV 
Wo hXmanV, SaUWicXlaUl\ WhoVe ZiWh a hiVWoU\ of 
aVWhma oU oWheU UeVSiUaWoU\ condiWionV.
-CockUoacheV caUU\ bacWeUia on WheiU bodieV, 
Zhich coXld caXVe Valmonella, VWaSh\lococcXV, oU 
VWUeSWococcXV if cockUoacheV come in conWacW 
ZiWh food.
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Reviewed and Acknowledged 10/17/24

Meredith Seals
QI Director contacted Pest Control company immediately to request inspection of the facility and recommendations of how to eliminate any vermin.  All recommendations of the pest control professional will be implemented by the facility upon receipt.

Director/Designee inspected rooms for signs of pests.  Rooms identified with activity were deep cleaned to eliminate clutter to prevent further issues.

Housekeeping staff will inspect rooms daily for signs of pest and report to Director.  Director will immediately report to QI director and pest control company.

Director will complete walk throughs (including interviewing residents) at least 3 times per week to ensure staff are following through with procedures for vermin and any other pests are eradicated.

Meredith Seals
10/21/2024
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 D 079ConWinXed FUom Sage 1 D 079

ObVeUYaWion of Whe faciliW\ fUom 09/04/24 Wo 
09/05/24 UeYealed WheUe ZeUe 51 UeVidenWV 
UeViding on Whe aVViVWed liYing (AL) hallV and 20 
UeVidenWV UeViding on Whe SSecial CaUe UniW 
(SCU).

ReYieZ of Whe faciliW\'V food eVWabliVhmenW 
inVSecWion UeSoUW daWed 07/05/24 UeYealed:
-The faciliW\'V inVSecWion VcoUe ZaV 93.
-TheUe ZaV an obVeUYaWion of acWiYe bXgV on Whe 
Zall in Whe diVhZaVhing aUea.
-TheUe ZaV an obVeUYaWion of dead bXgV in Whe 
food SUeSaUaWion Vink.

ReYieZ of Whe faciliW\'V 2024 SeVW conWUol UecoUdV 
UeYealed:
-The faciliW\ UeceiYed SeVW conWUol VeUYice on 
01/27/24, 02/24/24, 04/25/24, 05/24/24, 06/24/24, 
07/25/24, and 08/25/24.
-The W\Se of VeUYice maUked foU each YiViW ZaV 
UegXlaU commeUcial monWhl\ VeUYice.
-The commenW VecWion foU each YiViW indicaWed Whe 
kiWchen and dining aUeaV ZeUe WUeaWed, along ZiWh 
a liVW of UeVidenW UoomV WUeaWed foU geneUal SeVWV.
-The commenW VecWion foU each YiViW indicaWed 
WheUe ZaV no acWiYiW\ UeSoUWed.

ObVeUYaWion of UeVidenW Uoom 37 on 09/04/24 aW 
9:20am UeYealed:
-TheUe ZeUe 2 dead cockUoacheV on Whe flooU 
XndeU Whe heaWing and aiU condiWioning XniW.
-TheUe ZaV dUied cockUoach e[cUemenW on Whe 
flooU XndeU Whe heaWing and aiU condiWioning XniW. 
-TheUe ZaV 1 cockUoach cUaZling XndeU Whe cloVeW 
dooU.
-TheUe ZeUe 2 dead cockUoacheV on Whe flooU in 
Whe baWhUoom.

ObVeUYaWion of UeVidenW Uoom 38 on 09/04/24 aW 
DiYiVion of HealWh SeUYice RegXlaWion

If conWinXaWion VheeW  2 of 696899STATE FORM BXEO11



A. BUILDING: BBBBBBBBBBBBBBBBBBBBBB
(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 09/24/2024 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DiYiVion of HealWh SeUYice RegXlaWion

+A/092131 09/06/2024
R

NAME OF PROVIDER OR SUPPLIER

3+2E1,; A66,67ED CA5E

STREET ADDRESS, CITY, STATE, ZIP CODE

201 :E67 +,*+ 675EE7
CA5<, 1C  27513

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 D 079ConWinXed FUom Sage 2 D 079

9:32am UeYealed:
-TheUe ZaV 1 cockUoach cUaZling on Whe heaWing 
and aiU condiWioning XniW.
-TheUe ZeUe 2 cockUoacheV cUaZling on Whe 
dUeVVeU.
-TheUe ZeUe 2 cockUoacheV cUaZling on Whe 
baWhUoom Zall.
-TheUe ZaV 1 cockUoach cUaZling oXW of Whe 
elecWUical oXWleW in Whe baWhUoom.
-TheUe ZaV dUied Uoach e[cUemenW on Whe 
elecWUical oXWleW in Whe baWhUoom.
-TheUe ZeUe 2 glXe inVecW WUaSV ZiWh mXlWiSle dead 
cockUoacheV.

ObVeUYaWion of UeVidenW Uoom 41 on 09/04/24 aW 
1:18Sm UeYealed:
-The dUeVVeU dUaZeUV conWained bandage 
VXSSlieV, a SlaVWic bin, SaSeUV, and YaUioXV 
SeUVonal iWemV.
-The conWenWV of Whe dUeVVeU dUaZeUV ZeUe 
heaYil\ Voiled ZiWh dUied cockUoach e[cUemenW.
-TheUe ZaV dUied cockUoach e[cUemenW on WoS of 
Whe dUeVVeU.

ObVeUYaWion in Whe hallZa\ neaU UeVidenW Uoom 67 
on 09/04/24 aW 2:46Sm UeYealed a cockUoach 
cUaZled on Whe flooU fUom Whe UeVidenW'V Uoom and 
inWo Whe hallZa\ and XndeU Whe VXUYe\oU'V fooW aV 
Whe VXUYe\oU ZaV Zalking doZn Whe hall.

ObVeUYaWion of UeVidenW Uoom 67 on 09/04/24 aW 
2:50Sm UeYealed:
-TheUe ZaV an inconWinence Sad lining Whe boWWom 
of Whe WoS lefW dUaZeU of Whe dUeVVeU.
-TheUe ZeUe Vome iWemV and an emSW\ SlaVWic 
ZUaS fUom a Sack of Vnack cUackeUV in Whe 
dUaZeU.
-TheUe ZaV dUied black cockUoach e[cUemenW 
WhUoXghoXW Whe WoS lefW dUaZeU.
-TheUe ZaV a black Uoach WUaS in Whe WoS dUaZeU 
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 D 079ConWinXed FUom Sage 3 D 079

and a dead cockUoach l\ing ne[W Wo Whe WUaS.
-TheUe ZaV a cockUoach cUaZling aUoXnd in Whe 
WoS lefW dUaZeU among Whe iWemV.
-TheUe ZaV an inconWinence Sad lining Whe boWWom 
of Whe Vecond dUaZeU on Whe lefW Vide of Whe 
dUeVVeU.
-TheUe ZeUe Vome iWemV in Whe Vecond dUaZeU 
and an oSened Sack of ValWine cUackeUV.
-TheUe ZaV dUied black cockUoach e[cUemenW 
WhUoXghoXW Whe Vecond dUaZeU.

ObVeUYaWion of Whe AL dining Uoom on 09/05/24 aW 
8:09am UeYealed:
-TheUe ZeUe 26 UeVidenWV VeaWed in Whe dining 
Uoom foU Whe bUeakfaVW meal.
-TheUe ZeUe 2 cockUoacheV cUaZling neaU one of 
Whe e[iW dooUV.
-TheUe ZaV 1 dead cockUoach neaU one of Whe e[iW 
dooUV.
-TheUe ZeUe 2 cockUoacheV cUaZling neaU Whe 
enWUance Wo Whe kiWchen.

InWeUYieZ ZiWh Whe UeVidenW UeViding in Uoom 37 on 
09/04/24 aW 9:20am UeYealed:
-He had liYed aW Whe faciliW\ Vince 2017.
-He VaZ cockUoacheV in hiV Uoom fUeTXenWl\.
-He felW aV WhoXgh hiV Uoom ZaV coYeUed in 
cockUoacheV.
-He ZaV XnVXUe hoZ long WheUe had been 
cockUoacheV in hiV Uoom, bXW iW had been a long 
Wime.
-HiV Uoom ZaV VSUa\ed b\ an e[WeUminaWoU bXW did 
noW Veem Wo helS ZiWh Whe cockUoacheV.
-He had Wo kill cockUoacheV in hiV Uoom dail\.

InWeUYieZ ZiWh Whe UeVidenW UeViding in Uoom 38 on 
09/04/24 aW 9:32am UeYealed:
-She had liYed aW Whe faciliW\ foU VeYeUal monWhV.
-TheUe had been cockUoacheV Vince Vhe moYed 
in, bXW WheUe ZeUe moUe cockUoacheV noZ.
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 D 079ConWinXed FUom Sage 4 D 079

-She boXghW heU oZn glXe inVecW WUaSV Wo kill Whe 
cockUoacheV.
-HeU Uoom ZaV VSUa\ed b\ Whe e[WeUminaWoU 
aSSUo[imaWel\ a Zeek ago, bXW did noW helS ZiWh 
Whe cockUoacheV.
-She WhoXghW WheUe ZeUe moUe cockUoacheV Vince 
heU Uoom ZaV VSUa\ed b\ Whe e[WeUminaWoU.

InWeUYieZ ZiWh Whe UeVidenW UeViding in Uoom 41 on 
09/04/24 aW 1:18Sm UeYealed:
-He had liYed aW Whe faciliW\ foU VeYeUal monWhV.
-He coXld noW XVe hiV dUeVVeU foU cloWhing 
becaXVe iW ZaV fXll of cockUoach e[cUemenW.
-He had Wo kill cockUoacheV in hiV Uoom eYeU\ da\.
-He killed 6 cockUoacheV in hiV Uoom WhiV 
moUning, 09/04/24.
-He had UeSoUWed Whe cockUoacheV in hiV Uoom Wo 
Whe E[ecXWiYe DiUecWoU (ED).
-HiV Uoom ZaV VSUa\ed b\ an e[WeUminaWoU bXW did 
noW Veem Wo helS ZiWh Whe cockUoacheV.

InWeUYieZ ZiWh Whe UeVidenW UeViding in UeVidenW 
Uoom 67 on 09/04/24 aW 2:49Sm UeYealed:
-He VaZ cockUoacheV in hiV Uoom cUaZling on Whe 
flooU in Whe dUeVVeU dUaZeUV.
-The cockUoacheV "come and go".
-The faciliW\ VWaff had SXW Vome Uoach WUaSV in Whe 
dUeVVeU dUaZeUV (coXld noW Uecall Zhen).
-The e[WeUminaWoU laVW came and VSUa\ed hiV 
Uoom aboXW a monWh ago.

InWeUYieZ ZiWh a hoXVekeeSeU on 09/04/24 aW 
2:46Sm UeYealed:
-He had ZoUked aW Whe faciliW\ foU 2 ZeekV.
-He ZaV noW VXUe of Whe e[acW VoXUce of Whe 
cockUoacheV.
-He had Veen cockUoacheV in YaUioXV SlaceV in 
Whe faciliW\ Vince he VWaUWed ZoUking 2 ZeekV ago.
-He VaZ cockUoacheV cUaZling on Whe moS Zhen 
he ZaV dU\ moSSing in Whe faciliW\.

DiYiVion of HealWh SeUYice RegXlaWion
If conWinXaWion VheeW  5 of 696899STATE FORM BXEO11



A. BUILDING: BBBBBBBBBBBBBBBBBBBBBB
(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 09/24/2024 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DiYiVion of HealWh SeUYice RegXlaWion

+A/092131 09/06/2024
R

NAME OF PROVIDER OR SUPPLIER

3+2E1,; A66,67ED CA5E

STREET ADDRESS, CITY, STATE, ZIP CODE

201 :E67 +,*+ 675EE7
CA5<, 1C  27513

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 D 079ConWinXed FUom Sage 5 D 079

-The e[WeUminaWoU came Wo Whe faciliW\ aboXW a 
Zeek ago.

InWeUYieZ ZiWh a Vecond hoXVekeeSeU on 09/05/24 
aW 10:37am UeYealed:
-She VWaUWed ZoUking aW Whe faciliW\ on 09/04/24.
-She had Veen liYe and dead cockUoacheV in Whe 
faciliW\.
-She ZaV inVWUXcWed Wo deeS clean each UeVidenW'V 
Uoom Zeekl\.
-DeeS cleaning Whe UeVidenWV' UoomV conViVWed of 
XVing a diVinfecWanW VSUa\ Wo clean Whe WoileW and 
Vink, moYing Whe fXUniWXUe Wo VZeeS, and moSSing 
Whe flooUV of Whe Uoom and baWhUoom ZiWh a 
diVinfecWanW cleaneU. 
-She UeSoUWed an\ cockUoacheV Vhe VaZ Wo Whe 
MainWenance DiUecWoU.

InWeUYieZ ZiWh a medicaWion aide (MA) on 
09/05/24 aW 9:08am UeYealed:
-She VaZ cockUoacheV cUaZling on Whe oXWVide of 
Whe medicaWion caUWV.
-She VaZ Whe cockUoacheV cUaZling on Whe Vide 
and on Whe dUaZeUV on Whe fUonW of Whe medicaWion 
caUWV.
-The medicaWion caUWV ZeUe in Whe medicaWion 
Uoom on Whe aVViVWed liYing (AL) Vide of Whe faciliW\ 
Zhen Vhe VaZ Whe cockUoacheV cUaZling on Whe 
caUWV aboXW a monWh ago.
-She had noW Veen an\ cockUoacheV cUaZling 
inVide of Whe medicaWion caUWV.

Second inWeUYieZ ZiWh a MA on 09/05/24 aW 
10:50am UeYealed:
-She had ZoUked aW Whe faciliW\ foU 6 \eaUV.
-She had Veen cockUoacheV aW Whe faciliW\ Vince 
Vhe VWaUWed ZoUking WheUe.
-When Vhe VaZ cockUoacheV, Vhe UeSoUWed iW Wo 
Whe ED and MainWenance DiUecWoU.
-Some UeVidenWV comSlained aboXW Whe 

DiYiVion of HealWh SeUYice RegXlaWion
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 D 079ConWinXed FUom Sage 6 D 079

cockUoacheV, and Vhe UeSoUWed Whe comSlainWV Wo 
Whe ED.
-She had Veen an e[WeUminaWoU aW Whe faciliW\ bXW 
ZaV XnVXUe Zhen Whe laVW Wime ZaV.

InWeUYieZ ZiWh Whe MainWenance DiUecWoU on 
09/05/24 aW 11:12am UeYealed:
-He had been emSlo\ed aW Whe faciliW\ foU 2 \eaUV.
-TheUe haYe been cockUoacheV aW Whe faciliW\ 
Vince he VWaUWed ZoUking WheUe.
-The SeVW conWUol Wechnician VeUYiced Whe faciliW\ 
monWhl\.
-TheUe ZeUe 6-8 UeVidenW UoomV WhaW ZeUe 
VSUa\ed monWhl\ becaXVe Whe UeVidenWV ofWen aWe 
in WheiU UoomV and had moUe cockUoacheV.
-When he UeceiYed a UeSoUW of cockUoacheV in a 
UeVidenW'V Uoom, Whe Uoom ZaV deeS cleaned aV 
Voon aV SoVVible.
-When Whe UeVidenW'V UoomV ZeUe deeS cleaned, 
all VXUfaceV ZeUe cleaned ZiWh a diVinfecWanW, Whe 
flooUV ZeUe moSSed, and cloWheV and linenV ZeUe 
ZaVhed.
-He UeSoUWed Whe iVVXeV ZiWh cockUoacheV Wo Whe 
faciliW\'V coUSoUaWe office bXW had noW been Wold Wo 
incUeaVe Whe fUeTXenc\ of Whe SeVW conWUol VeUYice.
-The faciliW\ did noW haYe hoXVekeeSeUV foU 4-5 
monWhV becaXVe Whe faciliW\ ZaV Xnable Wo fill Whe 
SoViWionV.
-He ZaV SeUfoUming hiV UegXlaU mainWenance 
dXWieV and cleaning UeVidenWV' UoomV Zhile Whe 
faciliW\ did noW haYe hoXVekeeSeUV.
-TheUe ZeUe VeYeUal hoXVekeeSeUV hiUed in Whe 
laVW monWh.
-The cockUoacheV ZeUe a conceUn becaXVe 
haYing SeVWV ZaV a cleanlineVV iVVXe.

InWeUYieZ ZiWh Whe SSecial CaUe CooUdinaWoU 
(SCC) on 09/05/24 aW 11:44am UeYealed:
-She ZaV hiUed in JXne 2023 aV Whe SCC.
-TheUe ZaV noW cXUUenWl\ a ReVidenW CaUe 
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CooUdinaWoU (RCC) aW Whe faciliW\, Vo Vhe aVViVWed 
ZiWh Vome of WhoVe dXWieV.
-She had noW UeceiYed an\ comSlainWV fUom 
UeVidenWV aboXW cockUoacheV in Whe faciliW\.
-She VaZ a feZ cockUoacheV in Whe faciliW\.
-If Vhe VaZ cockUoacheV, Vhe UeSoUWed iW Wo Whe 
E[ecXWiYe DiUecWoU (ED).
-The SeVW conWUol Wechnician ZaV aW Whe faciliW\ in 
Whe laVW coXSle of ZeekV, bXW Vhe ZaV XnVXUe of 
Whe daWe.

InWeUYieZ ZiWh Whe E[ecXWiYe DiUecWoU (ED) on 
09/05/24 aW 3:33Sm UeYealed:
-She had been emSlo\ed aW Whe faciliW\ foU 1 \eaU.
-TheUe had been UoacheV aW Whe faciliW\ Vince Vhe 
had been emSlo\ed.
-The faciliW\ UeceiYed monWhl\ SeVW conWUol 
VeUYiceV.
-She had noW UeTXeVWed foU Whe faciliW\ Wo haYe 
moUe fUeTXenW SeVW conWUol VeUYiceV.
-She had inVWUXcWed UeVidenWV noW Wo leaYe 
XnoSened food oU diUW\ diVheV in WheiU UoomV.
-The hoXVekeeSing VWaff checked UoomV WZice 
dail\, eVSeciall\ if Whe Uoom had cockUoacheV.
-The UoomV ZeUe cleaned ZiWh a diVinfecWanW.
-She noWified Whe SeVW conWUol comSan\ if Vhe 
UeceiYed comSlainWV fUom Whe UeVidenWV aboXW 
cockUoacheV.
-She had noW UeSoUWed an\ conceUnV aboXW 
cockUoacheV Wo Whe faciliW\'V coUSoUaWe office.

InWeUYieZ ZiWh Whe AdminiVWUaWoU on 09/05/24 aW 
5:08Sm UeYealed:
-She ZaV emSlo\ed b\ Whe comSan\ aV a 
WUaYeling AdminiVWUaWoU.
-She had aVViVWed Whe faciliW\ foU Whe SaVW coXSle 
of monWhV Vince Whe E[ecXWiYe DiUecWoU (ED) ZaV 
ZoUking in Slace of Whe dieWaU\ manageU.
-She ZaV XVXall\ aW Whe faciliW\ 4 da\V SeU Zeek.
-She ZaV aZaUe Whe faciliW\ had Vome 
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cockUoacheV bXW ZaV XnaZaUe of Whe e[WenW of Whe 
SUoblem.
-She Uecalled Veeing a liYe cockUoach in Whe 
kiWchen on Whe daWe of Whe kiWchen'V healWh 
inVSecWion, Zhich ZaV 07/05/24.
-She VaZ a feZ dead cockUoacheV aW YaUioXV 
locaWionV in Whe faciliW\.
-The faciliW\ UeceiYed monWhl\ SeVW conWUol 
VeUYiceV.
-The faciliW\ noZ had a hoXVekeeSing VWaff, Vo Whe 
faciliW\ ZaV being cleaned UegXlaUl\.
-The hoXVekeeSeUV deeS cleaned all Whe 
UeVidenWV' UoomV aW leaVW once a monWh.
-The hoXVekeeSeUV XVed a diVinfecWanW VSUa\ Wo 
clean Whe UeVidenW'V UoomV and a diVinfecWanW 
VolXWion Wo moS Whe flooUV in Whe faciliW\.
-The faciliW\'V coUSoUaWe office ZaV aZaUe Whe 
faciliW\ had cockUoacheV bXW ZaV XnaZaUe of Whe 
e[WenW of Whe SUoblem.
-The faciliW\ VWaff VhoXld UeSoUW Wo Whe ED Zhen 
cockUoacheV ZeUe Veen.
-She ZaV conceUned aboXW Whe cockUoacheV in 
Whe faciliW\ becaXVe UeVidenWV VhoXld noW haYe Wo 
liYe ZiWh SeVWV in Whe faciliW\.

