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Inltial Comments

The Adult Care Licensura Section and the
Mecklenburg County Dapariment of Social
Servlces conducted an annual survey on
Saptamber 17-19, 2024.

10ANCAC 13F ,0802 (d) Resident Care Plan
10A NCAC 13F 0802 Resident Care Plan

{d) The assessor shall sign the care plan upon
lts completlon,

This Rule is not met as evidenced by:

Based on record reviews, and interviews, the
facllity fallad to ensure 4 of 5 sampled resldents
had accurate care plans signed hy the assessor
upon campletion (M, #2, #4 and #5),

Review of the facllity's Resldent Assessment and
Care Planning policy dated September 2021
revedled the assessor was to sign the plan of
care.

1. Review of Residant #1's current FL2 dated
02/07/24 revealed diagnoses included major

depressive disorder, hypertension, and dementia.

Revlew of Resldant #1's Resident Register
revealed sha was admiited to the Assisted Living
on 12/19/16.

Review of Resident#1's Care Plan dated
02/28/24 rovealed:

~Resldent #1 required limited physical assistance
with ealing, ambulation, and transfers,

-Resident #1 required extensive physical
assistance with tollating, bathing, dressing and
grooming.

~The cara plan was not slaned by the assessor,

D 0a0

D262
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"Responses to the cited
deficiencies do not constitute an
admission or agreement by the
facility of the truth of the facts
alleged or conclusions set forth In
the Statement of Deficiencies
Corraciive Action Report; the Plan
of Correction is prepared solely as
a matter of compllance with State"
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Refer to the intervisw with the Resident Care
Coordinator (RCC) on 09/19/24 gt 11:05am.

Refer to the Interview with the Adminisiratoy on
09/19/24 at 11:57am.

2. Review of Resident #4's current FL2 dated
106/05/23 revealed:

-Diagnoses Includad chronlc obstructive
pulmonaty disease, morbid obesily,
schizoaffective disorder, generallzed anxlely, and
functional urinary incontinenca.

~Resldent #4 was admitted to the fagliily on
05/04/23.

Review of Resident #4's Gare Plan dated
03/04/24 revealed:

-Resldent #4 was Independent with ambulation
and fransfers.

-She required extensive assistance with tolleting,
bathing, dressihg, and grooming.

-The care plan was not signed by the assessor.

Refer ta the interview with the Resident Care
Coordinator (RCC) on 09/19/24 at 11:05am.

Refer to the Interview with the Administrator on
09/19/24 at 11:57am. :

3. Review of Resident #2's current FL2 dated
11/10/23 revealed:

-Diagnoses Included diabetes melliius, anemia,
asthina, and chronlc obstrustive pulmonary
disease,

-Resldent #2 was admitted fo the facility on
11/01/23,

Review of Restdent #2's care plan dated 03/04/24
ravealed:
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Facility Executive Director and
Resident

Care Coordinatar will be in-serviced on
the rule area found to be non-compliant
10A NCAC 13F .0802 (d) Resident
Care

Plan by the Reglonal VP of Operations,

Facility Executive Director and
Resident

Care Coordinator will review current
care plans and ensure completed care
plans have been signed by the
assessor

to be provided to the HealthCare
Provider

for review, completion and filing to the
Resident's Electronic records. Any
found

Care Plans that are not signed by
Facility

assessor will be reviewed for accuracy
and signed by assessor.

Facility Executive Director and
Resident .

Care Coordinator will review charts on
a

regular scheduled basis {o ensure
compliance. Any found
nen-compliance

Facllity Executive Diractor will retrain
Resident Care Coordinator on
standards

to remain compliant with rule area
above.
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-Resident #2 was independent with eating,
tofleting, ambulation, dregsing, and mobility,
~<The care plan was not signed by the assessor.

Refer to the Intervlew with the RCC on 09/198/24
at 11:05am,

Refer to the interview with the Administrator on
09/19/24 at 11:57am.

4, Revlew of Rasldant #5's current FL2 dated
05/02/24 rovealed:

-Dlagnoses included hemiparesls of the tight side
{rlght slde weakness), hypertension, chronic
kidney disease, history of cerebrovascular
accldent (another term for a stroke) and
controlled diabetes mellitus.

-Resident #5 was admitled to the fadillty to the
facllity on 12/22/20,

Review of Resident #5's care plan dated 02/28/24
revealed:

-Restdent #5 was independent for ambulation and
mobility and needed limited assistanca for eating,
folleting, bathing, dressing, and grooming,

~The care plan was hot signed by the assessor,

Refsr to the Interview with the RCC on 060/19/24
at 11:05am.

Refer to the interview with the Administrator on
09/19/24 at 11:57am.

Intervlew with the Reslident Care Coordinator
(RCC) on 09/19/24 at 11:05am revesled:

-lt was the responsibllity of the RCC to complete ‘
| the care plans and have them ready for the

Primary Care Provider (PCP) to sfgn,
-She was the interlm RCC and slarted August 27,
2024, and would be on site untl] & new staff
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member was hired,

-She was not aware some resldents’ care plans
wers not signed by the assassor.

~The RCC was fo complete the care plan and
sign the care plan as the assessor,

~The RCC was fo do random chart audits at least
weekly but did not know when the Iast one was
completed.,

~The RCC and Administrator would do randem
chart audits weekly with the goal of finishing all
resident charis monthly.

Interview with the Administrator on 08/19/24 at
11:67am revealed:

~The RCC was responsible for the cars plan
bsing signed within 18 days of the assessmant,
-She started August 27, 2024, and was not aware
i audlte had been completed pricr to her starting
but auditing of the charis was on her list.

«She and the RCG would begin auditing charis
next week with the goal of having all resldent
charts audited every sl months.

-Her expectations were for all eare plans to be
slgnsd by the assessor.

