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D 00C| Initial Comments D 000 Responsible to cited deficiencies do
not constitute an admission or agreemgnt
The Adult Care Licensure Section conducted an by the facility of the trqth of .the facts in
. the Statement of deficienceies of 4/25/26
annual and follow-up survey and compiaint : . .
investigation on March 04, 2026 through March Corrective Action Report: The Plan of |\
A ’ g Correction is Prepared Solely as matter 010 "“ﬁ
' L of compliance withState Law.
The complaint investigations were initiated by the P
Nash County Department of Scclal Services on
January 12, 2026 and January 20, 2026,
D 128 10A NCAC 13F .0403(a) Qualifications Of D125

Medication Staff

10A NCAG 13F .0403 Qualifications Of
Medication Staff

(a) Adult care home staff who administer
medications, hereafter referred to as medication
aides, and their direct supervisors shall complete
training, clinical skills validation, and pass the
written examination as set forth in G.S.
131D-4.5B. Persons autherized by state
occupational licensure laws to administer
medications are exempt from this requirement.
Readopted Eff. July 1, 2021,

This Rule is not met as evidenced by:

Based on observaticns, interviews and record
reviews, the facility falled to ensure 1 of 6 staff
who administered medications to residents (Staff
F) completed the medication administration
clinical skills validation prior to the administration
of medications to residents.

The findings are:

Review of the facility's undated Med Tech
Training policy revealed:

~Employees indicating desire to be a med tech,
must be a certified nursing assistant (CNA) or a

An audit of all current Medication
Aides personnel files was conducted
by the Clinical Support Team on
3/12/26,

The ED/ designee will audit the

personnel files of any new hire assigned

to pass medication to ensure all

fraining documentation is present before

they are allowed to work on the floor.

4/25/26

O(\(d 0171.3

4/25/26
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personal care aide (PCA) with certificate or
vatlfication on file,

-Run medication test vetiflcation if has previously
taken med tech test,

-All documentation of med tech competencies,
training and quaiifications will be maintainad in
the amployee's flle for review,

-Employae will review the study gulde for
madication on the learning platform prior to
trelning on the medication cart.

~The med tach In training will shadow with a
seasoned med tech for 3-6 days/shifts, once this
is complated, the communlty will notlfy the nurse
that the trainee la reacy for skiils valldation,

-The nurge will observe the employes in o fulk
medlcation pass and meat with employae and
discuss liems related fo medication
administration as the Medication Valldation Skills
Chack-off fortn Iz complatad along with questions
and answers for Valldatlon,

-Upon complation of the skiils validation, the
nurse will maet and continue fralning with the
tralnee on diabetes management, coumadin
administration, and psychotropic medications and
any other fisms [dentified during the sklills
vafldation,

~The nursa will complete a North Carolina 5-hour
certificate, a certiflcate for disbetes management,
eoumadin administration, and psychofropic
medication administration and place in the
employes's fila.

-The employae will reverse shadow (meaning
they complete tha madication pass) while the
seasoned med tech observes and provides
guldanace) for 3 daye/shifts.

f the tralinee does nat pess tha skills valldatlon,
they wili nead to go through additional training
hefora tha skills valldation will be completed by
the RN, they are dearmed not able to pass
medications.

three months, and then quartefly. orép )

FORM APPROVED
Dlvislon of Health Service Requlation
STATEMENT OF CEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (2) MULTIPLE GONSTRUGTION ({X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
HAL64034 B.WING 03/11/2026
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
1365 RIVER DRIVE
THE LANDINGS OF ROCKY MOUNT MILLS
G ROGKY MOUNT, NG 27503
K10 SUMMARY STATEMENT OF DEFICIENCIES ') PROVIDER'S PLAN OF CORRECTION (46)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY CR LSC IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APPROPRIATE DATE
D125 Continued From pags 1 0126 ED/ designes will audit monthly for 4/25/26

Divislan of Health Serviea Regulalion

BTATE FORM

8309 SBEZ1T

If continualion sheet 2 of 147



PRINTED: 04/01/2026

-The med tech will register to take (if they have
not previously done so}, and pass the MT state
test within 60 days of the sklls check-off by the
RN (Flease assist them In reglstering for the
test/exam as they only have 60 days cnce signed
off to take it and pass, best to start this at the
beginning of trainng).

-If the med tech does not pass the state test
withln the 60-day perlod, they must immediately
be removed from the medication cart.

-Once they pass the test, they will be re-validated
by the RN befors thay can administer
medications.

-The med tech trainee will need fo attend the
In-person 10-hour med tach tralning class with
the RN within 80 days of skills check-off,

-Tha trainee has passed the state test, recelved
the skllls compstency by the RN and completed
tha required training thay will need to review and
sign the med tach Job description.

Review of Staff F's peraonnsl tecord revealed:
-81aff F's hire date was 07/07/23.

-Giaff F was hired as a MA,

~Staff F complaeted her 15 hour medication
training on 0522721,

-Staff F completed her medication aide test on
09/24{21.

~There was no documentation of a medicaflon
clinical skills checklist or LHPS staff competency
completed,

Intetview with Staft F on 03/10/26 at 4:54pm
revealed:

-She had worked at another facliity the company
owned back in 2017 and had her med|cation
ofinical skills checklist completed then,

-She did not have a new medication clinical skills
checldist completed by the LHFS nurse when she
began working at the facility,
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Interview with the Administrator on 03/06/26 at
1:49pm ravealed the LHPS nurse had the clinlcal
skiils checkllst for Staff F and was attermpling to
locate tha chocklist,

Interview with the Administrator on 03/11/25 at
3:52pm revesled:

_The Business Office Manager (BOM) completed
audlts of the medlcation clinical skills checklist.
-She provided assistance to the BOM when
audlting staff personnel records, usually monthly.
-Sha did not reallze that Staff F did not have a
madication clinleal skills checklist in her
persennel fila.

-All MAs should have a medication clinlcal skills
chackllst In thelr pevsorinel record befare passing
medications.

Attempted telephione interview with the LHPS
nurse on 03/10/26 at 3:54pm was unsucceastul.

D162 10A NCAC 13F .0504{c) Competency Eval &
valldation For LHPS Tasks

10A NCAC 13F 0504 Competency Evaluation
and Validation For Licensed Heaith Professional
Support Tasks

D 126

D 162
the hirlng LHPS checklist,

LHPS task without signed
documentation from the LHPS

The ED will train all managers on

specifically that no staff can perform

4/10/26
ombmnﬂa

nurse.

(c) Evaluation and validation of compatency shall
be performed by the following licensed health
profegsionals in accordance with his o her North
Carolina occupational licensing laws:

(1) Aregistered hurse shall valldate the
competency of steff who petform any of the
persenal cara tasks speclfied In Subparagraphs
{a)(1) through (a}(28} of Rule .0803 of this
Subchaptar;

(2} Inlieu of a reglstared nurse, a licensed
rasplratory care pracitionar may valldate the

Care manager/ED will notify the LHPS
nurse of any new task when Identified.
Medication aides will be trained of the
the new task.

The ED/designee will audit new hire
files woekly for three months to ensure| 4/ 10/26
LHPS competency documentation is 0'\%0"\{‘
present bafore task performance.
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gompetenoy of staff who perform personal care
tasks specified In Subparagraphs (a)(8), @11},
(a)(18), (a)(18), (2)(19), and {a)(21) of Rule 0803
of this Subchapter;

(3} In lieu of a registered nurse, a licensad
pharmacist may validate the competency of staff
who parfarm the personal care taske specified in
Subparagraph (a)(8) and (a)(11) of Rule 0903 of
this Subchagpter, An immunizing pharmaclst may
validate the competency of staff who perform the
personal care task specified in Subparagraph (&)
(16) of Rule .0903 of this Subchapter; and

(47 Inlleu of a registered nurse, an occupational
therapist or physical therapist may velidate the
competency of staif who perform personal care
tasks specified in Subparagraphs (a)(17) and (a}
{22) through {a){27) of Rule 0903 of this
Subchapter,

This Rule s not met as evidenced by:
TYPE A2 VIOLATION

Basad on obsarvations, record reviews and
Interviews, the faciliy failsd to ensure 8 of B
sampled staff (Staff A, Stafi B, Staff G, Siaff D,
Staff E, and Staff F) were competency validated
tor Liconsed Hoaltn Professional Support (LHPS)
tasks by return demonstration including the
placement and monitoring of a confinuous
glucose monitoring {CGM) device that detects
trends and tracks patterns In the detectien of
episcdes of low blocd glucose angl high blood

giucose for 2 of 2 sampled residentss {5, #10). On 3/10/26 the care manager obtain

the ordars immediatley from the PCP
for fasting bloodsugars for all resldents 411026
tcliwat,was currently using Libre CGM ongoing)

evice.

The findings are:

Ravlew of the facility's undated llcensed health
professional suppart {LHPS) Initial Evaluation and
Division of Heaith Service Regulation
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. including all new hire medication
Quartarly Review of Residents pollcy revealed: 9 4/10/26

-The facliity should ensure a LHPS wag
completed and decumented in the residents
racord. ‘

~Community management would evaluate and
ientify residents with LHPS tasks on admission
to the facility.

-LHPS tasks identified on admisslon should be
decumented on the face sheet an admission and
the LHPS would bs notified for the initial
gvaluation.

“The LHPS will parform the LHPS Initial
Evaluation and complete the form In the
elactronic health record, which needed to be
complated within 30 days of admissian or within
30 days from the daie a resident develops the
need for a new task and quarterly thereafter.”
SThe LHPS form is completed in the electronic
heaith record and will appear on the dashboard
for raview and completion by community
management (community management included
the Adminlstrator, Divestor of Resident Gare
(DRC), Resident Care Coordinator (RCC),
Special Gare Unlt Goordinator {8CC) and then
will be elactranlcally signed by the LHPS."

~The 1L.HPS will review the health status and care
provided, physlcal assessment as related to
diagnosesfourrent conditlan, progress to care
providad and recommended changes in cars on
aach gvaluation.”

~"The LHPS will parficipate in an on-site review
ahd evaluatian of the resident's health status,
care plan, and care provided for residents
requiring, but not limited to, one or more tasks of
the above tasks.”

M he LHPS will review any changes and follow
up recommendations to meet the resident needs

aides was in-serviced on Libre

conducted by the community

All medication aides will perform

nurse by 4/27/26.

and informed within 24 hours

of new task,

The ED/ Care managers will
files.

The Care manager / ED will
complete quarterly audits on

Regional Clinical Nurse Director.

fingure sticks until comptency is
ovaulated and validated by the LHPS | 4/10/26

The LHPS nurse will be contacted

CGW device. In-service attached ongped

ongfieg

of

any new admissions with a new 410126
LHPS task to schedule a visit to gn%omﬁa
evaulate and validate competency

ensure that all staff validations ~ (4/10/26
are maintained in their personnel |0Ngeiny

resident 4/10/28

LHPS task to ensure that LHPS ongon
nurse has assess the resident and
the staff has been competency to

with communlty management.” perform any LHPS task.
“The LHPS wiil continue fo evaluate the
residents quarterly for identifiad tagks."
Divialon af Health Service Regulatlon
STATE FORM 8683 IBEZN If continuestion shael 6 of 147
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Review of the manufacturet’s quick refarence
guide for the Free Style Libre 3 continuous
glucore monitoring (CGM) manufaciurer's
revaaled:

-A Free Style Libre 31s 2 CGM for people with
diabetos to track their glucose levels.

-Tha GGM sensor should only be applied ta the
back of the upper arm,

“The CGM sensor may not work properly in other
areas.

-Avoid scars, moles, strefch marks, and lumps
when placing the CGM sensor.

.Chaose an area that stays mostly flat {no
bending or folding) during the day whan placing
the CGM sensgor,

“The CGM sensor should be placed at lsast one

| inch away from insulin Injeotion altes.

Review of Staff A's personne] record revealed:
Staff N's hire date was 01/02/28.

_Staff A was hired as a medlcation aide {MA).
.There was no documentation of training on the
contlinuious glucoss monitoring {CGM) device on
Staff A's LHPS compstency validation.

interview with Staff A on 03/06/26 at 11:30am
revealed the Resident Gare Goordinator {RCC)
and LHPS nurse provided tralning on the CGM
around the baginning of February.

Review of Staff B's parsennal recard revealed:
_Staff B's hire date was 12/20425,

-Staff B was hired as a MA.

“There was no documentation of irafilng on the
CGM device on Staff B's LHFS competency
valiclation.

Review of Staff C's personnel record revealed:
-Staff C's hira date was 12/18/25.
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Staff C was hired &8 & MA.

“There was no documentation of training on the
CGM device on Staff C's LHPS competancy
valiiation,

Review of Staif D's parsonnel record revealed:
-Staff [¥'s hire date was 09/08/25,

-Staff D was hired as 8 MA.

Thare was no documentation of training on the
C M device on Staff D's LHPS competency
validation,

Review of Staff E's personnel racord revealed:
-Biaff E's hire date was 07711725,

-8taff E was hired as a MA,

~Thefe was ho dosumsntation of tralning on the
GOM device on Staff E's LHPS competency
validation.

Review of Staff F's parsonnel racord revealet:
«Staff F's hire date was 07/07/23.

-Staff F was hired as 8 MA.

~There was no documentation of training on the
CGM device on Staff F's LHPS compstency
valldation,

Interview with Staff F an 03/10{26 at 4:54pm
revealed:

-She had worked at ancther facility the company
owned hack in 2017 and her LHPS Staff
Campstency was completed then,

-She did not have a new LHPS competency
valkiation completed by the LHPS nurse when
she began working at the facility.

-She could not remember if the LHPS nurse had
trained her o the placement of a CGM device
and how fo use the recelver.

5. Raview of Reeident #5's FL2 dated 01/24/25

rovealed diagnoses included type 2 disbetes,

162
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hypertension, and cagnitive communication
disorder.

Roview of Resldent #5's FL2 dated 01/08/26
reveated:
-Dlaghosss included type 2 dlabates, nutritional

deficiency, and cognitive communication disorder.

“There was an arder for a Freg Style Liore 3
{FOL3) Kit Plus/Sensors, uss kW gheck blood
sugars four times pef day.

Review of Resident #5's gigned physicians order
shest dated 01/08/26 revealed there was an
order for FSLA Kit Plus/Sensors t© gneck blood
sugars four times per day.

Review of Resident #5's sndocrinology provider
notes dated 12/03/28 revealed:

“The reason for the appeintment was fype 2
diabstes malitus with hypogiycemia {law blood
gugar) without coma.

-Assessments Included type wo diabetes meliitus
with bypoglycermia, without coma, without
long-term current use of insulin.

~Treatment included, start FSL3 plus Sensaor,
used to chack blood sugars four times per day
and FSL3 Reader Peavics used to check bloed
sugar four times per day-

Resident #5 had a FSL3 sensor placed In the
wiffoe with & loaner reader.

.She was currently on no diabetes medications.
Her blood glucos kg rangad from 85 t0 164.
_Staff with the resident called the facility to be
sure the facility could apply & NBW Sensor and
staff gaid the resident wag able o wear a sensor
and a FSLA sensor was placed.

Revlew of Resident #5'8 quarterly LHPS dated
01/26/26 revealed:
Tasks currently present were identifled as

D 162
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transfarring semi-ambulatory o nor-ambulatory
residants, ambulation with assistive dovices that
requlred physlcal assistance, and collecting and
tosting of FSBS samples.

_8he was diabatic with FSBS cheched four times
dally, ranging from 74 to 102, contrallad by oral
medlcations, with FSBS and Injection sites within
normal Imits.

-She had LHPS tasks including F&BSs,
ambulation using assistive devicas requiring staff
assistance, and ransfer assistance from staff.
The resldent was alert and orlented to pargon,
place and was observed sitting In a wheelchair in
the day room at the time of the assessment.
-Her appetite was good with no weight changes
reporied.

-Sha was non-ambulatory and used a wheelchalr,
raquiring one persan aasisiance for transfers.
“The realgent denled any complalnts at the time
of tha asgessment, continue plan of care.

-No thangas or follow-1p wers racommended to
meet the residents’ needs,

Facility steffl competency was validated for
transfering semi-ambulatory of non-ambulatory
regidents, ambulation uging assistive devices that
required physiosl asalstance, and collecting and
testing of FSBS samplas.

-Rasident #5's quartarly LHPS evaluation was
signed by the LHPS RN 01/29/26.

~Thate ware no tasks identlilad for placement of
C.GM sensar or checking blocd glucose using &
CGM device.

nterview with a MA on 03/00/26 at 1:67pm
revaaled:

_She was trained a few months ago on ihe Libre
gensor by a MA that no longer worked at the
facility.

\When she applled the GGM sensor herself to
Resldent #5 she placed the sensor to the bottom
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Continued From page 10

of the rasldents' left lower stomach and twisted
the applicator onto the resldent's skin when she
Injected the GGM.

She was supposed to check the resident's
racalver to the sensor four tmes & day for her
hlood sugar reading, but steff had dgifficulties
getling the sensor to provide the residents blood
glucose lavels,

interview wiih the Realdent Care Coordlnator
(RCC) on 03/06/26 at 10:00am revealed:

-8y the end of January 2026 the LHPS nurse saw
that Resident #B's blood sugar readings wers not
populating on the eMAR from the GGM.

-No LHPS tralning was done for the CGeM.

“Thara should ba LHPS tralning for the CGM.
_The LHPS training should be done so staff gould
leatn to use the machine, learm 1o document, and
get a disbetic training refrasher so they can watch
for hypaglycemia.

Telephone interview with the ptimary cave
provider (PGP} on (3/06/26 at 2:46pm revealad:
“There were issuss with the CGM not working
where tha blood glucosa was rnaasuring low, but
Resldant #5 was alett and conversatlional,
-Resident #5's presentation did not match the low
plood glucose readings from tha CGM at times.
MA's could not determine whether the low blood
glucose reeding was an errar, and MAs should
contact the providar via the provider triage
syatam and get advice.

~The facility should provide aducation on how o
use the CGM and how to document the blood
giucose readings,

-She approved as needed (PRN) FSBS whenever
the CGM was nat worklng because she was
cancerned that Regident #6 would be sant to the
hospital unnecessarily.

C 162
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Attempted Interview with Resident #5 on 03/04/26

at 0:30am revealed she raported she "can't
remember anything".

Alternpled telephone interview with the Licensed

Health Professional Support (LHPS) Reglstered

Nurse on 03/10/26 at 3:54pm wag unsuccessful.

Attampted telephone interview with Resldent #5's

endocrinolegy trovider an (3/06/26 at 4:56pm
was unsuccessiul.

Attetnpted telaphone interviews with Residant
#5's andocrinology provider on 03/08/28 at
41:47am and 1:52pm were unsuccessful.

Atternpted telephone Interviews with Resident
#5's endocrinology provider on 03/10/26 at
#:17am, 14:26am, and 2:11pm were
unsuccessful.

Attempied telephone intarviews with Resident
#5's endocrinalogy provider on 03/11/26 at
g:59am, and 2:04pm werg unsuccessful,

Refar to interview with a MAen 03/00/2¢ at
1:.57pm.

Refer to interview with the RCC on 03/09/26 at
2:47pm.

Refer to telephone interview with the faclity's
contracted PCP on 03/11/26 at 10:21am.

Refor to intarview with the Adminlatratey on
03711726 at 3:62pm.

b. Review of Resident #1 0's FL? dated 11710125
revealed:
-Dingnosaes included milld demantia, chronic

D162
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Kidney digense stage 4, nypertension, and
diebatic morbid chesity.

There was an order for & Free Style Libre 3
(FSL3) Kit Plus/Sensors (8 Fraostyle Libre 3 is 8
continuous glucose monltoring device for paople
with dlabetes to yrack thelr glucose lovels),
change every 15 days.

-Thete was an order for Freestyle Libre 3 reader
as directad for dally use.