InWeUYieZ ZiWh Whe faciliW\'V SeVW conWUol Wechnician 
on 09/05/24 aW 9:29am UeYealed:
-He had SeUfoUmed SeVW conWUol VeUYiceV aW Whe 
faciliW\ foU 3-4 \eaUV.
-He ZaV VchedXled foU UegXlaU monWhl\ 
mainWenance foU SeVW conWUol aW Whe faciliW\.
-When he aUUiYed aW Whe faciliW\ each monWh, he 
UeceiYed a liVW of UeVidenWV' UoomV Wo WUeaW.
-The SeVW conWUol chemicalV XVed aW Whe faciliW\ 
ZeUe XVed foU geneUal SeVW conWUol and VhoXld kill 
cockUoacheV.
-He noUmall\ WUeaWed Whe liVW of UeVidenWV' UoomV, 
baWhUoomV, common aUeaV, VWaff bUeakUoom, 
kiWchen, and dining Uoom.
-The WUeaWmenW conViVWed of VSUa\ing a chemical 
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along Whe baVeboaUdV and XVing a UeVidXal baiW, 
Zhich VhoXld kill cockUoacheV foU 14 da\V.
-He had adYiVed Whe faciliW\ Wo clean Whe UeVidenWV' 
UoomV, eVSeciall\ if Whe UeVidenWV keSW food in 
WheiU UoomV.
-He VaZ dead cockUoacheV aW Whe faciliW\ Zhile 
SeUfoUming monWhl\ SeVW conWUol VeUYiceV.
-He ZaV noW aZaUe Whe faciliW\ had liYe cockUoach 
acWiYiW\.
-If WheUe ZeUe liYe cockUoacheV in Whe faciliW\, 
WheUe coXld be a conceUn ZiWh Whe cockUoacheV 
geWWing inWo Whe UeVidenWV' food VXSSl\.

InWeUYieZ ZiWh Whe faciliW\'V conWUacWed SUimaU\ 
caUe SUoYideU (PCP) on 09/05/24 aW 9:49am 
UeYealed:
-She ZaV noW aZaUe WheUe ZeUe cockUoacheV in 
Whe faciliW\.
-She had noW UeceiYed an\ UeSoUWV fUom UeVidenWV 
aboXW Whe faciliW\ haYing cockUoacheV.
-The faciliW\ needed Wo enVXUe Whe UoomV ZeUe 
clean and conWacW SeVW conWUol.
-She ZaV conceUned aboXW Whe cockUoacheV 
becaXVe moVW of Whe UeVidenWV ZeUe eldeUl\, and 
Vome ZeUe immXnocomSUomiVed and VhoXld noW 
be e[SoVed Wo SeVWV.
_____________________
The faciliW\ failed Wo enVXUe a Vafe and clean 
enYiUonmenW fUee fUom ha]aUdV aV eYidenced b\ 
Whe SUeVence of liYe and dead cockUoacheV and 
cockUoach e[cUemenW WhUoXghoXW Whe faciliW\. The 
liYe and dead cockUoacheV ZeUe locaWed in Whe 
UeVidenWV' UoomV, baWhUoomV, hallZa\V, kiWchen, 
and in Whe dining aUea Zhile UeVidenWV ZeUe 
VeaWed foU a meal. CockUoacheV aV Zell aV WheiU 
ValiYa, e[cUemenW, and eggV caUU\ bacWeUia and 
Slace Whe UeVidenWV aW UiVk foU UeVSiUaWoU\ and 
gaVWUoinWeVWinal illneVVeV. ThiV failXUe ZaV 
deWUimenWal Wo Whe healWh, VafeW\, and ZelfaUe of 
Whe UeVidenWV and conVWiWXWeV a T\Se B ViolaWion.
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_______________________
The faciliW\ SUoYided a Slan of SUoWecWion in 
accoUdance ZiWh G.S. 131D-34 on 09/05/24 foU 
WhiV YiolaWion.

CORRECTION DATE FOR THE TYPE B 
VIOLATION SHALL NOT EXCEED OCTOBER 
21, 2024.

 D 269 10A NCAC 13F .0901(a) PeUVonal CaUe and 
SXSeUYiVion

10A NCAC 13F .0901 PeUVonal CaUe and 
SXSeUYiVion
(a)  AdXlW caUe home VWaff Vhall SUoYide SeUVonal 
caUe Wo UeVidenWV accoUding Wo Whe UeVidenWV' caUe 
SlanV and aWWend Wo an\ oWheU SeUVonal caUe 
needV UeVidenWV ma\ be Xnable Wo aWWend Wo foU 
WhemVelYeV.

ThiV RXle  iV noW meW aV eYidenced b\:

 D 269

TYPE B VIOLATION

BaVed on obVeUYaWionV, inWeUYieZV and UecoUd 
UeYieZV, Whe faciliW\ failed Wo SUoYide SeUVonal caUe 
aVViVWance foU 2 of 6 VamSled UeVidenWV (#1, #6) 
Zho UeTXiUed VWaff aVViVWance ZiWh Woenail caUe 
(#1) and a UeVidenW Zho UeTXiUed aVViVWance ZiWh 
baWhing and dUeVVing Zho UefXVed SeUVonal caUe 
and had Voiled gaX]e dUeVVingV on heU feeW and 
bod\ odoU (#6).  

The findingV aUe:

1. ReYieZ of ReVidenW #6'V cXUUenW FL-2 daWed 
06/05/24 UeYealed:
-DiagnoVeV inclXded l\mShedema, WUemoU, 
degeneUaWiYe diVeaVe of neUYe, bUad\caUdia, 
acXWe UeVSiUaWoU\ diVeaVe, h\SeUWenVion, anemia, 
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and Vchi]oShUenia.
-The UeVidenW ZaV docXmenWed aV oUienWed.
-The UeVidenW ZaV docXmenWed aV 
Vemi-ambXlaWoU\ and XVed a UollaWoU ZalkeU.
-The UeVidenW ZaV docXmenWed aV needing 
aVViVWance ZiWh baWhing, feeding, and dUeVVing.
-The UeVidenW ZaV docXmenWed aV inconWinenW of 
bladdeU and boZel (aW WimeV).

ReYieZ of ReVidenW #6'V ReVidenW RegiVWeU 
UeYealed:
-The UeVidenW ZaV admiWWed Wo Whe faciliW\ on 
11/30/20 fUom anoWheU aVViVWed liYing faciliW\.
-The UeVidenW UeTXiUed aVViVWance b\ VWaff foU 
baWhing, haiU/gUooming, and VchedXling 
aSSoinWmenWV.
-The UeVidenW ZaV foUgeWfXl and needed 
UemindeUV. 
-The UeVidenW had a ZalkeU.

ReYieZ of ReVidenW #6'V cXUUenW aVVeVVmenW and 
caUe Slan daWed 04/03/24 UeYealed:
-The UeVidenW ZaV ambXlaWoU\ and XVed a UollaWoU 
ZalkeU.
-The UeVidenW had limiWed Uange of moWion in heU 
XSSeU e[WUemiWieV.
-The UeVidenW had VZollen legV.
-The UeVidenW had occaVional inconWinence of 
boZel and bladdeU.
-The UeVidenW ZaV VomeWimeV diVoUienWed, 
foUgeWfXl, and needed UemindeUV.
-The UeVidenW UeTXiUed limiWed aVViVWance b\ VWaff 
ZiWh ambXlaWion and WUanVfeUUing.
-The UeVidenW UeTXiUed e[WenViYe aVViVWance b\ 
VWaff ZiWh eaWing, WoileWing, baWhing (VWaff aVViVW 
ZiWh enWiUe bod\), dUeVVing (VWaff aVViVW ZiWh 
VhoeV, VockV, bXWWonV, and ]iSSeUV), and 
gUooming (VWaff bUXVh haiU, WUim nailV, and VhaYe 
aV needed).
-The UeVidenW ZoXld UefXVe caUe VXch aV 
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Meredith Seals
Personal Care Aides were re-trained to provide personal care including toileting, bathing, etc according to the needs of the residents and frequency, identified on their care plan.

Personal Care Aides/ qualified staff will provide personal care including toileting, bathing, etc according to the needs of residents and frequency, identified on their care plan.

Supervisor In Charge/Special Care Unit Coordinator will monitor daily to ensure personal care tasks are being completed on including toileting, bathing, etc according to the needs of residents and frequency, identified on their care plan.  Outside agencies will be notified for residents needing additional orders to address personal care needs.

Director will do random interviews with residents to ensure staff are addressing issues identified on the care plan.

Meredith Seals
10/21/2024
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VhoZeUV.
-SomeWimeV Whe UeVidenW coXld be UediUecWed.
-The UeVidenW ZaV being Veen b\ a menWal healWh 
SUoYideU (MHP).

ObVeUYaWion of ReVidenW #6 in Whe hallZa\ on 
09/05/24 aW 9:07am UeYealed:
-The UeVidenW ZaV indeSendenWl\ ambXlaWing 
doZn Whe hall XVing a UollaWoU ZalkeU.
-The UeVidenW ZaV Zalking YeU\ VloZl\, Waking YeU\ 
Vmall VWeSV.
-The UeVidenW ZaV ZeaUing black oSened-Woed 
Vlide VhoeV.
-TheUe ZaV a \elloZ, non-Vkid Vock on Whe UighW 
fooW WhaW ZaV WoUn and coYeUed onl\ Whe WoeV and 
UighW Vide of Whe UighW fooW.
-TheUe ZaV a black Vock coYeUing onl\ Whe WoeV of 
Whe lefW fooW. 
-The UeVidenW had gaX]e dUeVVingV ZUaSSed in 
mXlWiSle la\eUV on boWh feeW.
-The gaX]e dUeVVingV ZeUe Voiled ZiWh UeddiVh 
bUoZn dUainage VeeSing WhUoXgh Wo Whe oXWVide of 
Whe dUeVVingV on Whe back of Whe lefW heel and on 
Whe inneU Wo medial aUea of Whe UighW fooW.
-The UeVidenW had a VWUong, SXngenW odoU.

ReYieZ of ReVidenW #6'V AXgXVW 2024 SeUVonal 
caUe aide (PCA) Zeekl\ WaVk UeSoUW daWed 
08/01/24 - 08/31/24 UeYealed:
-TheUe ZaV a VecWion foU baWhing / SeUVonal 
h\giene ZiWh VeYeUal WaVkV XndeU Whe heading 
inclXding VSonge baWh and Vkin caUe (inclXdeV 
face, handV, feeW). 
-SWaff docXmenWed a VSonge baWh ZaV comSleWed 
on 08/02/24, 08/04/24, 08/05/24, 08/14/24, 
08/16/24, 08/18/24, 08/19/24, 08/21/24, 08/23/24, 
08/25/24, 08/26/24, 08/28/24, and 08/30/24.
-SWaff docXmenWed ReVidenW #6 UefXVed a VhoZeU 
on 08/01/24, 08/03/24, 08/06/24, 08/22/24, 
08/24/24, 08/27/24, 08/29/24, and 08/31/24.
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-SWaff docXmenWed Vkin caUe (inclXding face, 
handV, and feeW) ZaV comSleWed dail\ fUom 
08/01/24 - 08/06/24, 08/14/24 - 08/31/24.
-TheUe ZaV a VecWion foU dUeVVing WhaW inclXded 
Whe WaVkV of VhoeV/cloWhing off and VhoeV/cloWhing 
on.
-SWaff docXmenWed boWh of WheVe WaVkV ZeUe 
comSleWed dail\ fUom 08/01/24 - 08/06/24, 
08/14/24 - 08/31/24.
-TheUe ZaV no PCA Zeekl\ WaVk UeSoUW SUoYided 
foU 08/07/24 - 08/13/24.
-TheUe ZaV no docXmenWaWion of an\ conceUnV 
aboXW Whe UeVidenW'V condiWion fUom 08/01/24 - 
08/31/24.

ReYieZ of ReVidenW #6'V SeSWembeU 2024 PCA 
Zeekl\ WaVk UeSoUW daWed 09/01/24 - 09/03/24 
UeYealed:
-TheUe ZaV a VecWion foU baWhing / SeUVonal 
h\giene ZiWh VeYeUal WaVkV XndeU Whe heading 
inclXding VSonge baWh and Vkin caUe (inclXdeV 
face, handV, feeW). 
-SWaff docXmenWed a VSonge baWh ZaV comSleWed 
on 09/01/24 and 09/02/24.
-SWaff docXmenWed Whe UeVidenW UefXVed a VhoZeU 
on 09/03/24.
-SWaff docXmenWed Vkin caUe (inclXding face, 
handV, and feeW) ZaV comSleWed dail\ fUom 
09/01/24 - 09/03/24.
-TheUe ZaV a VecWion foU dUeVVing WhaW inclXded 
Whe WaVkV of VhoeV/cloWhing off and VhoeV/cloWhing 
on.
-SWaff docXmenWed boWh of WheVe WaVkV ZeUe 
comSleWed dail\ fUom 09/01/24- 09/03/24.
-TheUe ZaV no docXmenWaWion of an\ conceUnV 
aboXW Whe UeVidenW'V condiWion fUom 09/01/24 - 
09/03/24.

ReYieZ of ReVidenW #6'V SUimaU\ caUe SUoYideU 
(PCP) YiViW noWe daWed 05/02/24 UeYealed:
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-The UeVidenW ZaV being Veen dXe Wo UeSoUWed foXl 
odoU Wo bilaWeUal loZeU e[WUemiWieV.
-The UeVidenW had a diagnoViV of Vchi]oShUenia 
and ofWen UefXVed baWhV and h\giene caUe.
-SWaff adYiVed Whe UeVidenW finall\ had a baWh and 
bilaWeUal e[WUemiWieV noWed Wo haYe ZoUVened.
-TheUe ZaV a conceUn foU decUeaVed Wo no 
ciUcXlaWion of bilaWeUal e[WUemiWieV.
-The PCP oUdeUed Whe UeVidenW go Wo Whe 
emeUgenc\ Uoom (ER) foU fXUWheU eYalXaWion.

ReYieZ of ReVidenW #6'V hoVSiWal diVchaUge 
VXmmaU\ daWed 05/07/24 UeYealed:
-The UeVidenW ZaV admiWWed Wo Whe hoVSiWal on 
05/02/24 and diVchaUged on 05/07/24.
-The UeVidenW'V diVchaUge diagnoVeV inclXded 
UighW fooW infecWion.
-The UeVidenW ZaV WUeaWed ZiWh anWibioWicV and 
diVchaUged ZiWh oUdeUV foU ZoXnd caUe and home 
healWh VeUYiceV.

ReYieZ of ReVidenW #6'V home healWh caUe noWe 
daWed 05/08/24 UeYealed Whe UeVidenW ZaV Veen 
foU ZoXnd caUe Wo bilaWeUal feeW.

ReYieZ of ReVidenW #6'V home healWh caUe noWe 
daWed 07/30/24 UeYealed:
-The UeVidenW ZaV Veen Woda\ foU diVchaUge fUom 
home healWh.
-The UeVidenW'V ZoXndV ZeUe healed.
-TheUe ZaV no docXmenWaWion Wo indicaWe if an\ 
dUeVVingV ZeUe aSSlied oU lefW on Whe UeVidenW'V 
legV/feeW.

ReYieZ of ReVidenW #6'V MHP YiViW noWeV daWed 
06/12/24 UeYealed:
-The UeVidenW had Vchi]oShUenia and Whe UeVidenW 
had cogniWiYe imSaiUmenW and commXnicaWion 
deficiWV dXe Wo demenWia VWaWe.
-The UeVidenW ZaV gXaUded Zhen TXeVWioned bXW 
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UeSoUWed feeling Zell oYeUall.
-The UeVidenW ZaV cooSeUaWiYe ZiWh VWaff caUe, 
alloZing Whem Wo aVViVW heU ZiWh SeUVonal h\giene 
WaVkV and cloWhing changeV ZiWhoXW 
combaWiYeneVV.
-No behaYioUal conceUnV ZeUe UeSoUWed.

ReYieZ of ReVidenW #6'V MHP YiViW noWeV daWed 
07/10/24 UeYealed:
-TheUe ZaV no docXmenWaWion of VWaff UeSoUWing 
an\ UeVidenW behaYioUV.
-TheUe ZaV no docXmenWaWion of VWaff UeSoUWing 
Whe UeVidenW had UefXVed baWhing oU an\ oWheU 
SeUVonal caUe WaVkV.

ReYieZ of ReVidenW #6'V PCP YiViW noWe daWed 
07/18/24 UeYealed:
-SWaff UeSoUWed Whe UeVidenW UefXVed h\giene caUe 
and baWhV.
-The UeVidenW had l\mShedema Wo bilaWeUal legV 
and feeW.
-SWaff UeSoUWed Whe ZoXnd on Whe UeVidenW'V UighW 
fooW had healed.

ReYieZ of ReVidenW #6'V MHP YiViW noWeV daWed 
08/05/24 UeYealed:
-The UeVidenW ZaV gXaUded and foXnd ViWWing in 
heU bedUoom.
-TheUe ZaV no docXmenWaWion of VWaff UeSoUWing 
an\ UeVidenW behaYioUV.
-TheUe ZaV no docXmenWaWion of VWaff UeSoUWing 
Whe UeVidenW had UefXVed baWhing oU an\ oWheU 
SeUVonal caUe WaVkV.

ReYieZ of ReVidenW #6'V PCP YiViW noWe daWed 
08/15/24 UeYealed:
-SWaff UeSoUWed Whe UeVidenW UefXVed h\giene caUe 
and baWhV.
-The UeVidenW ZaV Wo conWinXe Wo be moniWoUed, 
and VWaff ZaV Wo noWif\ Whe SUoYideU of an\ 
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changeV in condiWion.

ReYieZ of ReVidenW #6'V PCP YiViW noWe daWed 
09/05/24 UeYealed:
-The UeVidenW ZaV Veen SeU VWaff UeTXeVW.
-The UeVidenW ZaV iniWiall\ Veen Wo oUdeU a home 
healWh conVXlW dXe Wo SoVVible ZoXnd infecWion 
and dUeVVing changeV.
-TheUe ZaV an aWWemSW Wo e[amine Whe UeVidenW, 
hoZeYeU, Whe UeVidenW UefXVed.
-The UeVidenW had a hiVWoU\ of UefXVing dUeVVing 
changeV, home healWh ZoXnd caUe, and VhoZeUV 
UelaWed Wo diagnoViV of Vchi]oShUenia.
-The UeVidenW had bilaWeUal loZeU e[WUemiWieV 
ZUaSSed in VaWXUaWed and Voiled dUeVVing.
-DXe Wo Whe naWXUe of Whe UeVidenW'V SUeYioXV 
ZoXndV and Whe facW WhaW Whe dUeVVingV on heU 
feeW ZeUe comSleWel\ Voiled and VaWXUaWed, Whe 
PCP ZaV Vending Whe UeVidenW Wo Whe ER foU 
fXUWheU eYalXaWion and WUeaWmenW.
-The UeVidenW denied an\ Sain and UefXVed Wo 
alloZ Whe PCP Wo comSleWe Whe e[aminaWion.

ReYieZ of ReVidenW #6'V ER YiViW noWeV daWed 
09/05/24 UeYealed:
-The UeVidenW ZaV Veen foU conceUn foU loZeU leg 
infecWion.
-The UeVidenW had noWabl\ VZollen and Whickened 
Vkin Wo bilaWeUal loZeU e[WUemiWieV ZiWh chUonic Vkin 
oYeUgUoZWh and SooU h\giene. 
-The UeVidenW ZaV SUeVcUibed an anWibioWic foU 
infecWion and WheUe ZaV a UefeUUal foU ZoXnd caUe.

Second obVeUYaWion of ReVidenW #6 in Whe hallZa\ 
on 09/05/24 aW 12:04Sm UeYealed:
-The UeVidenW ZaV indeSendenWl\ ambXlaWing 
doZn Whe hall XVing a UollaWoU ZalkeU.
-The UeVidenW ZaV Zalking YeU\ VloZl\, Waking YeU\ 
Vmall VWeSV.
-The UeVidenW ZaV Zalking ZiWh a limS.
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-The UeVidenW ZaV VWill ZeaUing Whe Vame Voiled 
gaX]e dUeVVingV on boWh feeW aV Whe SUeYioXV da\, 
09/04/24.
-The bandageV ZeUe Voiled ZiWh UeddiVh bUoZn 
dUainage VeeSing WhUoXgh Wo Whe oXWVide of Whe 
bandage on Whe back of Whe lefW heel and on Whe 
inneU Wo medial aUea of Whe UighW fooW.
-The UeVidenW had on Whe Vame cloWhing, inclXding 
Whe Vame VockV and VhoeV aV Whe SUeYioXV da\, 
09/04/24.
-The UeVidenW had a VWUong, SXngenW odoU.