D 263) 10A NCAC 13F .0802 (e} Resldent Care Plan D 263
10A NCAC 13F .0802 Resident Care Plan

(e) The facllity shall assure {hat the rasldent's
physician auihorizes personal care services and
certlfles the follawing by signing and dating the
care ptan within 15 calendar days of completion
of the assessment;

{1} the resident is under the physiclan's care;
and

{2) the resldent has a medloal diagnosls with
associated physical or mental Imitations that
Justify the personal care services speaclfied In the

Blvislon of Health Servica Regulation
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care plan.

This Rule Is not met as evidenced by:

Based on Interviews and record reviews, the
facillty falled to assure 1 of 5 sampled residents
had an acourate care plan slgned by thalr
provider within 15 days of the resident being
assassed (#5).

The findings are:

Review of Resldent #5's Resident Registar
revaaled he was admitted fo the faclity on
12/22{20.

Review of Resldent #5's current FL2 dated
06/02/24 revealed:

-Dlagnoses Included hemiparesis of ths right side
(muscle weakness of the right side),
hypertension, history of cerebrovascular accident
(stroke) and controlled diabetes mellitus.

Review of Resldent #5's care plan dated 02/28/24
revealed: '

“Resldent #5 was independent for ambulation
with the assistance of a wheelchalr.

-Resident #5 needed limlted asslstance for
gating, tolleting, bathing, dressing, and grooming,
~The care plan was not signed by the prifary
care physlclan {FCP).

Interview with the PCP on 09/19/24 at 9:52am
ravealed:

~She came ta the facliity weskly to ses resldents
and reviewed orders,

~The faalllty had a folder for paperwork she
needed to sign and If the care plan was notin
there then It was not signed.

-Samelimes the facillty faxed care plans to the
offlce and the office would fax them back, but she

Resident

Care Coordinator will be in-serviced
on

the rule area found to be
noh-compllant

T10A NCAC 13F .0802 (e) Resident
Care

Plan by the Regional VP of
Operations.

Facility Executive Director and
Resldent

Cate Coordinator will review current
eare plans and ensure completed
care

plans have been signed by the
healthcare

Provider for review within 15 days
of completion for filing to the
Resldent's Electronic records. Any
found Care Plans that are not
signed by Resldent Healthcare
Provider facility will review them for
accuracy, ensure signed by
assessor and provide to Healthcare
Provider for signature.

Facility Executive Director and
Resident Care Coordinator will
review charts on a regular
scheduled basis {0 ensure
compliance. Any faund
non-compliatice Facllity Executlve
Director will retrain Resident Care
Coordinator on standards to remain
compliant with rule area abovs.
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did not remember signing a care plan for
Resldent #5,

Interview with the Resident Care Coordinator
(RCC) on 09/19/24 at 11:08am revealed:

-She was the Intetim RCC and started August 27,
2024, and would be on site until a new staff
member was hired,

«She was not aware Resldent #5's care plan was
not slgned by the PCP.

~The care plan was either faxed to the PCP offlce
orput In the PCP fife for thelr signatura,

~The RCC was to do random chart audits at least
waskly but did not know when the fast ona was
completed,

Interview with the Administrator on 09/19/24 at
11:57am rovealed:

-The RCC was responsible for the care plan
being slgned within 15 days of the assassmient,
-Ghe started August 27, 2024, and was not aware
If audils had been completed priorfo her starting
but auditing of tha charts was on her list.

~Her expectations are for all care plans to be
slgned by the PCP within 15 days of the
assessment,

D283 10A NCAG 13F .0204(a){2) Nutrition and Food D 283
Setvice

10A NCAC 13F .0904 Nutrition and Food Service
{a) Food Procurement and Safely in Adult Gare
Homes:

(2) Facllities with a llcensed eapacity of 413 or
mora residents shall ensure food services comply
with Rules Govaming the Sanltation of Hospltals,
Nursing Homes, Adult Cara Homes and Other
Institutions sef forth In 15ANCAG 18A.,1300
which are hereby Incorporated by referencs,
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including subsequent amendments, assuring
storage, preparation, and serving of food and
beverage under sanitary conditions.

This Rule s not met as evidenced by:

Based on ohservations and Intarviews the facllity
falled to ensure the foods stored and prapared in
the kitchen were free from contamination relaled
to bulldup of grease on the stove and shelves, 2
dirty walk-In cooler, floors, tce machine ledge,
fresh frult belng stored on the floor in the walk-In
and desserts left uncovered In the walk-in cooler,

The Findings are:

Observation of the stove on 09/17/24 at 11:18am
revealed:

~Thets was a build-up of brown baked on food on
the front of the stove, which ran down the right
side of the stove.

~The shelf above the stove and flat-top grilt had a
thick layer of grease and food paiticles.

Observation of the walk-n cooler in the kitchen
on 02/17/24 at 11:30am to 11:38am revealed:
~Thera was a mobile sheet parnt rack with 3 trays
of cupcakes/doughnuls (with approximately 12
cupcake/doughnuts on each fray) that were
uncovered,

~The ceiling had several dust partlcles hanging
from the celling

~Thera was a case of honeydew melons in a
cardhoard box eitling on the cement floor,

the Dietary Manager on the rule are

ths facllity was found 1o be non compliant
10A NCAC 13F.094(a)(2) Nuirltlon and
food service.

Facllity will conduct a deep clean of

the kitchen area fo include ramoval of
grease bulldup on stove and shelves,
walk In cooler, floors, Ise machine ledge,
and pantry.

Facility will create an ongoing weekly
schedule o include deep cleaning
areas within the kitchen that will help
ansure the foods storad and prepared
are frae from contamination.

Facility Exacutive Director will monitor
and ensure that the Kitchen cleaning
schedule is bsing maintalined and

to following standards by the Bletary
Manager of the Faclllty.

If any found noncompliance Is observad
facllity Exegutive Director and Dlstary
Manager will in service and re traln

on policles and expectations to malntaining
the cleanliness of the kitchen area In the
facility.