Raview uf Reaident #10's quarterly Licensed
Health Professional Support Evaluation (LHPS)
dated 02/23/26 ravealed:

-Peraonal tasks currently present were identified
as medication administration through injections
and collacting and testing of finger gtick blood
sugar {FSBS) sanmpies.

“The resident was alart and orientad to person,
place, and time.

“The resident was ambulatoty with a cane and
required no assietance with transfers.

“The resident axperlenced no welght loss or gain
in the last quarter.

The resident had no falls reported in the last
quarter,

“The resident denlad any complaints at the time
of assessment.

No changes or follow-up ware tecornmended to
meet the rosidents’ needs.

-Facllity staff compatancy was validated for
collecting and testing of FSBS samples and
madicatlon administration through injections.
“The LHPS evaluation was signad by the LHPS
Ragisterad Nurse an 02123728,

-There was no documentation Resident #10 had
a task to apply 8 CGM device.

Obssrvation of Resident #10 on 03/10/26 at
1:03pm revealed thera was a CGMW sensor on her
upper right anm.
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interviaw with Resident #10 on 03/10/26 at
1:04pm revealed:

-Her "sensor" was on her right arm today.

~The CGM sensor had been placed on her lower
stomach and both of har arms in the past.

Refer to Interview with a 1A on 03/09/26 at
1:57pm.

Refar o Interview with the RGO on 03/09/26 at
2:47pm.

Refar to felsphone interview with the facliity's
contracted PCP on 03/11/26 at 10:21am.

Refer to interview with the Administrator on
03/11/28 at 3:52pm.

-

Interview with a MA on 03/00/26 at 1:57pm
revealed:

-A MA that praviousty worked at the faclity trained
her an how to place the CGEM sensof.

-Sha asked the MA that previously worked at the
facility to train her.

-She had never received fralning from &
Registered Nurse.

_Bhe asked for help with training on the
application of the CGM because she was
concerned about applying the sensor due to how
fragile the resident's skin was.

-After the MA that previousty wotked at the facllity
demonatraied how 1 apply the Libre sensof, the
MA checked neroffona list that she was trained
on how to apply the Libre sensor.

-She was not sure what the llst was that she was
checked off on.

Whan she applied the Litra sensor harself to
Resident #5 she placed the sensok to the botiom

of the residents’ left lower stomach.
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-She was supposed fo chack the resident's
rocsiver to the sensor four times a day for het
blood sugar reading but staff had difficulttes
getting the sensor io provids the resident's blood
glucose lovels.

Intarview with the RCC on 03/09/26 at 2:47pm
ravealed:

-She provided one on one training to all the MAs
on how to place a Libre sehsof on a rasident.
_She Instructed the MAS to apply the Libre sensor
to the resident's arm or on the regident's
apdormar.

-After she provided the tralning to MAs on how o
place the Libre sensor they were allowed to
replace the sensoy for residents with a CGM
gonsor independently.

She did not dosument the training she provided
to the MAs.

-She was not aware that the LHPS nurse was
respensible for providing training to herself and all
MAs on how to correctly place the CGM sensor
on residents and use to recelver.

Telephone Interview with the faciity's contracted
PGP on 09/11/26 at 10:21am revealad:

“The GGM sensor should be placed on the back
of a resident's arm.

Staff should be tralhed on the proper placement
and use of the CGM sensor and receiver device
to ensura proper blood giucese readings to
provent epleades of hypoglyesmia or
hyperglycenia,

interview with the Adminlstrator on 03/ 11f26 at
3:52pm revesled:

The Business Office Manager (BOM) completed
audits of staff competency valldated LMPS task
lists usually weskly.

-She provided assistance to the BOM when
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auditing staff parsonnel records.

“The BOM reached out to her, the RCC, or SCC If
a staff member needed an updated competency
validated LHPS task list completed.

-Tha competency valldated LHPS tasks by refumn
demonstration should be completed for all
rasidents tasks to ensure they received the
proper cere from gtaff that were approptiately
trained.

~The competency validated LHPS task list
ansurad that steff were fully educated and
understoad the tasks thay needad to perform for
rosidents.

-She had not considered adding staff competency
valldation LHPS task lst for CGM's because It
was not listed on the LHPS form.

-She followed up on the quarierly LHPS tasks
lists that were comploted by the LHPS nurse and
when there was a new task added for a resident.

Attempted telaphone interview with fhe Licensed
Health Professional Support (LHPS) Reglstered
Murse on 03/10/26 at 3:54pm was unsucoessiul.

The facility falled to provide compelency
validation for 1icensed Health Professlonal
Support (LHPS) tasks by a Registered Nurse to
provide raturn demonstration to ensure the propar
yse of a confinuous glucuse monitoring {GGM)
device and raader (#5, #10). Facllity staff placed
a CGM sensor on 8 reskdent's abdomen and
iwisted the device while applying itto the
regident's lower abdomen, lack of education to
place the sensol in the appropriate place fo
obtaln eccurate blood glususe readings for two
regldents with one resldent expetlencing several
hypaglycemic apisodes and rogulring an
amergency room visit (##5). This failure resulted in
substantlal risk for serious physical harm and
canstituies a Type A2 Violation.
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10A NCAC 13F 0802 Resldent Care Plan

(2} The facility shall devalop and implement &
care plan for sach reeident based on the
resident's gesessmaent complated In accordance
with Rule .0801 of this Section. The care plan
shall be resident-centered and Inchsde the
rosident's preferences ralated to the provision of
care and servicas, Acopy of each resldent's
current cara plan shall be malrtained In a location
i the facility where It can pe accessad by faclity
staff who are respansible for the implemantation
of the cara plan.

{6) The care plan ghall Includs the followlng:

(1) a description of services, supervislon, tasks,
and level of assistance to be provided to address
the resident's nasds identified in the resident's
assessment in Rule 0804 of this Sectlon;

(2) freguency of the services or tasks to he
performed;

{3} revislons of tasks and fraguency based on
remsgassments in accordance with Rule 0801 of
this Bection;

(4) licensed health professlonal tasks required
according to Rule 0203 of this Subchapter,

(5) & dated elighature of the 88850 Upon
completion; and

The MCC started a100% care
lan audit of all resident residing
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The facillty provided a Plan of Protection In
accordance with G.5. 131D-34 on 03110424 for
thls violation.
THE CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED APRIL 10,
2026,
D 258 10A NCAC 13F 0802 {a} (c) Resident Care Plan D 269

4125/26

i1 the memory care unit on 3/25{26.|00G0 nf)

The care managers will complete

quarterly care plan audits to ensurs 4/25/20

care plan audits
to date.

that all care plans are updated and
gigned. The £D will ensure that all

bﬂ%bﬂ\ﬁJ

reviewed and up
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(8) a dated signature of the resident's physictan
or physiclan extender as defined in Rule ,0102 of
this Subchapter within 15 days of completion of
the care plan certifying the resldent 15 under this
physlcian's care and has a medleal diagnosis with
associated physical or mental limitations
warranting the provislon of the peraonal care
services In the sbove cara plan in accordance
with G.5. 131D-2.16, This shall not apply to
residents asseased through the Medicaid State
Plan Personal Care Servicas Assessmant for the
pottlon of the assessmant covering tasks needed
for aach activity of daily llving of this Rulefor
which care planning and signing are divectad by
Medicaid,

This Rule s not mat ae evidenced by:

Based on record raviews, and interviews, the
facility failed to ensure care plans for 2 of 6
sampled residents were completed to include the
resldents' raquired level of assistance with
activities of daily living (#3, #4),

The findings are:

Reviaw of the faclity’ 8 undated Resldant
Assessment and Cate Planning Polioy revealed:
Residents are assessed on admission and
ongoing based on the individual needs In the care
planning process, and the care plan Is updated to
teflect significant changes In resident care
planning.

Tho Initlal assesament Is compieted by tho
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Director of Resldent Care, Resldent Care

Coordinator, or the Memory Care Coordlnafor as
asglgned,

“The Executive Director will oarmplete the
assogsment in the absance of other mernbers of
the management team.

-A resident is assessed upon stimission using the
Reosldent Ragister and a full assegsment with
care planning ia completed within 30 days of
adimisslon and annually and as neaded for
significant change.

_The assessment will Include the resident's level
of functioning to Include psychosocial well-being,
cognitlve stalus, and physical functioning In
activities of daily living.

-Activities of dally living are bathing, dressing,
personal hygiens, ambulation, of locomation,
transferring, tolleting, and eating.

The assessor will sign the plan of care and the
provider wiil apnrove and sign the plan of care
within 15 days of the assessor completing the
plan of care.

1. Review of Resident #4's current Fi-2 dated
14/04/25 revealed:

.Diagnoses included Alzhelmer's Disease,
dementia, type 2 diabetes, hypertensive kidney
diseasa, chronic respiratory fallure with hypoxia,
and pulmonary hypertenslon.

-Her level of care was Special Cara Unit.

Reoview of Regident #4's care plan dated 02/26/26
revealad:

Under mental health and social history,
wandaring, verbally abusive , and resists care
ware documented.

-She was currently receiving medications for
mental behavlors and there was a history of
mental lliness,

_She was ambulatory with aide or devices.
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-She had no problems with har upper exfremities.
Nutrition was documanted ag orai and her weight
was docimented as 128 pounds.

JHer respirations were documented as normal.
Bowel and bladder wera documented a3 notmat,
-Orientation was documented as sometimes
disorlented.

Mermary was documented as forgetiul, neads
ramincers.

.She was currently receiving mental haalth
services,

Her vislon was documented as adequate for
dally activities,

Her hearing was documented as adequate Tor
daily activities.

-Har speachicommunication was documented as
narmal,

“The Aclivities of Daily Living (ADL) saction was
blank.

“There was no petformance cods documented for
eating.

“There was no gerformanae code dooumented for
tollating.

“There was no performance cods documented for
ambulatlonflocemation.

~There was na parformance code documented for
bathing.

~There was no performance code documented for
graomingipersonal hygiens.

~There was no performancs cods docu mented for
transfarting.

~There were no licenaed heaith professional
support personal care tagks dogumented.
“Rasident #4's care plan was signed by the
Special Care Coordinator {8CC) on 02(26f26,
Resident #4's care plan was signed by her
primary care provider (PGP} on (12/26/26,

Refer to Interview with the Special Care
Goordinator {SCC) on 03/00/28 at 3:30pm.,
Division of Health Sarvice Regulation
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Refor to sacond interview with the SCCon
0:3/11/26 at 3:30pm, :

Refar to interview with the Administrator on
03/11/26 at 3:63pm.

2. Review of Resident #3's current F1.-2 dated
12/15/25 revealed:

Dlagnosas Included hypertension,
hyperlipidemia, vascular dementla, osteoarthritls,
and unspecifled protein-calorle malnutrition.
“The resident's leval of care was Special Care
Unit.

Heview of Rasident #3's care plan dated 03/05/26
revaaled:

Under mental health and social histary thare was
documentation that the resident wandered,

The regident was currently receiving medications
for mental bahaviors and thera was 8 history af
mental illness.

“The residant was ambulatory with a walker.

“The rasident had no problers with his upper
axtramities,

-Nutrtion was documented as oral and there was
110 weight documented.

~Tha rasident's respiration were documented as
narmal.

_The resident had occasiona! Incontinence of the
bladder and bowals,

.Orientation was documented as somellines
disoriented.

-Memory was documented as forgetiul, needs
raminders.

The resldent's vigion was documented a8
adeguate for dally activitizs.

“The resldent's hearing was documaentad as
adequate for dally activitles.

“The realdent's speach/communication was
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documented ag normal.

“The Actlvitles of Daily Living {ADL) seclion was
blank.

~There was no performance code documented for
eating.

~Thare was no performance cods documanted for
tolleting.

-Thare was no performance code documented for
ambulation/locomotion.

~There was no performance cade documented for
pathing.

~Thers was no performance code documaenited for
groomingfpersonal hygiene.

“There was no periormance code documented for
transterring.

—There were no licensed health professional
support porsonal care tasks documented.
.Resldent #3's care plan was signed by the
Speolal Care Coordinator (S8CC) on 03/05/28.
“Resident #3's care plan was slgnsd by his
primary care provider (PCF) on 03/05/28.

Rafor to interview witis the Special Care
Coordinator (SCC) on 03/18/26 at 3:30pm,

Refer to second interview with the 8CC on
03/11/26 at 3:30pm.

Reafar to interview with the Adminlstrator on
03/11/26 at 3:53pm.

Interview with the SCC on 03/09/26 at 3:30pm
revesled:

ZThe Care Managers (SCG and Resident Care
Goordinator) were rasponsible for the residents’
cere plans.

.She did not think she had ever completad the
parformance codes for the resldent's ADLs.
-She entered the resident's information info the
computer systam, and she thought the ADL
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performance code auto-populated from the
asseasment Information enferad.

-She had hoficed the ADL performance codes did
not show up on the reslidents' care plan and
thought it may be a software lssue with the
facllity's health record system.

Sacond intarview with the 8CC on 03/11/26 at
3:30pm revealed:

-The residents' care plans were the responsibility
of the care maragars which Included herself and
the Resident Care Coordinator (RCC).

-When she completed a care plan for & resident,
she went by an assessment sheet and eniered
the Information In the faclilty's health record
systam.

-The ADL performance code let care staff know
what a tesident could and could not do.

~The ADL perfarmance code was also important
because It served as a gulde for care stafl as to
what type and how much assistance a resident
required.

Intatview with the Administrator on 03/11/2€ at
3:63pm revealed:

“The Gars Managers {SCC and RCC) were
rasponsible for completing the rasidents' care
plana.

Care plans wers to be completed on admission,
annually, and if thera was a significant change n
the resldent's conditon.

-The facility had a new slectronlc haalth record
system as of 12/01/25 and staff were stlll learning
tha system.

-The ADL performance codes were Impoitant
becausa It lot care statf know what type care and
assistance each resident required.
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b 273 10AMCAC 13F .0902(b} Health Care nan s f ‘
ohidh o 100%0 oudat ot al 25/
10ANCAC 13F 0902 Health Care . N Cemn !
{b) The faclity shall assure referral and follow-up (es\ dﬁ (\"'S Ahat hao e on%ﬁ\l’ﬁ
fo meet the routine and acute heaith care needs deviees Yo ensurt Aok e &
of resdents. funchionng ond all vequired
phusiclon Retlaw—ups e gredu
This Rule ts not met as evidenced by: G
TYPE B VIOLATION on 312 2%
Rased on chservaiions, (nterviews, and record
reviews, the facilily falled to ensur2 health care
coordination and follow-up for 1 of 5 sampled d @(N
residents (#5) including fafling fo notify the Y \eIEC
residents endocrinology provider immediately of e CUrC mﬂ\;\o\gﬁtfs ;\1\ deaal LHZSF
s malfunstioning continuous glucose monitoring uon of ghers, Weau G in
dovice and gcheduling a follow up eppolntment TCCC{\:‘- Qh\ﬂ ! ‘ ongﬁ %
with 1he endocrinology provider in a timely ?ﬂ}{\dtf noeg, LHPS ¥ VCH’F\.‘
manner. o other sedical cefecads of
The findings are: i ow U{’ a)(;eo\'t\-\men* wey'e At
Review of facilliy's undated policy for Residents
Ragelving Diabelic Modicatlons/ Treatments
revealed:
-Residents racelving medlcationsitraatments for e cart moﬁo.%f } ED w A\ L\ - .
diabetic care will be manltored ascording 1o . . , )’Z
physician's orders. ’ feview any refecrals and \ sy
-Every resldent will have their own glucose ' (\CL Q\’ha o %
nonitor: ft will ke labeled with thelr name and Lollowups N sane WP .
placed in a bag with thelr name. 5\\0\05 hqu o.n (‘C(_‘ommndﬁ. )
-All medications, blood sugar movitoring, insuling
will be added to the diabetic flowsheet. Hor Yoree MotHhs.
~The provider should include tow and high
parametsts for resident blaod sugar levels.
“The medication aide {(MA) wil notify the Care
Goordinator of any refusals/or abnotmal results
per parameters given by the residant's provider.
L—Tha Care Coordinator will review any refusals
Divisicn of Health Service Regulation
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and/or abnormal blood sugar reaclings and notify
the provider and document the notiflcation and
any new orders In the reeldent’s chart,

Review of the facllity's undated policy for Health
Care Referral and Follow-up revealed:

-[t {s the policy of the comrmunity to assure
referral and follow-up to meet the routine and
actite heaith cars neads of residents with
notiflcatlons ta providers and documentation in
the resident's record.

-Dogumentation in the resident's racord will
include contacts with the physictan/provider, ather
support licensed service providers, family,
responsible parties, and guardlens, whon there
are iilnesses, incldents, accidents, and routing
care and follow-up as neesdet,

“Vislts te providars or onsite visits by providers
including any new orders, for medications,
treatments, or proceduras.

-Hospltal disctiarges, follow-up care, and
madication reconciliation.

-Lab visits, and paramaters, falls, and any other
routine or acute health care need of the resident,

Review of the fadllity's undated policy for Haglth
Care Reforral and Follow-up for Vital Signs({blood
pressure, pulse resplrations, blocd sugars)
Qutslde of Parameters revealod:

-The cormimunity will follow the provider's arders
for vital slghs outside of parameiers.

-The provider will document in the order all sieps
fo ba taken when g vital sign is below
paramoters.

-The provider will document in tha order all steps
to be taken whan a vital sign is above the
paramseters.

~The staff will immediately notify the provider of
arny vital signs below or above parameters timely
by telephana and fax using the Health Care
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Notification.

-The gtaff will document notification to the
provider in the progresa notes and document any
physician/provider verbal orders given by the
provider.

Review of Resident #5's FL2 dated 01/24/25
revealed diagnoses included typs 2 diabeies,
hypertenslon, and cognitive communication
disorder,

Review of Resldent #5's FL2 dated 01/06/26
revealed:
-Diagnoses Included typa 2 dlabstes, nutritional

deflclency, and cognitive communication dizorder.

-There was an order for a Free Style Libre 3
(FSL3) Kl Plus/Sensors (a Frae Style Libre3 s a
cohtinuous glucose monitoring device for people
with diabotes to track their glusase levels), use to
chack biood sugars four times per day.

a. Review of Residant #5' slgned physiclans
order ghest dated 01/08/26 ravealed there was
an order for Free Style Libre 3 Kit Plug/Sensors,
to check bleod sugars four times per day,

Review of Resldent #5's endocrinalogy provider
notes dated 12/03/25 revealad:

~The reason for the appointment wes type 2
diabstes msllitus with hypoglycemia (low blood
sugar) without coma.

-Assessments Included type two disbetes meflifus
with hypoglycemia, without coma, without
long-term current use of insulin,

~Traatment inciuded, start F3L3 plus Sensor,
used to chack blood sugars four times par day
and FSL3 Reador Devlce used to check blood
sugar four times per day.

-Resldent #5 had a F5L3 sensor placed In the
offlce wlth a Yoaner reader.
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.§he was currently on no diabetes medications.
-She was a resident at a faciiity and had
dementla.

-Her blocd glucose log ranged from 85 to 164.
Staff with the resldent called the facility and said
the resident wes ahle to wear a sansar and &
FSLA sensor wag pl aced.

She was to return to tha offics In 2 weeks, and

at 10:30am.

Review of Resident #5's endocrinology provider
notos dated 01/06/26 revealed:

.The reason for the appeintment was 2 week
rochack for diabstes melitus, FSL3 uploaded,
and finger stick of 61 and 67,

_Assessments included type 2 digbetes mellilus
witn hypoglycemia.

-Her FSL3 readings ware ‘76% Time In Range
{the percentage of fime per day the users'
glucose remaina in target range, iypically
batween 70 and 180mg/dly, and 24%
hypoglycemic avents.

was repeated at 57 after half of & cola.