InWeUYieZ ZiWh ReVidenW #6 on 09/05/24 aW 
12:04Sm UeYealed:
-She WhoXghW a nXUVe had SXW Whe gaX]e 
dUeVVingV on heU feeW a feZ ZeekV ago.
-The faciliW\ MAV did noW helS ZiWh heU Whe gaX]e 
dUeVVingV.
-She coXld noW Ueach heU legV/feeW Wo ZUaS Whem 
heUVelf.
-HeU legV ZeUe leaking flXid Vome bXW "noW WhaW 
bad".
-HeU legV hXUW bXW moVWl\ heU UighW leg hXUW.
-HeU legV hXUW moUe Zhen Vhe Zalked.
-She WhoXghW iW ZaV neUYe Sain.
-HeU legV VWaUWed hXUWing a feZ da\V ago.
-The Sain in heU legV and feeW caXVed heU Wo Zalk 
VloZeU.
-She coXld baWhe heUVelf and did noW need 
aVViVWance.

InWeUYieZ ZiWh a medicaWion aide (MA) on 
09/05/24 aW 11:54am UeYealed:
-She VaZ gaX]e dUeVVingV on ReVidenW #6'V feeW 
\eVWeUda\, 09/04/24.
-She UeSoUWed Whe gaX]e dUeVVingV Wo Whe 
AdminiVWUaWoU, Zho ZaV going Wo Wake caUe of iW.
-She VaZ dUied, Ued VWainV on Whe dUeVVingV on 
Whe UeVidenW'V feeW.
-The UeVidenW ZoXld XVXall\ den\ haYing an\ Sain.
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-She coXld Well Whe UeVidenW ZaV in Sain becaXVe 
Whe UeVidenW ZaV Zalking VloZeU Whan noUmal.
-PUioU Wo \eVWeUda\, Vhe had noW noWiced Whe gaX]e 
dUeVVingV on Whe UeVidenW'V feeW, Vo Vhe did noW 
knoZ hoZ long Whe dUeVVingV had been WheUe.
-She had noW SXW an\ gaX]e dUeVVingV on Whe 
UeVidenW'V feeW.
-The UeVidenW had lefW oYeU home healWh ZoXnd 
VXSSlieV in heU Uoom.
-She did noW Whink Whe UeVidenW ZaV Sh\Vicall\ able 
Wo Ueach doZn and SXW Whe bandageV on heUVelf.
-ReVidenW #6 needed VWaff aVViVWance ZiWh 
VhoZeUV bXW Whe UeVidenW UefXVed Wo Wake 
VhoZeUV.
-The VWaff did noW docXmenW Vkin aVVeVVmenWV 
Zhen Whe\ baWhed UeVidenWV.
-IW had been oYeU 3 monWhV Vince Vhe had 
aVViVWed Whe UeVidenW ZiWh a VhoZeU.
-She noWiced Whe UeVidenW had a bod\ odoU 
\eVWeUda\, 09/04/24.

InWeUYieZV ZiWh a PCA on 09/05/24 aW 2:45Sm and 
09/06/24 aW 1:47Sm UeYealed:
-ReVidenW #6 ZoXld ViW and WU\ Wo SXW bandageV on 
heUVelf.
-The UeVidenW coXld bend oYeU and Ueach heU feeW.
-TheUe ZeUe ZoXnd VXSSlieV in Whe UeVidenW'V 
Uoom lefW oYeU fUom Zhen Vhe ZaV UeceiYing 
home healWh VeUYiceV.
-The UeVidenW'V laVW VhoZeU ZaV aUoXnd Whe end 
of JXl\ 2024 Zhen Whe UeVidenW ZaV VWill UeceiYing 
home healWh VeUYiceV.
-She UemembeUed WhaW becaXVe Whe VWaff ZoXld 
haYe Wo SXW SlaVWic bagV oYeU Whe UeVidenW'V 
dUeVVingV befoUe Vhe Wook a VhoZeU.
-The UeVidenW UefXVed VhoZeUV bXW ZoXld WU\ Wo 
"ZiSe" heUVelf off aW WimeV.
-The UeVidenW ZoXld change cloWheV aboXW once a 
Zeek and VWaff ZoXld ZaVh Whe UeVidenW'V cloWheV.
-She obVeUYed Whe gaX]e dUeVVingV on ReVidenW 
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#6'V feeW aboXW 5 da\V ago.
-She obVeUYed Whe UeVidenW in heU Uoom SXling 
VockV oYeU Whe gaX]e dUeVVing.
-The UeVidenW ZoXld SXW Whe Vock on Whe flooU, 
When ZoUked heU fooW inWo Whe Vock, and When 
ZoXld bend doZn and SXll Whe UeVW of Whe Vock 
oYeU heU fooW.
-She did noW noWice an\ dUainage oU Voiling on Whe 
gaX]e dUeVVingV aW WhaW Wime.
-The dUeVVing aW Whe WoS SaUW of Whe UeVidenW'V feeW 
looked ZeW becaXVe Whe UeVidenW ZoXld geW heU 
feeW ZeW Zhen Vhe meVVed ZiWh Whe ZaWeU in Whe 
VhoZeU.
-The UeVidenW onl\ Vmiled Zhen Vhe aVked Whe 
UeVidenW aboXW Whe dUeVVingV on heU feeW.
-She coXld noW UemembeU if Vhe UeSoUWed Whe 
UeVidenW'V gaX]e dUeVVingV Wo an\one Zhen Vhe 
fiUVW VaZ Whem aboXW 5 da\V ago.
-She Wold Whe UeVidenW Vhe needed Wo Wake Whe 
dUeVVingV off heU feeW bXW Whe UeVidenW did noW Wake 
Whem off.
-The UeVidenW ZoXld noW comSlain of Sain, bXW Vhe 
coXld Well Whe UeVidenW ZaV in Sain becaXVe 
\eVWeUda\, 09/05/24, Whe UeVidenW Zalked Ueall\ 
VloZ and VWoSSed a loW.
-On 09/04/24, Vhe UeSoUWed Whe UeVidenW'V gaX]e 
dUeVVingV Wo Whe MA on dXW\.
-The\ WUied Wo geW Whe UeVidenW Wo Wake a VhoZeU on 
09/04/24, bXW Whe UeVidenW ZoXld noW Wake one.
-The PCAV ZeUe VXSSoVed Wo noWif\ Whe MA if a 
UeVidenW UefXVed SeUVonal caUe, and Whe MA ZoXld 
WU\ Wo aVViVW Whem.
-The MA ZaV UeVSonVible foU UeSoUWing UefXValV Wo 
Whe UeVidenW'V SUoYideU, bXW Vhe ZaV noW VXUe 
Zhich SUoYideUV ZeUe VXSSoVed Wo be noWified.
-The PCAV docXmenWed SeUVonal caUe on Whe 
SeUVonal caUe UecoUdV.
-FoU VSonge baWh and Vkin caUe, iW ZaV 
docXmenWed aV comSleWed on Whe SeUVonal caUe 
UecoUdV becaXVe Whe UeVidenW WUied Wo do WhoVe 
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WhingV heUVelf.
-The UeVidenW ZoXld go in Whe baWhUoom and cloVe 
Whe dooU, Vo VWaff did noW Vee Whe UeVidenW Zhen 
Vhe ZaV VXSSoVedl\ doing heU oZn SeUVonal 
caUe.

TeleShone inWeUYieZ ZiWh Whe SSecial CaUe 
CooUdinaWoU (SCC) on 09/06/24 aW 2:35Sm 
UeYealed:
-ReVidenW #6'V gaX]e dUeVVingV on heU feeW ZeUe 
fiUVW UeSoUWed Wo heU b\ Whe AdminiVWUaWoU on 
09/04/24.
-She conWacWed Whe PCP and made Whe PCP 
aZaUe of Whe dUeVVingV.
-The PCP Slanned Wo Vee Whe UeVidenW Zhen Vhe 
ZaV aW Whe faciliW\ Whe ne[W da\, 09/05/24 and 
oUdeU a UefeUUal Wo home healWh.
-The PCP VaZ Whe UeVidenW on 09/05/24 and had 
Whe UeVidenW VenW Wo Whe ER.
-No one had UeSoUWed Whe UeVidenW'V gaX]e 
dUeVVingV SUioU Wo 09/04/24.
-If a UeVidenW UeTXiUed e[WenViYe aVViVWance ZiWh 
SeUVonal caUe WaVkV, Whe faciliW\ VWaff VhoXld aVViVW 
Whe UeVidenW.
-If a UeVidenW UefXVed SeUVonal caUe, Whe VWaff 
ZeUe VXSSoVed Wo docXmenW iW on Whe UeVidenW'V 
SeUVonal caUe UecoUd and noWif\ heU if a UeVidenW 
conWinXed Wo UefXVe.
-She ZoXld noWif\ Whe PCP of SeUVonal caUe 
UefXValV.
-She did noW knoZ if ReVidenW #6'V MHP ZaV 
noWified of Whe UeVidenW'V UefXVal of SeUVonal caUe.

TeleShone inWeUYieZ ZiWh Whe E[ecXWiYe DiUecWoU 
(ED) on 09/06/24 aW 3:27Sm UeYealed:
-ReVidenW #6 XVXall\ had on VockV and Vhe had 
noW noWiced Whe gaX]e dUeVVing ZUaSSed on Whe 
UeVidenW'V feeW.
-None of Whe faciliW\ VWaff had UeSoUWed Whe gaX]e 
dUeVVing ZUaSSed on ReVidenW #6'V feeW.
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-She ZaV made aZaUe of Whe gaX]e dUeVVing on 
Whe UeVidenW'V feeW b\ VXUYe\oUV on 09/04/24.
-If a UeVidenW UefXVed baWhing, Whe PCA VhoXld WU\ 
3 WimeV, When leW Whe VXSeUYiVoU on dXW\ knoZ.
-The SCC ZoXld noWif\ Whe UeVidenW'V PCP.
-If Whe UeVidenW ZaV haYing behaYioUV of UefXVing 
SeUVonal caUe, Whe faciliW\ VWaff VhoXld alVo noWif\ 
Whe UeVidenW'V MHP.

InWeUYieZ ZiWh Whe AdminiVWUaWoU on 09/05/24 aW 
6:24Sm UeYealed:
-FoU an\ UeVidenW Zho UefXVed aVViVWance b\ VWaff 
ZiWh SeUVonal caUe, VWaff ZeUe VXSSoVed Wo 
aWWemSW 3 WimeV, When geW anoWheU VWaff SeUVon Wo 
WU\.
-If cleanlineVV ZaV a healWh conceUn foU a 
UeVidenW, VWaff VhoXld noWif\ Whe UeVidenW'V SUoYideU 
of SeUVonal caUe UefXValV.
-She did noW knoZ Zho SXW Whe gaX]e dUeVVingV 
on ReVidenW #6'V feeW oU hoZ long Whe\ had been 
WheUe.
-The MAV coXld do clean dUeVVing changeV, 
XVXall\ Wo Vkin WeaUV.
-If a UeVidenW had a ZoXnd, VWaff ZoXld noWif\ Whe 
SUoYideU and geW oUdeU foU home healWh.

TeleShone inWeUYieZ ZiWh Whe AdminiVWUaWoU on 
09/06/24 aW 2:14Sm UeYealed:
-The PCAV VhoXld aVViVW ReVidenW #6 ZiWh heU 
VSonge baWhV.
-The PCAV VhoXld noWif\ a VXSeUYiVoU Zhen Whe 
UeVidenW UefXVed SeUVonal caUe.
-If a behaYioU ZaV aVVociaWed ZiWh Whe UeVidenW'V 
UefXVal, Whe UeVidenW'V PCP and MHP VhoXld be 
noWified of Whe UefXValV.
-If VWaff kneZ Whe UeVidenW ZaV noW baWhing and iW 
coXld affecW heU healWh, like a Vkin infecWion, Whe\ 
VhoXld noWif\ Whe PCP and Whe MHP.

TeleShone inWeUYieZ ZiWh ReVidenW #6'V legal 
DiYiVion of HealWh SeUYice RegXlaWion

If conWinXaWion VheeW  22 of 696899STATE FORM BXEO11



A. BUILDING: BBBBBBBBBBBBBBBBBBBBBB
(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 09/24/2024 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DiYiVion of HealWh SeUYice RegXlaWion

+A/092131 09/06/2024
R

NAME OF PROVIDER OR SUPPLIER

3+2E1,; A66,67ED CA5E

STREET ADDRESS, CITY, STATE, ZIP CODE

201 :E67 +,*+ 675EE7
CA5<, 1C  27513

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 D 269ConWinXed FUom Sage 22 D 269

gXaUdian on 09/06/24 aW 11:56am UeYealed:
-She laVW YiViWed Whe UeVidenW aboXW 2 ZeekV ago.
-The UeVidenW did noW haYe gaX]e dUeVVing 
ZUaSSed on heU feeW aW WhaW Wime Wo heU 
knoZledge.
-She ZaV noWified b\ Whe faciliW\ VWaff \eVWeUda\, 
09/05/24, WhaW Whe UeVidenW ZaV VenW Wo Whe 
hoVSiWal ER foU VZelling in heU feeW.
-She ZaV noW aZaUe WheUe ZaV gaX]e dUeVVing 
ZUaSSed aUoXnd Whe UeVidenW'V feeW Zhen Vhe 
ZenW Wo Whe ER on 09/05/24.
-The UeVidenW coXld noW Sh\Vicall\ Ueach heU feeW 
Wo SXW Whe gaX]e dUeVVingV on heU feeW.
-The UeVidenW did noW XVXall\ commXnicaWe ZiWh 
heU dXUing YiViWV if Whe UeVidenW ZaV haYing an\ 
kind of iVVXeV.
-She XVXall\ had Wo aVk Whe UeVidenW TXeVWionV Wo 
find oXW WhingV.
-She ZaV aZaUe Whe UeVidenW ZoXld noW alloZ VWaff 
Wo aVViVW ZiWh VhoZeUV.
-The UeVidenW XVXall\ leW Whe ZaWeU UXn oYeU heU 
and WUied Wo do heU baWhing on heU oZn.
-The UeVidenW'V cloWhing ZaV XVXall\ clean Zhen 
Vhe YiViWed Whe UeVidenW, and Vhe did noW Uecall 
eYeU Vmelling an\ bod\ odoU.

InWeUYieZ ZiWh ReVidenW #6'V PCP on 09/05/24 aW 
10:16am UeYealed:
-ReVidenW #6 ZaV in Whe hoVSiWal fUom 05/02/24 - 
05/07/24 foU a fooW infecWion.
-The UeVidenW ofWen UefXVed baWhing and h\giene 
caUe.
-The UeVidenW'V feeW needed Wo be cleaned Wo helS 
SUeYenW infecWionV. 

TeleShone inWeUYieZ ZiWh ReVidenW #6'V PCP on 
09/06/24 aW 12:18Sm UeYealed:
-DXe Wo Whe UeVidenW'V Vchi]oShUenia, Whe UeVidenW 
ZaV noW "aboXW cleaning oU baWhing".
-ReVidenW #6 had a hiVWoU\ of cellXliWiV.
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-She did noW knoZ Zho SXW Whe gaX]e dUeVVingV 
on Whe UeVidenW'V feeW.
-She did noW Whink Whe UeVidenW had Whe menWal oU 
Sh\Vical caSaciW\ Wo SXW gaX]e dUeVVingV on Whe 
UeVidenW'V feeW.
-When Vhe obVeUYed Whe gaX]e dUeVVingV on 
09/05/24, iW aSSeaUed Whe gaX]e dUeVVingV had 
been on foU aW leaVW a feZ da\V.
-The UeVidenW had an odoU, bXW Vhe coXld noW 
diVWingXiVh if iW ZaV fUom a ZoXnd oU dXe Wo lack 
of h\giene.
-She ZaV aZaUe WhaW Whe UeVidenW UefXVed 
SeUVonal caUe and iW had been a neYeU-ending 
baWWle dXe Wo Whe UeVidenW'V menWal healWh iVVXeV.

TeleShone inWeUYieZ ZiWh ReVidenW #6'V MHP on 
09/06/24 aW 1:19Sm UeYealed:
-ReVidenW #6 ZaV XVXall\ dUeVVed in la\eUV Zhen 
Vhe VaZ Whe UeVidenW.
-She XVXall\ VaW acUoVV Whe Uoom fUom Whe 
UeVidenW dXUing WheiU YiViWV.
-She had noW noWiced Whe UeVidenW haYing an\ 
odoUV.
-The faciliW\ VWaff jXVW UeSoUWed Wo heU Woda\, 
09/06/24, WhaW ReVidenW #6 UefXVed SeUVonal caUe 
WaVkV.
-PUioU Wo Woda\, 09/06/24, Vhe ZaV noW aZaUe Whe 
UeVidenW ZaV UefXVing Wo Wake VhoZeUV.
-The faciliW\ VWaff VhoXld haYe noWified heU WhaW 
ReVidenW #6 ZaV UefXVing Wo Wake VhoZeUV.
-She ZoXld haYe giYen faciliW\ VWaff WiSV on hoZ Wo 
baWhe Whe UeVidenW.
-She ZoXld haYe coXnVeled Whe UeVidenW on 
Waking VhoZeUV and Whe imSoUWance of SeUVonal 
caUe.
-She coXld haYe addUeVVed Whe UeVidenW'V 
UefXValV of SeUVonal caUe aV SaUW of Whe UeVidenW'V 
menWal healWh caUe Slan.

AWWemSWed WeleShone inWeUYieZ ZiWh ReVidenW #6'V 
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foUmeU home healWh nXUVe on 09/06/24 aW 
11:03am ZaV XnVXcceVVfXl.

2. ReYieZ of ReVidenW #1'V cXUUenW FL-2 daWed 
02/20/24 UeYealed:
-DiagnoVeV inclXded demenWia, deSUeVVion, 
SoVW-WUaXmaWic VWUeVV diVoUdeU, ceUYical VWenoViV 
VWaWXV SoVW decomSUeVVion and fXVion, 
noUmoc\Wic anemia, bilaWeUal knee oVWeoaUWhUiWiV, 
h\SeUWenVion, and chUonic obVWUXcWiYe SXlmonaU\ 
diVeaVe.
-The UeVidenW ZaV docXmenWed aV conVWanWl\ 
diVoUienWed.
-The UeVidenW ZaV docXmenWed aV 
non-ambXlaWoU\.
-The UeVidenW ZaV docXmenWed aV inconWinenW of 
boZel and bladdeU.
-The UeVidenW UeTXiUed aVViVWance ZiWh baWhing 
and dUeVVing.

ReYieZ of ReVidenW #1'V ReVidenW RegiVWeU 
UeYealed:
-The UeVidenW ZaV admiWWed Wo Whe faciliW\ on 
02/20/24.
-The UeVidenW UeTXiUed aVViVWance b\ VWaff foU 
dUeVVing, baWhing, nail caUe, ambXlaWion, geWWing 
in/oXW of bed, WoileWing, SoViWioning/WXUning, 
VchedXling aSSoinWmenWV, and oUienWaWion Wo Wime 
and Slace.
-The UeVidenW had VignificanW memoU\ loVV and 
mXVW be diUecWed.
-The UeVidenW had a ZheelchaiU.

ReYieZ of ReVidenW #1'V cXUUenW aVVeVVmenW and 
caUe Slan daWed 03/18/24 UeYealed:
-The UeVidenW ZaV non-ambXlaWoU\, XVed a 
ZheelchaiU, and had a ho\eU lifW foU aVViVWance.
-The UeVidenW had limiWed Uange of moWion in hiV 
XSSeU e[WUemiWieV.
-The UeVidenW ZaV inconWinenW of boZel and 
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bladdeU dail\.
-The UeVidenW ZaV VomeWimeV diVoUienWed, 
foUgeWfXl, and needed UemindeUV.
-The UeVidenW ZoXld VomeWimeV holleU oXW loXdl\ 
Zhen he ZaV being aVViVWed b\ VWaff and VWaWe he 
ZaV hXUWing in hiV legV.
-The UeVidenW UeTXiUed limiWed aVViVWance b\ VWaff 
ZiWh eaWing, ambXlaWion, and WUanVfeUUing.
-The UeVidenW UeTXiUed e[WenViYe aVViVWance b\ 
VWaff ZiWh WoileWing, baWhing (VWaff ZaVh enWiUe 
bod\), dUeVVing, and gUooming (VWaff ZaVh haiU, 
WUim nailV, and VhaYe aV needed).

ObVeUYaWion of ReVidenW #1 in hiV Uoom on 
09/04/24 aW 9:52am UeYealed:
-The UeVidenW'V gUeaW Woenail on hiV UighW fooW ZaV 
\elloZiVh bUoZn, Whick, and ò - ô inch long.
-The UeVidenW'V Vecond and WhiUd WoenailV on hiV 
UighW fooW ZeUe \elloZ, Whick, and ò inch long.
-The UeVidenW'V foXUWh and fifWh WoenailV on hiV lefW 
fooW ZeUe \elloZ, Whick, and ò inch long.
-TheUe ZaV a dime-Vi]ed Vcab on WoS of hiV lefW 
fooW.
-The UeVidenW had dU\, Seeling Vkin hanging 
beWZeen Whe WoeV of each fooW.
-The UeVidenW had dU\, Seeling Vkin on Whe heel of 
boWh of hiV feeW.