Faclllty Executive Diractor andfor Digtary
manager or designee will conduct monthly
fralnings for dietary staff to ensure on
golng education and understanding in
suppottive areas such as cross
contamination and proper food storage

Facility Execufive Director and Dietary
Manager wiii address any ongolng
honcompliance found on the rule area
above

ugon awareness,

FORMAPPROVED
Division of Healih Service Requlafion
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPRLIERIGLIA {X2) MULTIPLE GONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
HAL060136 B, WING 09/19/2024
NAME OF FROVIDER OR SUPPLIER STREETADDRESS, GITY, STATE, ZIP CODE
10830 LAWYERS ROAD
MINT HILL SENIOR LIVING
GHARLOTTE, NC 28227
(X4 D SUMMARY STATEMENT OF DEFICIENCIES ’ D PROVIDER'S PLAN OF CORRECTION (x5
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (BACH GORREGTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR L85 IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
b 283 | Confinued From page 6 D 283 Facllity Execulive Director will inservics

Diviaion of Health Sarvice Regulation

STATE FORMW

1]

102811

If conlinualion sheet 7 of 30




PRINTED; 10/07/2024

FORM APPROVED
Division of Health Service Ragulation
STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: . COMPLETED
A, BUILDING:
HALCB0136 B. WING 09/19/2024
NAME OF PROVIDER OR SUFPRLIER STREETADDRESS, GITY, STATE, ZIP CODE
10830 LAWYERS ROAD
MINT HILL SENIOR LIVING
: CHARLOTTE, NG 28227
(4} 1D SUMMARY STATEMENT OF DEF(CIENCIES ) PROVIDER'S PLAN OF GORRECTICN (X&)
PREFX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE GCOMPLETE
TAG REGULATORY OR LSC IDENTIFYING (NFORMATION) TAQ CROSS-REFERENGCED TOQ THE APPROPRIATE DATE
DEFIGIENCY)
D 283 | Continued From page 7 D283

-There was puddle of liquld substance saturating
the ficor mat and seeping out onto athar areas of
the floor.

=The flaors were sticky and coverad with brown
buildup.

| =There were white and brown pariicles of food

crumbs on ths floor ir_1 between the shelves.

Observatlon of the flaor in the dry storage area on
09/17/24 at 11:43am revealed tha floors were
slicky and covered in a black substance,

Observation of the preparation table lower shelf
on 09/17/24 at 11:44am revealed;

-A utensll bin with the cover removed and Iying on
the shelf, the cover had black particles on the top
of the lid and brown specks,

~The shelf had & bulld-up of particles of dust and
grease,

~The electilcal box 1o the lowar [eft of the steam
table was covered with a thick brown substance
with white specks and pleces of tinfall,

Observatlon of the outside of the ice maching on
0517/24 at 11:45am revealed white speckles and
dust all over the front ledge.

Observation of an osclllating floor fan on 09/17/24
at 12;18pm revealed it was covered in dirt and
dust and was plugged in and running.

Review of the local Environments) Health
Services (EHS) Inspeclion Report dated 06/12/24

revealed;

~The Kltchen recelved a ssore of 87.5.

~The [nspector noted the floors, walls, csilings,
Including the attachments such as soap, towel
dispensers, light fixturss, and heat/ac vent covers
shall be clean. Cautlon should be usad o
minimlze food exposure, Observed general
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cleaning needing to flooring under and behind
equipment throughout the kitchen,

Intervlew with a dietary alde on 08/17/24 at
11:43am revealed;

~At the end of her shift yesterday {09/16/24) the
fioor was not wet.

-She did notice iquld In the walk-in cooler this
moming (09/17/24) around breakfast time
{8:00am).

~8he was not sure what happenad.

~-She told the Distary Manager (DM) about it.
~-She did not have a cleaning checklist 1o gulde
her on cleaning,

~she would just "elaan as she goas” and
spaciflad, wiplng down the eounters, sweaping
and mopping.

-1t was just herand the DM In the kitchen, so it
was busy,

A second intervlew with the dietary alde on
09/16/24 at 10:43am revealad:

~She should have covered the cupeakes that
ware In the walk-In cooler.

~She was In a hurry and did not have time,

~She had gotten to work on 09/17/24 at 5:30 am
and saw the rug was wet.

-Any of us could have cleaned |t up but we did not
have time as we had to get breakfast out.
-Dellverias come on Wednesday's and the
delivety person will put the cold sforage in the
walk-lh coaler,

~The melons had been sitting on the floor since
last Wednesday,

-All the kitchen staff are responsible for pufiing

_| tha food on the shalves and i should have been

done,

~They had been trying to buy bins to put things
[lke the honeydew melons, but it had goften foo
expensive,
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Intervlew with the cook on 09/18/24 at 11:00 am
revealad: ‘

~He did not work on §9/17/24.

-Desserts if put in the refrigerator should be
wrapped.

~He or the dietary alde would be responsible fo
wrap any food such as desserts while holding In
the walk-in cooler.

~Tha last delivery came on Wednesday 09/11/24,
-He had worked the weekend but did not recall If
the honeydew mslon was on the floor,

-He did not have s cleaning cheaklist to guide him
but after cooking he would be responalble take
out the {rash, wipe down the counters and would
clean anything that he used,

-Other distary staff also clean.

Interview with the DM on 09/18/24 at 3:11pm
revealad:

-She had been with the company since March of
2024,

-She noticed the splli'in the walk-in cocler on
09/17/24 In the morning and thought it may had
been water.

~Sha was frylng to get lunch ready and did not
have time 1o ¢lean it up,

-She and the cook were responsible for making
sure food items were not stored on the ficor.

~Ali food items should be covered In the
refrigerator and whoever Is puiting the food In the
walk-in cooler would ba responsible to cover the
food,

-She was responsible for ensuring the cleaning in
the klichen was completed.

~She did not have a cleaning checkllst but was
working on if.

-They ware short staffed In the kitchen and "we
just clean as we go".

-Sha had never cleaned the ceiling of the walk-In
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cooler but had cleaned the shelves in the walk-in
coolar,

-She thought the daily tasks of cleaning should
include wiping down the counters, pull out the
stove and sweep out from bahind, mave the long
gerving table and scrub the stove,

~The |ast time the stove was cleaned was two
months ago, but the bumers were cleaned last
week.