-Her blood glugose was repeated after & whole
cola and was 43,

Emergency Madlical Sevvices (EMS} was called
to the office and the resident was transported 1o
ihe omergency depariment (ED).

-She was {o contlnue glucose monitoring and to
ratumn to the office in 2 to 3 weeks.

Review of handwriiten order shest from Residant
#5's sndacrinclogy provider dated 01105126
ravealed:

_Resident #5's blood sugars wora low Inthe
offlce, 61, 57, and 43.

Har FSL3 readings wara low 24%.

-No diabetio medications at this time.

her next appointment wae acheduled for 12117/28

-Her blood glucose was low in the office at 61 and

D273
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.Continue wearing FSL3 sensors.

Revlew of the facllly's staff progress notes
revaaled:

~Thera wag an entry dated 04/05/26 by &
madicatlon aide (MA) at 9:31pm, tha resident
went to the doctor, was sent to the ED, and came
hack to tha facllity.

There was an entry dated 01/06/26 by a MA at
5:33am, monitored resident's blood sugar after
returning from the hospital, blond stigar was
checked at 12:00am and was 59, gava the
resident a snack and some orange Julce, and
blood sugar was rechecked at 1:15am and was
79.

There was an entry dated 02/01/26 by a MAat
#:31pm, "meter is not working™.

“Thers was an enry on 02/08126 by a MAat
5:06pm, "unable to uge meter, finger stick”.
“There wag an entry on 02/24126 by the
transportation coordinator (TC) at 10:46am, an
appointment was made with the endocrinclogy
office for 03/31/26 at 9:00am.

.There was an entry on (370326 by the Resident
Gara Goordinator (RCC) at 12:418pm, called the
andocrinologist's office for aatlier appointment,
the ESL3 was malfunctioning and unable fo get
accurate blood sugar reading, she also called the
campany the see if ahie could get a new one but
unabie due to net being able to speak with
someole and would try again.

|
|

Telepnone interview with & scheduler at Resident
#5's endacrinology office on D3/10/26 at 11:26am
reveslad:

-Restdent #5 was seef for her Inltial vislt In their
office on 12/03/25 at 1:00pm.

“The RGC from the facility contacted the offlce on
12/05/25 at 2:33pm and advised that a signed
grder was neaded for Regldent #5's FSL3 and
Division of Health Sorvloe Regulaticn
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wanted 1t faxed to the facliity.

~There was a phong call from the RGG on
03/03/28 that thay were unable to get accurate
readings on Resident #8's FSL3 and requested
an urgant appolntmant.

~Thare ware no phone calls prior to 03/03/26
regarding Resident #5's FSL3 malfunctioning.

Revlaw of a handwrittsn physician order from
Residant #5's endocrinology provider dated
03/03/26 revealad:

~There was an order to discontlnus FSL3.
-Rasume finger stick blood sugars {(FSBS) four
imes per day.

-Notify providsr of blood sugar less than 70.
.Glve orange julce and sugar and vechack in 30
minutes.

Review of o handwittten physician order shest
from Resident #5's primary care provider (PGP
dated 03/04/26 revealad:

“There was an order to change FSBE to iwice a
day at 7:00am and 7.00pm.

Notify provider of blond sugar less than 70.
-Give elght ounses of orange julce with sugar and
vrecheck FSBS in 30 minutes.

Interview with & MA on 03/09/28 at Z:11pm
revealed:

-Resident #5 had a history of low blood sugars.
-Resident #5's FSBS were not always accurate,
and she thought that was why the FSL3 was
ordered to monitor her blood sugar without finger
sticks.

-Ancther MA taught het how to apply the FSL3
sangors,

-About 2 month ago, the FSL3 reader would not
palr witr the FSL3 sensor, and they could not get
bloas! sugar readinge on Resident #5

_The FSL3 sensor was changad out, and she

D 273
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thought she notified the Resident Care
Goordinator {(RCC) and the RCC contactad the
pharmacy about replacement sensors, thinking

the sensors were bad.

_She was ot sure exactly whan she noiified the
RCC that Resldent £5's FSL3 was
malfunctioning.

When they could not get blood sugat readings
from Rasldent #6's FSL3, FSBS ware done.
-Resldert #5's FSL3 wae digcontinusd and FSB3
twice a deay wera ordered.

Interview with a sacond MA on 03/10/26 at
4:54pm reveated:

_8he had never had to change Resldent #5's
FSL.3 sensor.

“There had baen sometimes when she could not
get a blood sugar reading from Resgident #b's
FSL3.

AWhen she was unable to get Resident #5' blood
sugat reading on the FSL3, a ESBS was done.
-She naver reported Resident #5's malfunctioning
ESL3 to Reeident #8's providar or to the RCG,
she teported It to the on-ceming MA for the next
shift.

interviaw with a third MA on 03/1/28 at 10:48am
ravealed:

A weelt of 50 ago, Resident #5's FEL3 was not
recording her blood sugars and she notlfied the
RCC.

-She and the RCC Yried changing out Resident
Ji5's FSL3 sehsor but that did not help and the
RCC contacted the FSL3 manufacturer fo try to
obtain a new unit,

Interview with the RCC on 03/10/26 at 4:07pm
ravealed:

-She was notlfled that Resldent #5's FEL3 was
not recording blood sugars about a weel ago,
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she thought either in \ate February 2026 or early
March 2026.

Resident #5's next appolntment with her
andecrinalogist wes (3731/26 and she contacted
thelr office about a week ago to notity that
Resident #5's F8L3 was malfunctioning and to
reguest a soonar appointment for Resident #5.

.She also attempted 10 contact the manufacturet
of the FSL3 for a naw unit for Resident #5 bt
was unsuccessful.

She was told thers wWers no appointments
avallable before 0a131/26 with the endocrinology
provider and 1o rasume FSBS on Resident #5.
-She was not notifled about Resident #5's
(nalfunctioning £S1.3 unill about @ week or 80
ago.

_Sha wag not aware of the progress notos from
the MA on 02/01/26 and 02/08/26 that the ESLY
was not recording Rasident #5's blood sugar.
_The MA should have noiifled Resident #i5's
endoceinologdy provider and her immediately when
Resldent #5's FSL3 malfunctioned In easty
February.

Interview with the Adminisirator on 0314726 at
4:10pm revealed:

“The MAS were axpected 0 contact the residents
provider when thare ware any medical lgsues oF
Concams.

.The MAs also wWere expected 1o notify the Care

Managers, elther the RCG or the Spectal Caie

‘ coordinator (SCCY if there was a problem o
cancern about 8 resldant.

“The MAs should have notified Resident ##5's
shdocrinclogist and the RCC Immadiately when
there were problems with her ESL3 recording her
blood sugars.

Attempted telephone interviews with Residont

#5's sndocrinology provider on 03/09/26 at
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11:47afm and 1:62pm were unsuccassful.

Attempted tslephene inferviews with Resident
#5'a endoorinology provider on 030126 at
a:17am, 11:26am, and 2:11pm ware
unsuccassiul.

Attempted telephone Interviews with Resident
#5's endocsinology providet on 03/11/26 at
#:50am, and 2:04pm were uneuceassful.

1. Reviow of Resident #5's endocrinclogy

provider notes dated 12/03/28 vavealed:

~The reason for the appointment wes iype 2
diabetes mallitus with hypoglycatnia {low blocd
sugar) without coma.

-Aggassments ncluded type two diabetes melitus
with hypoglycemia, without coma, without
long-term currant use of insulin.

~Treatment included, start FSLA plus Sensor,
uset to check pload sugars four times per tay
and FSL3 Readsr Device used o check blood
sugar four {imes per day.

-Rosident#5 had a FSL3 sensor placed N the
offica with a loaner reader,

-She was currently cn no diabstes medications.
She was a resident ata facllity and had
dementla.

-Her blood giucoss Jog ranged from 65 to 164.
_&tafs with the resident celled the faclilty and said
the resident was able to wear a sansor and 8
FSL3 sensor was placed.

.She was to retum to the offica In 2 weeks, and
her next appointment was gcheduled for 12117126
at 10:30am.

Review of Resldent #5's endocrinclogy provider
nates dated 01/05/28 ravealed:

~The reason for the appointment was 2 weelt
recheck for dlabetes inelitus, FSL3 uploaded,
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and finger stick of 81 and 57.

with nypeglycemia.

glucose ramalns In farget range, typioally
batween 70 and 180my/dt, and 24%
hy poglycemis svents,

of & cola.

#5 drank a whole gola and was 43,

the emergancy doepartment {ED).

return to the office in 2 to 3 weeks.

revealed:
Theve was an ontry on 02i24/26 by the

office for 03/31/26 at 9:00am.

someone and would try again.

ravealad.

office on 12/03/25 at 1:00pm.

Assessments included type 2 dlabetes mellitus

Her FSLA readings were 76% Time In Range
{the percentage of ima pet day the users'

-Her blood glucose was [ow In the office at 81 and
was repeatad at 57 after Rosident #5 drank half

Mer bloed glucose was rapeated after Resldent

JEmergency Mecdlical Services (EMS) was called
to the office and the resident was transported 10

-She was to continue glucose mohitoring and to
Raview of the facllity's staff progreas notes

transporiation coordinator {TC) at 10:46am, an
appolntment was made with the sndocrinology

~There was an eniry on 03/03/28 by the Ragident
Care Coordinatot (RCC) at 12:18pm, called the
endocrinologist's office for eantier appolntment,
the FSL3 was malfuncioning and unable to gat
accurate blood sugaf raading, she also called the
company the see 1f she could get a new ane but
unable due to not being able to speak with

Talephona interview with a schedular at Resldent
#5's endocrinotogy aftice on 03/40/26 at 11 26am
-Resldent #5 was sean for her initial visit in their

-Resident #6 had a return appointmetit on
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42/17/25 and vall was received that there was no
transportation avallable and the appointmant was
reschedulad to 12/18/25.

-Resident #5 kept the 12/118/25 appointment but
was unable to be seen ue to not having the
reguired paperwork, she was not sure what
paperwark was missing.

-Resident #5's appointmant was ressheduled to
01/05/28.

-Resident #5 kept the 01/05/26 appolntment and
was given a follow-up appolntment for 02/02/26.
~The endocrinology office was on a 2-hour
delayed opening on 02/02/28 due to a recant
snowstorm and Resldent #5's appolntment was
not kept.

_There wes a phone call on 02/24/26 from the
facility to schedule Residant #5's follow-up
appolntment from 02/02/26, and an appoiniment
was scheduled for 03/31/26 at 9:00am.

~Thers was a phene call from the RCC on
03/03/28 that they were unable to get acouraie
readings on Resident #5's F5SLS and requested
an urgant appoiniment.

interview with the Transportation Coerdinator
(TC) on 03/11/26 at 11:42am revealed:

-She provided transportation and attended
appointments with the residants.

-She stayed with the resldents during thelr
appaintments.

She transported Residant #5 to her
endecrinology appointment on 1210325 and a
return appolntment was scheduled for 12M7/25.
-8he thought she was out sick on 12/17/25 and
that was why Resldent #5's 12/17/25 appeintment
was reschaduled to 12/18/25.

.8he transported Resldent #5 to her 12/18/25
endocrinology appolnimant, thay waited several
hours to be seen because the office said they did
not have the needed paperwark from the facllity

D273
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and Resident #5 wae not sesn and her
appointment was rescheduled to 01/05/26.

-8he transported Resldent #5 to her 01/05/26
endocrinology appointment, Resident #5 was
soen and a return appolntment was scheduled for
02/02/26,

-She was unable to transport Resident #6 to her
02/02/28 endocrinclogy appointment due to
recent hoavy snow fall,

-She contacied Resident #5's endocrinology
office to cancel and reschedule her 02/02/28
appointment but the offlce was closed and she
had to leave a message.

-She did not hear back frem the endocrinology
office and reached out to thelr office at the end of
the first week In February 2026 and again she
wag unable to reach anyone and did not
document the attempt.

-Sha felt she had trled several times to reach
someone at Resident #5's endociinology office to
reschadule the missed 02/02/26 appointment but
she did nhot document the attempts.

-She was finally able to reach someone at
Resldent #5's endocrinclogy office on 02/24/26
and was glven an appolntment for 03/31/26,
which was the soonest avallable appolntment.
Tha facility had a new charting syatem, and she
had just recently leamed how to enter a staff
progress note.

Sha kept all the resldents’ appointments on a
sapet calendar and Yied to follow up on
appointmenits evaty couple days.

Intarview with tha Administrator on 03/11/26 at
4:38pm revealed.

-The facility hed a new charting system that all
staff ware still trying ta learn.

~The new charling system did not have a
calandar, so all appointments for the residents
ware enterad by "pen and papet”.
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.8he knew Resident #5's was unable to keep her
02/02/28 appolntment dus to the weather and
road conditions from the recent snowiall.

-She expected the TG to follow-up on scheduling
the residenis’ appointments every 24.48 hours
and to document the attetnpts in the staff
progress notes.

Attempted telaphone Interviaws with Residant
#5'%s andaoorinology provider on 0310926 at
11:47am and 1:52pm ware unsuccessiul.

Attempted felephone interviews with Resident
#5's gndactinoiogy provider on 03/10/26 at
8:47am, 11:26am, and 2:11pm were
unsuccessiul.

Allempted telephone interviews with Resident
#6's endoorinology provider on 03/11/26 at
8:59am, and 2:04pm were unsuccessful.

The facilty falled to ensure higaltheara referral
and follow-up for Resident #5 with a history of
type 2 diabetes with eplsades of hypogiycemia by
not reporting & malfunctioning continuous glucose
monitoring device to the endoerinology provider
for one month and delayed coordination of a
follow-up endocrinciogy appointment for the
resigent. The failure of the facliity was detrimental
to the health and welfare of the rasident and
constitutes a Type B Vialation.

The faclity provided a plen of protection in
accardanca with .8, 1310-34 on 03/11/26 for
this violation.

CORRECTION DATE FOR THE TYPEB
VIOLATION SHALL NOT EXCEED APRIL 25,
2026.
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10A NCAC 13F 0002 Health Care

(c) The facility shall assure documentation of the
followlng In the resident's record:

(3) written procedures, treatments or crders from
a physiclan or other licensed heelth professional;
and

{4) Implamentation of procedures, treatments or
orders spacifiad In Subparagraph {c){3) of this
Rule.

This Rule is not met as evidenced by
TYPE A2 VIOLATION

Based on absarvations, interviews, and reeort
roview the facility failed to implement orders from
the endocrinology provider for 4 of 5 sampled
residents (#5) with orders to check a continuous
giucose monitoring device four times a day.

The findings are:

Reviaw of facility's undatad palicy for Residents
Recslving Diabatic Medicatlons/Treatmenta
rovealed:

-Residents receiving medicationsftreatments for
diabstic cars will be manitored according to
physician's orders.

Evary resident will have thelr own glucase
monitor: 1t will be labelsd with thelr name and
placed in a bag with thelr name.

Al medications, blood sugar monltoring, Insulins
will be added to the diabetic flowshest.

~The provider ghould include low and high
parametars for resident blocd sugar levels.

required physican follow -Ups are
scheduled.

found
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10ANGAG 13F .0902(c)(3-4) Haalth Carg 6 have 8 CGM davices to ensure that
they are functioning and all

The Care Mangers/designee will

audit all residents on GGM's device| 4/10/26
monitoring for 3 times weekly for on%o\r 4
4 weeks, then weekly for 4 weeks

then monthly.Any discrepancies

Diviston of Heallh Servica Rogutation

STATE FORM

aeed 368211

1f continuatlon sheet 87 of 147




PRINTED: 04/01/2026

“The medication alde (MA) wil notlfy the Care
Goordinator of any refusal glor abnormal results
per parameters given by the resldent's provider,
-The Care Coordinatar will raview any refusals
andfor abnermal blogd sugar raadings and notify
the provider and document the notification and
any new orders Inthe resident's chart,

Revlew of the facility's undated policy for Health
Care Referral and Fallow-up ravealed:

-It is the policy of the community to agsure
rafarral and follow-Up to maet the rouine and
acute health care neads of recidents with
naotliications to praviders and dosumentation in
the resident's record.

-Docurmentation in the vagident's record will
inciude contacts with the physiclanfprovider, other
suppott licensed service providers, famlly,
responsible parlies, and guardians, when there is
inesses, Incldents, accidents, and routine care
and follow-up as neaded.

Mislts to providers or onslte vislts by providers
Including any new orders, for medications,
treatments, or procedures.

-Hospital discharges, follow-up care, and
medicallott reconciliation.

_Lab visits, and parameters, falls, and any other
routine or acute health cars nesd of the resident.

Review of the facliity's undated policy for Heaith
Care Raferral and Follow-up for Vital Signs {blood
pressure, pulse resplrations, blood sugars)
Outside of Parameters revealed.

“The communliy will follow the provider's orders
for vital signs outsids of parameters.

“The provider will document in the order all steps
to be taken when a vital sign i3 below
parameters.

~The pravider will document in the order all steps

to be taken when a vital sigh Is above the
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parametars.

~The staff will immediztety notify the providet of
any vital signe below or above parameters timely
by telophone and fax using the Healih Gare
Nofiflcation.

“The staff wlll document notification to the
provider In the progress notes and document any
physician/provider varpel ordera glven by the
provider.

Revlew of Resident #5's FL2 dated 01/24/25
revaalad dlagnoses included type 2 diabetes,
hypertension, and coghitive communication
disorder,

Raview of Residant #5's FL2 datad 01/08/28
revealed:
-Dlagnoses included type 2 diabetes, nutritional

deficiency, and cagnltive communication disorder.

_There was an order for a Free Style Libre 3
{FSL3) Klt Pius/Sensors {a Free Style Llbre 318 a
continuous glucese monitoring device for people
with diabetes to frack their glucose levals), use to
check blocd sugars four {imes per day.

Review of Resident #5's end oerinology provider
notes dated 12/03/26 revealed:

“The reagon for the appointment was type 2
diabates mellitus with hypeglycenia (low hload
sugar}) without coma.

_Agsassments included type two diabetes meliitus
with hypoglycemla, withaut coma, without
long-term surfent use of Insulin,

“Treatment included, start FSL3 plus Sensor,
usad to chack blood sugars four times par dey
and FSL3 Reader Device used to check hlood
sugar four Himes par day.

-Resident #5 had a FSL3 sensor placed In the
office with a loaner reader.

_She was currently on no diabetes medications.
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-Bhe was a resident at a facility and had
dementia.

.Her biood glucose log ranged from 65 to 164,
_Staff with the resident called the faclity and said
the resident was able to wear a sensor and &
FSL3 sensor was placad.

-She was to return ta the office in 2 weeks, and
her next appointment was schaduled for 1217/25
at 10:30am.

Review of Resident ##5's endocrinalogy provider
notes dated 01/06/26 revedlsd:

.Tha reason for the appointment was 2 weak
rechack for dlabetes mellitus, F8L.3 uploaded,
and finger stick of &1 and §7.

-Assessments Included typa 2 digbetes mellitus
with hypoglycamla.

-Her ESLS readings were 76% Time In Range
{the percentage of time por day the users'
glucose ramains in target range, typlcally
betwasn 70 and 180mg/dl), and 24%
hypoglycemic gvents.

Har blood glucose was low in the office at 64 and
was repeated at 57 after Resident #5 drank half
of a cola.

-Hor biood glucoss was repeated after Resldent
#5 drank a whole cola and was 43.

-Emergency Medical Servicas (EMS) was callad
to the offlce and the resident was transported o
the ermnergency department (ED}.

_She was to continue glucose monitoring and to
return to the office in 2 to 3 weeks,

Review of handwritten order sheet from Resident
#5's andociinology provider dated 01/06/26
revealad:

-Residont #5's klood sugars were low in the
office, &1, 57, and 43.

_Mar FSL3 readings were low 24%.

-Ne dlabetlc medications at this time.

D278
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-Continue wearing FSL3 gensors.