ReYieZ of ReVidenW #1'V AXgXVW 2024 SeUVonal 
caUe UecoUd foU acWiYiWieV of dail\ liYing (ADLV) 
UeYealed:
-TheUe ZaV a VecWion foU SeUVonal h\giene WhaW 
inclXded VhoZeU, baWh, VhamSoo, nail caUe, 
gUooming, and VhaYe.
-ThiV enWU\ had 3 UoZV ZiWh fiUVW, Vecond, and WhiUd 
VhifWV and a UoZ XndeUneaWh each VhifW Wo indicaWe 
if Whe WaVkV ZeUe comSleWed.
-The UeVidenW'V SeUVonal h\giene WaVkV (Zhich 
inclXded nail caUe) ZeUe docXmenWed aV "C' (ADL 
WaVk comSleWed) foU all 3 VhifWV each da\ fUom 
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08/01/24 - 08/31/24 e[ceSW WhiUd VhifW on 08/31/24 
ZaV blank.
-TheUe ZeUe no UefXValV docXmenWed foU an\ 
ADLV foU ReVidenW #1.

ReYieZ of ReVidenW #1'V SeSWembeU 2024 
SeUVonal caUe UecoUd foU ADLV UeYealed:
-TheUe ZaV a VecWion foU SeUVonal h\giene WhaW 
inclXded VhoZeU, baWh, VhamSoo, nail caUe, 
gUooming, and VhaYe.
-ThiV enWU\ had 3 UoZV ZiWh fiUVW, Vecond, and WhiUd 
VhifWV and a UoZ XndeUneaWh each VhifW Wo indicaWe 
if Whe WaVkV ZeUe comSleWed.
-The UeVidenW'V SeUVonal h\giene (Zhich inclXded 
nail caUe) WaVkV ZeUe docXmenWed aV "C' (ADL 
WaVk comSleWed) foU all 3 VhifWV each da\ fUom 
09/01/24 - 09/06/24 (Vecond VhifW).
-TheUe ZeUe no UefXValV docXmenWed foU an\ 
ADLV foU ReVidenW #1.

InWeUYieZV ZiWh ReVidenW #1 on 09/04/24 aW 
9:52am and 09/05/24 aW 4:03Sm UeYealed:
-He ZaV aW a SoinW ZheUe he WhoXghW he ZaV 
doing beWWeU and did noW need VWaff aVViVWance all 
Whe Wime.
-He ZaV Xnable Wo Va\ hoZ ofWen he ZaV baWhed 
oU offeUed aVViVWance ZiWh baWhing and gUooming.
-No one cXW oU WUimmed hiV WoenailV.
-He needed fooW caUe.
-He denied Sain oU diVcomfoUW in hiV WoeV oU feeW.

ObVeUYaWion of ReVidenW #1 in hiV Uoom on 
09/05/24 aW 4:03Sm UeYealed:
-The UeVidenW ZaV l\ing in bed on hiV Vide.
-The UeVidenW'V WoenailV on boWh feeW had been 
WUimmed.

InWeUYieZ ZiWh a medicaWion aide (MA) on 
09/05/24 aW 4:03Sm UeYealed:
-A SeUVonal caUe aide (PCA) WUimmed ReVidenW 
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#1'V WoenailV \eVWeUda\, 09/04/24.
-He coXld noW Uecall ZhaW Wime Whe PCA WUimmed 
Whe UeVidenW'V WoenailV.
-He did noW knoZ Zh\ Whe UeVidenW'V WoenailV had 
noW been WUimmed SUioU Wo \eVWeUda\, 09/04/24.

TeleShone inWeUYieZ ZiWh a PCA on 09/06/24 aW 
12:42Sm UeYealed:
-ReVidenW #1 UeTXiUed WZo-SeUVon aVViVWance ZiWh 
baWhing and dUeVVing.
-ReVidenW #1 XVXall\ goW a bed baWh becaXVe 
Zhen he had a fooW ZoXnd, hiV feeW coXld noW geW 
ZeW.
-HiV fooW ZoXnd ZaV healed cXUUenWl\.
-ReVidenW #1 ZaV baWhed on Vecond VhifW 3 WimeV 
a Zeek.
-The PCAV coXld WUim UeVidenW'V WoenailV if Whe 
UeVidenW ZaV noW diabeWic.
-She WUied Wo check UeVidenWV' WoenailV eYeU\ 1 Wo 
1.5 ZeekV.
-She WUimmed ReVidenW #1'V WoenailV in Whe SaVW; 
Vhe WhoXghW aboXW 2 ZeekV ago.
-She did noW docXmenW Zhen Vhe WUimmed Whe 
UeVidenW'V WoenailV.
-ReVidenW #1'V WoenailV ZeUe Whick, and he 
VomeWimeV UefXVed Wo leW heU WUim Whem.
-She noWiced hiV WoenailV ZeUe long again on 
09/04/24, Vo Vhe cXW Whem on 09/04/24.
-She XVed Whe faciliW\'V heaY\ dXW\ VciVVoU 
cliSSeUV Wo WUim hiV WoenailV becaXVe Whe\ ZeUe Vo 
Whick.
-She XVXall\ cleaned beWZeen Whe UeVidenW'V WoeV 
and Vhe laVW cleaned beWZeen hiV WoeV WhiV Zeek 
(coXld noW giYe VSecific daWe).

InWeUYieZ ZiWh Whe SSecial CaUe CooUdinaWoU 
(SCC) on 09/05/24 aW 5:19Sm UeYealed:
-The PCAV coXld SUoYide nail caUe, inclXding 
WUimming foU UeVidenW'V Zho ZeUe noW diabeWic.
-ReVidenW #1 ZaV noW diabeWic Vo Whe faciliW\ PCAV 
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coXld WUim hiV nailV Zhen Whe\ baWhed him.
-She ZaV noW VXUe if Whe PCAV WUimmed ReVidenW 
#1'V nailV.
-ReVidenW #1 VomeWimeV ZoXld noW leW VWaff 
SUoYide SeUVonal caUe Wo him.
-The PCAV VhoXld docXmenW an\ UefXValV of caUe 
on Whe UeVidenW'V SeUVonal caUe UecoUdV.
-No VWaff had UeSoUWed Wo heU WhaW ReVidenW #1 had 
long WoenailV.

InWeUYieZ ZiWh Whe AdminiVWUaWoU on 09/05/24 aW 
6:00Sm UeYealed:
-The PCAV VhoXld obVeUYe and moniWoU UeVidenWV' 
feeW Zhen Whe\ aVViVW ZiWh VhoZeUV/baWhing.
-If a UeVidenW ZaV noW diabeWic, Whe PCAV coXld 
WUim Whe UeVidenW'V WoenailV bXW filing ZaV 
SUefeUUed.
-ReVidenW #1 ZaV noW diabeWic Vo Whe PCAV coXld 
WUim oU aW leaVW file hiV WoenailV.
-The faciliW\ had Woenail cliSSeUV and VciVVoU 
cliSSeUV foU WhickeU nailV WhaW Whe PCAV XVed.
-The PCAV VhoXld be cleaning beWZeen Whe 
UeVidenW'V WoeV Wo UemoYe an\ dU\, flak\ Vkin Zhen 
Whe\ baWhed Whe UeVidenW.

TeleShone inWeUYieZ ZiWh ReVidenW #1'V famil\ 
membeU on 09/06/24 aW 3:59Sm UeYealed:
-When Vhe YiViWed Whe faciliW\, Whe UeVidenW "coXld 
be a liWWle cleaneU".
-The UeVidenW'V WoenailV ZeUe long, Whick, and in 
need of caUe.
____________________
The faciliW\ failed Wo SUoYide SeUVonal caUe 
aVViVWance inclXding baWhing and dUeVVing Wo 
ReVidenW #6 Zho had a hiVWoU\ of leg and fooW 
ZoXndV and infecWionV. ReVidenW #6 had gaX]e 
dUeVVingV Voiled ZiWh dUied, UeddiVh-bUoZn 
dUainage on boWh feeW WhaW ZeUe fiUVW noWiced b\ 
VWaff aboXW 5 da\V ago and Whe UeVidenW ZaV VenW 
Wo Whe hoVSiWal and diagnoVed ZiWh a Vkin 
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infecWion. ReVidenW #6, Zho ZaV diagnoVed ZiWh 
Vchi]oShUenia, had heU laVW VhoZeU aUoXnd Whe 
end of JXl\ 2024 dXe Wo Whe UeVidenW UefXVing 
SeUVonal caUe aVViVWance and UeVXlWing in Whe 
UeVidenW haYing bod\ odoU and SXWWing Whe 
UeVidenW aW conWinXed UiVk of Vkin infecWionV. The 
faciliW\'V failXUe ZaV deWUimenWal Wo Whe healWh, 
VafeW\, and ZelfaUe of Whe UeVidenWV and 
conVWiWXWeV a T\Se B ViolaWion.
____________________
The faciliW\ SUoYided a Slan of SUoWecWion in 
accoUdance ZiWh G.S. 131D-34 on 09/06/24 foU 
WhiV YiolaWion.

CORRECTION DATE FOR THE TYPE B 
VIOLATION SHALL NOT EXCEED OCTOBER 
21, 2024.

 D 273 10A NCAC 13F .0902(b) HealWh CaUe

10A NCAC 13F .0902 HealWh CaUe
(b)  The faciliW\ Vhall aVVXUe UefeUUal and folloZ-XS 
Wo meeW Whe UoXWine and acXWe healWh caUe needV 
of UeVidenWV.

ThiV RXle  iV noW meW aV eYidenced b\:

 D 273

TYPE B VIOLATION

BaVed on obVeUYaWionV, inWeUYieZV, and UecoUd 
UeYieZV, Whe faciliW\ failed Wo enVXUe healWh caUe 
cooUdinaWion and folloZ-XS foU 3 of 6 VamSled 
UeVidenWV (#1, #4, #6 ) inclXding Veeking caUe foU 
a UeVidenW ZiWh a hiVWoU\ of cellXliWiV Zho had 
bandageV on heU legV and feeW WhaW ZeUe Voiled 
ZiWh UeddiVh bUoZn dUainage (#6), noWif\ing Whe 
SUimaU\ caUe SUoYideU of a UeVidenW miVVing 
mXlWiSle medicaWionV on dial\ViV da\V (#4), and 
failing Wo cooUdinaWe a SodiaWU\ UefeUUal foU a 
UeVidenW ZiWh \elloZ, Whick, long WoenailV WhaW 
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needed WUimming (#1).  

The findingV aUe:

1. ReYieZ of ReVidenW #6'V cXUUenW FL-2 daWed 
06/05/24 UeYealed:
-DiagnoVeV inclXded l\mShedema, WUemoU, 
degeneUaWiYe diVeaVe of neUYe, bUad\caUdia, 
acXWe UeVSiUaWoU\ diVeaVe, h\SeUWenVion, anemia, 
and Vchi]oShUenia.
-The UeVidenW ZaV docXmenWed aV oUienWed.
-The UeVidenW ZaV docXmenWed aV 
Vemi-ambXlaWoU\ and XVed a UollaWoU ZalkeU.
-The UeVidenW ZaV docXmenWed aV needing 
aVViVWance ZiWh baWhing, feeding, and dUeVVing.
inconWinenW of bladdeU and boZel (aW WimeV).

ReYieZ of ReVidenW #6'V ReVidenW RegiVWeU 
UeYealed:
-The UeVidenW ZaV admiWWed Wo Whe faciliW\ on 
11/30/20 fUom anoWheU aVViVWed liYing faciliW\.
-The UeVidenW UeTXiUed aVViVWance b\ VWaff foU 
baWhing, haiU/gUooming, and VchedXling 
aSSoinWmenWV.
-The UeVidenW ZaV foUgeWfXl and needed 
UemindeUV. 
-The UeVidenW had a ZalkeU.

ReYieZ of ReVidenW #6'V cXUUenW aVVeVVmenW and 
caUe Slan daWed 04/03/24 UeYealed:
-The UeVidenW ZaV ambXlaWoU\ and XVed a UollaWoU 
ZalkeU.
-The UeVidenW had limiWed Uange of moWion in heU 
XSSeU e[WUemiWieV.
-The UeVidenW had VZollen legV.
-The UeVidenW had occaVional inconWinence of 
boZel and bladdeU.
-The UeVidenW ZaV VomeWimeV diVoUienWed, 
foUgeWfXl, and needed UemindeUV.
-The UeVidenW UeTXiUed limiWed aVViVWance b\ VWaff 
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Meredith Seals
Director re-trained staff on reporting change in conditions to physicians with all direct care staff. 

SIC will notify physician of change in condition within a reasonable amount of time, depending on the routine and acute (as soon as possible) health care needs of residents, as needed; any orders obtained will be implemented timely.

SCUC and/or designee will review new orders x 5 days per week to ensure each order is referred to and appropriate agency if indicated.

Director/Designee audited all orders once per week x4 weeks, then once per month ongoing to assure any orders needing to be referred to outside agencies or providers are completed.

Meredith Seals
10/21/2024
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ZiWh ambXlaWion and WUanVfeUUing.
-The UeVidenW UeTXiUed e[WenViYe aVViVWance b\ 
VWaff ZiWh eaWing, WoileWing, baWhing (VWaff aVViVW 
ZiWh enWiUe bod\), dUeVVing (VWaff aVViVW ZiWh 
VhoeV, VockV, bXWWonV, and ]iSSeUV), and 
gUooming (VWaff bUXVh haiU, WUim nailV, and VhaYe 
aV needed).
-The UeVidenW ZoXld UefXVe caUe VXch aV 
VhoZeUV.
-SomeWimeV Whe UeVidenW coXld be UediUecWed.

ReYieZ of ReVidenW #6'V SUimaU\ caUe SUoYideU 
(PCP) YiViW noWe daWed 05/02/24 UeYealed:
-The UeVidenW ZaV being Veen dXe Wo UeSoUWed foXl 
odoU Wo bilaWeUal loZeU e[WUemiWieV.
-The UeVidenW had a diagnoViV of Vchi]oShUenia 
and ofWen UefXVed baWhV and h\giene caUe.
-SWaff adYiVed Whe UeVidenW finall\ had a baWh and 
bilaWeUal e[WUemiWieV noWed Wo haYe ZoUVened.
-TheUe ZaV a conceUn foU decUeaVed Wo no 
ciUcXlaWion of bilaWeUal e[WUemiWieV.
-The PCP oUdeUed Whe UeVidenW go Wo Whe 
emeUgenc\ Uoom (ER) foU fXUWheU eYalXaWion.

ReYieZ of ReVidenW #6'V hoVSiWal diVchaUge 
VXmmaU\ daWed 05/07/24 UeYealed:
-The UeVidenW ZaV admiWWed Wo Whe hoVSiWal on 
05/02/24 and diVchaUged on 05/07/24.
-The UeVidenW'V diVchaUge diagnoVeV inclXded 
UighW fooW infecWion.
-The UeVidenW ZaV WUeaWed ZiWh anWibioWicV and 
diVchaUged ZiWh oUdeUV foU ZoXnd caUe and home 
healWh VeUYiceV.

ReYieZ of ReVidenW #6'V home healWh caUe noWe 
daWed 05/08/24 UeYealed Whe UeVidenW ZaV Veen 
foU ZoXnd caUe Wo bilaWeUal feeW.

ReYieZ of ReVidenW #6'V PCP YiViW noWe daWed 
07/18/24 UeYealed:

DiYiVion of HealWh SeUYice RegXlaWion
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-The UeVidenW ZaV Veen foU eYalXaWion of chUonic 
medical condiWionV.
-The UeVidenW did noW aSSeaU Wo haYe an\ Sain oU 
diVcomfoUW.
-The UeVidenW did noW Yoice an\ conceUnV aW Whe 
Wime of Whe YiViW.
-SWaff UeSoUWed Whe UeVidenW UefXVed h\giene caUe 
and baWhV.
-The UeVidenW had l\mShedema Wo bilaWeUal legV 
and feeW.
-SWaff UeSoUWed Whe ZoXnd on Whe UeVidenW'V UighW 
fooW had healed.
-The UeVidenW ZaV Wo conWinXe Wo be moniWoUed, 
and VWaff ZaV Wo noWif\ Whe SUoYideU of an\ 
changeV in condiWion.

ReYieZ of ReVidenW #6'V home healWh caUe noWe 
daWed 07/30/24 UeYealed:
-The UeVidenW ZaV Veen Woda\ foU diVchaUge fUom 
home healWh.
-The UeVidenW'V ZoXndV ZeUe healed.
-TheUe ZaV no docXmenWaWion Wo indicaWe if an\ 
dUeVVingV ZeUe aSSlied oU lefW on Whe UeVidenW'V 
legV/feeW.

ObVeUYaWion of ReVidenW #6 in Whe hallZa\ on 
09/05/24 aW 9:07am UeYealed:
-The UeVidenW ZaV indeSendenWl\ ambXlaWing 
doZn Whe hall XVing a UollaWoU ZalkeU.
-The UeVidenW ZaV Zalking YeU\ VloZl\, Waking YeU\ 
Vmall VWeSV.
-The UeVidenW had gaX]e dUeVVingV ZUaSSed in 
mXlWiSle la\eUV on boWh feeW.
-The gaX]e dUeVVingV ZeUe Voiled ZiWh UeddiVh 
bUoZn dUainage VeeSing WhUoXgh Wo Whe oXWVide of 
Whe dUeVVingV on Whe back of Whe lefW heel and on 
Whe inneU Wo medial aUea of Whe UighW fooW.
-The UeVidenW had a VWUong, SXngenW odoU.

ReYieZ of ReVidenW #6'V faciliW\ caUe noWeV 
DiYiVion of HealWh SeUYice RegXlaWion
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UeYealed:
-09/04/24 (no Wime): UeVidenW had UedneVV on fooW; 
noWified PCP; PCP ZoXld Vee UeVidenW aW ne[W YiViW 
and UefeU Wo home healWh.
-09/05/24 (no Wime): SeU PCP UeTXeVW, Whe 
UeVidenW ZaV being VenW oXW foU bilaWeUal feeW dXe 
Wo UefXVal of e[aminaWion.

Second obVeUYaWion of ReVidenW #6 in Whe hallZa\ 
on 09/05/24 aW 12:04Sm UeYealed:
-The UeVidenW ZaV indeSendenWl\ ambXlaWing 
doZn Whe hall XVing a UollaWoU ZalkeU.
-The UeVidenW ZaV Zalking YeU\ VloZl\, Waking YeU\ 
Vmall VWeSV.
-The UeVidenW ZaV Zalking ZiWh a limS.
-The UeVidenW ZaV VWill ZeaUing Whe Vame 
bandageV on boWh feeW aV Whe SUeYioXV da\, 
09/04/24.
-The bandageV ZeUe Voiled ZiWh UeddiVh bUoZn 
dUainage VeeSing WhUoXgh Wo Whe oXWVide of Whe 
bandage on Whe back of Whe lefW heel and on Whe 
inneU Wo medial aUea of Whe UighW fooW.
-The UeVidenW had on Whe Vame cloWhing, inclXding 
Whe Vame VockV and VhoeV aV Whe SUeYioXV da\, 
09/04/24.
-The UeVidenW had a VWUong, SXngenW odoU.

InWeUYieZ ZiWh ReVidenW #6 on 09/05/24 aW 
12:04Sm UeYealed:
-She WhoXghW a nXUVe had SXW Whe dUeVVingV on 
heU feeW a feZ ZeekV ago.
-The faciliW\ MAV did noW helS ZiWh Whe dUeVVingV.
-She coXld noW Ueach heU legV/feeW Wo ZUaS Whem 
heUVelf.
-HeU legV ZeUe leaking flXid Vome bXW "noW WhaW 
bad".
-HeU legV hXUW bXW moVWl\ heU UighW leg hXUW.
-HeU legV hXUW moUe Zhen Vhe Zalked
-She WhoXghW iW ZaV neUYe Sain.
-HeU legV VWaUWed hXUWing a feZ da\V ago.
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-The Sain in heU legV and feeW caXVed heU Wo Zalk 
VloZeU.