-She was not sure who would clean the fan but
thought it should be thrown out,

Interview with the maintenance manager on
0917124 at 11:30am revealed that he believed
the equipment in the walk-in cocler was working
properly and thought the liquid on the floor was
from a spiil,

Intervisw with the Administrator in the walk-in
cocler on 049/17/24 at 11:35am revealed:
~The cupcakes should have been covered,
~Tha melon should had been kept on a shelf,

Interview with the Administrator on 09/18/24 at
11:56am revealed it was her expectation that the
kitchen would be ¢leaned.

D 358 10A NCAG 13F .1004(a) Medication D 358
Administration

10ANCAC 13F .1004 Medlcation Adminlstration
(a2} Anadult care home shall assure that the
preparation and administration of medicatlons,
prescripticn and non-prescription, and treatments
by staff are in accordance with:

(1) orders by a licensed presctiblng practitioner
which are maintained In the resident's record; and
(2} rules In this Section and ths facllity's pollcles
and procedures,

Divislon of Health Service Regulation
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This Rule s not met as svidenced by:

Based on observations, record reviews, and
interviews the facllity failed to ensure medicatlons
wara adminlstered as ordered for 2 of 5 sampled
resldents (#1 and #3) related to 2 medication
used fo treat spasms in the bowels{#1) and a

medication used to treat high blood pressure (#3).

The findings are:

1. Revlew of Resldent #1's current FL2 dated
02/07/24 revealed diagnoses Included dementla,
hypertenslon, lupus (a disease that causes the
immune system fo attack healthy tissue and
sells), and cerebrovascular accident (stroke).

Review of Resident #1’s Emergency Department
(ED} visit summary dated 08/20/24 revesled:
-Resldent #1 was seen In the ED on 08/20/24 for
abdominal pain and fatigue.

-Resldent #1's dlagnoses included diarrhea.
~Thera was an order for dicyclomine (a
medication fo treat spasms In the bowels) 20mg,
one tablet twice daily for five days,

Review of Resident #1's hospltal discharge
summary dated 08/28/24 rovealed Restdent #1
was admitted for near syncope (the feeling of
being about to faint),

Revlew of Resldent#1's August 2024 elactronlc
Medication Administration Record {sMAR)
revealad:

~There was an eniry dated 08/22/24 for
dicyclomine 20mg, ohe tablst twice dally at
8:00am and 8:00pm,

~Dicyclemine 20mg, one tablet was documented
as adminigterad on 08/22/24 at 8:00pm and on
08/25/24 at 8:00am,
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Resident Care Coordinator on the rule
area found fo be non compliant

10A NCAC 13F .1004 Medication
Administration

Facility Executive Director and Resident Cars
Caordinator wlll complete audits on resldent
profiles and compare them to current signed
physician orders and compare for accuracy
Inslde the Eleoironlc MAR system. Any
observed discrepancles wiil be clarified by fhe
health care provider and any new orders wili
be confirmed and sent to the pharmacy for
updated information to reconcile the
medications

administration racords and physician orders
on

hand.

Facility Executive Dlrector and Resident
Care Coordinator and or designee will
conduct

weeldy cart audits to maintaln updates and
accuracy of current orders.

Facility Executive Director and Resident
Care

Coordinator wlll provide and inservice to all
med techsf Supetvisor In charge on the
medleation administration policles and
requirement to follow all health care provider
orders for freatment, If there are any
discrepancles

of needs to clatliy medication orders Med
Tech

SI1C will understand thelr responsiblilties in
ensuring compliance within the rule area
listed

to be non compllant.
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-Dicyelomine 20mg, one tablet was documented
as not administered on 08/23/24 at 8:00am and
8:00pm and on 08/24/24 at 8:00am and 8:00pm
due to "walting on i from pharmacy®,
~Dicyalomine 20mg, ons iablet was documented
as not administerad fram 08/25/24 at 8:00pm to
08/27/24 at 8:00pm due fo Resident #1 being
hospltalized.,

Interview with Resident #1 on 09/17/24 at 9:45am
revealed:

-She was hosplialized for three days a foew wesks
ago.

~She was admilttad for dlarrhea and recelved
intravenous (IV) fluids.

Observation of Resldent #1's medications on
hand on 09/19/24 at 10:0%am revealed:

-There was a bubble pack containing dicyclomine
20mg for Resldent #1,

-The dicyclomine 20mg bubble pack was in the
PRN {as needed) section of the madication cart,
~The pharmacy label Indicated dicyclomine 20mg,
10 fablsts wers dispensed for Resldent #1 on
08/21/24.

~The pharmacy labal Indicated Resident#1 was
fo be administered dicyclomine 20mg, ons tablet
twlce dally for five days.

~There were seven dicyclomine 20mg tablets
remalning Ih the bubble pack.

Intarvisw with the madication alde (MA} on
09/18/24 at 10:14am revesled:

-Each resldent had a desianated arsa In the
medication cart for their medications that were
scheduled,

-All residents’ PRN medications wera kept
together In another location In the medication
cart,

-Rasldent #1's scheduled dicyclomine 20mg was
Divigloh of Health Service Regulation
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placed in the PRN area of the medication cart
when It should have been placad In Resldent #1's
designated area of the medication cart.

-If a resident's scheduled medication was nat In
their designated area of the medication cart, the
MA should have chacked the PRN area for the
medication.

~The MA should also check the entire medicatlon
cart because resldent medications could be
misplaced In another resldent's area of the
medfeation cart or aven in another medication
cart,

~After checking ail medication carts, ifa
madication still could not he located to administer,
the MA was responsible to ensure the medication
order was still aclive and call the pharmacy.

Telephona intarview with a Pharmacist with the
facllity's contracted pharmacy on 09/19/24 at
8:56am and 12:53 revealad;

-Dicyelomine 20mg, ten {ablets were dispansed
for Resident #1 on 08/21/24.

-If Resident #1 did not recelve dicyclomine 20mg
as ordered she could experlence stomach
cramping, diarrhea and possible dehydration.