Revlew cof Resldent #5's slgned physicians order
sheet dated G1/08/26 rovaaled there was an
arder for Free Style Libre 3 Kit Plus/Sensors, 0
ehack blood sugars four imes per day.

i Review of Resldant #5's December 20258

| elactronic madicetion administration record

' (eMAR) revesled:

~Thete was an entry for Free Libte 3 Kit Plus/Sen
(continuous glucose system sensor), use to
check blood sugars four times & tlay, scheduled
at 8:00am, 12:00pm, 4:00pm, and 8:00pm with a
start date of 12/03/25.

“Thera was no documantation that Rasident #5's
plood sugar was checked from 12/04/25 to
12/17/25 at 9:00am, and the eniry SpaCHS were
blank.

~The wes documentation ot 1 2118/25 at 9:00am
with a medication aide's (MA) initiate and the
coda DNA-Drug not available per the provided
abbieviatlons description en the eMAR.

~There was ne documentation that Resident #3's
blood sugar was checked fror 1219/25 10
42031725 at 9:00am, and the aniry Bpacas were
blanlk.

“There was no documentatton that Resident #5's
bload sugar was checked at 12:00pm from
12/04/25 to 1217/28.

“There was documentatlon on 12/18/25 at
12:00pm with a MA's inltials and the code
DNA-Drug not available per ihe provided
abbreviations desotiption on the eMAR.

“There was no documentation that Resident #5's
bload sugar was checked fram 12/19/25 o
12/31/25 et 12:00pm, and the antry spaces were
blank.

~There was no dogumentation that Resident #5's
blood suger was checkad from 12/04/26 to
Divigion cf Health Service Regulation

STAIE FORM 6899 _ ABEZ

f conilnuatlon shesl 44 of 147




e ——————

PRINTED: 04/01/2026

12717/25 at 4:00pm, and the antry spaces Weré
blank.

The was documentation on 12/18/25 at 4:00pm
with & MA's initials but there was no
doournentation of tha blood sugar reading.
-There was (10 dosumentation that Rasldent #5's
blood sugar was checked from 1219725 to
12/31/25 at 4:00pm, and the sniry spaces were
blank.

~There was documentation on 1203126 at
8:00pm with & MA's inltals but there wes no
decumentation of the blood sugar reading.
-Thete was no dogumantation that Resident #5's
hlood sugat was chacked from 12f04/25 t0
12/17/25 at §:00pm, and the enlry spaces were
blank.

“There was documentation on 12/18/2b at
8:00pm with a MA's initlals but tera was no
dacurmantation of tha blood sugar reading.
-There was ne donumentation that Resident #5's
hlood sugar was chaclked from 12/19/25 to
12/31/25 & 8:00pm, and the entry spaces were
blank.

Raview of Resident #5's Januery 2026 eMAR
revealed thera was no entry for Free Litre 3 Wit
Plus/Sensar, use 10 check blood sugars four
tires a day.

review of Residant #5's February 2026 aMAR
revealed:

“There was an aniry for Frea Libre 3 Kit
Plus/Sensor, uso to check blood sugars four
times & day, scheduled at 9:0Cam, 12:.00pm,

-There was a second entry for "blood sugar"
schaduled at 9:00am, 12:00pm, 4:00pm and
8.00pm.

~Tharg was no documertation that Residont #5's

blocd sugar was checked at 4:00pm and 8:00pm

4:00pm, and B:00pm with a atart date of 12/03/25.
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on 02/01/26, and the entry spaces were blank.
-There was ho documentatlon that Resident #5's
hlocd suger wes chacked ai £:.00am, 12:00pm,
4:00pm and 8:00pm on 02/04/26, and the entry
spaces wate hiank,

“Theta was no documentation that Resident ##8's
blood sugar was checked at 4:00pm on 02/09/26
and 0217126, and the eniry spaces were blank,
-Resident #5's blood glucose was recorded below
70mM oh 02/06/26 raading 48mM at 8:00am, on
02109726 reading 46mM at 8:00am end again
reading 69 mi at 8:00pm, on 02/1 3/26 reading
G7mM at :00am, on 02/14/26 reading 68mM at
9:00am and raading 63mM at 12:00pm, onh
02/16/26 reading 68BmM at 12:00pm, on 02/18/26
reading 88miv at 12:00pm, an 02/23/26 reading
A7mM at :00am, on 02/24/26 reading 69mM at
9:00am and again reading 69mM al 12:00pm.

Review of Resident #5's handwritten 24-hour
dally reporis revealed:

~There were no handwritten 24-hour dally reports
provided for 12/04/25 and 12/05/25, for 12M12/25
to 12014125, for 1211625 to 12118/25, for 1221125
to 12123125, for 1226125 to 12/28/25, for
12430725, and for 01/22026 and 01/23/26.

“Thers wera no bloed sugars recerded on the
provided 24-hour daily reports on 12/06/25 1o
19114125, on 12/15/25, on 12/19/26 and 12/20/25,
on 12/24/26 and 12/25/25, on 12/298/25, on
12/31725 and 01/01/26, on 01/03/26 to 01/17/26,
on 01119726 to 01/21/28, on 01/24/26 and
01/25/26, on C1/27/26 to 01/30/26, and on
02/04/26

“There was a blood sugar of 81 documented for
the 3:00pm fo 11:00pm shift only on the
handwritten 24-hour dally report provided for
01/02126,

“Thers was a hiood sugar of 80 dosumented for
the 7:00am to 3:00pm shift only oni the
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handwrlttan 24-hour dally report provided for
01/18/26.

_There was a blood sugar of 89 documented for
the 7:00am to 3:00pm shift only on the
handwrltten 24-hour daity report provided for
01126128,

There was a blood sugar of 126 doscumentad for
the 7:00am o 2:00pm shift only on the
handwritien 24-hour feport provided for 01/31126.
There was & blood sugar of 109 documented for
the 7:00am 1o 3:00pm shift only on the
handweitien 24-hour delly repost for 02/01/26.
~Thera was a blood sugar of 143 documented for
the 7:00am 1o 3:00pm shift only on the
handwritten 24-hour ehift report for 02/17/28.

Basad on obsarvations and Interviews it wag
dotermined that Resident #5 was not
nterviewable,

Telophone Interview with & pharmacist from the
facillty's contracted pharmacy on 03/06/26 at
4:28pm revealad:

Resident #8's FSL3 sensors neaded to be
replaced every 15 days and two senscrs were
dispensed with each 30-day supply.

~Thirty day sensor supplies for the FSL3 were
digpensed for Resident #5 on 12718125, 01424128,
and 02/2328.

Interview with a MAGn 03/08/26 at 11:30am
ravealed:

_Staff was trying to figure out why Resident #5's
FSLa sensers were not calibrating.

-Rogident #5 neaded a new F5L3 meter.

.She took fingerstick blood sugars {FSBS) for
Residant #3.

-About two or three weeks ago she called
emergency medical gervicas {EMS) for Resident
#5 and when EMS checked her sugar [t was In
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-She told the Resldent Gare Coordinater {(RCC)
and the Special Care Coordinator (8CC) [ the
FSL3 was not working.

-Rasident #6's FSL.3 sensof and matar did not
soem to work for about two or three waoks,

Second Intervisw with & MA on 03/11/26 at
10:4%am revealsd:

A wesk of s0 agoe, Resldent #5's FSL3 was hot
recarding her blood augars and she notified the
RCC.

-The MAs were abig enter Resident #5's biood
sugar readings on the sMAR In lale January
2028.

Interview with a sacond MA on 03/09/26 at
2:19pm revealed:

Resident #5 had a history of low blood sugars.
_Resldent #5's FSBS wara not always accurate,
and sha thought that was wiy the FSL3 was
orderad io monitor her blood sugar without finger
sticks.

Resident #5 praviously had a FSL3, and her
blood sugars were chacked four times a day.
.Sho always recorded Resident #5's blood sugar
on har eMAR.

-She was not sure why Resident #5' blood sugar
readings did not show up an her December 2025
aMAR.

She was not sure why there was no entry for the
FSL3 hlood sugar chetks on Resldent #5's
January 2026 eMAR.

ALast week, Resldent #5's FSL.3 was discontinued
and FSBS twice a day were ordered.

Intarview with a thivd MA D 03/10/26 at 4:54pm
ravealad:

_There had besn times when she could not get a
blood sugar reading from Resldant #5's FSLA.
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When she was unable to get Realdent #5's bioad
sugar reading on the F8L3, a FSBS was done,
.She always recorded Resident #8's binod sugar
readings on the resident’s eMAR,

-She was not sura what a blank on a resident's
aMAR meant. .

interview with the Resldent Care Coordinator
{RCC) on 03/06/28 at 10:00am revealed:

-Bhe had contacted Resident #5's endocrinology
provider In December 2026 about Insurance
approvai and to schedule appointments but dlid
not keep a recurd of the coniact,

Rasident #5's blood sugar results were not belng
racorded in the eMAR because they had just
gotten a new eMAR system in Decembar 2025.
-By the end of January 2028, the Liconsed Health
Professional Support (LHPS) nurse saw that
Resldent #5's blood sugar readings were not
populating on the aiAR from the FSL3.

-In February 2026 thers were same finger atlck
blood sugar (FSBS) readings and some FSL3
readings.

-Recordings wara not documnented in the eMAR
because there Was not an antvy for the blood
sugar readings.

-Once the facillty realizad the blood sugar
readings wera not golng oh tha sMAR from the
7514 then a new eniry was created end
monitoring was done four imas per day.

_There was net an order for blood sugar readings
datad 01/31/26,

“The eMAR entry dated 01/31/28 was made wheh
the blood glucose readings wara not showing on
the sMAR.

-Resident #5's sugars used to bettom out and
Resident #5 would go to the hospltal.

-Regident #5's FSBS may read low due to poor
girculation.

-Resident #5 never showed signs of
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hypoglycemla.

Second Interview with the RCC on 03/08/26 at
3:03pm revealed:

.The facllity started and new charting systetn on
42/01/25 and staff wera stlll trylng to iearn the
systam,

“There was nowhere on the sMAR to document
Rasident #5's blood sugar readings itlaliy.
-8he was certain staff were checking Rosldent
#5's blocd sugar.

-Staff also were to documant Resident #5's blood
sugar on the:handwrliten 24.nour dally report.

It was Important to documant Resident #5's
hjood sugar readings to watch for hyparglyceria
and hypoglycemia and to monitor Resldent #6's
blood augar.

Third interview with the RGC on 03/10/26 at
4:07pm revealsd:

-Resldent #5's FSL3 order was entered by the
pharmacy after it was recelvad at her 12/08/25
sndocrinology appointment.

2Whan she verliled Resldent #6's FEL3 order,
sha should have entered the order as a vital sigh
and then the MAa could enter the blood sugar
reading.

-She roalizad on 01731426 that Resident #6's
blood sugar readings ware not recorded after the
LHPS nurse brought [t to her attention.

-She did not know why Resident #5's FSL3 order
foll off her January 2026 eMAR, there was nota
disoontinue crdar for the FEL3 untll 03/03/26.
-She was not aure why thers were blank entries
for blood sugar on Resldent #5's Fabiuary-2026
aMAR.

_Staff ware sfill learning the new charting system
put there should never be Blanks on the eMAR.
-if & medivation or treatment was not
administered, thare should be documentation as

FORM APPROVED
__Dlyiston of Health Sepvies Regulation
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE GONSTRUCTICN [%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIEICATION MUMBER: A, BULDING: COMPLETED
R
HALD84034 B. WING 03/11/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
1365 RIVER DRIVE
THE LANDINGS OF ROCKY MOUNT MILLS
A N ROCKY MOUNT, NG 27803
Xy o SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION 0)
PREFIX. {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE GOMPLETE
TAG REGULATORY OR LSG INENTIFYING INFCRIMATION) e GROBS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
D 276 | Continued From page 46 D 276

Diviston of Health Servica Regulation

STATE FORM

Bape

JBEZN

If continuation sheet 47 of 47



PRINTED: 04/01/2026

to why.
-She had not completed eMAR audits and had
nat been nstructed how to do an eMAR audit.

Interview with the Administrator on 03/11/26 at
4:38pm revealad:

“The Tacilliy was still learning the new charting
gyetem that started 12/01/25.

-Tha MAs ghould have documentad Resident
#5's blood sugars an the eMAR for December
2025 and January 2024,

_If thera was a problem or no space 1o document
Rastdant #5's blood sugars, the MAs should have
notified the Care Manager (RCC) to correct the
issus.

Audlts of the residents eMARS should have
baen parformed to make suta that Resldent #5's
bload sugar was staying within range.

.She was not awars that Resident #5's blood
sugars ware not documented on her eMAR for
Decamber 2025 and January 2026.

Talephone Interview with Rasident #5's primary
care provider (PCP) on 03/06/26 at 2:45pm
revealed:

-Restdent fi5's FSL3 had issues with ingurance
approval and there were lssues with the response
from ihe endocringlogy office, _

-An emergency department (ED) visit revealed
that Resident #5% poor circulation was giving
false readings for her F8BS, and that was when
the FSLA was ordered.

The facllity should document Resident #5's hlood
sugar readings on the oMAR from the FSL3.

Jt was harg to manage Resident #5's
medlcations when the blood sugar was not
recorded on the sMAR.

“Thare ware situations whera Resldesit #56 was
disariented and sent to the ED, but the hospital

documented normal blaod sugar after a
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yenipuncture {a venlpuncture Is a blood draw).
“There were issues with the FSL3 not working
whare her blocd sugar was measuting low, but
Resident #5 was alert and conversational.
-Resldent #5's presentation did not match the low
blood suger reatings at imes,

-Once recently, EMS was called for a low reading
and Resldant #5's blood sugear returned normal
and Residant #5 was asymptomatic,

“The MAg could not determine whether the low
biood sugar reading was an error, and MAs
shoutd contact tha provider via the provider triage
system and get advlce.

_She was notifled sometimes when Resident #5's
blood sugar was low.

The facllity should provide education on how fo
use the FSL3 and how to document Resldent
#5's blood sugar readings.

-She approved FSBS whenaver the FSL3 was not
warking hecause she was concermed that
Resldent #5 would be sent to the hospltal
unnecessarily.

Attampted tolephone interviow with Resldent #5's
endoctinclogy provider on 03/06/26 at 4;56pm
was unsuccessfiul.

Altempted telephone interviews with Resident
#5's endocrinology provider on 03/09/26 at
11:47am and 1:52pr0 wera unsuccassful,

Attsmpted telephona interviews with Resldent
#5' andocrinology provider on 03/10/28 at
8:17am, 11:26am, and 2:11pm were
unsuccessful.

Atternpiad telephone intarviews with Resldent
#5's andocrinclogy provider on 03/11/26 at
8:58am, and 2:04pm wers unsuccessiul.
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[Refer to Tag 162, 10A NCAC 13F ,0804{c)
Compatency Evalustion and Vaiidation for LHPS
Tasks]

{Refor to Tag 280, 10ANCAC 13F .0903(c)
Licensed Health Professional Support]

The facllity failled to ensura orders were
implemented for Resident #5 who had a
diaghosis of diabetes with & history of
hypoglycemic splgodes, seme requiring
smergency medlcal services. Resident #5 was
ordered a coniinuous glucose monltoting device
requlilng the facllity to change the sensor and
chack the glucose reading four times per day.
The facility failed to document Resldent #4's
blood glucose results four times a day on 113
accgalons in December 2025, no blood glucoge
results were tocumented in January 2028, and
bond glucose rasults were not documented on 9
accasions In February 2026, Resident ##b's
documented blood glucose results rangad from
46 to 247 during the month of Febtuary 2026,
This failure resultad In substantlal visk for physical
narim and constitutes a Type A2 violatlon.

The facility provided & plan of protectlort in
accordance with G.S, 131D-34 on 03/10/26 for
this violation.

GORREGTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXGEED APRIL 10,
2026.

D286 10A NCAC 13F .0903(c) Licensed Haalth
Profasaional Suppart

10A NCAC 13F .0803 Licensad Health
Professlonal Support

D 276

D 280

The ELY designee will review any
new task recorded in the

LHPS nurse’s binder and make
avaliable to LHPS nurse when

int the communtly quarterly or PRNM.
En/designee will audit to ensure new
task are recorded in binder. LHPS
nurse will be required to report to
ED/Care Mangers before exiting the
community.

4/26

4/10/26

o0gd G
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{¢) The fecility shall assure that particlpation by a
raglstered nurse, occupational therapist or
physical therapist In the on-gite review and
avaluation of the residents’ health status, care
plan and care provided, as required in Paragraph
(a) of this Rule, Is completad within the first 30
days of admission or within 30 days from the date
a resident dovelops the need for the task and at
least quarterly thereafter, and includea the
following:

(1) petforming & physical asgessment of the
regident as related to the resident's dlagnosis or
surrent condition raquiring one or more of the
tasks specified In Paragraph {a) of this Rule;

{2) evaluating the resident's progress to cara
pelng provided;

(3) recommending changes in the care of the
residant aa neadad bagsed on the physical
asgessment and evaluation of the prograss of the
resident; and

(4} documenting the activitles In Subparagraphis
{1} through (3) of this Paragraph.

This Rule |s not met as evidenced by:
TYPE B VIOLATION

Based on observations, interviews, and record

, reviews, the facllity failed to ensure the quarterly
licangad health professional support (LHPS)
evaluations for 2 of 8 sampled rosidents (#5, #10)
wlth LHPS tasks were completed and included &
physical assessment, evaluation of care pravided,
and recommendations based on the physical
assessment and evaluation of the resldent
including tasks for the placement and monltoring
of a continuous glucose monltoring (CGM) device
that detacts trends and tracks patierns In the

detaction of episades of law blood glucose and

Care Managers was re-educated on the
Community CGM device and on
Hypoglycemia and Hyperglycemia ,
including notifying the nurse/provider
for low blood sugar readings.

The PCP dc'd the CGM device on
2/30/26 and ordered a traditonal
fingerstick device for resident #5.

4/10/26

bnajb'\ ng

4110/26

oﬂﬂbil\%

Divislon of Health Servige Regulation
STATE FORM

[hh]

36EZ11 If conlinualion sheet §1 of 147




PRINTED: 04/01/2026

Revlew of the facllity's undated llcensed heatth
professional support (LHPS} inltial Evaluation and
Quarterly Review ¢f Residents policy ravealed:
~The facilliy should ensurs a LHPS was
complsted and documented in the resident's
record.

-Community management would evaluate and
identify residents with LHPS tasks on admisslon
to the faciity.

JLHPS tasks ldentifled on admisslon should be
documented on the face sheeton admission and
the LHPS would be notifled for the Initial
evaluation.

ST LHPS will perform the LHPS [nitial
Evaluation and compriete the form I the
alectronlc health record, which neaded to be
complatad within 30 days of admission o within
30 days from the date a resident develops the
nead for 2 new task and guarterly thereafter.”
The LHPS form is complated in the slectranic
health recerd and will appear on the dashboard
for review and completion by community
management {community management included
the Administrator, Director of Resldent Care
{DRCY, Resldent Care Coortdinator (RCG),
Special Gare Unki Coordinetor {SCC) and then
wiii be electronically slgned by the LHPS"

*The LHES will review the health status and care
provided, physlcal agsessment as related to
dlagnoses/currant candition, prograas o care
provided and recommended changes in care on
sach evaluation.”

IThe LHPS will participate in an on-sita review
and evalualion of the resident's health status,
care plan, and care provided for resldents
requiring, but not limited to, one or more tasks of
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The findings are.
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“The LHPS will review any changes and follow
up recamnmendations fo meet the resident neads
with communlty management.”

“The LHPS will continue to svaluate the
rasidents quartetly for Identlfled tasks."

Raview of fire manufacturer's quick referance
gulda for the Free Styls Libre 3 continuous
glucose monitoring {CGM) manufactutet’s
revealed:

-A Frea Siyle Libre 3 Is a CGM for paople with
diabetes ta track thelr glucosa levels)

“The CGM senaor should only be applied to the
back of the upper anm.