InWeUYieZ ZiWh a medicaWion aide (MA) on 
09/05/24 aW 11:54am UeYealed:
-She VaZ gaX]e dUeVVingV on ReVidenW #6'V feeW 
\eVWeUda\, 09/04/24.
-She UeSoUWed Whe dUeVVingV Wo Whe AdminiVWUaWoU, 
Zho ZaV going Wo Wake caUe of iW.
-She VaZ dUied, Ued VWainV on Whe dUeVVingV on 
Whe UeVidenW'V feeW.
-The UeVidenW XVXall\ denied Vhe ZaV in Sain.
-She coXld Well Whe UeVidenW ZaV in Sain becaXVe 
Whe UeVidenW ZaV Zalking VloZeU Whan noUmal.
-PUioU Wo \eVWeUda\, Vhe had noW noWiced Whe 
dUeVVingV on Whe UeVidenW'V feeW, Vo Vhe did noW 
knoZ hoZ long Whe dUeVVingV had been WheUe.
-She had noW SXW an\ dUeVVingV on Whe UeVidenW'V 
feeW.
-The UeVidenW had lefW oYeU home healWh ZoXnd 
VXSSlieV in heU Uoom.
-She did noW Whink Whe UeVidenW ZaV Sh\Vicall\ able 
Wo Ueach doZn and SXW Whe bandageV on heUVelf.

InWeUYieZV ZiWh a SeUVonal caUe aide (PCA) on 
09/05/24 aW 2:45Sm and 09/06/24 aW 1:47Sm 
UeYealed:
-She obVeUYed Whe gaX]e dUeVVingV on ReVidenW 
#6'V feeW aboXW 5 da\V ago.
-She did noW noWice an\ dUainage oU Voiling on Whe 
gaX]e dUeVVingV aW WhaW Wime.
-The dUeVVing aW Whe WoS SaUW of Whe UeVidenW'V feeW 
looked ZeW becaXVe Whe UeVidenW ZoXld geW heU 
feeW ZeW Zhen Vhe meVVed ZiWh Whe ZaWeU in Whe 
VhoZeU.
-The UeVidenW onl\ Vmiled Zhen Vhe aVked Whe 
UeVidenW aboXW Whe dUeVVingV on heU feeW.
-She coXld noW UemembeU if Vhe UeSoUWed Whe 
UeVidenW'V gaX]e dUeVVingV Wo an\one Zhen Vhe 
fiUVW VaZ Whem aboXW 5 da\V ago.
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-She Wold Whe UeVidenW Vhe needed Wo Wake Whe 
dUeVVingV off heU feeW bXW Whe UeVidenW did noW Wake 
Whem off.
-The UeVidenW ZoXld noW comSlain of Sain, bXW Vhe 
coXld Well Whe UeVidenW ZaV in Sain becaXVe 
\eVWeUda\, 09/05/24, Whe UeVidenW Zalked Ueall\ 
VloZ and VWoSSed a loW.
-The PCAV ZeUe VXSSoVed Wo noWif\ Whe MA if 
WheUe ZaV a change in a UeVidenW'V condiWion.

ReYieZ of ReVidenW #6'V PCP YiViW noWe daWed 
09/05/24 UeYealed:
-The UeVidenW ZaV Veen SeU VWaff UeTXeVW.
-The UeVidenW ZaV iniWiall\ Veen Wo oUdeU a home 
healWh conVXlW dXe Wo SoVVible ZoXnd infecWion 
and dUeVVing changeV.
-TheUe ZaV an aWWemSW Wo e[amine Whe UeVidenW, 
hoZeYeU, Whe UeVidenW UefXVed.
-The UeVidenW had a hiVWoU\ of UefXVing dUeVVing 
changeV, home healWh ZoXnd caUe, and VhoZeUV 
UelaWed Wo diagnoViV of Vchi]oShUenia.
-The UeVidenW had bilaWeUal loZeU e[WUemiWieV 
ZUaSSed in VaWXUaWed and Voiled dUeVVing.
-DXe Wo Whe naWXUe of Whe UeVidenW'V SUeYioXV 
ZoXndV and Whe facW WhaW Whe dUeVVingV on heU 
feeW ZeUe comSleWel\ Voiled and VaWXUaWed, Whe 
PCP ZaV Vending Whe UeVidenW Wo Whe ER foU 
fXUWheU eYalXaWion and WUeaWmenW.
-The UeVidenW denied an\ Sain and UefXVed Wo 
alloZ Whe PCP Wo comSleWe Whe e[aminaWion.

ReYieZ of ReVidenW #6'V ER YiViW noWeV daWed 
09/05/24 UeYealed:
-The UeVidenW ZaV Veen foU conceUn foU loZeU leg 
infecWion.
-The UeVidenW ZaV Veen foU flXid UeWenWion and 
VZelling of heU legV and bacWeUial infecWion of Whe 
Vkin, knoZn aV cellXliWiV.
-The UeVidenW ZaV hoVSiWali]ed foU cellXliWiV/UighW 
fooW infecWion in Ma\ 2024.
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-The UeVidenW VWaWed Vhe had chUonic leg VZelling 
and Sain.
-The ER SUoYideU did noW Vee conflXenW eU\Whema 
(UedneVV) oU SXUXlenW (conWaining SXV) diVchaUge 
fUom heU ZoXndV.
-The UeVidenW had noWabl\ VZollen and Whickened 
Vkin Wo bilaWeUal loZeU e[WUemiWieV ZiWh chUonic Vkin 
oYeUgUoZWh and SooU h\giene. 
-The UeVidenW had VignificanW chUonic changeV of 
heU loZeU e[WUemiW\, and Vhe ZaV encoXUaged Wo 
folloZ-XS ZiWh ZoXnd caUe.
-DXe Wo heU incUeaVed Sain, Whe ER SUoYideU 
SUeVcUibed an anWibioWic foU SoVVible cellXliWiV.
-The UeVidenW ZaV SUeVcUibed an anWibioWic foU 
infecWion and WheUe ZaV a UefeUUal foU ZoXnd caUe.

ReYieZ of ReVidenW #6'V faciliW\ caUe noWeV 
UeYealed:
-09/05/24 aW 11:19Sm: UeVidenW UeWXUned fUom 
hoVSiWal; UeVidenW had neZ oUdeU foU an anWibioWic 
WhaW ZoXld be VenW Wo Whe back XS ShaUmac\.
-09/06/24 (8:45am): oUdeUV ZeUe giYen Wo 
WUanVSoUWeU Wo VchedXle aSSoinWmenW foU ZoXnd 
caUe.
-09/06/24 (8:56 am/Sm noW VSecified): oUdeUV foU 
home healWh ZeUe Vcanned Wo Whe home healWh 
SUoYideU.

InWeUYieZ ZiWh Whe SSecial CaUe CooUdinaWoU 
(SCC) on 09/05/24 aW 5:48Sm UeYealed:
-One of Whe medicaWion aideV (MAV) UeSoUWed Wo 
Whe AdminiVWUaWoU \eVWeUda\, 09/04/24, WhaW 
ReVidenW #6 had dUeVVingV on heU feeW.
-She called Whe PCP \eVWeUda\, 09/04/24, and Whe 
PCP ZanWed Wo Vee Whe UeVidenW Woda\, 09/05/24, 
dXUing heU YiViW Wo Whe faciliW\.
-The PCAV VhoXld UeSoUW an\ UeVidenW Vkin 
conceUnV Wo heU.
-No one had UeSoUWed an\ conceUnV aboXW 
ReVidenW #6'V feeW XnWil \eVWeUda\, 09/04/24.
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TeleShone inWeUYieZ ZiWh Whe E[ecXWiYe DiUecWoU 
(ED) on 09/06/24 aW 3:27Sm UeYealed:
-ReVidenW #6 XVXall\ had on VockV and Vhe had 
noW noWiced Whe gaX]e dUeVVing ZUaSSed on Whe 
UeVidenW'V feeW.
-None of Whe faciliW\ VWaff had UeSoUWed Whe gaX]e 
dUeVVing ZUaSSed on ReVidenW #6'V feeW.
-She ZaV made aZaUe of Whe gaX]e dUeVVing on 
Whe UeVidenW'V feeW b\ VXUYe\oUV on 09/04/24.
-The PCAV VhoXld noWif\ Whe MA SXSeUYiVoU, Whe 
SCC, oU heUVelf Zhen WheUe ZaV a change in a 
UeVidenW'V condiWion.

InWeUYieZ ZiWh Whe AdminiVWUaWoU on 09/05/24 aW 
6:24Sm UeYealed:
-She did noW knoZ Zho SXW Whe gaX]e dUeVVingV 
on ReVidenW #6'V feeW oU hoZ long Whe\ had been 
WheUe.
-The MAV coXld do clean dUeVVing changeV, 
XVXall\ Wo Vkin WeaUV.
-If a UeVidenW had a ZoXnd, VWaff ZoXld noWif\ Whe 
SUoYideU and geW oUdeU foU home healWh.

Second inWeUYieZ ZiWh Whe AdminiVWUaWoU on 
09/05/24 aW 7:29Sm UeYealed:
-She had jXVW VSoken on Whe WeleShone ZiWh Whe 
chaUge nXUVe aW Whe hoVSiWal ER UegaUding 
ReVidenW #6.
-The nXUVe UeSoUWed Whe UeVidenW had cellXliWiV in 
boWh legV and Whe\ ZeUe VWaUWing Whe UeVidenW on 
Vome anWibioWicV.
-The UeVidenW ZoXld UeWXUn Wo Whe faciliW\ WonighW, 
09/05/24.

InWeUYieZ ZiWh ReVidenW #6'V PCP on 09/05/24 aW 
10:16am UeYealed:
-When Vhe VaZ Whe UeVidenW on 05/02/24, Whe 
UeVidenW'V UighW fooW had an odoU, bXW Whe UeVidenW 
UefXVed Wo leW Whe PCP look aW heU feeW, Vo Whe 
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UeVidenW ZaV VenW Wo Whe hoVSiWal.
-ReVidenW #6 ZaV in Whe hoVSiWal fUom 05/02/24 - 
05/07/24 foU a fooW infecWion.
-The faciliW\ VWaff VenW a meVVage Wo heU 
\eVWeUda\, 09/04/24, aVking if Vhe coXld Vee Whe 
UeVidenW Woda\, 09/05/24.
-ReVidenW #6 ZaV noW diabeWic bXW Vhe had a 
hiVWoU\ of fooW/leg infecWionV.
-The faciliW\ VWaff VhoXld haYe noWified heU VooneU, 
Zhen Whe\ fiUVW VaZ Whe gaX]e dUeVVingV on Whe 
UeVidenW'V feeW.
-She ZoXld SUobabl\ haYe Whe UeVidenW VenW oXW Wo 
Whe hoVSiWal ER Woda\, 09/05/24, foU fXUWheU 
eYalXaWion afWeU Vhe e[amined Whe UeVidenW 
heUVelf.

TeleShone inWeUYieZ ZiWh ReVidenW #6'V PCP on 
09/06/24 aW 12:18Sm UeYealed:
-ReVidenW #6 had a hiVWoU\ of cellXliWiV.
-She ZaV noW aZaUe Whe UeVidenW had UeWXUned Wo 
Whe faciliW\ fUom Whe hoVSiWal on 09/05/24 and ZaV 
being WUeaWed ZiWh anWibioWicV foU an infecWion.

AWWemSWed WeleShone inWeUYieZ ZiWh ReVidenW #6'V 
foUmeU home healWh nXUVe on 09/06/24 aW 
11:03am ZaV XnVXcceVVfXl.

2. ReYieZ of ReVidenW #1'V cXUUenW FL-2 daWed 
02/20/24 UeYealed:
-DiagnoVeV inclXded demenWia, deSUeVVion, 
SoVW-WUaXmaWic VWUeVV diVoUdeU, ceUYical VWenoViV 
VWaWXV SoVW decomSUeVVion and fXVion, 
noUmoc\Wic anemia, bilaWeUal knee oVWeoaUWhUiWiV, 
h\SeUWenVion, and chUonic obVWUXcWiYe SXlmonaU\ 
diVeaVe.
-The UeVidenW ZaV docXmenWed aV conVWanWl\ 
diVoUienWed.
-The UeVidenW ZaV docXmenWed aV 
non-ambXlaWoU\.
-The UeVidenW ZaV docXmenWed aV inconWinenW of 
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boZel and bladdeU.
-The UeVidenW UeTXiUed aVViVWance ZiWh baWhing 
and dUeVVing.

ReYieZ of ReVidenW #1'V ReVidenW RegiVWeU 
UeYealed:
-The UeVidenW ZaV admiWWed Wo Whe faciliW\ on 
02/20/24 fUom a YeWeUan'V hoVSiWal.
-The UeVidenW UeTXiUed aVViVWance b\ VWaff foU 
dUeVVing, baWhing, nail caUe, ambXlaWion, geWWing 
in/oXW of bed, WoileWing, SoViWioning/WXUning, 
VchedXling aSSoinWmenWV, and oUienWaWion Wo Wime 
and Slace.
-The UeVidenW had VignificanW memoU\ loVV and 
mXVW be diUecWed.
-The UeVidenW had a ZheelchaiU.

ReYieZ of ReVidenW #1'V cXUUenW aVVeVVmenW and 
caUe Slan daWed 03/18/24 UeYealed:
-The UeVidenW ZaV non-ambXlaWoU\, XVed a 
ZheelchaiU, and had a ho\eU lifW foU aVViVWance.
-The UeVidenW had limiWed Uange of moWion in hiV 
XSSeU e[WUemiWieV.
-The UeVidenW had dail\ inconWinence of boZel and 
bladdeU.
-The UeVidenW ZaV VomeWimeV diVoUienWed, 
foUgeWfXl, and needed UemindeUV.
-The UeVidenW ZoXld VomeWimeV holleU oXW loXdl\ 
Zhen he ZaV being aVViVWed b\ VWaff and VWaWe he 
ZaV hXUWing in hiV legV.
-The UeVidenW UeTXiUed limiWed aVViVWance b\ VWaff 
ZiWh eaWing, ambXlaWion, and WUanVfeUUing.
-The UeVidenW UeTXiUed e[WenViYe aVViVWance b\ 
VWaff ZiWh WoileWing, baWhing (VWaff ZaVh enWiUe 
bod\), dUeVVing, and gUooming (VWaff ZaVh haiU, 
WUim nailV, and VhaYe aV needed).

ObVeUYaWion of ReVidenW #1 in hiV Uoom on 
09/04/24 aW 9:52am UeYealed:
-The UeVidenW'V gUeaW Woenail on hiV UighW fooW ZaV 
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\elloZiVh bUoZn, Whick, and aboXW ò - ô inch long.
-The UeVidenW'V Vecond and WhiUd WoenailV on hiV 
UighW fooW ZeUe \elloZ, Whick, and aboXW ò inch 
long.
-The UeVidenW'V foXUWh and fifWh WoenailV on hiV lefW 
fooW ZeUe \elloZ, Whick, and aboXW ò inch long.
-TheUe ZaV a dime-Vi]ed Vcab on WoS of hiV lefW 
fooW.
-The UeVidenW had dU\, Seeling Vkin hanging 
beWZeen Whe WoeV of each fooW.
-The UeVidenW had dU\, Seeling Vkin on Whe heel of 
boWh of hiV feeW.

ReYieZ of ReVidenW #1'V SUimaU\ caUe SUoYideU 
(PCP) YiViW noWe daWed 07/18/24 UeYealed Whe PCP 
oUdeUed a UefeUUal foU oXWSaWienW SodiaWU\ nail caUe.

ReYieZ of ReVidenW #1'V SUoYideU YiViWV noWeV 
UeYealed no docXmenWaWion Whe UeVidenW had been 
Veen b\ a SodiaWUiVW aV oUdeUed on 07/18/24.

ReYieZ of ReVidenW #1'V faciliW\ SUogUeVV noWeV 
UeYealed no docXmenWaWion UegaUding Whe SodiaWU\ 
UefeUUal oUdeUed on 07/18/24.

InWeUYieZV ZiWh ReVidenW #1 on 09/04/24 aW 
9:52am and 09/05/24 aW 4:03Sm UeYealed:
-No one cXW oU WUimmed hiV WoenailV.
-He had noW Veen a SodiaWUiVW, bXW he needed fooW 
caUe.
-He denied Sain oU diVcomfoUW in hiV WoeV oU feeW.

InWeUYieZ ZiWh Whe SSecial CaUe CooUdinaWoU 
(SCC) on 09/05/24 aW 5:19Sm UeYealed:
-She ZaV noW VXUe, bXW Vhe WhoXghW Whe\ ZeUe 
ZaiWing foU SUioU aSSUoYal foU a SodiaWU\ YiViW foU 
ReVidenW #1 WhUoXgh hiV YeWeUan'V SUoYideU.
-She ZaV noW VXUe hoZ Whe YeWeUan'V SUoYideU 
VeUYiceV ZoUked, and Whe faciliW\'V WUanVSoUWeU 
XVXall\ handled UefeUUalV.
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-The faciliW\'V WUanVSoUWeU ZoXld be UeVSonVible foU 
foUZaUding Whe UefeUUal Wo Whe SUoYideU and VeWWing 
XS Whe aSSoinWmenW.
-She checked behind Whe WUanVSoUWeU 
"SeUiodicall\".
-The faciliW\'V neZl\ conWUacWed SodiaWU\ SUoYideU 
came Wo Whe faciliW\ a coXSle of ZeekV ago bXW Whe 
UeVidenW ZaV noW in Whe V\VWem Wo be Veen foU 
Vome UeaVon.
-She coXld noW locaWe an\ docXmenWaWion 
UegaUding aWWemSWV Wo geW a SodiaWU\ UefeUUal foU 
ReVidenW #1.

TeleShone inWeUYieZ ZiWh Whe faciliW\'V WUanVSoUWeU 
on 09/05/24 aW 5:27Sm UeYealed:
-She had fa[ed ReVidenW #1'V SodiaWU\ UefeUUal Wo 
an oXWVide SodiaWU\ SUoYideU (coXld noW Uecall 
daWe).
-She ZaV ZaiWing foU Whe UeVidenW'V YeWeUan'V 
SUoYideU Wo aSSUoYe oU aXWhoUi]e an oXWVide 
SodiaWU\ YiViW.
-She VomeWimeV Wook Whe UeVidenW Wo a YeWeUan'V 
SUoYideU foU SUimaU\ caUe.
-She ZaV noW VXUe if Whe YeWeUan'V SUoYideU had an 
in-hoXVe SodiaWUiVW Whe UeVidenW coXld Vee and Vhe 
had noW WhoXghW Wo check on WhaW.

TeleShone inWeUYieZ ZiWh ReVidenW #1'V famil\ 
membeU on 09/06/24 aW 3:59Sm UeYealed:
-She WhoXghW Whe faciliW\ had a SodiaWUiVW Zho 
ZoXld Wake caUe of Whe UeVidenW'V WoenailV.
-The UeVidenW'V WoenailV ZeUe long, Whick, and in 
need of caUe.

InWeUYieZ ZiWh ReVidenW #1'V faciliW\ PCP on 
09/05/24 aW 10:08am UeYealed:
-She oUdeUed Whe SodiaWU\ UefeUUal on 07/18/24 foU 
Whe UeVidenW becaXVe hiV WoenailV ZeUe long and 
needed SodiaWU\ caUe.
-She ZaV noW made aZaUe b\ faciliW\ VWaff WhaW Whe 
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UeVidenW had noW Veen a SodiaWUiVW \eW.
-If Whe faciliW\'V in-hoXVe SodiaWU\ SUoYideU ZaV 
Xnable Wo Vee Whe UeVidenW, Whe faciliW\ needed Wo 
find an oXWVide SodiaWU\ SUoYideU Wo Vee Whe 
UeVidenW.

2. ReYieZ of ReVidenW #4'V cXUUenW FL2 daWed 
12/21/23 UeYealed diagnoVeV inclXded coloVWom\ 
UeYeUVal, diYeUWicXliWiV, dial\ViV, end VWage Uenal 
failXUe.

a. ReYieZ of ReVidenW #4'V SUimaU\ caUe 
SUoYideU'V oUdeU daWed 05/02/24 UeYealed WheUe 
ZaV an oUdeU foU EliTXiV 5mg one WableW WZice a 
da\ (EliTXiV iV XVed Wo SUeYenW VWUokeV and blood 
cloWV).

ReYieZ of ReVidenW #4'V JXl\ 2024 elecWUonic 
medicaWion adminiVWUaWion UecoUd (eMAR) 
UeYealed:
-TheUe ZaV an enWU\ foU EliTXiV 5mg Wake one 
WableW WZice a da\ VchedXled aW 8:00am and 
8:00Sm.
-On 07/02/24, 07/05/24, 07/09/24, 07/11/24, 
07/13/24, 07/15/24, 07/17/24, 07/18/24, 07/22/24, 
07/24/24, 07/26/24, 07/29/24, and 07/31/24 aW 
8:00am WheUe ZeUe iniWialV ciUcled on Whe eMAR 
ZiWh docXmenWaWion "oXW of Whe faciliW\".