Interview with the Resident Care Coordinator
(RCC) on 09/19/24 at 11:05am revealad:

~The MAs were responsible to administer resldent
medications as ordered,

=If & medication was not [ocated in the resident's
medications, the MA was to check all areas of all
medication carts,

=If a medication still was not located, the MAwas
to call tha pharmacy and notify the RCC,

-The RGC was responsible to review the missed
medicafions report weekly for missed
‘medications.

-8he was unsure If Resident #1's dicyclomine
20img was on the missed medications weekly
Dlvislon of Heallh Servica Regulallon
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report because she was not the RCG at that time.

intarview with the Administrator on 09/19/24 at
11:56am revealed:

-If a MA was not able find a resident's medication,
ihe MA was to check all areas of all medlcation
carts.

«If the medication was not located, the MA was to
have a second person check all medication carls.
~The MA was to call the pharmacy and notify the
RCC after a medication could not ba located,
~The RCC was responsible to run a missed
medication report daily.

-Carporate staff ran a missed medleation report
weekly and the RCG was responsible for
fallowing up on any missed medications,

Altempted telophons Interview with Resldent #1's
Primary Care Provider (PCP) on 09/19/24 at
12:50pm was unsuccessful.

2, Review of Resldent #3's Fi-2 dated 02/09/24

revealed diagnosis included hypertenslon, bipolar
disorder and anxlety disorder,

Revlew of Resldent #3's Primary Cars Providers
(PCP) orders dated 08/28/24 revealed there was
an order for amledipine (a medication to treat
high blood pressure) 2.5mg, fake 1 tablet dally.
Hald for systolic blucd pressure {SBP) less than
110 or diastolic blood pressure (DBP) less than
0.

Revlew for Resident #3's July 2024 ejactronic
Medication Administration Record (eMAR)
revealed:

~There was an eniry for amlodipina 2,6mg, take 1
tablet once dally, hold for SBP less than 110 or
DBP Jess then 60, Scheduled at 8:00am.

~There was no fleld to documnent Resldent #3's
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blood pressure.

~Amledipine was documented as adminlstersd
fram 07/01/24 through 07/31/24 at 8:00am
without chegking Resident #3's blood pressure
prior to administration at 8:00am.

Review of Resident #3's vital report revealed:
~Resldent #3's blood pressurs was takeh on
07/02/24 at 11:36am with a reading of 154/75.

Review for Resident #3's August 2024 electronic
Medication Administration Record (eMAR)
revealed:

~There was an entry for amlodipine 2.5mg, taks 1
tablet once daily, hold for SBP less than 110 or
DBP less than 60. Scheduled at 8:00am. |
-There was no field o document Resident #3's
blood prassure.

~Amlodlpine was documented as administered
from 08/01/24 through 08/31/24 af 8:00am
without checking Resldent #3's blood pressure
pricr to administration at 8:00am,

Review of Resident #3's vital report revealed;
-Resident #3's blood pressure was taken on
08/02/24. at 08:67am with a raading of 110/53.
~Resldent #3's blood pressurs was taken on
08/06/24 at 08:59am after a fall with a reading of
134/84,

Review for Resldent #3's September 2024
electronic Medication Administration Record
(eMAR) revealed:

~There was an entry for amlodlplne 2.5mg, take 1
tablet once daily, hold for SBP less than 110 or
DEP [ess than 60, Scheduled at 8:00am,

~There was no fleld to document Resldent #3's
blood pressure,

«Artilodiplne was documented as administered
from 09/G1/24 through 09/18/24 at 8:00am

Diviston of Heelth Servica Regulation :
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without checking Resident #3's blood prassure
prior fo administration at 8:00am.

Review of Resldent #3's viial report revealsd:
-Resident #3's blood pressure was taken on
05/02/24 at 1:A4pm with a reading of 149/87,

Interview with a medlication alda (MA) on
09/18/24 at 10:00am revealsd:

-She kept a notebook with resident's blood
pressures that required documenting on the
eMar.,

-Resldent #3 did not have a field on the eMar to
documant blood prassuras.

-She did not take Resident #3's blood pressure
prior to admintstering the amiodipine,

-She had not fold anyone that there was no field
to document Resldent #3's blood pressurs
because it had slipped her mind.

Interview with the Residential Care Coordinator
{RGC) on 09/18/24 at 10:15am revealed:
~There should have been a field on the eMar o
documetit Resident #3's blood pressure,

~The RCC or the Administrator should have
verifled the order and should have clicked on the
task to add the blood pressure on the eMar.
~Resldent #3 should not have regslved her
amlodipine without checking the blood pressure
first.

«She had begun doing chart audils at the
baginning of September 2024 and was
compleling them alphabetically and had not yat
gotfen to Resldent #3's name.

Interview with the Nurse Practitlonar (NP) on
09/18/24 at 11:20am revealad:

-She expscted the blood pressure to be checked
prlor to admnistering the amlodipine,

- If Resldent #3 was administered amlodipine
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when her blood pressure was low, could have
resulted In dlzziness, weakness, falnting and
being clammy.

~Resldent #3's blood pressures were usually
stable,

-She had not revlewed Resldent #3's blood
pressure for the last thrae months.

Interview with the Pharmacist from the facility's |
confracted pharmacy on 09/19/24 at 9:09am i
revealed;

~The parameters for the medication are added to
the eMar by the pharmacist,

~The faclllty was responsible to snter the fleld for
the klood pressure on the eMar.

-If Resldent #3 was administered amijodiplne
when her blood pressure was low could have
resulted In a drap In blood pressurs falnting, and
shoriness of breath.

Intervlew with the Administrator on 09/19/24 at
11:56am revealed:

-The RCC should have reviewed the eMar to
ensure the blood pressure fleld was added in.
-The MA should have reviewed the parameters
an the eMar and If an omission or error Is noticed
they should nofify the RCC.

It was her expectation that medications are
always adminlstered accurately.

D 408 10ANCAG 13F 1009{b) Pharmaceutical Care D 408

T0ANCAC 13F .1009 Pharmaceutical Care

(b} The facllity shall assurs action Is taken as
needed In response to the medication review and
documented, Inoluding that the physictan or
appropriate health professional has been
Informed of the findings whean necessary.