“The CGM sensor may not work properly in other
areas,

Avaid scars, moles, streteh marks, and lumps
when placing the CGM sensor.

.Choose an area that stays mostly flat (no
bending or folding) during the day when placing
the CGM senser,

.The CGM sensor should be placed at least one
inch away fram Insulin Injection sites.

1. Review of Resident #5's FL2 datad Q1/08/26
revealad:
-Diagnoses Included type 2 diahetes, nutrifional

doficlency, and cognitive communlcation disorder.

~There was an ordar for a Free Style Libre 3
{FSL3) Kit Plus/Sengors (a Free Style Libre 3is &
continuous glusose manitoring device for peaple
with dlebetes o ack thelr glucose levels), use to
chieck blood sugars four times per day.

Review of Resldent #5' slgned physiclen's order
shaet datad 05/01/25 revealed an order to check
finger stick bload sugar (FSBE&) twice a day at
5:30am and 5:00pm, notify provider if glucose is
less than 80 or greater than 400, if lower than 60
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glve 8 ounces of orange julce immaediately and
repeat glucosa checks every 15 minutes, repeat
until glucose retums to normal limits.

Revlew of Resldent #5's signed physicians order
sheot dated 01/08/26 revealad there was an
arder for Free Style Libre 3 Kit Pius/Sensors to
check blocd sugars four times per day.

Review of Resident #5's endocrinology provider
notes dated 12/03/25 revesled:

The reason for the appoiniment was typa 2
diabetes mellitus with hypoglycemia (low blood
sugar} without coma.

-Assessments Includad type iwo diabetes mellitus
with hypogiyeemia, witholt coma, without
Jong-term cuyrent use of insulin.

“Treatment inciuded, start FSL3 plug Sensor,
usad to cheok blood sugars four times per day
and ESL3 Reader Davice used to check bicod
sugar four times per day.

-Resident #5 had a FSL3 sensor placed in the
office with a loaner reader.

-She was currently on no diabetss medications.
.She was a resident at a facility and had
demaentia.

-Her bload glucose log ranged from 86 to 164.
-Staff with the resident called facility and said the
rasident was able to weer a sensor and a FSL3
sensor was placad.

-She was to retum to the office in 2 weeks, and
her niext appointment was scheduted for 12117125
at 10:30am.

Revlew of Resldant #5's previous quarterly
Licensed Health Professlonal Support Evaluation
(LHPS) dated 11/04/26 reveated:

-Personal tasks currently present were Identified
as collacting and testing of finger stick hlood
samples, ambulation using assistive devicas that
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raquirad physical assistance, and transferring
semi-ambulatory ot non-ambulatory residents.
The resldent was non-ambulatery with a
wheelchair and required staff assistance at all
fimes.

-The realdent was ohserved altting In a
wheelchalr in the room at the time of the
agsessment.

_The resldent was alert and oriented o person,
place, and time and able to make needs known to
staff,

-Lung, heart, and bowel saunds wera nonmal,
Bkin was intact with 2 plus bilateral lowar
extremity adema noted.

-Her appsiite was fair.

_She was ambulatary with a whesichair and
regulred one person assistance for trensfers,
-Diabetes was diet-controlled.

-Flnger stick blood sugars {FSBS) rangad from
54 to 128, and feet and nalls were within normal
limita.

-No falls were repottad.

“There was weight loss noted fhis guarter.

~Tho resident foliowed a ground meat diot.

“The resident denled any complalnts at thls fime.
-Mo changes or follow-up was recormmended to
maet the resident’s naeds.

-Faciliiy staff competency was validated for
ambulation using assistive devices, transferting,
and collesting and testing of fingerstick blood
satnples.

_The LHPS evaluaticn was signed by the LHPS
Raglsterod Nurse (RN} on 11704725,

Review of Resident #5's most recent quarteily
LHPS datad 01/28/26 revealed:

Tusks cumrently present were identified ag
ransfarrlng seml-ambulatory or non-ambulatory
residents, ambulation with asslative devices that
requires physical agsistance, and cofecting and
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tasting of fingerstick biood samples.

-The resident was alert and orfented to person,
place and was obsarved siiting in a wheelchair In
tho day room at the time of ihe AssessMent.

_The resident was able ta make nesds Known 10
gtaff,

Her blood pressurs was 122178, pulse was 54,
temperature was 4.2, oxygen seturation was
94%, and respirations weré 16 braathes per
minute.

Her lung gounds wore notmal, her heart was
normal and bowe! sounds were prasent in all four
quadrants.

_Her skin appeared nortnal with 2 plus bllatarai
lowar exiremity pedal adama noted.

-Har appeiite was good with no welght changes
reported.

-She was non-ambulatory and uged a wheelchalr,
requiring one persan assitancae for fransfers.
_She was diabetic with biood sugars checked four
fimse daily, ranging from 74 to 102, controlied by
orgl medications, with FSES and injection sites
within narmal limits.

-Her foat and nafls were within normai Timita.
.She had LHPS tasks ncuding FSBS,
ambutation using asslstive devices raquiring staff
assistance, and ransfer assistance from steff.
“The resident denied any complaints at the ime
of the assessmant, gontinue plan of cars.

Mo ghanges or follow-up was recommended 1o
meet the residents’ needs.

-Facility staff compefency was validated for
trangferring semi-ambulatory oFf nor-ambulatory
residents, ambulation using assistive devices that
requlred physical asaistance, and collecting and
testing of finger stlek biood samples.

Resident #5's quarterly LHPS avaluation was
sigried by the LHPS RN 01/28/26.

“There were no tasks identifled for placement of
continuous glucose monltot senaor or checking
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blood glucose using a centinuous glucose
manttoring device.

interview with & medication aide (MA) on
02/09/26 ai 1:57pm revealed:

-Whan she applied the CGM sensor herself to
Resldent #5 sha placed the sensor to the bottom
of tha residents left lower stomach.

-Bhe was supposed to chack the resldent's
recelver to the sensor four times a day for her
biood sugar reading.

Attempted telephone Interview with the LHPS RN
on 03/19/26 at 3:54pm was unsuccessiul,

Attempted tslephone interviews with Reasldent
#5's endoctinology provider on 03/09/26 ot
11:A47am and 1:52pm were unsuccessful,

Attempted telephene Intsrviews with Residant
#5's endocrinology provider on 03/10/26 at
8:17am, 11:26am, and 2:11pmwere
unsuceeagsiul,

Attempted telephane interviews with Resldent
#5's endocrinology provider on 03/11/28 at
8:50am, and 2:04pm were unsuccessiul,

Refer to interview with 2 MA on (3/00/26 at
1:57pm.

Refer to Intervlew with the Resident Care
Coordinator (RCC) ah 03/08/26 at 2.47pm.

Refer to Interview with the Administrator on
03/11/28 at 3:52pm.

Refar to lnterview with the facility's contracted
primary care provider (PCP) an 03/06/25 at
3:06pm.
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2, Review of Resldent #10's FL2 dated 11/10/25
revesled:

-Diagnoses Included mild dementia, chronic
kidrey disease stage 4, hypertension, and
diabetie morbld cheslty,

~There was an order for a Free Slyle Libre 3
(FSL3) Kit Plus/Sensors (a Freestyle Lire 3is a
continupus glucose menitoring device for peopla
with diabstes to track thelr glucosa lavals},
change every 16 days,

“Theta was an order for Fraastyle Libre 3 reader
as directed for dally uss.

Review of Resident #10°s quarterly Licensed
Health Professional Support Evaluation (LIFPS)
dated 02/23/26 revealad:

-Parsonal tasks currenily present were identified
a3 medication administration through injeotions
and collecting and testing of finger stick blood
sugar (F3B8) samples.

~The rasident was alert and oriented to peraen,
place, and tme.

-The resident was ambulatory with a cane and
required no assisiance with transfars.

“The resident experlenced no weight Ioes or gain
in the last quarter,

<The resident had no fals reported In the fast
guarter.

“The residant denled any complaints at the time
of sssaessment,

-No changes or fallow-up were recommended to
maet the residents’ needs.

“Facllty staff competency was validated for
collecting and testing of FSBS samples and
madication adminlstrafion through injections.
-The LHPS evaluation was signed by the LHPS
Registered Mursa (RN) on 02/23/26,

-There was no documentation Residett #10 had
a task to apply & CGM device or to monltor a
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GGM device.

Observation of Resident #10 on 03/10/26 at
1:03pm reveealad there was 8 M sensor on her
upper right arm.

Interview with Resident #10 on 03/10/26 at
1:04pm ravealed:

Her sensor was on her right arm today.

“The CGM sensor had been placed on her lower
stomach and both of her arms in the past,

Interview with a medication aide {MA) on
03/09/26 gt 1:57pm revealed when she changed
the CGM sensor for Resident {10, she weited an
hour for the CGM sanser fo sync to the receiver
g0 she could read the results.

Attempted telaphone interview with the Licensed
Health Professionai Support (LHPS) Registored
Murse (RN) on 03/10/26 at 3:54pm was
unsuccassful,

Refer to Interview with a MA on 03/09/26 at
1:57pm.

Refer to Intorview with the Resident Care
Goordinator (RCG) on 03/08/26 at 2:47pm,

Refer to interviow with the Adminigtrator on
03/11/26 at 3:52pm,

Rafer to Interview with the facllity's contracted
orimary care provider (PCF) an 03/05/26 at
3:06om.,

Interview with a medication alde (MA) on
03/09/26 at ‘h:57pm revealed:

_She asked the MA that previously worked at the
facllity to train her because she was concerned
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about applying the sensor bacause of how fragile
the resident’s skin could be.

_After the MA that previously worked at the tacllity
demohstrated how to apply the CGM, the MA
checked her off on a list thal she was trained on
how to apply the CGM.

intarviaw with the Resident Care Coordinator
(RCC) on 03/08/26 at 2:47pm revealed:

-She provided ong on ane tralnlng to all the MAs
on how to place a GGM sensoron & resident.
-After she provided the tralning to MAs on how fo
place the CGM sensor they were allowed to
replate the sensor for resldents with a CGM
independantly.

-She did not document the training she provided
tothe MAs.

-She was not aware that the LHPS nurse was the
responsible party to provide training to harself
and all MAs on how to correctly place the CGM
sensor on residents.

Interview with the Administrator on 03/11/26 at
3:52pm revaaled:

Tha competency validated LHPS tasks by return
demenstrafion should be sompleted for all
residants tasks to ensure they recelved the
propar care from staff that were approptistely
trained.

-The competency valldated LHPS task list
ensuired that staif were fully educated and
understood the tasks they nesded to perform for
residents.

-She had not considered adding staff competency
validation LHP'S task it for GGM's because It
was nat listsd on the LHPS form.

-She followed up on the quarterly LHPS tasks
lists that ware completed by the LHPS nursa and
when ihere was a new task added for a resident.

FORM APPROVED
Division of Health Service Requlation
STATEMENT OF DEFICIENCIES {41) PROVIDER/SUPPLIER/GEIA {%2) MULTIPLE CONSTRUGTION {Xa) DATE SURVEY
AND PLAN OF GORRECTION [RENTIFICATION NUMBER: A BUILDING: GCOMPLETED
. :
R
HALOGAG34 B. WING 03111/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, OITY. 8TATE, ZIP GODE
1365 RIVER DRIVE
THE LANDINGS OF ROGKY MOUNT MILLS
ROCKY MOUNT, NG 27803
(X4) 1D SUMMARY STATEMENT OF DEFIGIENCIES B PROVIDER'S PLAN OF CORRECTION (x8)
BREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREEIX (EACH GORRECTIVE ACTION SHOUILD B2 GOMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ) CROSS-REFERENGED T0 THE APPROPRIATE DATE
DEFICIENCY)
D 260| Continued From page 59 D 280

Division of Haalth Service Regulation
STATE FORM

aagg

36EZM1

|f continusilon sheet 80 of 147



[ ——

STATENENT OF DEFICIENGIES
AND PLAN OF GORRECTION

PRINTED: 04/01/2026
FORM APPROVED

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER;

HALOG4034

B, WING

(X2) MULTIFLE CONSTRUGTION
A. BUILDING;

(X3) DATE SURVEY
GOMPLETED

R
03/11/2026

NAME OF PROVIDER OR SUPPLIER

THE LANDINGS OF ROCKY MOUNT MILLS

STREET ADDRESS, GITY, STATE, ZIF CODE
1365 RIVER DRIVE

ROGKY MOUNT, NC 27803

Xy 0
PREFIX
TAG

BUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENGY MUST BE PRECEDED BY FULL
REBULATORY OR LEC IDENTIFYING INFORMATION}

[i¥]
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

{45}

{EACH CORRECTIVE ACTION SHOULD BE COMPLETE

DEFIGIENGY)

CROSS-REFERENCED TO THE APPROPRIATE DATE

D 280

D 344

Contlnued From page 80

Telephone Interview with the facility's contracted
primary care physician {PCP) on 03/06/26 at
3:06pm revealed:

~The LHPS nuree should have pravidad
education to MAs before residents used a GGM
system,

_8he had concerns that the MAs did not know
what they were dolng with the placement of the
CGM and monitoting of the CGM.

AWhen the CGM was not placed on the regldent
properly ard the MAs were not educated on
reading the CGM recelver, it placed the rosident
at rlsk of hypoglycamia or hyparglycemla,

The facility failed to ensure the quarterly licensed

health profassional support (LHPS) were
completed through an avaluation of residents with
LHPS tasks to praperly place a continuous
glucose monhitoring sensor correctly on rasidents
and to ensure the CGM recelver was property
read to enaura accurate blood glucose readings
in order to monikar residents for hypoglycemia
and hyperglycemia. The facillty's fallure was
datimental to the health, safety and welfare of
residents and constitutes a Type B Violation,

The facility provided a plart of protecion In
accordance with G.8, 1310-34 on 08/10/26 for
this violation,

GORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXGEED APRIL 26,
2026.

10ANGAC 13F .1002(a) Medication Qrders

104 NCAC 13F 1002 Medication Qrders
(a) An adult care home shall ensure contact with
the resident's physiclan or prescribing practitioner

D 280

D 344

The Regional Clinical Nurse

aides and Care Managers on
Medication Orders on 8/17/26.
See attached.

provided a training for all medication

426/26
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for vetification or clarification of ordars for
medications and treatments:

{4) f orders for admisslon or reatimlasion of the
vagldent ara not dated and signad within 24 hours
of admigsion or readmission to the facility;

(2) If orders are not clear or complete; of

(3) If multiple admission forms are received upon
admisslon or readmisslon and orders on the
forms are not the same,

The facility shall ensure that this verification or
dlarification Is dasumented in the resident’s
racord,

This Rule s not met as evidenced by:

Based on obaervation, interviews, and record
raviaws, tha facility failed to clarify medication
orders for 2 of 6 sampled resldents 5 and #8)
relatad to medications used to treat fhuid
vetention, medlcations used to treat glovated
blocd sugar, a medication for heart health (#38),
and a medication used to traat low hiood sugar
{#5).

Tha findings are:

1. Review of Resident #8's FL2 datad 02/24/26
revealad: '

~Dlagnosas included dlapetes mellitus,
congestive heatt failure, chronic kidney disease
and polynaurepathy.

_There was an order for aspirin (used for heart
heaith) 81mg, ane daily.

“Thers was an order for ampagliflozin {used to
treat slovated blecd sugar} 26mg, take one every
morning.

“There was an erder for furosamide {used to freat
fluid retention caused by congestive heart falture
or kidney disease) 20mg, take three dally.

any identified

audits of resi

be reviewed.

D344 |The Care Mang
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_There was an order for acetazolamide (can be
used to treat fiuld retention caused by heart
fallure) 500mg, tvice a day.

“There was an Incomplete arder for Humalog
(humalog Is @ fast acting insulin used to treat
alovatad blood sugar) quick pen 100 units.
Thers was a1 order for Lantus (Lantus is a
iong-acting Insulln used to manage clavated
blaod sugar} U160, 8 units subcutaneously in the
avaning.

Review of Regident #8's medication review report
dated 02/27/26 revealed:

~There was an order for aspirin ec 81mg, give
one tablet one time a day far deep veln
thrombosis {DVT),

~There was an ordar for Diamox {Diamox is the
brand nama for acetazolamide) Sequels capsule
extended release 12 hour 500mg, give one
capsule two times per day for intraccular edema.
-There was an order for empaglifiozin 25mg, one
taplet In the morning for diabates mellitus.
“There was an order furosemlds 20mgy, take
thrao tablets one time a day for congestiva heart
fallure.

-There was an order for humalog Injecilon
100untts/ml, inject per sliding scale, if F8BS

| 170-220=2 unlts, if FSBS 221-300= 4 units, if

FSBS 301-400= 6 units, If FSBS 401-500=8 units,
if aver 600, call provider, inject subcutaneously
twice per day for diabates mellitus.

There was ah order for Lanius 100units/ml, inject
# units subcutansously in the evening

a. Review of Resident #8's paper medication
administration record (MAR) for February 2026
revaaled:

_“There was a handwritten entry for asplirin 81mg,
once daily scheduled at 8:00am.

-Agplrin 81mg was documenited as administered
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at 8:00am on 02/28/26.

Revlew of Resldent #8's March 2028 electronic
medication administration record (eMAR}
revealed thars was no entry for aspitin 81mg, one
daily.

b. Review of Rogident #8's paper medication
administration recaord (MAR) for Februaty 2028
revealad:

~Thers was a handwritten entry for Diamox
{acetazclamide) Sequels 500mg, one two times
dally, scheduled at 8:00am 8:00pm.

Diarmox (acetazolamide) 500mg capsule was
documentad at 8:00pm on 02/27/26 with Inftials
with & circle around them in the entry space.
-Diamox (acetazolamide) 500mg capsule was not
dosumentad as adminlstered at 8;:00am and
8:00pm on 2/28/26, the entry spaces were blank
for 8:00am and 8:00pm on $2128/26,

Review of Resident #8's March 2026 electronic
medicatlon administration record (eMAR)
ravesled there was no antry jor acetazolamide
DR 500mmg, twlce a day.

¢. Reviow of Resldant #8's paper madication
admnlstration record (MAR) for February 2026
tevealed:

~There was a handwiitten entry for furesemide
20mg, teke one tablet once a day, scheduled at
8;00am.

~Furosemids 20mg was not documenhted as
administered at 8:00am on 02/28/26, the entry
space was blank for 8:00am on 02/28/26.

Review of Rasident #8's March 2026 electronic
medication adminfstration record {eMAR)
revealed there was ho entry for furosemide 20mg,
3 tablets ohoe daily,
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d. Review of Resldent #8's paper medlcation
administration record (MAR) for February 2026
revealed:

~There was & handwritten entry for empagloflezin
26mg, take one tablet in the morning, scheduled
at 8:00am,

~Empagloflozin 25mg was not documented as
administerad at 8:00am on 02/28/26, the entry
space was blank for 8:00am on 02/28/26.

Review of Residant #8's March 2026 electronic
medlcation adrministration racord (eMAR}
revealed there was no entry for empeagliifiozin
25myg, one tablet in the morning.

2. Raview of Resident #8's papar madication
administration reccrd (MAR) for February 2026
reveried:

-There was a handwritten entry Humalog Insulin,
inject per sliding scale, 170-220= 2 units,
221-300= 4 units, 301-400= 6 units, 401-500= 8
unita, over 500, call MD, subcutaneously twice &
day. scheduled of 8:00am and 8:00pm.
-Humalog was documented as not administered
at §:00pm on 02/27/26 for a FSBS of 144,
-Humalog was not documentad as administered
at 8:00am and 8:00pm on (2/28/26, the entry
spaces for 8:00am and 8:00pm on 02/28/26 were
blank and there was no FSBS recordsd.