ReYieZ of ReVidenW #4'V AXgXVW 2024 eMAR 
UeYealed:
-TheUe ZaV an enWU\ foU EliTXiV 5mg Wake one 
WableW WZice a da\ VchedXled aW 8:00am and 
8:00Sm.
-On 08/02/24, 08/06/24, 08/07/24, 08/09/24, 
08/12/24, 08/14/24, 08/19/24, 08/20/24, 08/21/24, 
08/22/24, 08/23/24, 08/25/24, 08/28/24, 08/29/24, 
08/30/24 aW 8:00am, WheUe ZeUe iniWialV ciUcled on 
Whe eMAR ZiWh docXmenWaWion "oXW of Whe faciliW\".
-On 08/05/24, WheUe ZeUe iniWialV ciUcled on Whe 
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eMAR ZiWh docXmenWaWion "off Wo dial\ViV".

ReYieZ of ReVidenW #4'V SeSWembeU 2024 eMAR 
UeYealed:
-TheUe ZaV an enWU\ foU EliTXiV 5mg Wake one 
WableW WZice a da\ VchedXled aW 8:00am and 
8:00Sm.
-On 09/02/24 and 09/04/24, WheUe ZeUe iniWialV 
ciUcled on Whe eMAR ZiWh docXmenWaWion "oXW of 
Whe faciliW\".

b. ReYieZ of ReVidenW #4'V SUimaU\ caUe 
SUoYideU'V oUdeU daWed 05/02/24 UeYealed WheUe 
ZaV an oUdeU foU MidodUine 10mg one WableW WhUee 
WimeV a da\, hold foU V\VWolic blood SUeVVXUe 
gUeaWeU Whan 120.

ReYieZ of ReVidenW #4'V JXl\ 2024 elecWUonic 
medicaWion adminiVWUaWion UecoUd (eMAR) 
UeYealed: 
-TheUe ZaV an enWU\ foU MidodUine 10mg one 
WableW WhUee WimeV a da\, hold foU V\VWolic blood 
SUeVVXUe gUeaWeU Whan 120 VchedXled aW 8:00am, 
2:00Sm, and 8:00Sm.
-On 07/02/24, 07/05/24, 07/09/24, 07/11/24, 
07/13/24, 07/15/24, 07/17/24, 07/18/24, 07/22/24, 
07/24/24, 07/26/24, 07/29/24, and 07/31/24 aW 
8:00am WheUe ZeUe iniWialV ciUcled on Whe eMAR 
ZiWh docXmenWaWion "oXW of Whe faciliW\".

ReYieZ of ReVidenW #4'V AXgXVW 2024 eMAR 
UeYealed:
-TheUe ZaV an enWU\ foU MidodUine 10mg one 
WableW WhUee WimeV a da\, hold foU V\VWolic blood 
SUeVVXUe gUeaWeU Whan 120.
-On 08/02/24, 08/06/24, 08/07/24, 08/09/24, 
08/12/24, 08/14/24, 08/19/24, 08/20/24, 08/21/24, 
08/22/24, 08/23/24, 08/25/24, 08/28/24, 08/29/24, 
08/30/24 aW 8:00am, WheUe ZeUe iniWialV ciUcled on 
Whe eMAR ZiWh docXmenWaWion "oXW of Whe faciliW\".
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-On 08/05/24, WheUe ZeUe iniWialV ciUcled on Whe 
eMAR ZiWh docXmenWaWion "off Wo dial\ViV".

ReYieZ of ReVidenW #4'V SeSWembeU 2024 eMAR 
UeYealed:
-TheUe ZaV an enWU\ foU MidodUine 10mg one 
WableW WhUee WimeV a da\, hold foU V\VWolic blood 
SUeVVXUe gUeaWeU Whan 120.
-On 09/02/24 and 09/04/24, WheUe ZeUe iniWialV 
ciUcled on Whe eMAR ZiWh docXmenWaWion "oXW of 
Whe faciliW\".

c. ReYieZ of ReVidenW #4'V Sh\Vician'V oUdeU 
daWed 05/31/24 UeYealed WheUe ZaV an oUdeU foU 
RenYela 800mg Wake WZo WableWV WhUee WimeV dail\ 
ZiWh mealV (RenYela iV a medicaWion XVed Wo helS 
conWUol ShoVShoUXV leYelV in Whe blood).

ReYieZ of ReVidenW #4'V JXl\ 2024 elecWUonic 
medicaWion adminiVWUaWion UecoUd (eMAR) 
UeYealed: 
-TheUe ZaV an enWU\ foU RenYela 800mg WZo 
WableWV WhUee WimeV dail\ ZiWh mealV VchedXled aW 
8:00am, 12:00Sm, and 5:00Sm.
 -On 07/02/24, 07/05/24, 07/09/24, 07/11/24 aW 
8:00am WheUe ZeUe iniWialV ciUcled on Whe eMAR 
ZiWh docXmenWaWion "oXW of Whe faciliW\".

ReYieZ of ReVidenW #4'V Sh\Vician'V oUdeU daWed 
07/11/24 UeYealed WheUe ZaV an oUdeU foU RenYela 
800mg Wake WhUee WableWV WhUee WimeV dail\ ZiWh 
mealV.

ReYieZ of ReVidenW #4'V JXl\ 2024 eMAR 
UeYealed:
-TheUe ZaV an enWU\ foU RenYela 800mg WZo 
WableWV WhUee WimeV dail\ ZiWh mealV VchedXled aW 
8:00am, 12:00Sm, and 5:00Sm beginning 
07/12/24.
-On 07/13/24, 07/15/24, 07/17/24, 07/18/24, 
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07/22/24, 07/24/24, 07/26/24, 07/29/24, and 
07/31/24 aW 8:00am WheUe ZeUe iniWialV ciUcled on 
Whe eMAR ZiWh docXmenWaWion "oXW of Whe faciliW\".

ReYieZ of ReVidenW #4'V AXgXVW 2024 eMAR 
UeYealed:
-TheUe ZaV an enWU\ foU RenYela 800mg WZo 
WableWV WhUee WimeV dail\ ZiWh mealV VchedXled aW 
8:00am, 12:00Sm, and 5:00Sm.
-On 08/02/24, 08/06/24, 08/07/24, 08/09/24, 
08/12/24, 08/14/24, 08/19/24, 08/20/24, 08/21/24, 
08/22/24, 08/23/24, 08/25/24, 08/28/24, 08/29/24, 
08/30/24 aW 8:00am, WheUe ZeUe iniWialV ciUcled on 
Whe eMAR ZiWh docXmenWaWion "oXW of Whe faciliW\".
-On 08/05/24, WheUe ZeUe iniWialV ciUcled on Whe 
eMAR ZiWh docXmenWaWion "off Wo dial\ViV".

ReYieZ of ReVidenW #4'V SeSWembeU 2024 eMAR 
UeYealed:
-TheUe ZaV an enWU\ foU RenYela 800mg WZo 
WableWV WhUee WimeV dail\ ZiWh mealV VchedXled aW 
8:00am, 12:00Sm, and 5:00Sm
-On 09/02/24 and 09/04/24, WheUe ZeUe iniWialV 
ciUcled on Whe eMAR ZiWh docXmenWaWion "oXW of 
Whe faciliW\".

d. ReYieZ of ReVidenW #4'V SUimaU\ caUe 
SUoYideU'V oUdeU daWed 05/02/24 UeYealed WheUe 
ZaV an oUdeU foU OmeSUa]ole 40mg Wake one 
caSVXle WZice a da\ (OmeSUa]ole iV XVed Wo WUeaW 
heaUWbXUn and acid UeflX[).
ReYieZ of ReVidenW #4'V JXl\ 2024 elecWUonic 
medicaWion adminiVWUaWion UecoUd (eMAR) 
UeYealed:
-TheUe ZaV an enWU\ foU OmeSUa]ole 40mg 
VchedXled foU 8:00am and 8:00Sm.
-On 07/02/24, 07/05/24, 07/09/24, 07/11/24, 
07/13/24, 07/15/24, 07/17/24, 07/18/24, 07/22/24, 
07/24/24, 07/26/24, 07/29/24, and 07/31/24 aW 
8:00am WheUe ZeUe iniWialV ciUcled on Whe eMAR 
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ZiWh docXmenWaWion "oXW of Whe faciliW\".

ReYieZ of ReVidenW #4'V AXgXVW 2024 eMAR 
UeYealed:
-TheUe ZaV an enWU\ foU OmeSUa]ole 40mg 
VchedXled foU 8:00am and 8:00Sm.
-On 08/02/24, 08/06/24, 08/07/24, 08/09/24, 
08/12/24, 08/14/24, 08/19/24, 08/20/24, 08/21/24, 
08/22/24, 08/23/24, 08/25/24, 08/28/24, 08/29/24, 
08/30/24 aW 8:00am, WheUe ZeUe iniWialV ciUcled on 
Whe eMAR ZiWh docXmenWaWion "oXW of Whe faciliW\".
-On 08/05/24, WheUe ZeUe iniWialV ciUcled on Whe 
eMAR ZiWh docXmenWaWion "off Wo dial\ViV".

ReYieZ of ReVidenW #4'V SeSWembeU 2024 eMAR 
UeYealed:
-TheUe ZaV an enWU\ foU OmeSUa]ole 40mg 
VchedXled foU 8:00am and 8:00Sm.
-On 09/02/24 and 09/04/24, WheUe ZeUe iniWialV 
ciUcled on Whe eMAR ZiWh docXmenWaWion "oXW of 
Whe faciliW\".

e. ReYieZ of ReVidenW #4'V SUimaU\ caUe 
SUoYideU'V oUdeU daWed 05/02/24 UeYealed WheUe 
ZaV an oUdeU foU EnWeUic CoaWed (EC) AVSiUin 
81mg one WableW dail\ (EnWeUic CoaWed AVSiUin 
81mg iV XVed foU SUeYenWion of heaUW aWWackV and 
VWUokeV).

ReYieZ of ReVidenW #4'V JXl\ 2024 elecWUonic 
medicaWion adminiVWUaWion UecoUd (eMAR) 
UeYealed:
-TheUe ZaV an enWU\ foU EC AVSiUin 81mg Wake 
one WableW dail\ VchedXled aW 8:00am.
-On 07/02/24, 07/05/24, 07/09/24, 07/11/24, 
07/13/24, 07/15/24, 07/17/24, 07/18/24, 07/22/24, 
07/24/24, 07/26/24, 07/29/24, and 07/31/24 aW 
8:00am WheUe ZeUe iniWialV ciUcled on Whe eMAR 
ZiWh docXmenWaWion "oXW of Whe faciliW\".
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ReYieZ of ReVidenW #4'V AXgXVW 2024 eMAR 
UeYealed:
-TheUe ZaV an enWU\ foU EC AVSiUin 81mg Wake 
one WableW dail\ VchedXled aW 8:00am.
-On 08/02/24, 08/06/24, 08/07/24, 08/09/24, 
08/12/24, 08/14/24, 08/19/24, 08/20/24, 08/21/24, 
08/22/24, 08/23/24, 08/25/24, 08/28/24, 08/29/24, 
08/30/24 aW 8:00am, WheUe ZeUe iniWialV ciUcled on 
Whe eMAR ZiWh docXmenWaWion "oXW of Whe faciliW\".
-On 08/05/24, WheUe ZeUe iniWialV ciUcled on Whe 
eMAR ZiWh docXmenWaWion "off Wo dial\ViV".

ReYieZ of ReVidenW #4'V SeSWembeU 2024 eMAR 
UeYealed:
-TheUe ZaV an enWU\ foU EC AVSiUin 81mg Wake 
one WableW dail\ VchedXled aW 8:00am.
-On 09/02/24 and 09/04/24, WheUe ZeUe iniWialV 
ciUcled on Whe eMAR ZiWh docXmenWaWion "oXW of 
Whe faciliW\".

f. ReYieZ of ReVidenW #4'V SUimaU\ caUe SUoYideU'V 
oUdeU daWed 05/02/24 UeYealed WheUe ZaV an oUdeU 
foU DocXVaWe SodiXm 100mg Wake one caSVXle 
WZice a da\ (DocXVaWe SodiXm iV XVed Wo WUeaW oU 
SUeYenW conVWiSaWion).

ReYieZ of ReVidenW #4'V JXl\ 2024 elecWUonic 
medicaWion adminiVWUaWion UecoUd (eMAR) 
UeYealed:
-TheUe ZaV an enWU\ foU DocXVaWe SodiXm 100mg 
Wake one caSVXle WZice a da\ VchedXled aW 
8:00am and 8:00Sm.
-On 07/02/24, 07/05/24, 07/09/24, 07/11/24, 
07/13/24, 07/15/24, 07/17/24, 07/18/24, 07/22/24, 
07/24/24, 07/26/24, 07/29/24, and 07/31/24 aW 
8:00am WheUe ZeUe iniWialV ciUcled on Whe eMAR 
ZiWh docXmenWaWion "oXW of Whe faciliW\".

ReYieZ of ReVidenW #4'V AXgXVW 2024 eMAR 
UeYealed:
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-TheUe ZaV an enWU\ foU DocXVaWe SodiXm 100mg 
Wake one caSVXle WZice a da\ VchedXled aW 
8:00am and 8:00Sm.
-On 08/02/24, 08/06/24, 08/07/24, 08/09/24, 
08/12/24, 08/14/24, 08/19/24, 08/20/24, 08/21/24, 
08/22/24, 08/23/24, 08/25/24, 08/28/24, 08/29/24, 
08/30/24 aW 8:00am, WheUe ZeUe iniWialV ciUcled on 
Whe eMAR ZiWh docXmenWaWion "oXW of Whe faciliW\".
-On 08/05/24 aW 8:00am, WheUe ZeUe iniWialV ciUcled 
on Whe eMAR ZiWh docXmenWaWion "off Wo dial\ViV".

ReYieZ of ReVidenW #4'V SeSWembeU 2024 eMAR 
UeYealed:
-TheUe ZaV an enWU\ foU DocXVaWe SodiXm 100mg 
Wake one caSVXle WZice a da\ VchedXled aW 
8:00am and 8:00Sm.
-On 09/02/24 and 09/04/24 aW 8:00am, WheUe ZeUe 
iniWialV ciUcled on Whe eMAR ZiWh docXmenWaWion 
"oXW of Whe faciliW\".

InWeUYieZ ZiWh ReVidenW #4 on 09/04/24 aW 1:18Sm 
UeYealed:
-He XVed Wo go Wo dial\ViV on TXeVda\, ThXUVda\, 
and SaWXUda\ each Zeek.
-He had UecenWl\ VZiWched hiV dial\ViV VchedXle Wo 
Monda\, WedneVda\, and FUida\ each Zeek.
-SomeWimeV hiV dial\ViV VchedXle YaUied Zhen 
WheUe ZaV a holida\ oU dXUing Whe WUanViWion of 
VZiWching dial\ViV VchedXled da\V.
-The ciW\'V SXblic WUanVSoUWaWion V\VWem offeUed 
WUanVSoUWaWion Wo dial\ViV clinicV, and he XWili]ed 
WhiV VeUYice.
-The bXV XVXall\ aUUiYed aUoXnd 5:30am Wo Wake 
him Wo Whe dial\ViV clinic.
-He did noW Wake an\ medicaWionV befoUe he lefW 
Whe faciliW\ on Whe da\V he ZenW Wo dial\ViV.
-He SUobabl\ miVVed Vome doVeV of hiV 
medicaWion becaXVe he ZaV noW heUe on Whe 
moUningV he ZenW Wo dial\ViV.
-He XVXall\ UeWXUned Wo Whe faciliW\ aUoXnd 
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12:00Sm on Whe da\V he had dial\ViV.
-He Wook Vome medicaWionV on Whe da\V he 
UeWXUned fUom dial\ViV, bXW he did noW knoZ Whe 
nameV of Whe medicaWionV.

InWeUYieZ ZiWh a medicaWion aide (MA) on 
09/05/24 aW 10:50am UeYealed:
-She XVXall\ ZoUked 7:00am-3:00Sm.
-ReVidenW #4 had alUead\ lefW foU dial\ViV moVW 
da\V Zhen Vhe aUUiYed foU heU VhifW.
-ReVidenW #4 did noW Wake hiV 8:00am medicaWionV 
on Whe da\V he had dial\ViV becaXVe he ZaV noW 
aW Whe faciliW\.
-She docXmenWed on Whe elecWUonic medicaWion 
adminiVWUaWion UecoUd (eMAR) Zhen ReVidenW #4 
ZaV oXW of Whe faciliW\.
-IniWialV ciUcled on Whe eMAR indicaWed Whe 
medicaWionV ZeUe noW adminiVWeUed.
-She had noW noWified ReVidenW #4'V SUimaU\ caUe 
SUoYideU (PCP) WhaW he had noW been Waking hiV 
medicaWionV VchedXled foU 8:00am on Whe da\V he 
ZenW Wo dial\ViV.
-MAV VhoXld noWif\ Whe ReVidenW CaUe CooUdinaWoU 
(RCC) if a UeVidenW did noW Wake medicaWionV foU 
mXlWiSle da\V.
-The SSecial CaUe CooUdinaWoU (SCC) ZaV 
cXUUenWl\ acWing aV Whe RCC foU Whe faciliW\.
-The PCP VhoXld be noWified if medicaWionV aUe 
noW adminiVWeUed Wo a UeVidenW foU mXlWiSle da\V.

InWeUYieZ ZiWh Whe SCC on 09/05/24 aW 11:44am 
UeYealed:
-She ZaV hiUed aV Whe SCC in JXne 2023.
-TheUe ZaV noW cXUUenWl\ a RCC aW Whe faciliW\, Vo 
Vhe aVViVWed ZiWh Vome of WhoVe dXWieV.
-She ZaV aZaUe ReVidenW #4 ZenW Wo dial\ViV 3 
WimeV SeU Zeek.
-ReVidenW #4 XVXall\ lefW Whe faciliW\ eaUl\ in Whe 
moUning, bXW Vhe ZaV XnVXUe ZhaW Wime.
-She ZaV XnVXUe ZhaW medicaWionV ReVidenW #4 
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ZaV cXUUenWl\ Waking.
-She ZaV noW aZaUe ReVidenW #4 ZaV noW geWWing 
hiV 8:00am medicaWionV on Whe da\V he ZenW Wo 
dial\ViV.
-ReVidenW #4 VhoXld geW hiV medicaWionV dail\ 
Vince Whe medicaWionV ZeUe oUdeUed b\ hiV PCP.
-ReVidenW #4'V PCP VhoXld haYe been noWified if 
he did noW UeceiYe hiV medicaWionV.
-She WUied Wo check Whe eMARV each monWh bXW 
WheUe ZaV no VSecific VchedXle Wo check Whe 
UeVidenWV' eMARV.

InWeUYieZ ZiWh Whe E[ecXWiYe DiUecWoU (ED) on 
09/05/24 aW 3:33Sm UeYealed:
-ReVidenW #4 XVXall\ lefW Whe faciliW\ foU dial\ViV 
aUoXnd 5:30am WhUee da\V SeU Zeek.
-She ZaV noW aZaUe ReVidenW #4 ZaV noW geWWing 
hiV 8:00am medicaWionV on Whe da\V he ZenW Wo 
dial\ViV.
-The faciliW\ VhoXld haYe checked ZiWh ReVidenW 
#4'V PCP Wo Vee if Whe WimeV Whe medicaWionV ZeUe 
VchedXled coXld be changed.
-TheUe ZaV a conceUn foU ReVidenW #4 noW Waking 
hiV medicaWionV becaXVe he ZaV on medicineV foU 
blood SUeVVXUe and Wo SUeYenW blood cloWV.
-ReVidenW #4 ZaV aW UiVk foU blood SUeVVXUe 
iVVXeV and blood cloWV if he did noW Wake hiV 
medicaWionV aV oUdeUed b\ Whe PCP.

InWeUYieZ ZiWh Whe AdminiVWUaWoU on 09/05/24 aW 
5:08Sm UeYealed:
-MedicaWion aideV (MA) ZeUe UeVSonVible foU 
enVXUing UeVidenWV UeceiYed WheiU medicaWionV aV 
oUdeUed b\ WheiU PCP.
-If a UeVidenW ZaV conViVWenWl\ oXW of Whe faciliW\ 
dXUing Whe medicaWion SaVV, Whe MAV VhoXld 
infoUm Whe UeVidenW'V PCP.
-ReVidenW #4'V PCP VhoXld haYe been noWified foU 
fXUWheU diUecWionV UegaUding ZheWheU hiV 
medicaWionV VhoXld be giYen aW a diffeUenW Wime oU 
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held on Whe da\V he ZenW Wo dial\ViV.
-IW ZaV imSoUWanW foU ReVidenW #4 Wo UeceiYe hiV 
medicaWionV aV oUdeUed b\ hiV PCP.

InWeUYieZ ZiWh a ShaUmaciVW aW Whe faciliW\'V 
conWUacWed ShaUmac\ on 09/04/24 aW 4:55Sm 
UeYealed Whe Wime on ReVidenW #4'V medicaWionV 
VhoXld be changed Vo he coXld Wake Whe 
medicaWionV aV oUdeUed b\ hiV PCP.