Dlvislon of Health Service Regulation
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This Rule Is not met as evidencad by:

.{ Basad on Interviews and record reviaw, the

facllity falled to follow up on a pharmacy review
recommendation for 3 of § sampled residents
(1, #2 and #4),

The findings are:

Revlsw of the facllity's Pharmacsulical Care
policy dated September 2021 revealed the facility
ghall assure action Is taken as needed In
rasponse to the medication revlew and the
response Is documented,

1. Review of Resident #1's current FL2 dated
02/07/24 revealed diagnoses included
hypertension, lupus (dlsease that causes the
immune system fo eltack healthy tissue and
cells), and arthrifis,

Review of Resident#1's Primary Care Provider's
(PCP) orders dated 08/28/24 revealed an order
for alendronate (a madication fo treat and prevent
thinning of bones) 70mg, one tablst weekly on
Mondays.

Revlew of Resldent #1's quarterly pharmacy drug
review dated 07/18/24 revealed:

~There wers recommendations o avold potential
medicafion administration errors andfor
medication ineffecfivensss.,

It was recommended alendronate 70mg was to
be swallowed whole with eight ounces of watar at
least 30 minutes prior to the first food, beverage,
or medication of the day.

-It was recommendead the resident should not lie
dawn for at [east 30 minutes and until their first

Facliity Executive Director and Resldent Cara
Coordinator will be in serviced on the rule
area found to be non-compliant

10A NCAG 13F 1002 Pharmacsutical Care

Facility Executive Director and Resldent Care
Coordinator wiil be In serviced on the policles
regarding Pharmacsutical Care and the
requirernent to ensure any recommendations
provided through Pharmacy Reviews must be
provided fo a health care provider to ensure
and follow up recommendations are made and
submitted through the pharmacy to ensure
that medlcation treatmenis are reviewed and
followed as order by the provider.

Facility Executive Diractor and Resident Gare
Coordinator will audit and review the previous
pharmacy review and ensure that the provider
has haen given the report to review and sign
for completion. Once the Provider has
raviewed

the pharmacy recommendations for continued .
treatment 1t wlll be documented in the e
resldents electronle file and provided to the
pharmacy for any recommendations and order
changes provided by the provider.

Facllity Executive Director and Resident Care
Coordinator will ensure that all Fharmacy
reviews follow the policles and standards

for completion to avoid further non compliance
in tha rule area listed above. Any observed
non compliance will be correctad and
conlinued in service regarding the
requlrements

found In the rule area llsted above will be
provided.
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food of the day.

-t was recommended the parameters be Included
In the order for alendronate 70mg and the
administration ime be chaenged to 6:00am.

~There was no response indicated to the
racommsandations.

Interview with Resldent #1's PCP on 0918/24 at
11:05am revegled;

-She had nof seen Resident #1" pharmaceutical
review dated 07/18/24.

«She would have accepted the pharmacist's
recommendations if she had been aware of them.

Refer to the inferview with the Resident Care
Coordinator (RCC) on 09/19/24 at 11:05am,

Refer to the interview with the Administrator on
| 08719124 at 11;56am, :

Aftempled telephone interview with the facllly's
confractad Pharmacist on 09/19/24 at 10:41am
was unsuccessfiul.

2. Revilew of Resldent #2's current FL2 dated
11/10/23 revealad:

~Diagnoses included anemia, asthma, and
diabetes.

-Resldent was non-ambulatory

~There was no Information on the FL2 for
Resident #2's disarlentation.

Revlew of Resldent #2's Resident Register dated
11/01/23 revealed resldent was admitted on
11101423,

Review of Resident #2's Care Plan dated
03/04/24 revealed:

-Resident #2 was independent with eafing,
tolleting, ambulation and transfets,
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-Resldent #2 needed assistance with bathing and
greoming,

Revlew of Resident #2's quartetly pharmacy drug
review dated 07/17/24 revealed:

-There was a recommendation for medications
used whenever needed {prn} to add a clear
indication as to why the medication was to be
used.

~There was a recommendation to add to the order
for Advalr HFA: rinse mouth with water and spit
after use,

~Fhere was no response indicated on the
recommendatlons,

Interview with Resldent #2's PCP on 098/18/24 at
11:058am rovealed:

-She had not seen Resldent #2's pharmaceutics
review dated 07/17/24.

~She would have accepled the pharmacist's
recommeandations if she had been aware of them.

Refer to the interview with the Resident Cars
Coordinator (RCC) on 09/19/24 at 11:05am.

Refar to the Interview with the Adminisirator on
09/19/24 at 11:56am.

Attempted telephone interview with the facility's
confracted Pharmaclst on 09/19/24 at 10:44am
was unsuccessful,

3. Review of Raesident #4's current FL.2 dated

10/05/23 revealed:
-RDiagnoses included chronic obstructive

pulmanary dlsease, morbid obesity,
schizoaffective disorder, generalized anxiaty, and
funttlonal urlnary incontinenca,

Review of Resident #4's pharmacy prescription
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dated 02/15/24 revealad there was an order for
micanazole nitrate powder 2% over the counter
(OTC) apply to affected area(s) topically twice
dally.

Review of a pharmacy medicatlon lssusd report
for Resldent #4 dated 07/17/24 revealad that the
pharmaclst recommended the order for antifungal
powder 2% with directions to apply 1o the affected
area should be specliic to avold confusion or
discontinued if no longer needed,

Review of a physlclan's order for Resident #4
dated 08/28/24 ravealed there was an order for
Antifungal miconazole nitrate 2% over the counter
{OTC) apply toplaally to affected area(s) twice
daily.

Review of Resident #4's Ssptember 2024
glectronic medicalion administration record
(eMAR) revealed Antifungal miconazole nitrate
2% over the counter (OTG) apply topically to
affected area(s) twice daily.