1. Review of Resident #8's paper medication
administration record (MAR) for February 2026
ravealed:

~There was a handwrilton enfry for Lantus, Inject
8 units subcutaneously In the evening, scheduled
at 8:00pm.

-Lantus 8 units was not documented as
administered at 6:00pm on 02/27/26 and on
02/28/26.
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Raview of Resldent #8's March 2026 slactronic
medication administration record (MAR)
revealed thera was no entry for Lantus
106units/ml, inject 8 units subcutaneously every
evening.

Review of Resident #8's March 2026 electronic
madlcation administration record (eMAR)
revealed there was ne entry for Humalog insulin
slicing scale twice dally.

Interview with Residant #t8 on 03/04/26 at 4:58pm
revealod:

-Ha was admiited to the facilily on Friday
02/27/26.

-He took many medicaticns but could not say
exactly what he took,

_He was diabstic and took insulin up to three
times a day depending on what hig bload sugar
was.

-Ho had not had hls biood sugar checked or
recaived insulin since he was admiited to the
faclilty on Friday 02/27/28,

-He guessed 1t was declded that he no longar
nesded inaulin.

~The facllity should have all his medical
information and should know what medicafions
he was supposed to take,

[nterview with the medication aide (MA} on
02/04/26 at 2:04pm revaaled:

_Resident #8 had Insulin pens on the medication
cart but she thought his orders must have
changed because there wWas no order oh his
aMAR for Insulln or FSBS.

-She had not administered insulin for Resident #8
because there was hot an order en his eMAR.
She was not aware of additional orders for
aspirin, acetazolamide, furosemide, or
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empaglifiozin for Resident #8.
-Shs administarad medicaiions to the residents
by the eMAR.

(nterview with a second MA on 03/06/26 at
4:11pm revealed:

-She was on duty when Resident #8 was
admitted on 02f27/26.

-She copled his madications from the medication
card labels that he brought to a papsr MAR.
.Resident #8 did not bring a glucomater with him
and the facllity had a loaner glucometer they
could use until he received a glucometer.

-The Care Managers ugually matched the
resldent's madications to thelr FLZ once the
meadlcations wera entered into the eMAR system,

Tolephona Interview with a pharmacist fram the
facility's contracted pharmacy provider on
03/04/26 at 4:18pm revealed:

-The pharmacy received Resideni #8's FL.2 via
fax on 0227/26 at 4:30pm.

.Thare ware six medlcation orders that they could
ot read on Residant #8's FL2.

-An fax wes sent o the facility at 5:29pm on
f12/27/26, noting that clarification was needod for
6 orders that wera illegible of Incomplete on
Resident #8's FL2,

-The pharmacy did not recelve a respanse and
reached out fo the facility agein on Monday
03/03/26 when there were 6 orders on Resident
#8's FL2 that needed claritication,

The pharmacy did not haar back from the facility
untll 03/04/28 at 3:08pm ragarding clarlfication for
tha orders for Rasident #8 which Included aspirin
81mg, teke one daily, acetazolamide ER 500my,
take one two fimes per day, furosemide 20, gives
3 tabis once a day, empaglifiozin 25mg, take one
tablat every marning, and humalog kwlkpen inj,
check blood sugar twice a day, inject

D3
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subcutansously as directed per sliding scale,
170-220=2 uniks, 221-300=4 units, 301-400=6
unlts, 401-600=8 units, over 500, call provider,
and Lantus 100unita/ml, inject 8 uniis every
avening,

-The pharmacy was currently in the process of
entaing the clarfied orders for Resid gnt #8 and
would ba dispensing the madications to the
facillty for Resldent #8.

interview with the Resldent Gara Coordinator
(RCG) on 03/04/26 at 3:54pm revealed:
-Resident #8 was admitted to the facility on Friday
Q2/27/26.

.Sho was off on Friday 02/27/26 and was not here
when Resident #8 was admilted.

-She thought the Administrator sent Restdent #8'a
EL2 fo the pharmacy for his orders (o be entered.
-A paper MAR was completed either by the
Administrator or the MA for Resldent #8 untl his
orders wera entered and approved in the eMAR
system.

_She found the amail from the pharmacy today
that there were 6 ordars that heedad clarification
for Resident #8.

.She was not aware before today that there were
ordars that were not on the sMAR for Resident #8
including Insulln,

When a resident was first admiited, stalf used a
paper MAR to recotd a resident's medications
untll orders could be entered by the pharmacy
and medications recelved.

Second interview with the RCC on 03/056/26 at
2:51pm revealed:

AVhen a resident was admitted, any medicatlons
brovght with them were raviewsd and recorded
on a paper MAR.

_The FL2 was faxed to the pharmacy for orders to
be added by the pharmacy.
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-Once the ordars ware erterad by the pharmacy,
ihe Care Managers (herseif or the Special Care
Coordinator) of the Administrator could verlfy and
approve orders.

' The resident's orders on the alMAR should be

comparad to the resident's FL2 or physician
orders,

_Once Resident #8's medication orders were in
the eMAR systam, the orders should have been
compared to his FL2 at tha time the orders were
vailflad.

-Any medication order clarlfication should be
handled Immadiately by contacting fhe resident’s
primary cate provider (PCP}.

_Resldont {#8's medication orders should have
baen clarified and added to his eMAR within 24
hours of his admlssion if not prlor to his
admisalon,

[rtarview with the Adminlstrator on 03/04/26 at
4:14pm revealed:

-Bhe was working when Resident #8 was
admitted to tha facility en 02/27/26.

-Sha faxed Resident #8's Infarmation including
his FL2 to the pharmacy on 02/27128.

.She had not noticad that some of Resident #8's
medicatlon orders wers uncleal and that the
arder for Humalog was incormplete.

~The pharmacy had sent a message on Saturday
about needed clarlfication for Resldant #8's
medications on his FL2.

-She thaught the RCG had addressed Resldont
#&'s noeded medicailon clerlficationa on Monday
03/03/26.

Second Interview with the Administrator on
03/05/26 at 3:15pm revealed:

JWhen a rasident was admitted, the MAs or tha
Care Managers racelve a copy of the resldenl’s
FLZ for the madlcatien orders.
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The EL2 was sent to the phermacy and the
pharmacy anters the orders Into the eMAR
system, the Care Mahagers were responsible for
verifying and approving the orders by comparing
them 1o the resldent's FL2 once they wers placed
I the eMAR system by the pharmacy.

_Resldent #8 wad admitted to the facility in the
afternoon on 02127726,

-Bha sant the FLZ {o the pharmacy on 02/27126,
“Resldent #8's FL2 was a poar copy because it
had bean emailed and copled several imes
making 1t difffioult to read.

~The MA on duty 02/27/26, fiiled aut a papar MAR
for Resldent #8 with the medications that he
brought with him,

-The paper MAR was used for Resident #8 untii
hle orgers were entered info the eMAR system
and verified.

~The only medications that wera signed in or
counted were narcofics, so thare was ho type of
medication reselved decumentation for Reeident
18,

Avhen the MA hoflced there were medications
niot available for Resident #8 on the mediaation,
they should have naified herself, one of the Care
Managers and the pharmacy.

-She felt the pharmacy should have called the
faciitty about the unclear medications on Resident
#9's FL2 Instead of sending an emall.

‘Talophone Interview with Resident #g's primary
care provider (PCP) on D3/06/26 at 2:14pm
rovealed:

-Resident #8 was new fo the facility.

-Low dose aspirin was prescribed for heart
health, cardlac diseass, heart fallure, andfor
coronary artery diseasa.

_She was not too concerned about Resident #8
golng without fiis low dose aspirin.

-She was not sure why Resident #8 was
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prascribed acetazolamide, but It could be used as
a diuretic and help with his congestive heart
fallure.

-Going withcut the acetazolamide could ¢ause
Resident 48 to experience swelling.

Furosemide was presctibed for swelllng and
could help with Resldent #8% dlagnosis of
cangestive heart failure.

-Golng with the furosemide could cause Resldent
#8 1o experience swalling and fluld retention.
Rosident #8 had » diagnosis of diabetes and
ampagloflozin was prescribed to help control his
blood sugar and was also used for hearl health.
Missad doses of empaglofiozin could cause
Hesident #8's biood sugar fo be glevated.
~Humalog was a fast-acting insulin used to treat
elevated blood sugar assoclated with diabetes.
Missed doses of Humalog and Lantus could
cause Resldent #8 to experlance alevated bload
sugar which could tead o headache, dizziness,
anhd unconsclousness.

_Resldent #8 should have had his FSBS checked
as ordered, to know what his blood sugar
readings were and to Know if he needed the
siiding scale Humalog as ordered,

-Bhe axpacted the facillty to obtain clarification of
rmedicatlon orders and o administer the
resident's madications as ordered,

-She felt tha pharmacy shauld have contacted the
facility Immadiately regarding orders that they
could not read an Resident #8's FL2,

2, Review of Resident #5's FL-2 dated 01/08/26
reveaiad:

-Diagnoses included muscle wasting and atrophy,
not elsewhere classified, multiple sltes; Type |l
diabetas mellitus without complications; other
specified Inflammatory spondylopathles, lumbar
region; nutrilonal deflclency, unspecified;
respiratory disorders in diseases clasaified
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slsewhare; dysphagla, oropharyngeal phase;
cognitive cormmunication defleil; muscle
weakness (generalized).

-The recommendad level of care was domigillary.

Review of Residant #5's Resident Reglater
revealed she was admitted o the facllity on
12127124,

Review of Resident #6's physiclan order dated
01/22{26 revealed there was an order for glucose
gel take 15 grams as needed for low blood
glucose {glucoss ge! is medication glven to treat
low blood sugar).

Review of Resident #5's emergency department
after visit summary dated 01/05/26 revealed:
-Resident #5 was evaluated alter fow finger stick
blood sugar (FSB3) at her doctor's ofilce.

-1t was possible that the FSBS readings were
inaceurate dus to Resident #5' history of
inacourate FSBS readings.

Resident #5'g blood glucose (BG) was within
normal limits on lab work.

Raview of Resident #5's January 2026 eMAR
revealed.

~There was an eniry for iemon glutose 15 gel
40% give ona entire tube as needed for low hlocd
sugar if no responsa in 18 minutes, contget
provider (Leman glutose 15 gel 40% Is atype of
glucosa gel).

-Lemon giutoss 15 gel 40% was not administered
In January 2028,

-Ona BG result was recorded on the eMAR for
Januaty 2026, which was on 01/31/26 reading
126mM at 9:00am,

Review of Resident $#5's February 2026 eMAR
rovealed:
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~Thers was an entry for lsmon glutose 15 gel
40% glve one entlre tube as neadad for low biood
sugar If no reapense in 18 minutes, contact
provider.

Lemon glutose 15 gal 40% was administered
and docurnented as effactive on 02/05/26 at
9:00am, 02/00/28 al 10:07am, and 02/23/26 at
11:48am,

-Resident #5's BG was recorded balow 70 mM on
02/05/26 roading 48mM at 8:00am, on 02/09/26
reading 46mM at 9:00am and again reading
SOmM at 8:00pm, on 02113/26 reading 67mM at
g:00em, on 02114126 reading 88mM at &:00am
and reading 83mM at 12:00pm, on 02/15/26
reading 68miM at 12:00pm, on 02418/28 reading
gamh at 12:00pm, on 02/23/26 reading 47mi ai
9:00am, on 02/24/26 reading 89mM at ::00am
and again reading 69mM at 12:00pm.

Roview of Realdent #5's March 2026 eMAR
revealed:

“There was an enfry for [amen glutose 15 gel
40% give ane entire tuboe as haaded for low blood
sugar if no respense in 15 minutes, contact
provider.

_There was no documentation that lemon glutose
15 gel 40% was adminlstarad in March 2026.
Resldent #5's BG was recorded helow 70 mi on
03i03/26 reading 61mM at 4:00pm and again
reading 58mi at 8:00pm.

Observation of Resident #5's medications on
nand on 03/06/26 at 3:20pm revealed there was
one tube of lemon glutose 15 gel A% with a
dlapense data of 02/23/28.

Telephoha Interview with & pharmaclat from the
faclity's contracted pharmacy on 03/0626 at
1:28pm tevealed:

-Resident #5'a lamaon glutose was dispensed for a

D 344
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quantity of one tube on 02/23/26, 02/10/28,
02/06/26, 02/02/26, and 01/22/26,

-Resldent ##5's lemon glutose was prascribed on
01/22/28,

-Fac!lity staff was to glve one gluiese tube as
needad for low BEG, if no response contact MD,

Based on observatlons and interviews it was
determined that Resident #5 was not
intervieweble.

Telephone Interview with the responsible person
for Resident #5 on $3/06/26 at 10:37am revealed:
~She had no problems with the care Resident #5
was receiving at the faclity,

-She mostly dealt with Resident #5's finances and
was not sure If there were any congerns at this
time.

Interview with a medication alde {(MA} on
03/05/28 at 3:20pm revealed:

-8he just statted working at the facillty In the last
6 waels.

-She has net had to give glutose to Resident #5.
-Thare was just ohe tube of glutose on the cart
for Resident #5.

-Mast peopia have parameters to acminister
glutose.

“When MA's put In the BG the eMAR may give
the MA directions to administer the glutose.
-She was not surs how they figured out the
number to adminlster glutose fo Resldent #5.
-She would contact the Resident Care
Coordinaior (RCG) for a low BG reading under
the 70°s.

-Sha had never chacked Resident #5's BG when
it was below 70.

Interview with a second MA on 03/06/28 at
41:30am revealad:
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~The proflle overview of the resldant on the eMAR
systern gave the MAs Information,

-She would walch fo see if Resldent #5 was
shaky or if she had fluid in her legs.

-She had never given glutose to Resldent #5.
-3he had sesn Resident #5 have low BG
readixgs before and would say 69 or less was
low.

For low readings she would give sugar, orange
Juice, and wailt 10 to 30 minutes to recheck the
B,

-8he would notify the provider if the Resident had
BG below the parameters,

-She would give the provider a call or uge the
provider tHage system,

-She had only called once for Resident #5's low
BG.

Aftemptad telephene interview with Resident #5's
endacrinology provider on 03/06/26 at 4:66pm
was unsuccessful.

Attempted telephone interviews with Resident
#5's endocrinology pravider on 03/09/28 at
11:47am and 1:52pim wers unsuccessful.

Atternpted telephone intervisws with Resident
#b's endocrinology provider on 03/10/26 at
8:17am, 11:26am, and 2:11pm were
unsuceessful.

Attempted telephone interviews with Resident
#5's endocrinology provider on 08/11/26 at
8:50am, and 2:04pm were unsuccessful.

] The Regional Clinical Nurse in-service | 4/10/26
D358 10A NCAC 13F .1004 (a) Madiczation D388  lall medication aides and care managers omam‘n%
Administration on medication administration on 3/17/26,

See aftachement.
10A NCAC 13F 1004 Meadication Administration
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{a) An adult care home shall agsure that the
preparation and administration of medications,
presoription and non-prescription, and treatments
by staff are In accerdance with:

(1) orders by a licensed prescribing practifioner
which ave maintained in the resident's record; and
(2) rules In this Saction and the faclity's policles
and procedures.

This Rule I not met as evidenced by:
TYPE A2 VIOLATION

Based on obsarvetions, Interviews, and record
reviews, the fasiiity failed to administer
medications as ordeted io 2 of 4 residents (#8,
#9) observed during the moming medication pass
on 03/04/28 Including ervors with medicatlons
used to treat fuld retentlon (#8, #8), a medication
usad for heart health, medications used to treat
slovated blood glucose (#8) and for & of 5
sampled residents, {#1, #2, #3, 34, and §15}
inoluding errors for medications used o treat low
thyrold levels, (#2, #5), medications used to treat
high blood preseure, a Elood thinner, an antibiotic
(#2), medlcations uged to treat mild and
moderate pain (#1), and two vitamin supplements
(#3, #4, #5).

The findings are:

1. The medication errar rate was 22% as
ovidenced by 6 errors out of 27 opporiunities
during the 2:00am madication pass on 03/04/26.,

a. Review of Resident #8's FL2 dated 02/24/26
revealed:

Diagnoses Included diabetes mellitus,
congestive heart fallure, chronic kldney disease
and polyneuropathy.

“Thare was an order for aspirin {used for heart

medication aldes and Care Managers

for Adult Care Home on 4/15/26.
Sea attachment

The Care Manager in-serviced all
medication aides on Medication
Administration on 4/18/26.

Sea attachment.

medication pass observation on the
week of 4/1/26. The ED/Care Manage
will observe 3 random medication

medication administration.

The RCC provided 1on1 training with

on the 5 Rights of Medication
Administration.

The Gare managers in-service all
medication aides on daily cart audits.
The ED/ Care managers will review

The Gare managers will review any
resident care issues that involves
medication administration with the
madication aides during stand down.

The ED/ Care Managsrs started rando’lw

passes for the next 4 weeks to observe

medication aide involved was re-trainie

all dally cart audits in morning standup.
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Review of Resldent #8's medication review report
datod 02/27/26 revealed an order for aspirin eo
81img, give one tablet one time a day for deep
veln thrombosls {DVT).

Observation of the 9:00am medication pass on
03/04/26 revealed:

“The medication alde (MA) prepared & oral
medlcatlona for Resldent #§.

Tha MA administered the 6 oral medications to
Resldent 8 with a cup of water at 8:44am.
“Thare was no asplrin §1mg tncluded In Resident
28's medications administered during the 9:00am
medication pass,

Review of Retident #8's paper medication
adminlstration record (MAR) for February 2026
revealed:

Thera was & handwritten eniry for aspirin 81mg,
once dally scheduled at 8:00am.

-Agpirin 81mg was dosumented as admnistated
at 8:00am on 02/28/26,

Review of Resident #8's March 2026 electronlc
madication administration record (eMAR)
revealed there was no eniry for aspirin 81mg, one
daily.

Refer to interview with Resident #8 on 03/04/26 at
4:58pm.

Refer to telephone Interview with the pharmacist
from the facility's contracted pharmaty on
03/04/26 at 4:18pm.

Refor to Interview wilh the medication alde {MA)
on 03/04/26 at 2:04pm.
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Refer to Interview with a second MA on 03/05/26
at 4:11pm,

Rofer to Interview with the Regident Care
Coordinator (RCC) on 03/04/26 at 3:54pm.

Refer to second interview with the RGC an
03/06/26 at 2:51pm,

Refer to Interview with the Adminlsirator on
03/04/26 at 4:14pm.

Rafer to second Interview with the Administeator
on 03/08/26 at 3.15pm.

Refor to telephono Interview with Residant #8's
primary care provider (PCP) on 03/06/26 at
2:14pm.,

b. Review of Residant #8's FL2 dated 02/24/26
roveaiet:

~Diagnoges included diabetes mellitus,
congestive heart faliure, chronic kidney disease
and polynaurapatiy.

There was an order for acetazolamida (can be
used to treat fluld retention caused by heart
fallure) 500mg, twice a day.

Review of Resident #8's medication review report
dated 02/27/26 revealed an order for Diamox
(Diatnox Is the brand name fot acetazolamide}
Sequels capsule extended release 12 hour
500y, give ona capsule two times per day for
intraccutar edema.

Observation of tha 9:00am medication pass on
0370426 revealed:

~The madication alde (MA) prepared & oral
medications for Resident #8.

Tha MA adminlsterad the & oral medications to

D 358
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Resident #8 with a oup of water at 8:44am,
“There was no acetazolamide DR 500mg
included In Resldent #8's medicationa
administered during the 9:00am medication pass.

Roview of Residant #8's paper medication
administration record (MAR) for February 2026
revealad:

-There was a handwritten entry for Dlamax
{acetazolamide) Sequels 500mg, ane two times
daily, scheduled at 8:00am 8:00pm.