InWeUYieZ ZiWh ReVidenW #4'V PCP on 09/05/24 aW 
9:49am UeYealed:
-She ZaV noW aZaUe ReVidenW #4 ZaV noW 
UeceiYing hiV moUning medicaWionV on Whe da\V he 
ZenW Wo dial\ViV.
-The faciliW\ VhoXld infoUm heU Zhen UeVidenWV do 
noW UeceiYe WheiU medicaWionV aV oUdeUed. 
-The WimeV of Whe medicaWionV coXld be changed 
Vo WhaW ReVidenW #4 ZoXld geW Whe medicaWionV aV 
oUdeUed.
-An\ medicaWionV WhaW aUe oUdeUed VhoXld be 
giYen accoUding Wo Whe oUdeU.
______________________
The faciliW\ failed Wo enVXUe healWh caUe UefeUUal 
and folloZ-XS foU 3 VamSled UeVidenWV.  ReVidenW 
#6 had a hiVWoU\ of fooW infecWion UeTXiUing a 
hoVSiWali]aWion and anWibioWic WUeaWmenW and VWaff 
failed Wo immediaWel\ noWif\ Whe UeVidenW'V SUimaU\ 
caUe SUoYideU (PCP) Zhen gaX]e dUeVVingV Voiled 
ZiWh dUainage ZeUe fiUVW obVeUYed b\ VWaff 
ZUaSSed aUoXnd Whe UeVidenW'V feeW aboXW 5 da\V 
ago.  ReVidenW #6 ZaV VenW Wo Whe hoVSiWal 
emeUgenc\ Uoom and diagnoVed ZiWh an infecWion 
again and UeTXiUed anWibioWicV foU WUeaWmenW. The 
faciliW\'V failXUe ZaV deWUimenWal Wo Whe healWh, 
VafeW\, and ZelfaUe of Whe UeVidenWV and 
conVWiWXWeV a T\Se B ViolaWion.
____________________
The faciliW\ SUoYided a Slan of SUoWecWion in 
accoUdance ZiWh G.S. 131D-34 on 09/06/24 foU 
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WhiV YiolaWion.

CORRECTION DATE FOR THE TYPE B 
VIOLATION SHALL NOT EXCEED OCTOBER 
21, 2024.

 D 276 10A NCAC 13F .0902(c)(3-4) HealWh CaUe

10A NCAC 13F .0902 HealWh CaUe
(c) The faciliW\ Vhall aVVXUe docXmenWaWion of Whe 
folloZing in Whe UeVidenW'V UecoUd:
(3) ZUiWWen SUocedXUeV, WUeaWmenWV oU oUdeUV fUom 
a Sh\Vician oU oWheU licenVed healWh SUofeVVional; 
and 
(4) imSlemenWaWion of SUocedXUeV, WUeaWmenWV oU 
oUdeUV VSecified in SXbSaUagUaSh (c)(3) of WhiV 
RXle.

ThiV RXle  iV noW meW aV eYidenced b\:

 D 276

BaVed on inWeUYieZV and UecoUd UeYieZV, Whe 
faciliW\ failed Wo enVXUe docXmenWaWion and 
imSlemenWaWion foU 1 of 5 VamSled UeVidenWV (#1) 
inclXding oUdeUV foU blood SUeVVXUe checkV and 
ZeighWV. 

The findingV aUe:

ReYieZ of ReVidenW #1'V cXUUenW FL-2 daWed 
02/20/24 UeYealed diagnoVeV inclXded demenWia, 
deSUeVVion, SoVW-WUaXmaWic VWUeVV diVoUdeU, 
ceUYical VWenoViV VWaWXV SoVW decomSUeVVion and 
fXVion, noUmoc\Wic anemia, bilaWeUal knee 
oVWeoaUWhUiWiV, h\SeUWenVion, and chUonic 
obVWUXcWiYe SXlmonaU\ diVeaVe.

ReYieZ of ReVidenW #1'V SUimaU\ caUe SUoYideU 
(PCP) oUdeU daWed 07/25/24 UeYealed an oUdeU foU 
Zeekl\ blood SUeVVXUeV and ZeighWV.
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ReYieZ of ReVidenW #1'V JXl\ 2024 elecWUonic 
medicaWion adminiVWUaWion UecoUd (eMAR) 
UeYealed:
-TheUe ZaV an enWU\ foU blood SUeVVXUe and 
ZeighW check Zeekl\.
-The blood SUeVVXUe and ZeighW checkV ZeUe 
VchedXled Wo be done on Whe eYening VhifW.
-TheUe ZeUe no blood SUeVVXUeV oU ZeighWV foU 
WhiV enWU\ docXmenWed fUom 07/01/24 - 07/31/24.

ReYieZ of ReVidenW #1'V AXgXVW 2024 eMAR 
UeYealed:
-TheUe ZaV an enWU\ foU blood SUeVVXUe and 
ZeighW check Zeekl\.
-The blood SUeVVXUe and ZeighW checkV ZeUe 
VchedXled Wo be done on Whe eYening VhifW.
-TheUe ZeUe no blood SUeVVXUeV oU ZeighWV foU 
WhiV enWU\ docXmenWed fUom 08/01/24 - 08/30/24.

ReYieZ of ReVidenW #1'V SeSWembeU 2024 eMAR 
daWed 09/01/24 - 09/04/24 UeYealed:
-TheUe ZaV an enWU\ foU blood SUeVVXUe and 
ZeighW check Zeekl\.
-The blood SUeVVXUe and ZeighW checkV ZeUe 
VchedXled Wo be done on Whe eYening VhifW.
-TheUe ZeUe no blood SUeVVXUeV oU ZeighWV foU 
WhiV enWU\ docXmenWed fUom 09/01/24 - 09/04/24.

ReYieZ of ReVidenW #1'V 2024 monWhl\ YiWal VignV 
UecoUd UeYealed:
-The UeVidenW'V blood SUeVVXUe ZaV 128/75 in JXl\ 
2024 and 130/87 in AXgXVW 2024.
-The UeVidenW'V ZeighW ZaV 191 SoXndV in JXl\ 
2024 and 190 SoXndV in AXgXVW 2024.
-TheUe ZeUe no UecoUdingV docXmenWed foU 
SeSWembeU 2024.

InWeUYieZ ZiWh ReVidenW #1 on 09/05/24 aW 4:03Sm 
UeYealed:
-He WhoXghW Whe faciliW\ VWaff checked hiV blood 
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SUeVVXUe and ZeighW aboXW 2 da\V ago.
-ThaW ZaV Whe fiUVW Wime he Uecalled hiV blood 
SUeVVXUe and ZeighW being checked aW Whe faciliW\, 
bXW he ZaV noW VXUe.

InWeUYieZ ZiWh a medicaWion aide (MA) on 
09/05/24 aW 1:06Sm UeYealed:
-He VomeWimeV ZoUked on eYening VhifW.
-He did noW Uecall an enWU\ Wo check ReVidenW #1'V 
blood SUeVVXUe oU ZeighWV Zeekl\ coming XS on 
Whe eMAR VcUeen.
-If Whe enWU\ did noW come XS on Whe eMAR 
VcUeen, Whe MAV ZoXld noW knoZ Wo check Whe 
UeVidenW'V blood SUeVVXUe oU ZeighWV Zeekl\.

TeleShone inWeUYieZ ZiWh Whe faciliW\'V conWUacWed 
ShaUmac\ SUoYideU on 09/05/24 aW 4:34Sm 
UeYealed:
-The ShaUmac\ enWeUed medicaWion oUdeUV inWo 
Whe eMAR V\VWem and Whe faciliW\ VWaff had Wo 
aSSUoYe Whe medicaWion oUdeUV.
-The faciliW\ VWaff ZoXld be UeVSonVible foU 
enWeUing non-medicaWion oUdeUV, VXch aV YiWal 
VignV and ZeighWV, inWo Whe eMAR V\VWem.

InWeUYieZ ZiWh Whe SSecial CaUe CooUdinaWoU 
(SCC) on 09/05/24 aW 5:19Sm UeYealed:
-She XVXall\ enWeUed non-medicaWion oUdeUV inWo 
Whe eMAR V\VWem.
-She ZaV noW VXUe Zh\ ReVidenW #1'V blood 
SUeVVXUe and ZeighWV ZeUe noW being done 
Zeekl\.
-She WUied Wo check Whe eMARV SeUiodicall\ eYeU\ 
da\ bXW Vhe did noW check all UeVidenWV' eMAR 
eYeU\ da\.

InWeUYieZ ZiWh Whe E[ecXWiYe DiUecWoU (ED) on 
09/05/24 aW 6:00Sm UeYealed:
-ReVidenW #1'V blood SUeVVXUe and ZeighW VhoXld 
be checked Zeekl\ aV oUdeUed.
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-The ReVidenW CaUe CooUdinaWoU (RCC) and SCC 
ZeUe UeVSonVible foU checking Whe MARV eYeU\ 
monWh Wo make VXUe oUdeUV ZeUe being 
imSlemenWed.

InWeUYieZ ZiWh Whe AdminiVWUaWoU on 09/05/24 aW 
2:32Sm UeYealed:
-She ZaV noW VXUe Zh\ Whe Zeekl\ ZeighWV and 
blood SUeVVXUe checkV ZeUe noW being comSleWed 
and docXmenWed in Whe eMAR V\VWem.
-ReVidenW #1'V ZeighWV and blood SUeVVXUe 
checkV VhoXld be done Zeekl\ aV oUdeUed.

TeleShone inWeUYieZ ZiWh ReVidenW #1'V PCP on 
09/06/24 aW 12:18Sm UeYealed:
-When Vhe fiUVW VWaUWed Veeing ReVidenW #1, Whe 
UeVidenW'V blood SUeVVXUe ZaV high.
-She needed Wo knoZ Whe UeVidenW'V blood 
SUeVVXUe Vo Vhe coXld deWeUmine if hiV blood 
SUeVVXUe ZaV in noUmal limiWV oU if Vhe needed Wo 
change Whe doVage of hiV blood SUeVVXUe 
medicaWionV.
-The UeVidenW'V ZeighW had been VWable Wo heU 
knoZledge.

 D 317 10A NCAC 13F .0905 (d) AcWiYiWieV PUogUam

10A NCAC 13F .0905 AcWiYiWieV PUogUam
(d)  TheUe Vhall be aW leaVW 14 hoXUV of a YaUieW\ 
of Slanned gUoXS acWiYiWieV SeU Zeek WhaW inclXde 
acWiYiWieV WhaW SUomoWe Vociali]aWion, Sh\Vical 
inWeUacWion, gUoXS accomSliVhmenW, cUeaWiYe 
e[SUeVVion, incUeaVed knoZledge, and leaUning of 
neZ VkillV.

ThiV RXle  iV noW meW aV eYidenced b\:

 D 317

BaVed on obVeUYaWionV, UecoUd UeYieZV and 
inWeUYieZV, Whe faciliW\ failed Wo SUoYide 14 hoXUV of 
Slanned gUoXS acWiYiWieV SeU Zeek foU acWiYe 
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inYolYemenW of UeVidenWV.

The findingV aUe:

InWeUYieZ ZiWh a UeVidenW on 09/04/24 aW 9:20am 
UeYealed:
-She liYed in aVViVWed liYing (AL).
-TheUe ZaV noW man\ acWiYiWieV being offeUed in 
Whe faciliW\.
-TheUe ZaV a WheUaS\ dog on Monda\V and bingo 
offeUed on ThXUVda\V.
-She ZoXld like Wo be offeUed moUe acWiYiWieV.

InWeUYieZ ZiWh a Vecond UeVidenW on 09/04/24 aW 
9:30am UeYealed:
-She liYed on Whe AL.
-TheUe ZaV a WheUaS\ dog on Monda\V and a 
chXUch gUoXS came in and Sla\ed bingo on 
ThXUVda\V.
-She ZoXld like Wo be offeUed moUe acWiYiWieV.

ObVeUYaWion of Whe faciliW\ on 09/04/24 aW 9:53am 
UeYealed:
-The AXgXVW acWiYiWieV calendaU ZaV SoVWed on Whe 
aVViVWed liYing Vide of Whe faciliW\.
-TheUe ZaV no SeSWembeU acWiYiWieV calendaU 
SoVWed on Whe aVViVWed liYing Vide of Whe faciliW\.
-The AXgXVW and SeSWembeU calendaUV ZeUe 
SoVWed in Whe VSecial caUe XniW (SCU).

ReYieZ of Whe faciliW\'V acWiYiW\ calendaU on 
09/04/24 aW 1:45Sm UeYealed:
-The SeSWembeU acWiYiWieV calendaU ZaV SoVWed 
on Whe AL Vide of Whe commXniW\.
-Bible VWXd\ ZaV VchedXled on Whe acWiYiWieV 
calendaU fUom 1:00Sm Wo 2:00Sm.
-An oXWing Wo WalmaUW ZaV VchedXled fUom 
3:00Sm Wo 4:00Sm.
-ObVeUYaWion of Whe faciliW\ beWZeen 1:00Sm and 
1:30Sm UeYealed WheUe ZaV no bible VWXd\ 
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Meredith Seals
Activities Coordinator developed scheduled activities of a variety of planned group activities per week that include activities that promote socialization, physical interaction, group accomplishment, creative expression, increased knowledge and learning of new skills.

Director/designee will ensure that there are at least 14 hours of activates each week.

QI department/Compliance director will conduct audits of facility at least quarterly to ensure a variety of planned group activities per week that include activities that promote socialization, physical interaction, group accomplishment, creative expression increased knowledge and learning of new skills.

Meredith Seals
10/21/2024
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obVeUYed.
-ObVeUYaWion of Whe faciliW\ beWZeen 3:00Sm and 
4:00Sm UeYealed WheUe ZaV no WalmaUW oXWing 
obVeUYed.

ReYieZ of Whe faciliW\'V acWiYiW\ calendaU on 
09/05/24 UeYealed, dail\ chUonicleV ZaV 
VchedXled fUom 9:00am Wo 10:00am.
-ObVeUYaWion of Whe faciliW\ aW 9:20am UeYealed 
WheUe ZaV no dail\ chUonicleV obVeUYed.

InWeUYieZ ZiWh a medicaWion aide (MA) on 
09/05/24 aW 10:30am UeYealed:
-The faciliW\ did noW haYe an acWiYiW\ cooUdinaWoU.
-The faciliW\ haV noW been offeUing an\ acWiYiWieV Wo 
UeVidenWV.
-A chXUch gUoXS came Wo Whe faciliW\ eYeU\ 
ThXUVda\ and did bingo ZiWh Whe UeVidenWV.
-TheUe ZaV a WheUaS\ dog WhaW ZaV bUoXghW Wo Whe 
faciliW\ on Monda\V.
-ThoVe ZeUe Whe onl\ WZo acWiYiWieV WhaW ZeUe 
done conViVWenWl\.

InWeUYieZ ZiWh a SeUVonal caUe aide (PCA) on 
09/05/24 aW 3:20Sm UeYealed:
-She ZoUked on Whe VSecial caUe XniW.
-The PCAV ZoXld do an e[eUciVe acWiYiW\ and 
liVWen Wo mXVic ZiWh UeVidenWV.
-The faciliW\ did noW offeU 14 hoXUV of acWiYiWieV 
each Zeek Wo UeVidenWV in Whe VSecial caUe XniW.

InWeUYieZ ZiWh Whe E[ecXWiYe DiUecWoU (ED) on 
09/05/24 aW 3:30Sm UeYealed:
-FoXUWeen hoXUV of acWiYiWieV SeU Zeek ZeUe noW 
being done foU UeVidenWV.
-The faciliW\ did noW haYe an acWiYiW\ cooUdinaWoU.
-A chXUch gUoXS came Wo Whe faciliW\ eYeU\ 
ThXUVda\ and did bingo ZiWh Whe UeVidenWV.
-TheUe ZaV a WheUaS\ dog WhaW ZaV bUoXghW Wo Whe 
faciliW\ on Monda\V.
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InWeUYieZ ZiWh Whe AdminiVWUaWoU on 09/05/24 aW 
4:20Sm UeYealed:
-The faciliW\ did noW haYe an acWiYiW\ cooUdinaWoU.
-She e[SecWed a minimXm of 14 hoXUV of 
acWiYiWieV Wo be offeUed Wo UeVidenWV each Zeek.
-TheUe ZeUe commXniW\ SaUWneUV WhaW offeUed 
bingo and a WheUaS\ dog in Whe faciliW\ Zeekl\.
-She ZaV noW VXUe Zh\ acWiYiWieV had noW been 
done conViVWenWl\.

 D 358 10A NCAC 13F .1004(a) MedicaWion 
AdminiVWUaWion

10A NCAC 13F .1004 MedicaWion AdminiVWUaWion
(a)  An adXlW caUe home Vhall aVVXUe WhaW Whe 
SUeSaUaWion and adminiVWUaWion of medicaWionV, 
SUeVcUiSWion and non-SUeVcUiSWion, and WUeaWmenWV 
b\ VWaff aUe in accoUdance ZiWh:
(1)  oUdeUV b\ a licenVed SUeVcUibing SUacWiWioneU 
Zhich aUe mainWained in Whe UeVidenW'V UecoUd; and
(2)  UXleV in WhiV SecWion and Whe faciliW\'V SolicieV 
and SUocedXUeV.

ThiV RXle  iV noW meW aV eYidenced b\:

 D 358

BaVed on obVeUYaWionV, inWeUYieZV, and UecoUd 
UeYieZV, Whe faciliW\ failed Wo enVXUe medicaWionV 
ZeUe adminiVWeUed aV oUdeUed foU 2 of 5 UeVidenWV 
(#1, #4) VamSled inclXding eUUoUV ZiWh an 
anWibioWic foU infecWion (#1), an inhaleU XVed Wo 
WUeaW chUonic obVWUXcWiYe SXlmonaU\ diVeaVe (#1), 
and a medicaWion XVed Wo WUeaW loZ blood 
SUeVVXUe (#4).         

The findingV aUe:

1.ReYieZ of ReVidenW #1'V cXUUenW FL-2 daWed 
02/20/24 UeYealed diagnoVeV inclXded demenWia, 
deSUeVVion, SoVW-WUaXmaWic VWUeVV diVoUdeU, 
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ceUYical VWenoViV VWaWXV SoVW decomSUeVVion and 
fXVion, noUmoc\Wic anemia, bilaWeUal knee 
oVWeoaUWhUiWiV, h\SeUWenVion, and chUonic 
obVWUXcWiYe SXlmonaU\ diVeaVe.

a. ReYieZ of ReVidenW #1'V SUimaU\ caUe SUoYideU 
(PCP) oUdeU daWed 08/08/24 UeYealed an oUdeU foU 
Kefle[ 500mg 1 caSVXle 3 WimeV a da\ foU 10 
da\V foU ZoXnd on WoS of lefW fooW.  (Kefle[ iV an 
anWibioWic XVed Wo WUeaW infecWionV.)

ReYieZ of ReVidenW #1'V AXgXVW 2024 elecWUonic 
medicaWion adminiVWUaWion UecoUd (eMAR) 
UeYealed:
-TheUe ZaV an enWU\ foU Kefle[ 500mg Wake 1 
caSVXle 3 WimeV a da\ foU 10 da\V VchedXled foU 
8:00am, 2:00Sm, and 8:00Sm.
-Kefle[ ZaV docXmenWed aV noW adminiVWeUed 
fUom 8:00am on 08/09/24 WhUoXgh 2:00Sm on 
08/11/24 and 8:00am and 2:00Sm on 08/12/24 
dXe Wo Whe medicaWion being XnaYailable.
-TheUe ZeUe 20 doVeV of Kefle[ docXmenWed aV 
adminiVWeUed fUom 08/11/24 - 08/18/24.
-TheUe ZeUe no doVeV docXmenWed aV 
adminiVWeUed afWeU 8:00Sm on 08/18/24.
-Onl\ 20 of 30 doVeV ZeUe docXmenWed aV 
adminiVWeUed.

ObVeUYaWion of ReVidenW #1'V medicaWionV on 
hand on 09/05/24 aW 1:06Sm UeYealed WheUe ZaV 
no Kefle[ aYailable foU adminiVWUaWion.

ObVeUYaWion of ReVidenW #1 in hiV Uoom on 
09/04/24 aW 9:52am UeYealed:
-TheUe ZaV a dime-Vi]ed Vcab on WoS of hiV lefW 
fooW.
-TheUe ZaV no oSen aUea on Whe UeVidenW'V feeW.

InWeUYieZ ZiWh ReVidenW #1 on 09/05/24 aW 4:03Sm 
UeYealed he coXld noW Uecall all medicaWionV he 
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Meredith Seals
Director/Designee retrained Med Aides on medication administration and medications errors

SCUC/Designee audited MARs to ensure they match all current orders.

SCUC will assure that all physicians orders are added to MARs upon receipt of new order.