Interview with the Administrator on 09/18/24 at
11:56am revealed:

-The pharmacy review for Resident #4 dated
07/17/24 was uploaded info the facility's
computer-based tracking system by previous
management staff as though the pharmacy
review had been completed,

~There was no follow-up on Resident #4's
pharmacy recommendations,

Refer to the Intervliew with the Resldent Care
Coordinator (RCC) on 09/19/24 at 11:05am.,

Refer to the interview with the Administrator on
09/19/24 at 11:56am.
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Aftempted felephona Interview with the facllity's
confracted Pharmacist on 09/19/24 at 10:41am
was unsuccessful.

Interview with the Resldent Care Coordinator
{RCC) on 08/19/24 at 11:06am ravealed:

-The RCC was responsible to review the
pharmacy review reporis when they were
recelved and fallow-up on any recommendations.
~The RCC sent the pharmacy report to the
resident’s physician to review and determine any
changes based on the Pharmaclst's
recommendations.

~The RCC would send the pharmacy report to the
pharmacy to add any recommendations approved
by the physlclan to the redldent's eVAR,

Intervlew with the Adminisirator on 09/19/24 at
11:56am revealed:

~The reviewing pharmacist provided the RCC with
a [ist of pharmacy recommendations.

-The RCC was responsible for sending the lIst to
the preseribing provider to clarify the pharmacist's
reacommendations.

~Once clarified by the preserlbing provider, the
pharmacy recommendations wera sent to the
pharmacy to upload onto the eMAR,

~She was nof aware the previous RCC had not
followed-up on the pharmacy review reports.

D 451| 10ANCAC 13F .1212(a) Reporting of Accidents D 451
and Incidents

10ANCAC 13F 1212 Raporling of Accidents and
Incidents

(a) Anadult care home shall notify the county
department of social services of any actident or
Incldent resulting In resldent death or any
accident or incldent resulting ininjury to a

Divislon of Health Service Regulation
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resident requiring referral for emergency medical
evaluatlon, hospitallzation, or medical freatment
other than first ald.

This Rule Is not met as evidenced by:

Based on Intervlews and record reviews, the
fectlty falled to notliy the local county Department
of Saclal Services {DSS) for incldents Invalving &
of 5 sampled residents (Resident#1, #2, #3, #4
and #5) who recelved Injurles that required
emergency medical treaiment,

The findings are:

Review of the facility's undated Accident or
incldent palicy revealed If an Incldent requires
Intervention greater than first aid, the accldent
and Incldent report form should be sent to the
focal county Department of Seclal Services within
48 hours.

1. Review of Resldent#1's current FL2 dalad
07/07124 revealed dlagnoses included major
depresslve disorder, hypertension, dementla,
hypokalamia (low potasslum level), asthma, lupus
{dispase that causes the Immune system o
attack healthy fissue and cells), and arihritis,

Revlew of Resldent#1's resident register
revealad an admission date of 12/19/19.

Review of Resident #1°s hospltal discharge
summary dated 08/28/24 revealed:

-Resident #1 was admitted to the hospital from
08/25/24 o 08/28/24,

-Resident #1 was admiited for near ayncopa (the
feeling of being about to falnt),

Care Coordinator wili be trained on the rule
area found 1o be In non compllance

10A NCAC 13F .1212(F) Reporting of
accidants and incidents.

Facility Execulive Dlractor and Resldent
Cars Cocrdinator will be tralning on the
policles

and procadures for Reportings of accidents
and incidents,

Facllity Exacutive Director and Resldent
Cars

Coordinator wii develop a process to ensure
all Repattable Incldent reporis are provided
to DSS for raview.

Facllity Exacutive Director and or Resident
Care Coordinator will run daily reports for
Accldent Incldent reports needing review 1o
stibmit to DSS within 48 hours. Onca facliity
hotified D58 fagility will maintain records of
submission at the facility to provide
documentation of submissfon,

Fachiity Exacutive Director and or Resident
Care }
Coordinator wiil review on a weekly basis to
ensure all reporiable aceident and incidents
have been submlited and nolifled as
required to DSS. '

Facllity Execufive Director and or Resident
Care Coordinator will traln Med Techs and
Supervisor in Charge on the policles
regarding Accidents and tncidents and the
requirement to report and document alfl
accidents and incidents to the communlty fo
be

fllad In the resident health care record.,
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Interview with Resident #1. on 08/17/24 at 9:45am
revealed:

-She was hospitalized for three days a fow weeks

ago.
~She was admitted for dlarrhea and recelved
Intravenous (IV) flulds.

Interview with the Administrator on 09/18/24 at

12:25pm revealed there was no Incldent report
completed whan Resldent #1 was sent to the
hosplial on 08/25/24,

Interview with the Adult Home Specialist (AHS) on
09/19/24 at 10:14am revealed she had not
received an incldent raport for Resldent #1's
hospltal admisslon on 08/25/24,

Refer fo the Interview with the Adult Home
Speciallst (AHS) on 09/19/24 at 10:14am.

Refer to the interview with the Resident Care
Coordinator (RCC) on 08/19/24 at 11:06am,

Refer to the Interview with the Administrator on
09/19/24 at 11:56am.

2. Review of Resident #2's current FL2 dated
11/10/23 revealed:

-Diagnoses included anemia, asthma, and
dlabetes,

-Resident was non-ambulatory

-There was no Information on the FIL2 for
Resident #2's disorlentation.

Review of Resident #2's Resldent Ragister dated
11/01/23 ravealad:
~Resident #2 was admitted on 11/01/23,

Review of Resident #2's Care Plan dated
03/04/24 revealed:
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-Resident #2 was independent with eating,
tolleting, ambulatien and transfers.

-Resldent #2 needed assistance with bathing and
groaimning,

Revlew of Resldent #2's Incldent and Accldent
report on 07/02/24 revealed:

«Resident #2 was sent to the emergency
depariment (ED) on 07/02/24 at 8:47am for left
sided hip paln,

-Resident #2's primary care provider (PCP) was
notified on 07/02/24 at 8:48am.

-Resldent #2's family representative was notified
on 07/02/24 at B:4Bam.

~The facility did not submit an Incident and

"Accldent report fo DSS.