-Dlamox (acetazolamide) 500mg capsule was
documented at 8:00pm on 02/27/26 with initials
with a circle around them In the entry space.
Diamox (acelazolamide) 500mg capsule was not
documented as administered at 8:00am and
£:00pm on 02/28/26, the entry spaces were blank
for &00am and B:00pm on 02/28/26.

Review of Resldent #8's March 2026 eleotronic
medication administration recard (eMAR)
revealod thera was no entry for acetazolamide
DR 500my, twice a day.

Refor to Interview with Resident #8 on 03/04/26 at
4:58pm,

Refer to telephone Interview with the pharmagist
srom the facility's contracted pharmacy on
(/3404126 at 4:18pm.

Refer to Intervlew with the medication alde (MA)
on 03/04/20 at 2:04pm.

Refer to Intervisw with a second MA on 03/05/26
at 4:11pm.

Rofer to Inferview with tha Resident Care
Coordinator (RGCY on 03/04/26 at 3:54pm,
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Refar to second Interview with the RCG on
03/05/26 at 2:51pm,

Rafer to Interview with the Administrator on
03/04/26 at 4:14pm.

Refer to second Interview with the Administrater
on (3/06/26 at 3:15pm.

Refer to talephiona interview with Resident #8's
primary care provider (PCP) on 03/06/28 at
2:14pm.

¢. Reviow of Resldent #8's FL2 dated 02/24/26
revealad:

Dlagnoses Included diabetes mellifus,
congestive heart fallure, chronlc kidney disease
and polyneuropathy.

-Thera was an order for furvsemide (used to treat
fluld retention causad by congestive heart fatlure
or kidhey disease) 20mg, take three tablets dally.

Review of Resident #8's medication review repori
dated 02/27/26 revealed:

-There was an order furcsemide 20mg, take
three tablets one Bme a day for congestiva heart
faliure.

Ohservation of the 9:00am madlcation pass on
0304126 ravealad:

“The medication aide {MA) prepared 6 oral
medications for Resident #8,

-Tha MA administered the 6 oral medicatlons to
Hesident #8 with a cup of water at 8:44am,
~There wag no furosamide 20mg Includad In
Resident #8's medications administered during
the 9:00am medlcation pass.

Review of Resident #8's paper madication
administration record {MAR) for Fabruary 2026
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revealad:

“Thare was a handwritten entry for furosemide
20myg, take one tablet once a day, schaduled at
8:00am.

-Furosemide 20mg was not documented as
adiminlsterad at 8:00am on 02/28/26, the entry
space was blank for 8:00am 02/28/26.

Reoview of Resident #8's March 2026 electronic
medlcation adminlstration record {eMAR)
revaaled thers was no entry for furosemide 20mg,
3 tablets once dafly.

Refer to Interview with Resident #8 on G3/04/26 at
4:58pm.

Refat to telephone intarview with the pharmacist
from the facilily's contracted pharmacy on
03/04/26 at 4:18pm,

Refer to Interview with the medication alde {MA)
on 03/04/26 at 2:04pm.

Rafar to (ntetviaw with a second MA on 03/05/26
at 4:11pm.

Refer to Interview with the Resldent CGara
Coordinator (RCC) on 03/04/26 at 2:54pm.

Rafer to sacond nterview with the RCG on
03/05/26 et 2:51pm,

Refer to Interview with the Administrator on
03/04/26 at 4:14pm.

Rafer to second Interview with the Administrator
on 03/05/26 at 3:15pm.

Rofar to talephone interview with Resldent #8's
primary care provider (PCFP} on 03/06/286 at

D 368
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d. Review of Resident #8's FL.2 dated 02/24/26
revealad:

-Diagnaass included diabetes mellitus,
congestive heart faflurs, chrone Kidney disease
and polyneuropethy,

-There was an order for smpagliflozin {used to
troat glevatad hiood sugar) 26mg, take one svery
morning.

Review of Resldent #8's madication review report
dated 02/27/26 revealed an order for
ampaglifiozin 25mg, one tablef in the marning for
diabatas mellitus.

Ohgetvatlon of the 8:00am madication pass on
03/04/26 revaaled;

“The madication alde {MA) prepared 6 ozal
medications for Resident #8.

“The MA administared the @ oral medications to
Resident #8 with a cup of water at 8:ddanm.
-There was no smpagliflozin 28mg included in
Residant #8's medications admiristerad during
the 9;00am madication pass.

Review of Resldent #8's paper medication
administration record (MAR) for February 2028
revealed:

~There was a handwiittan entry for empagloficzin
28mig, take one tabletin the morning, schedulad
gt 8:00am.

-Empagloflezin 25mg was not documentsd as
administered at 8:00am on 02/28/26, the entry
space was blank for 8:00am G2/28/26.

Review of Resldent #8's March 2026 slecfronic
madication adiministration racord (eMAR)
revealed there was no entry for empaglifiozin
26y, one tablet In the marmning.
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Refer to Interview with Resident #8 on 03/04/26 at
4:58pm.

Refer to telephone Interview with the pharmacist
from the faciiity's contracted pharmacy on
03/04/26 at 4:18pm,

Refer to interview with the medlcation aide (MA)
on 03/04/26 at 2:04pm,

Refor o Intardew with a second MA.an 03/05/26
at 4:11pm.

Refer to Interview with the Resident Care
Coordinator (RGC) on 03/04/26 at 3:54pm.

Refer to second intarview with tha RCC on
03/05/26 at 2:51pm,

Refar to interview with the Administrator on
03/04/285 at 4:14pm.

Refer to second interview with the Administrator
on 03/0526 at 3:115pm.

Rofer to telophons interview with Resident #8's
pricary care provider (PCP) on 03/06/26 at
2;14pm.

o. Raview of Resldent #8's FL2 dated 02/24/20
reveated:

-Diagnoses included diabstes mellitus,
congestive heart failure, chronic kidney dissase
and polyneurapathy.

-There waa an incomplete order for Humalog
{humalog !s a fast acting insulin used to reat
elevated bload sugar) quick pen 100 units.

Review of Resldent #8's medication revlew report
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dated 02/27/26 revealad:

SThare waa an order for humalog Injection
{00units/m), inject per siiding seale, If FSBS
470-220=2 units, If FSBS 221-300= 4 units, if
SRS 301-400= 6 units, If FSBS 401-500=8 units,
1f over 500, ¢all provider, ihject subcutaneously
twice per day for diabetes mellltus,

Obsarvation of the 9:00am medicalion pass on
03/04{26 revealed:

“The madication aide (MA) prapared 6 oral
medications for Resldent #3.

“The MA administered the 6 oral medications to
Resldent #6 with a cup of water af g:44am.
-Resident #8 did not receive a fingerstick blood
sugar (FSBS) check and Humalog nsulin was not
administered during the 9:00am medication pass.

Review of Resldant #8's paper medication
administration record (MAR) for February 2026
revoaled:

“There was a handwritten entry Humalog insulln,
injact per sliding scale, 170-220= 2 units,
294-300= 4 units, 301-400= 6 units, 4¢1-500= 8
units, ovar 500, eall MD, subcutaneously twlce a

i day, scheduled at 8:00am and 8:00pm.

[ ~Humalog wes documented as not administered
at 8:00pm on 02/27/26 for & FSBS of 144.
~Humalog wes not documented a8 administered
at 8:00am and 8:00pm on 02/28/28, the entry

spaces for 8:00am and §:00pm on 02/28/26 were
blank and thers was no FSBS recorded.

Review of Resident #8's March 2026 electranic
medleatlon adminisivation record (eMAR)
revealsd there was no entry for Humalog insulin
sliding scale iwice daily.

R

Rator to Interview wiih Reosident {8 on 05310426 at
4:58pm.
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Refer to telephons intarview with the pharmecist
from the fzallity's contracted phatmacy on
03/04/26 at 4:18pm.

Refer to interview with thie medication aide (MA)
an 03/04126 at 2:04pm,

Refor to Intarview with a gecond MA on 03/05/26
at 411pm.

Refor to interview with the Resldent Care
Coordinator (RCC) on 03/04/26 at 3:54pm.

Refer to second Interview with the RCC on
03/05/26 at 2:51pm,

Rafer 1o Interview with the Administrator on
03/04/26 at 4:14pm.

Refer to second Intervisw with the Administrator
on 03/056/26 at 3:16pm.

Refer to telaphone Interview with Resident fig's
primaty care provider (PCP) on 03/06/26 at
2:14pm.

Interview with Resident #8 on 03/04/26 at 4:58pm
ravealed:

He was admilted to the facility on Friday
02/27126.

-He took many medicaticna but could not say
exactly what he took,

-He was diabetic and fook insulin up to three
times a day depending on what his blood sugar
was.

-He had not had his biood sugar checked or
receivad Insulin since he was admitted to the
faciity on Friday 02/27/26,
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«Ha guessed it was decided that he no longer
needed insullh.

-The faclllty sheuld have all his meadical
Information and should know what medications
he was supposed to take.

Interview with the MA on 03/04/26 at 2:04pm:
-Resident #8 had Insulln pens on the medication
cart but she thought his orders must have
changed because thete was no order on hle
eMAR for insulin or FSBS.,

-She had not administered Insulin for Resident #8
bacause there was not an order on his aMAR,
-3he was not aware of additional orders for
aspirln, acetazolamide, furesemide or
empagliflozin for Resident #8.

-She administered medications to the resldents
by the aMAR,

Interview with & second MA on 03/06/26 at
4:11pm revealed:

-She was on duty when Resldent #8 was
admitted on 02/27/26.

-5he copiad his medications from the medication
card [abels that he brought to & paper MAR,
-Rasident #8 did not bring a glucometer with him
and the facllity had a oanar glucometer thay
could use untll he recsived a glucometear,

~The Care Managsrs usually matched the
resldent's medications to thelr FL2 once the
medications wers antered Into the eMAR system.

Telephone interview with a pharmacist from the
facility's coniracted pharmacy provider on
03/04/26 at 4:18pm covealad:

~The pharmacy received Resldent #8's FL2 via
fax on 02/27/26 at 4:30pm.

-There were six medication orders that they could
nat read on Resident #8's faxed FL2.

-A fax was senit to the facility at 5:28pm on
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02/27/26, noting thet clarification was neaded for
& ordars that were llagitle or incomplete on
Resldent #6's FL2.

-The pharmacy did not recelvs a response and
reached out to the facility again on Monday
03/03/26 when thera wera 6 orders on Resident
#8's FLL2 that neaded cleriflcation.

“The pharmacy did hot hear back from the facility
untll 03/04/26 at 3:06pm regarding clatification for
the orders for Resident #8 which Included aspirin
81mg, take cna dally, acelazolamide ER 500mg,
take ona two times per day, furosemids 20, gives
1 tabs once a day, empagiifiozin 26mg, take one
tahlet every moming, and humalog kwikpsn ind,
chagk bloot sugar twice a day, inject
subcutaneously as directed per sliding scale,
170-220=2 urits, 221-300=4 units, 301 -400=6
unlts, 401-500=8 urits, over 500, call providar.
-Tha pharmacy was currently In the process of
antering the clarifled orders for Resldent #8 and
would be dispensing that medications tothe
faclity for Resident #8.

Interview with the Resldent Care Coordinator
{RCC) on 03/04/26 et 3:54pm ravealed:
-Resident #8 was admitted to the facility on Friday
02127/26.

_Gha was off on Friday 02/27/26 and was not at
tne faclity when Resgldent #8 was admlited.

-She thought the Adminlstrator gent Resident #8's
FL2 to the pharmacy for his crders to be entered.
-A paper MAR was completed sither by the
Administraior or the MA for Resident #8 until hig
orders were entered and approved In the eMAR
gyatam,

_She found the emall from the pharmacy today
(03/04/26) that there were 6 orders that needed
clarifleation for Resldent #8.

_She was not aware before today that there were
orders that wera not on the eMAR for Resldent #8

D 358
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including insulin,

MWhen a resident was first admitted, steff used a
paper MAR to record & resident's medications
from the rasldant's FL2 untll orders could be
entered by the pharmacy and medications
raceived.

Second Intervisw with the RGC on 03/06/26 at
2:51pm revealed:

“Whan a resident was admitted, any medications
brought with them were reviewed and recorded
on a paper MAR,

~The FL2 was faxed to the pharmacy for orders to
be addad by the pharmacy.

-Onge the ordsra were entered by the pharmacy,
the Care Managers (herself or the Special Care
Goordinator) or the Administrator could verify and
appiove ordeis.

“Tho resldent's orders on the oMAR should be
comparad to the resident's FL2 or physician
orders.

.Onge Resldent #9's medication orders were In
the aMAR system, the orders should have been
compared o his FL2 at the time the orders ware
vetlfled,

-Any medication order clarification should be
handled immediately by contacting the resident’s
primary care provider (PCP).

-Resident #8's medication orders should have
been clarifled and added to his sMAR within 24
hours of hia admission if not prior to his
admisslon.

Interview with the Administrator on 03/04/26 at
4:14ptn revealad:

-She was working when Rasident #8 was
admitted to the facllity on 02427/26.

_-She faxed Resldent #8's information including
his FL2 to the pharmacy on 02/27/28.

-Bhe had not noticed that some of Resldent #8's
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medication ordars were unclear and sha had not
noticed that the order for Humalog was
[ncomplets,

-The pharmacy had gent a message on Saturday
(02/28/26) about neaded clarification for Resident
#8's medications on his FL2.

-She thought the RGC had addressed Resident
#0's needed medication clarifications on Monday
03/03/26.

sSecond Interview with the Administrator on
03/05/26 at 3:15pm revealed:

When a resldent was admitted, the MAs or the
Care Managers receive a copy of the resident'a
FL.2 for the medication orders.

“The FL2 was sant o the pharmacy and the
pharmagy entered the orders into tha sMAR
system, tho Care Managars were respongible for
verifying and approving the orders by comparing
them to the resident's FLZ once they were placed
in the eMAR systeim by the pharmacy.

.Rosident #8 was admilied to the facllity In the
afternoon an 02/27/26,

-Shae sent the FLZ to the pharmagy on 02/27/28.
Resident #8's FL2 was a poor copy because it
had been emailed and copied several imes
making it difficult to read. '

~The MA on duty 02/27/28, fllled out a paper MAR
for Resldent #8 with the medicatlons that he
brought with him,

-The paper MAR was used for Resident #8 until
his ordars wers entered Into the eMAR system
and verified.

-The only medicetions that were signed in or
counted ware narcotics, so there was no typa of
medlcation receivad decumentatlon for Resident
#8.

“Whon tha MA notlced there were medications
not available for Resident #8 an the medlcation

cart, they should have notified herself, one of the
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Cara Managers and the pharmacy.

#8&'s FL2 instend of sending an email.

care provider {PCP) on 03/06/26 at 2:14pm
revaaled:

-Res|dent #8 was naw (o the facility

-Low dose aspirin can be proscribed for hoart
health, cardlac disease, heart fallure, and/or
caronary artery diseasse.

going without his low dose aspirln,
-She was not sure why Resldant #8 was

a diuretlc and help with his congestive heart
failure.

Resident #8 to exparlence sweliing.
-Furosemide was prescribed for swelting and
could help with Resident #8's diagnosis of
congaestive heart failure,

#86 to sxperience swelling and fluid retention.
-Resident #8 had a diagnosis of diabetes and

-Missed dosaes of empagloflozin could cavse
Resldant #8's blood sugar to be elevated.

#8 to experlence elevated blood sugar which
cauld lead to headache, dizziness, and
uncongcloushess.,

as ordered, to know what his blood sugar
readings ware and to know if he needed the

Humalog as ordered.

-Ghe falt the pharmacy should have called the
faciiity about the uncieat medications on Resident

Telaphone Interview with Resident #8' primary

-She was not too concerned about Resident #8

prascribed acetazolamide, but if could be used as

-Golng without the acetezolamide coufd cause

-Golng with the furesemide could cause Resident

smpagloflozin was prescribad to help control his
bload sugar and was also used for heart health.

-Mumalog was a fagt-acting Insulln used to freat
slevated bloed sugar associated with diabetes.
-Missed doses of Humalog could cause Resident

-Resident #8 should have had his FSBS chacked

D 368
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-8he expected the facllity to administer the
resldents madicallons as ordered.

-She felt the pharmacy should have contacted the
facllity Immediately regarding orders that they
could not read oh Rasldent #8's FL2,

f, Raview of Residant #9's FL.2 dated (11/05/26
revaaled:

-Dlagnoses included muscle weakness, muscle
wasting and atrophy, type 2 diabstes, cognitive
communlcation disorder, and dysphagia,

-There was an order furosemlde {furosemide is
used to lraat fluld retention caused by congestive
heart fallure or Xidney diseass} 40mg, one daily,

Roview of Resldent #9's signed physlclans order
sheet dated 01/08/286 revealed an order for
furasemide 40mg, one tablst once & day.

Review of Resident #9's March electronlc
medication admiristratlon record (8MAR)
revealed:

“There was an entry Tor furosemide 40myg, take
ohe tablet once dally schedulad af 9:00am.
Furosemlde 40ing was documentad &g
administered at 9:00am on 03/01/26 and
03/02/26.

~Eurosemide 40mg was documented ag not
administerad at 8:00am on 03/03/26 wilh the
exception documented as DNA (per the excaptlon
key with the eMAR, DNA was drug not available).
~Furasemide 40mg was documnentad as
administersd at 9:00am on 03/04/26,

Cibservation of the 9:00am medication pass on
03/04/28 revealed:

~The medication alde (MA) prepared 11 oral
medications for Resldent #9 at 8:36am fram two
multl-dose packs (MDP),

-Resident #9's two MDPs of medication did not
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include furosemids 40mg,

~The MA administerad the 11 oral medications fo
Resident #9 with a cup of water at 8:41am
“There was no furosemlde 40mg Included in
Resldant #9's medications administered during
tha 9:00am meditation pass.

Qbsarvation of Realdent #9%8 medications on
hand on 02/04/26 at 2:06pm revealed there was
no furosemide 40mg on the medication cart for
Resident #9.

Intarview with the MA on 03/04/28 at 2:08pm
revealed:.

-Most of the resldents’ madications were batoh
filled weekly in MDPs,

-Resident #9 was supposed to recsive
furosemide 40mo but there was no bubble card of
furosemide on the medication cart for Resldent
#9.

-Furogemide 40mg was not included Ih Resldant
{19's MDPs,

-She was not sure why there was no furosemide
40mg on the medication cari for Resident #9.
-Sha documented In error on Resident #9's
oMAR that she recelved furosemide this morning.
-She should have documentad that furosemide
was not avallable on the medication cart for
Resldenl #3.

“The third shift MA and the Care Managers were
rasponsible for medication cart audits fo make
sure medications were avallable for the residents.
-She had nothing to do with medication cart
audits.

Telephons Interview with the pharmacist from the
facllity's contracted pharmacy provider on
03/04/26 at 4:33pm revealed.

-An order was recelved for Resident #9's
furosemide 40mg, to taks once daily on 01108/26.
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Furosemids 40mg wes dispensed for Resident
#9 on 0r1/20/28 for 7 tablets for seven-day supply,
on 01/27/26 for 7 tablets for a seven-day supply,
and on 02/03/26 for 2 tablsts for a two-day
aupply.

~Tha pharmacy was in need of a new prescription
for furosemlde 40mg and was wailing for the
furosennlde prescription for Resldent #9,

intarview with the Resldent Care Coordlnator
(RCC) on 03/06(26 at 2:51pm revealed:

-Most medications were baich filled weekly for the
residents in MDPs.

-If a resident had bubble card packaged
medications, the MAs requested medications
when the madication reached the blue line on the
medication bubbla card which usually meant
there were & to seven doses remaining.

-The MAs and the RCC were responsible fo
make sure madicationa were on the medication
cart and available for the residents.

-The MA should have contacted the pharmecy
about Resident #3's furosemide whan she
realized it wasg not vallable on the mad|eation
cart.