SCUC/Designee will conduct cart audits once per week x 4 weeks, then once per month ongoing to assure staff are giving medications per physicians' orders.

Director will audit orders monthly to ensure that MARs match current orders.

Meredith Seals
10/21/2024
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UeceiYed, and he did noW knoZ if he UeceiYed an\ 
Kefle[.

InWeUYieZ ZiWh a medicaWion aide (MA) on 
09/05/24 aW 1:06Sm UeYealed:
-He ZaV noW VXUe Zh\ WheUe ZaV a dela\ in 
VWaUWing ReVidenW #1'V Kefle[.
-The UeVidenW had finiVhed Waking Whe Kefle[ and 
WheUe ZaV none cXUUenWl\ on hand.

TeleShone inWeUYieZ ZiWh Whe QXaliW\ AVVXUance 
SSecialiVW aW Whe faciliW\'V conWUacWed ShaUmac\ on 
09/05/24 aW 4:34Sm UeYealed:
-The ShaUmac\ UeceiYed ReVidenW #1'V Kefle[ 
oUdeU on 08/08/24 bXW onl\ SXW iW on SUofile 
becaXVe Whe\ did noW XVXall\ diVSenVe Whe 
UeVidenW'V medicaWionV.
-The UeVidenW'V UecoUd ZaV flagged WhaW hiV 
medicaWion XVXall\ came fUom a YeWeUan'V 
ShaUmac\.
-The faciliW\ had Wo UeTXeVW and aSSUoYe 
medicaWionV foU Whe UeVidenW befoUe Whe ShaUmac\ 
coXld Vend Whem.
-The faciliW\ did noW UeTXeVW oU aSSUoYe foU Whe 
ShaUmac\ Wo Vend Whe UeVidenW'V Kefle[ XnWil 
08/12/24.
-The ShaUmac\ diVSenVed and VenW Kefle[ Wo Whe 
faciliW\ on 08/12/24.

InWeUYieZ ZiWh Whe SSecial CaUe CooUdinaWoU 
(SCC) on 09/05/24 aW 5:19Sm UeYealed:
-She diVcoYeUed Zhile UeYieZing oUdeUV WhaW 
ReVidenW #1'V Kefle[ oUdeU daWed 08/08/24 ZaV 
noW in Whe faciliW\.
-She called Whe faciliW\'V conWUacWed ShaUmac\ and 
Whe\ Vaid iW had been SUofiled onl\ and Whe\ did 
noW knoZ Whe\ needed Wo Vend Whe Kefle[ Vince 
Whe UeVidenW medicaWionV XVXall\ came fUom a 
YeWeUan'V ShaUmac\.
-The MAV VhoXld haYe noWified Whe faciliW\'V 
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conWUacWed ShaUmac\ Wo diVSenVe Whe Kefle[ 
Zhen Whe oUdeU ZaV VenW Wo Whe ShaUmac\ on 
08/08/24.
-She did noW knoZ if Whe UeVidenW UeceiYed Whe fXll 
10-da\ doVage of Kefle[.

InWeUYieZ ZiWh Whe AdminiVWUaWoU on 09/05/24 aW 
6:00Sm UeYealed:
-AnWibioWicV VhoXld be VWaUWed aV Voon aV 
SoVVible, XVXall\ ZiWhin 24 hoXUV of Whe oUdeU 
XnleVV Whe oUdeU had "VWaW", When iW VhoXld be 
VWaUWed immediaWel\.
-The UeVidenW VhoXld haYe been adminiVWeUed Whe 
anWibioWic foU 10 da\V.

InWeUYieZ ZiWh ReVidenW #1'V PCP on 09/05/24 aW 
10:08am UeYealed:
-The Kefle[ ZaV oUdeUed foU a fooW ZoXnd.
-She ZaV noW VXUe Zh\ WheUe ZaV a dela\ in 
VWaUWing Whe anWibioWic, bXW Whe MAV VhoXld haYe 
adjXVWed Whe daWeV once Whe doVageV ZeUe 
VWaUWed Wo make VXUe Kefle[ ZaV adminiVWeUed foU 
Whe fXll 10-da\ coXUVe.
-The UeVidenW'V fooW ZoXnd had healed Wo heU 
knoZledge.

b. ReYieZ of ReVidenW #1 Sh\Vician'V oUdeU daWed 
05/16/24 UeYealed an oUdeU foU AdYaiU DiVkXV 
250/50mcg inhale 1 SXff eYeU\ 12 hoXUV foU 
chUonic obVWUXcWiYe SXlmonaU\ diVeaVe.  (AdYaiU 
DiVkXV iV XVed Wo WUeaW chUonic obVWUXcWiYe lXng 
diVeaVe. AccoUding Wo Whe manXfacWXUeU, Whe 
e[SiUaWion daWe foU AdYaiU DiVkXV iV 30 da\V afWeU 
oSening Whe foil SoXch oU Zhen Whe doVe coXnWeU 
UeadV 0, ZhicheYeU comeV fiUVW.)

ReYieZ of ReVidenW #1'V JXl\ 2024 elecWUonic 
medicaWion adminiVWUaWion UecoUd (eMAR) 
UeYealed:
-TheUe ZaV an enWU\ foU AdYaiU DiVkXV 250/50mcg 
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adminiVWeU 1 inhalaWion WZice dail\, UinVe moXWh 
afWeU XVe VchedXled foU 8:00am and 8:00Sm.
-AdYaiU DiVkXV ZaV docXmenWed aV adminiVWeUed 
WZice dail\ fUom 07/01/24 - 07/31/24.

ReYieZ of ReVidenW #1'V AXgXVW 2024 eMAR 
UeYealed:
-TheUe ZaV an enWU\ foU AdYaiU DiVkXV 250/50mcg 
adminiVWeU 1 inhalaWion WZice dail\, UinVe moXWh 
afWeU XVe VchedXled foU 8:00am and 8:00Sm.
-AdYaiU DiVkXV ZaV docXmenWed aV adminiVWeUed 
WZice dail\ fUom 08/01/24 - 08/31/24.

ReYieZ of ReVidenW #1'V SeSWembeU 2024 eMAR 
UeYealed:
-TheUe ZaV an enWU\ foU AdYaiU DiVkXV 250/50mcg 
adminiVWeU 1 inhalaWion WZice dail\, UinVe moXWh 
afWeU XVe VchedXled foU 8:00am and 8:00Sm.
-AdYaiU DiVkXV ZaV docXmenWed aV adminiVWeUed 
WZice dail\ fUom 09/01/24 - 09/04/24 (8:00am).

ObVeUYaWion of ReVidenW #1'V medicaWionV on 
hand on 09/05/24 aW 1:06Sm UeYealed:
-TheUe ZaV an AdYaiU 250/50mcg inhaleU ZiWh a 
handZUiWWen oSen daWe of 07/12/24 and a 
handZUiWWen e[SiUaWion daWe of 08/12/24.
-TheUe ZaV a Vecond AdYaiU 250/50mcg inhaleU in 
Whe UeVidenW'V back XS VXSSl\ of medicaWion WhaW 
had noW been oSened.

InWeUYieZ ZiWh ReVidenW #1 on 09/05/24 aW 4:03Sm 
UeYealed:
-He UeceiYed an inhaleU, bXW he coXld noW Uecall 
Zhich one.
-He denied an\ cXUUenW bUeaWhing SUoblemV.

InWeUYieZ ZiWh a medicaWion aide (MA) on 
09/05/24 aW 1:06Sm UeYealed:
-He had noW noWiced ReVidenW #1'V AdYaiU DiVkXV 
inhaleU in Whe medicaWion caUW ZaV e[SiUed.
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-He had adminiVWeUed Whe e[SiUed AdYaiU DiVkXV 
inhaleU Wo Whe UeVidenW ZiWhoXW checking Whe 
e[SiUaWion daWe.
-The UeVidenW had a neZ AdYaiU DiVkXV inhaleU in 
Whe back XS VXSSl\ aW Whe faciliW\.

InWeUYieZ ZiWh Whe SSecial CaUe CooUdinaWoU 
(SCC) on 09/05/24 aW 5:19Sm UeYealed:
-The MAV ZeUe WUained Wo ZUiWe Whe oSen daWe on 
inhaleUV and diVcaUd Whem Zhen Whe\ e[SiUed.
-The MAV VhoXld noW haYe adminiVWeUed Whe 
e[SiUed AdYaiU DiVkXV inhaleU Wo ReVidenW #1.
-She had noW obVeUYed ReVidenW #1 haYing an\ 
iVVXeV ZiWh VhoUWneVV of bUeaWh.

InWeUYieZ ZiWh Whe AdminiVWUaWoU on 0905/24 aW 
6:00Sm UeYealed:
-The MAV VhoXld check Whe e[SiUaWion daWe on 
medicaWionV, inclXding inhaleUV, SUioU Wo 
adminiVWeUing medicaWionV.
-The MAV VhoXld oUdeU a neZ inhaleU ZiWhin 7 Wo 
10 da\V SUioU Wo an inhaleU e[SiUing.
-The MAV VhoXld noW adminiVWeU an e[SiUed 
inhaleU Wo a UeVidenW.

TeleShone inWeUYieZ ZiWh ReVidenW #1'V SUimaU\ 
caUe SUoYideU (PCP) on 09/06/24 aW 12:18Sm 
UeYealed:
-The MAV needed Wo check Whe e[SiUaWion daWe 
SUioU Wo adminiVWeUing Whe AdYaiU inhaleU Wo 
ReVidenW #1.
-She ZaV noW aZaUe of an\ adYeUVe effecWV Wo Whe 
UeVidenW becaXVe of UeceiYing Whe e[SiUed inhaleU 
bXW Whe MAV needed make VXUe iW did noW haSSen 
again.

2. ReYieZ of ReVidenW #4'V cXUUenW FL-2 daWed 
12/21/23 UeYealed diagnoVeV inclXded coloVWom\ 
UeYeUVal, diYeUWicXliWiV, dial\ViV, and end VWage 
Uenal failXUe.
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ReYieZ of ReVidenW #4'V Sh\Vician'V oUdeUV daWed 
05/02/24 UeYealed WheUe ZaV an oUdeU foU 
MidodUine10mg one WableW WhUee WimeV dail\, hold 
if V\VWolic blood SUeVVXUe (S\VWolic blood SUeVVXUe 
iV Whe fiUVW nXmbeU of a blood SUeVVXUe Ueading) iV 
gUeaWeU Whan 120 (MidodUine iV a medicaWion XVed 
Wo WUeaW loZ blood SUeVVXUe).

ReYieZ of ReVidenW #4'V JXl\ 2024 elecWUonic 
medicaWion adminiVWUaWion UecoUd (eMAR) 
UeYealed:
-TheUe ZaV an enWU\ foU MidodUine 10mg one 
WableW WhUee WimeV dail\, hold if V\VWolic blood 
SUeVVXUe iV gUeaWeU Whan 120.
-TheUe ZaV an enWU\ Wo check blood SUeVVXUe 
WhUee WimeV a da\, hold MidodUine if V\VWolic blood 
SUeVVXUe iV gUeaWeU Whan 120.
-On 07/01/24 aW 8:00am, ReVidenW #4'V blood 
SUeVVXUe ZaV docXmenWed aV 122/64 and 
MidodUine 10mg ZaV docXmenWed aV 
adminiVWeUed. 
-On 07/06/24 aW 8:00am, ReVidenW #4'V blood 
SUeVVXUe ZaV docXmenWed aV 123/76 and 
MidodUine 10mg ZaV docXmenWed aV 
adminiVWeUed.
-On 07/06/24 aW 2:00Sm, ReVidenW #4'V blood 
SUeVVXUe ZaV docXmenWed aV 121/77 and 
MidodUine 10mg ZaV docXmenWed aV 
adminiVWeUed. 
-On 07/07/24 aW 2:00Sm, ReVidenW #4'V blood 
SUeVVXUe ZaV docXmenWed aV 127/76 and 
MidodUine 10mg ZaV docXmenWed aV 
adminiVWeUed.
-On 07/09/24 aW 8:00Sm, ReVidenW #4'V blood 
SUeVVXUe ZaV docXmenWed aV 132/56 and 
MidodUine 10mg ZaV docXmenWed aV 
adminiVWeUed.
-On 07/19/24 aW 8:00am, ReVidenW #4'V blood 
SUeVVXUe ZaV docXmenWed aV 128/68 and 
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MidodUine 10mg ZaV docXmenWed aV 
adminiVWeUed.
-On 07/19/24 aW 2:00Sm, ReVidenW #4'V blood 
SUeVVXUe ZaV docXmenWed aV 130/76 and 
MidodUine 10mg ZaV docXmenWed aV 
adminiVWeUed.
-On 07/27/24 aW 2:00Sm, ReVidenW #4'V blood 
SUeVVXUe ZaV docXmenWed aV 126/66 and 
MidodUine 10mg ZaV docXmenWed aV 
adminiVWeUed.
-On 07/30/24 aW 8:00Sm, ReVidenW #4'V blood 
SUeVVXUe ZaV docXmenWed aV 124/60 and 
MidodUine 10mg ZaV docXmenWed aV 
adminiVWeUed.

ReYieZ of ReVidenW #4'V AXgXVW 2024 eMAR 
UeYealed:
-TheUe ZaV an enWU\ foU MidodUine 10mg one 
WableW WhUee WimeV dail\, hold if V\VWolic blood 
SUeVVXUe iV gUeaWeU Whan 120.
-TheUe ZaV an enWU\ Wo check blood SUeVVXUe 
WhUee WimeV a da\, hold MidodUine if V\VWolic blood 
SUeVVXUe iV gUeaWeU Whan 120.
-On 08/18/24 aW 8:00am, ReVidenW #4'V blood 
SUeVVXUe ZaV docXmenWed aV 123/54 and 
MidodUine 10mg ZaV docXmenWed aV 
adminiVWeUed. 
-On 08/25/24 aW 8:00am, ReVidenW #4'V blood 
SUeVVXUe ZaV docXmenWed aV 126/64 and 
MidodUine 10mg ZaV docXmenWed aV 
adminiVWeUed.

InWeUYieZ ZiWh ReVidenW #4 on 09/04/24 aW 1:18Sm 
UeYealed:
-He Wook medicaWionV a feZ WimeV each da\.
-He kneZ he Wook a medicaWion foU hiV blood 
SUeVVXUe, bXW he did noW knoZ Whe name of Whe 
medicaWion.
-The faciliW\ VWaff Wook hiV blood SUeVVXUe a feZ 
WimeV each da\.

DiYiVion of HealWh SeUYice RegXlaWion
If conWinXaWion VheeW  66 of 696899STATE FORM BXEO11



A. BUILDING: BBBBBBBBBBBBBBBBBBBBBB
(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 09/24/2024 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DiYiVion of HealWh SeUYice RegXlaWion

+A/092131 09/06/2024
R

NAME OF PROVIDER OR SUPPLIER

3+2E1,; A66,67ED CA5E

STREET ADDRESS, CITY, STATE, ZIP CODE

201 :E67 +,*+ 675EE7
CA5<, 1C  27513

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 D 358ConWinXed FUom Sage 66 D 358

-SomeWimeV hiV blood SUeVVXUe ZaV loZ, 
eVSeciall\ on Whe da\V he had dial\ViV.
-He did noW Uecall haYing an\ UecenW high blood 
SUeVVXUe UeadingV.

InWeUYieZ ZiWh a medicaWion aide (MA) on 
09/05/24 aW 10:50am UeYealed:
-ReVidenW #4 had an oUdeU foU a blood SUeVVXUe 
medicaWion Zhich UeTXiUed Whe MAV Wo Wake hiV 
blood SUeVVXUe befoUe giYing Whe medicaWion.
-She ZaV aZaUe WhaW ReVidenW #4'V MidodUine 
10mg VhoXld be held if hiV V\VWolic blood SUeVVXUe 
ZaV gUeaWeU Whan 120.

InWeUYieZ ZiWh Whe SSecial CaUe CooUdinaWoU 
(SCC) on 09/05/24 aW 11:44am UeYealed:
-TheUe ZaV noW cXUUenWl\ a ReVidenW CaUe 
CooUdinaWoU (RCC) aW Whe faciliW\, Vo Vhe aVViVWed 
ZiWh Vome of WhoVe dXWieV.
-MAV ZeUe VXSSoVed Wo check Whe eMAR and 
medicaWion label Wo YeUif\ Whe\ ZeUe giYing Whe 
UighW medicaWion.
-MAV VhoXld folloZ Whe inVWUXcWionV on Whe eMAR.
-If ReVidenW #4 had an oUdeU Wo hold a medicaWion 
baVed on hiV blood SUeVVXUe, Whe medicaWion 
VhoXld haYe been held.
-She ZaV XnVXUe Zh\ ReVidenW #4 ZaV 
adminiVWeUed MidodUine 10mg if hiV V\VWolic blood 
SUeVVXUe ZaV gUeaWeU Whan 120.

InWeUYieZ ZiWh Whe E[ecXWiYe DiUecWoU (ED) on 
09/05/24 aW 3:33Sm UeYealed:
-MAV VhoXld folloZ Whe diUecWionV liVWed on Whe 
eMAR Zhen adminiVWeUing medicaWionV Wo 
UeVidenWV.
-If a medicaWion UeTXiUed MAV Wo Wake a blood 
SUeVVXUe, Whe blood SUeVVXUe VhoXld be Waken 
befoUe Whe medicaWion ZaV SUeSaUed.
-If inVWUXcWionV on Whe eMAR inclXded SaUameWeUV, 
MAV VhoXld folloZ Whe SaUameWeUV Wo deWeUmine if 
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a medicaWion VhoXld be adminiVWeUed.
-She ZaV noW aZaUe ReVidenW #4 had V\VWolic 
blood SUeVVXUeV gUeaWeU Whan 120 and UeceiYed 
MidodUine 10mg.
-She ZaV XnVXUe Zh\ ReVidenW #4 UeceiYed 
MidodUine 10mg if Whe medicaWion VhoXld haYe 
been held.
-If ReVidenW #4 UeceiYed WhiV medicaWion Zhen iW 
VhoXld haYe been held, UeceiYing WhiV medicaWion 
coXld caXVe iVVXeV ZiWh hiV blood SUeVVXUe.

InWeUYieZ ZiWh Whe AdminiVWUaWoU on 09/05/24 aW 
5:08Sm UeYealed:
-MAV VhoXld comSaUe Whe eMAR ZiWh Whe 
medicaWion label Zhen adminiVWeUing medicaWionV 
Wo UeVidenWV.
-If WheUe ZeUe SaUameWeUV, Whe MAV VhoXld folloZ 
Whe inVWUXcWionV liVWed on Whe eMAR.
-MAV VhoXld hold medicaWionV if inVWUXcWed Wo hold 
on Whe eMAR.
-If ReVidenW #4 had inVWUXcWionV Wo hold MidodUine 
10mg, Whe medicaWion VhoXld haYe been held.
-She ZaV XnVXUe Zh\ ReVidenW #4 UeceiYed 
MidodUine 10mg if Whe medicaWion VhoXld haYe 
been held.
-MAV VhoXld aVk Whe SCC, ED, oU AdminiVWUaWoU if 
Whe\ had TXeVWionV aboXW medicaWionV.

InWeUYieZ ZiWh a ShaUmaciVW fUom Whe faciliW\'V 
conWUacWed ShaUmac\ on 09/05/24 aW 4:55Sm 
UeYealed:
-MidodUine ZaV giYen Wo WUeaW loZ blood SUeVVXUe.
-The effecWV of MidodUine XVXall\ laVWed foU a feZ 
hoXUV, Vo blood SUeVVXUe coXld become eleYaWed 
aV Whe medicaWion ZaV SUoceVVed in Whe bod\.
-If MidodUine ZaV adminiVWeUed and ReVidenW #4'V 
blood SUeVVXUe ZaV alUead\ high, Whe medicaWion 
coXld eleYaWe Whe blood SUeVVXUe VignificanWl\.

InWeUYieZ ZiWh ReVidenW #4'V SUimaU\ caUe SUoYideU 
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(PCP) on 09/05/24 aW 9:49Sm UeYealed:
-ReVidenW #4 VhoXld noW haYe UeceiYed MidodUine 
if hiV blood SUeVVXUe ZaV gUeaWeU Whan 120, 
becaXVe Whe MAV VhoXld haYe held Whe 
medicaWion.
-On Whe da\V ReVidenW #4 had dial\ViV, UeceiYing 
Whe medicaWion ZaV noW aV conceUning becaXVe 
hiV blood SUeVVXUe ZaV ofWen loZ.
-If ReVidenW #4 UeceiYed MidodUine Zhen hiV 
blood SUeVVXUe ZaV gUeaWeU Whan 120 on da\V 
Zhen he did noW haYe dial\ViV, UeceiYing WhiV 
medicaWion coXld caXVe h\SeUWenVion..
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