Interview with the Adult Home Speciallst (AHS) on
08/18/24 at 10:14am revealed she had not
received an Incldent report for Resident #2's ED
visit on 07/02/24, ’

Refer to the Interview with the Adult Home
Speclallst (AHS) on 09/18/24 at 10:14am.

Refer to the Interview with {he Raesident Care
Coordinator (RCC) on 09/19/24 at 11:06am.

Refer to the Interview with the Adminlstrator on
09/19/24 at 11:56am,

3. Revlew of Resldent #5's current FL2 dated
05{02/24 revealed:

-Dlagneses included hemlparesis of the right slde
{partfal weakness or an ablllty to move on the
right side of the body), hypertension, chronic
kidney disease and controlled diabates,
~Regldent was semi-ambulatory and used a
wheelchalr,

-Resident was orlented.
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Raview of Resldent #5's Resldent Registor
ravealed ho was admitied on 12/22/20.

Revlew of Resident #5's Cars Plan dated
02/28/24 ravealed:

~Resident #5 was independent for ambulation and
transfers,

~-Resldent #5 needed limited assistatnce Tor
eating, toileting, bathing, dressing and greoming.

Revisw of Resldent #5's Incident and accldent
raports revealed:

-Resldent #5 was sent to the ED on 07/20/24 at
1:20pm for hallucinations and disorientation,
~The facllity did not submit an Incldent and
Accldent report to DSS.

-Resldent #5 was sent to the ED on 05/04/24 at
12:12pm for an unwitnessed fall.

~The facifity did not submit n (ncident and
Accldent report to DSS,

-Resident #35 was sent fo the ED on 09/06/24 at
10:24am for severe pain in knee.

~The faclllty did not submit an [ncident and
Accident report to DSS.

Interview with the Adult Home Spaclallst (AHS) on
00/19/24 at 10;14am revealed she had not
received incldent reports for Resldent #5's ED
visita oh 07/20/24, 08/04/24 and 09/06/24.

Refer to the Intarview with the Aduit Home
Speclallst (AHS) on 09/18/24 at 10:14am.

Refer to the Interview with the Resident Care
Coardinator (RCC) an 09/19/24 at 14:08am.

Refar fo the interview with the Administrator on
09/19/24 at 1 1:56am.
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4. Revlew of Resident #3's FL-2 dated 02/08/24
revealed dlagnosls included hypertenslon, bipolar
disorder and anxisty disorder.

Review of Resident#3's resident register
revedgled an admission dafe of 12/21/23.

Review of an Accident/Incldent report dated
08/06/24 revesled Resident #3 had fallen in her
bathroom on 08/06/24 at 8:46am which required
a transfer to the Emergency room (ER).

Review of Resldent#3's ER after visit summary
dated D8/06/24 revealad

-Resident #3 was seen for a fall, and unspecified
headache,

-Resident #3 was returned back to the facllity on
the same day (08/06/24).

An interview with the Adult Home Speclallst on
09/19/24 at 10:45am revealed she had not
recelved a accldent report for Resident #3 daled
Q8/06/24.

Refer to the interview with the Adult Home
Speclalist (AHS) on 09/19/24 at 10:14am.

Refar to the Inferview with the Resident Care
Coordinator {(RCC) an 09/19/24 at 11:08am.

Refer to the Intarview with the Admlnlstrator on
09/19724 at 11:56am.

5. Revlew of Resldent #4's current FL2 dated
10/05/23 revealed diagnoses included chronlc
obsicuctive pulmonary disease, morbld obasity,
schizoaffective disorder, generallzed anxiety, and
functional urinary Incontinence,

Raview of Resident #4's Accldent and [hcldent
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Report dated 07/25/24 reveated:

-Resident #4 had a madical chservation of
choking and was unable to breathe which
required a visit to the emergency department
{ED}.

~There was no documentation that DSS was
notified of the incident.

Review of Resident #4's Accldent and Incldent
Report dated 08/07/24 ravealed:

-Resldent #4 had a medical observation of being
fotnd lying an the floor which required a vislt to
the emergency department (ED}.

~There was no documentation that DSS was
notified of the incident,

Revlew of Resident #4's Accident and Ingident
Report dated 08/15/24 revealed:

~Resident #4 had a medical observation of not
baing able to walk and was very shaky which
required a visit to the emergency department
(ED).

~There was ne documentation that DSS was
notified of the Incldent.

Refer o the Interview with the Adult Home
Speclallst (AHS) on 09/18/24 at 10:14am,

Refer to the interview with the Resident Care
Coordinator (RCC) on 09/19/24 at 11:06am,

Refer to the interview with the Adminletrator on
09719124 at 11:56am.

Interview with the AHS on 05/10/24 at 10:14am
revealed: :

~The AHS pulled fhe last three months of [ncident
and Acgldent reports from the facility.

~There was only one repost sent from the facllity
far July 2024, August 2024 and September 2024,
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~The facillty was responsibie to fax Incident and
Accldenit reports to the county Department of
Soclal Services (DSS) within 48 hours of the
Incident or accldant,

Interview with the Resldent Care Coordinator
(RCC) on 098/19/24 at 11:08am revealod:
-Madication Aldes {MAs) were responsible for
completing Aceident and Incldent reports.

=The RCC and Administrator wers responsible for
reviewing and completing Accident and Incident
reports within 2448 hours,

<Accident and Incident reporls that were sent o
DSS included falls with Injury, resldent behaviors,
and 24 hour/5 day reporis.

-The RGC and the Adminlatrator were responsible
for sending Accident and Incldent reports to DSS,

Interview with the Administrator on 09/1%/24 at
11:56am revealed:

-The Administrator was not aware that Accident
and Incldent reports ware not being sent to DSS.
~Medication Aldes {MAs) were responsible for
completing Acsldent and Incldent reports.
-Accident and Incident reports that involved
medical treatment beyond first aide should be
santto D88, .
~The RCC was responsible for reviewing and
ensurlng that acsident and incident reports ware
sompleted and faxed to DSS within 24-48 hours
of an incldent. ’

D 451

Facility

expected
compliance;
11/31/2024
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