-She expected to be notified If there was &
problem gatting a resident's medication from the
pharmagcy.

-If & new prescription was needed, she expected
the resident's primary care providar (PGP} to be
notlfied immediately for a reflll,

~The third shift MA conducted medjcation cart
audits weekly when the new batch madications
came In to verify that all ordered medicaflons
were In the bullding snd avallable on the
medication cart.

-8he was hot awara that furosemide was not
avallable on the madieatlon cart for Resldent #9.
~Trie MA should always compare the resident’s
medication package to the eMAR.

Diviston of Heallh Service Regulatior

STATE FORM

L]

36EZT

If sonlinuation: shest 93 of 147



PRINTED: 04/01/2026

FORM APPROVED
Dlvision of Health Service Regulation
STATEMENT OF DEFIGIENCIES (%1} PROVIDER/SUPRLIER/CLIA {%2) MULTIPLE CONSTRUGTION (X3) DATE BURVEY
AND FLAN OF CORREGTION IDENTIFICATION NUMBER: A, SUILDING: COMPLETED
R
HALOB4034 B. WING 03/11/2026
NAME QF FROVIDER OR SUPPLIER STREET ADDRESS, CIVY, STATE, Z1P GODE
1365 RIVER DRIVE
THE LANDINGS OF ROCKY MOUNT MILLS
ROCKY MOUNT, NC 27803
(4] ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSG IDENTIFYING INFCRMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
D 368 | Gontinued From page %3 D 358

~The MA sheult hot have documented that
Resident #8 received furosemide when she did
not.

Interview with the Administrator on 03/05/26 at
3:08pm ravealed:

-Mcst medications wete recelved weekly from the
pharmacy In MDPs,

.The third shlft MA was responsible to check the
hateh weekly to make sure all ordersd
medications were received and on the medication
cart,

-If & new prescription was needad for & resident,
the pharmacy wauld notify the faclity and gend a
prafilled prescription request fo the rasident's
PGP for sighature.

“When the third shift MA chacked the weekly
batch, she was expected to prink a copy of the
curvent physiclar's orders and compare it to the
medications received for sach resident.

-If 2 medication was not avallable for a resident,
she expected the MA to contact the pharmacy to
find out why the medication was not sent.

~The MAs ware to contact the resldent's PGP
whan a medication was not availatle for a
vesident to notlfy and obtaln a hold order until the
medlcatlon was recelved frem the pharmacy.
-She axpected medications to be administered as
ordered and dotumented accurately on the
eMAR.

Telsphone Interview with Resldent #9's PCP on
03/06/26 at 2:14pm revealad:

-She did not prescribe Furosemide 40mg for |
Resident #9.

-She thought furosemide was prescribed for
Raegident #9 from a previous emergency
department visit for swelling in her lower
exiremitias and fluld buildup,

-She sew Resident #8 vesterday (03/05/26) and

Divislon of Health Barvice Regulation

STATE FORM

L

JGEZ1

If continuation sheet 94 of 147




PRINTED: 04/01/2026

| she did not have swelllng In her lower extremities.

-She had not been notiflad that Resident #9
needed a new presctiption for furosemide,

2. Review of Resident #2's FL.2 dated 11/06/25
ravealed:

-Dlagnoses Included essential hypertension,
thyrotoxlcosis, Alzhelmer's Disease, and type 2
dlabetes.

-She was constantly disotlented.

Her levs! of care was speclal care unit.

Review of Resident #2's Resldent Reglster
revealed she was admitted to the facility on
0O5/01/28.

4. Review of her signed, physicians order sheet
dated 11/06/25 revealed an order for
levothyroxine {levothyroxing Is used to treat
underactiva thyrold) 150mag, take cne tablet
every morning.

Review of Resident #2's primary care provider
(PCP) progress nofe dated 02/19/28 revealad:
~There was an order to disconfinue levothyroxine
150mey with a sterl date of 02/23/26,

—Thera was an ordar to start levothyroxina
200meg once daily, with a start date of 02/23/26.

Review of Resident #2's Fabruary 2026 slactronic
medicatlion administration record (eMAR)
revealed:

“There was an entry for jevothyroxine 200mag,
ake one every moming, schaduled at 6:00am
with & start date of 02/24/26,

-Levothyraxine 200meg was docurmentad as not
adrministerad at 6:00am on 02/25/28 with the
axception documanted as resldent refused.
-Levathyraxine 200meg was documented as not
administerad at 6:00am on 02/28/26 hrough
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02/28728 with the exception documented as drug
hot avallable (DNA). ‘

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

“There was an entry for levothyroxine 200meg,
take one svery marning, scheduled al 8:00am.
-Levothyroxine 200mcg was documentad as
administersd at £:00am ot 023/01/286.
-Levothyroxine 200meg was documentad as hot
adminlstered at 8:00am oh 03/02/28, with the
exveption documented as "DNA".
-Lavothyroxine 200meg was documented as
administered at 6:00am on 03/03/28.
-Levothyroxine 200meg was documented as not
administered at §:00am on 03/04/28, with the
excoption documented as charled In arror,
awaiting delivery.

Observafion of Resident #2's medieations on
hand on 03/06/26 at 10:558m revealed there was
no levathyroxine 200meg on the medication cart
for Resldent #2,

Obsarvation of Resldent #2's medlcations on
hand on 03/09/26 at 11:26am revealed there was
no levothyroxine 200meg an the madication cart
for Resident #2.

Telephone intarview with a pharmacist from the:
facility's contracted pharmacy on 03/06/26 at
1:50pm revealed:

-An order was received to discontinue Resident
#2's lsvothyroxine 150meg, once dally on
02/23/26,

-An order and an slectronic progeription for
fevothyroxine 200meg, take one dally was
recelved on 0223/28 for Resldent #2,
-Lavothyraxing 200meg was dispensad for
Resldent #2 on 02/24/26 for a quantity of 30
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tablets for a thirty-day supply.

[nterview with 2 medication alds (MA) on
03/06/26 at 11:05arm revealed:

-Most of the residents' madications werea batch
filled weaeakly.

-The third shiit MA processed the weekly batch
filled madications to make sure all the
madications wers recelved,

<If a medication was mieslng, the third shift MA
passed the Information as to what was mlssing
along to the day shift MA,

-The MAs were responsible to raquest medicatlon
redills,

-Resldent #2 frequently refused her orel
medications.

-Resident #2's lavothyroxine was scheduled at
5:00am, so it was administered by the third shift
MA and she had not noticed there was no
levothyroxine 200meg available for Resldent #2.
-Bhe did not know why Residant #2's
Jovothyroxine 200mag was not on the medicatlon
cart,

Interview with a secand MA en 03/06/26 at
3:44pm rovealod:

-Resident #2 frequently refused her aral
medications almost dally, the Care Managers and
her PCP wero aware.

~The MAs wera responsible to order refllls for the
rasidents and she requested refills when a
resident had about 4 days of medicatlon
remalning if the medication was not Included In
the weskly batch filled medications.

Interview with the Special Care Coordinator
{SCC) on 03/06/26 at 10:04am revealed:
-Meadications should be re-orderad by the MA
when a resident has 2 days of medication
remalning, If the medication was not part of the
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weekly batch fill pycle,

-Whan a new prescription was sent for a resldent,
It usad to take 2-3 days to arrive, but the
phermacy had gotten ketter and medlcations
ustially arrived within 24 hours.

-If a madication did not arrlve after two days, she
expected the MAs to notify her 80 she could find
out why and follow-up with the MA to make sure
the medication arrived.

$iecond Inferview with tha 8CC on 03/09/26 at
3:42pm revealack:

~The third shift MA checkead in the weekly batch
filled madigations.

-Tha Care Managers (herself or the Resident
Care Coordihator used ta perform medication cart
audits monthly but had racently started doing the
madicatlon cart audils wesldy.

~The resident's phyalcian's orders were printed
and compered to their eMAR, and the resldent's
medications were compared to the eMAR.

-The putpose of the medication cart audit was to
make sure all ordars wera gurrent and all
medlcations were avallable for the residents.
~8he was not sure why levothyraxine 20meg was
not available on the medication cart for Resident
#2,

-If the pharmacy dellvered Resldent #2's
levathyroxine 200meg, it was poselble thet it was
misplaced on the medication cart,

-Sha expected the MAs te nolify her If a
medication was not available for a resicent.

-Bhe expacted the MAs to always compars the
madication labels to the eMAR and to documant
accuraiely when a meadication was nct
administerad,

-She did not perform eMAR audits,

Intatview with the Adminlstrator on 03/11/26 at
4:04pm revealed:
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Contlnuey From page 98

“The MAs were expactad to check the resident's
oMAR agalnst the medication lakel prior to
administaring medications, to make sure the
residents recelved all of thelr medications.

It was important that all madications be avallable
and administerad as ordered to preserve quality
of care for the residents.

-If 2 medication was not available for a resident,
she expected the MA to contact the pharmacy,
the resldent's PCP, and the Care Manager {RCC
ar SGC) to follow-up,

Management had been working with the
pharmacy to make sure medications anive in a
timely manner and were available for the
residants.

-She expecied eMAR audits to be done by the
Care Managers weekly looking for omisslons or
hotes In the eMARS.

-She expected the Care Managers and the
resldent's PCP to ba notifisd of any medication or
tragtment omissions on the eMAR

Telephone nferview with Resldent #2's PGP ob
03/06/28 at 2:34pm revealsd:

Lavothyroxine was prescribed for Resident #2 for
hypothyroldism,

She was well aware Resldant #2 frequantly
refusad har medications Including fevoihyroxine.
-Resident #2's thyroid stimulating hormaone {TSH})
was elevated on her recant blood work and she
ordered the levothyroxine to be increased from
150meg to 200mag.

-If Rosident #2 did not recelve the levathyroxine
she would not be able to maintain a therapeutic
level of the metication and low thyroid could
cause welght gain and fatlgue,

-She expecied the facllty to adminlater Resldent
#2's levothyroxing as ordered and i the
medication was nat on the medicatlon cart for
Resident #2, sha expacted the facilily to contact

D 368
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the pharmacy to find out why the madication was
not avallabla.

Attempted telephone interview with Resldent #2's
Responslble Party on 03/06/26 at 9:165am was
unsuccessiul,

b. Review of Resident #2's hospital diecharge
summary dated 02/13/28 revealed:

Resldent #2 was hospitalized on 02/03/26
through 02/13/26 for a cerebravascular event and
a fall.

“There was an order for Resident #2 to start
clopidogrel (clopidogrel Is an antl-platelet
medication used to prevent serlous blood clots,
raducing the risk of heart attacks and strokes In
high risk Indlviduals) 75mg, take one tablet dally.

Raview of Resldent #2's February 2026 electronic
rmadication administration record {eMAR)
revealed

-Thers was an eniry for clopidogrel 78mg, take
one tablet dally for clot prevention, sch eduled at
8:00am with a start date of 02/16/26.
-Clepldogrel 75my was documented a8
administersd at 8:00am from 02/17/26 o
02/19/28.

-Clopldogrel 76mg was documented ag
discontinuad from 02/20/26 to 02/26/26.

_There was a second entry for clopld ogrel 76mg,
taka one tablet dally for clot provention,
schaduled at 8:00arm.

-Clopidogral 76mg was documented as
administered at 8:00am on 02/25/28.
-Clopidogrel 78mg was decumentad as
discontinuead from 02/26/26 to D2/28/286.

Raview of Resident #2's March 2026 sMAR
revealad:
.There was an entry for clopldegrel 75mg, take
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oha tablat daily for clot prevention scheduled at
9:00am.

Clopldogral 75mg was documented as not
administered at 2:00am on 03/01/26, with the
axception documented as BNA (drug not
avallable).

-Clepidogrel 78mg was documented as
adminisiered at 9:00am on 03/02/26.
-Clopidogrel 76mg was documented as not
administerad at 8:00am an 03/03/26 and
(3/04/26 with the exception dosumented as
resident rafused.

Observations of Resldent #2's med'cations on
hand on (3/08/26 at 10:58am revealed thera
were two multi-dose pack {(MDP) of medications,
that includad clopldagral 78mg, labeled to take
one tablet ones daily for clot prevention in one of
the 2 MDPs labelad "merning”, there were 6
mornirig MDPs remaining dated 03/07/26 through
03112126,

Telephone interview with the pharmacist from the
fachity's contracted pharmacy on 03/06/26 at
1:50pm ravealed:

-An order was recelved for clopidogrel 75mg,
take on tablet dally on 02/12/26,

-Clopidogrel 75mg, take one tablet dally was
dispensed for Resident #2 on 02/12/26 fora
quantity of 8 tablets to take one dally for an eight
supely.

-Clopldogrel 76mg, take ohe tablet dally was
dispensed for Resident #2 on 02/17/26,
02/24/26, and 03/03/26 for a quantlty of 7 tablets
for a seven-day supply on each occaslon.

-Ne disconiinue order was received for Resident
#2's clapidogrel 75mg and she did nof know why
Resldent #2's February 2026 eMAR was
documented s discentinued.

Clopidogrel had an antl-platelet offest and not
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having clopldogrel could make Rosgldent #2 more
prone to blood clotting.

Interview with a medicatien aide (MA) on
03/06/26 at 11:05am revealad:

“When & resident returned from the hospital, an
emergency dapartrmient visit, or an oulside
provider appointment, the paperwork was always
given to the Special Care Coordinator (SCC}, if
the resldent refurned after the SCC lait the
facllity, the Information was slid under the SCC's
door.

-8he thought Resident #2 started clopidogrel after
a recent hospltal visit.

-She knew Residant #2 frequently refused her
medications but did not think her clopidogrel had
been diacontinuad,

Interview with the SCC on 03/06/26 at 9:48am
revealed:

-She expected the MAs to always compare the
medication label t the sMAR entry at least 3
1imes to make sure the rasidents recalved all their
medlcations ag ordered.

-She had provided Resldent #2's primary care
provider {FCP) with Resident #2's 02/12/25
discharge Information and she khew the PCP was
aware that clopldogrel had basn ordered.

-She thought it was possible Resldent #2's PGP
stopped Resldent #2's clopldogrel but she did not
have & discontinue ordetr.

~She wasd not aware clopidegrel was documentad
as discontinued on Resident #2's February
aMAR.

-5he could not explain why Rasident #2's
clopldogrel was documented as discontinued on
her February 2026 aMAR.

~Thete appeared to be two orders for clopidogral
for Resident #2 in February, but she could not
axplain why thare would be two orders for
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clogidogrel of why clopldogrel was docurnented
as discontinued on her Februaty 2026 eMAR.

gecond Interview with the SCC on 03/09/26 at
3:42pm revealed:

“The third shift MA checked in the weekly batch
fillod madleations.

“The Care Managers {herself or the Resident
Caré Coordinator used to perform medication cart
audits monthly but had recently started doing the
madication cart audits weskly.

The resident's physician's orders wers printed
and compared to their sMAR, and the resident's
medicatlons were compared to the sMAR.

-The purpoge of the medication cart audit was to
malke sure all orders ware ourrent and all
medlcations wera available for the rasldents.
-The supervising MA on duty on the unlt when a
regidant returnad from the hospital was
rasponsible to fau orders to the pharmacy.

-If 2 new medication was electronically
prascribed, the hospital was ta lst the faaility
krow and she was to be notifiod.

“Tha pharmacy would not accept orders from a
hospiial after visit summary and physics! order
was neadad.

-She was not surs why Resldent #2's clopidogral
was stoppod and restartad.

Af aMAR system discontinued Resident #2's
clopldogrel, she did not know why.

-If there ware any questions akoul a rasldank's
medication or orders, she expected the MAs to
notify her.

-She still did know why clopidogrel was
documentsd as discontinued on the Fabruary
2026 eMAR for Resldent #2.

-She did not perform eMAR audits.

-An eMAR audlt may have caught the
discontinued clopidogre! order for Resident #2.

FORM APPRCOVED
Divislon of Health Service Regulation
STATEMENT OF DEFIGIENGIES {X1) FROVIDER/SUPFLIER/CLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING: COMPLETED
R
HALOGA034 B. WiNG 013111/2026
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, GWTY, STATE, ZiP GODE
1365 RIVER DRWE
THE LANDINGS OF ROCKY MOUNT MILLS
H ROCKY MOUNT, NC 27803
x4 ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION 6
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BV FULL PREEIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETE
TAG REBULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
0 358 | Continued From page 102 D 368

Divigion of Health Servica Roguation

STATE FORM

8ayd

38EZ1N

1f continuaflon shaet 103 of 147



PRINTED: 04/01/2026

Interview with the Administratar on 03/ 11/28 at
4:04pm revealed:

_The MAs were expected to check the reslkdent's
eMAR agalnat the medlcatlon label prior to
administering medications, to make sure the
resldents racelved all thelr medications.

-It was Important that all medications be available
and acministered as ordered to preserve quality
of care for the residents.

-She expected eMAR audits to be dane by the
Garo Managers weekly looking for omisalons or
holes in the eMARs.

-She axpected the Care Managers and the
reaident's PCP to be notifled of any omissions on
the eMAR

Telephone interview with Resident #2's primary
care provider (PCP) on 03/06/28 at 2:36pm
revealed:

-She saw that clopldogrel was presciibed for
Resident #2 on a recent hospital discharge
SUMMArY.

-Clopldogrel was a blood thinner and was used 0
provent blood clota in the heart and throughout
the body.

_8he was not exactly sure why clopldogrel was
prascribed for Resldent #2, except thara was
tention of a possibie strake on Resident #2's
discharge paperwork fram 02/12/28.

-Bhe knew Resident #2 frequently refused her
medications including clopldegral,

-She did not discentinus Resldent #2's
clopldogrel and did not know why her February
2026 eMAR indicatad clopidogral had been
disconilnued,

Resident #2 going without the clopidogrel could
put her at risk for developing blood clots that
could increase her rlsk for stroke,

& Raview of Rasldent #2's signed physician's
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arder sheat dated 02/05/26 revealed an arder for
iosartan (lesartan s used lo treat high blood
pressure)50mg, iake one tablet once dally.

Review of Resident #2's hospltal discharge
summary dated 02/13/26 revealed:

-Resident #2 was hospitalized on 203(26
through 02113/28 for a cerebrovascular event and
a fall,

“There was an order for Resident #2 to stop
losartan 50mg.

Review of Resident #2's February 2026 glactronic
medlcation administration record {eMAR)
revealed:

~There wes an snlry for losartan 50mg, take one
tabliet once daily, scheduled for 8:00am.
-Losartan 50mg was documented as
administered at 8:00am on 02/01/26 through
02/03/28.

A.osartan 50mg was documented as nat
administerad at 8:00am on 02/04/26 through
02/13/26 with the exception documented as leave
of absenca,

-Losartan 50mg was documented as
administerad at 8:00am from 02/14/26 through
02/28/286, .

Review of Resldent #2's March 2026 eMAR
revaaled:

_There was an entry for nsartan 50mg, take one
tablet once dally, scheduled for 8:00am.
Losartan 50mg was dogumented as not
administered at 8:00am on 03/01/26 with the
exception documented as diug not available
{DNA). '
-Losartan 50mg was documented as
administorad at 8:00am on 03/02/28,
_Losartan 50mg was documented as not
adminlsterad af 8:00am on D3/03/.26 and
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03/04/28 with the axception documented as
rasident refusead,

Observations of Resldent #2's medications on
hand on 03/06/26 at 10:556am revealed there
were two multl-dose packs (MDP) of medications,
that Included losartan potessium 50mg, Jaheled 1o
take one tablet once daily in one of the 2 MDPs
labeled "morning", thera 6 moming MDPs
remalning dated 03/07/26 through 03M12/26.

Tolephons Intetvigw with a pharmacist frem the
facility's contracted pharmecy provider an
03/06/26 at 1:50pm revesled:

Losartan Potassium B0mg was dispensed for
Resident #2 on 01/08/28, 01/13/26, 01/20/26,
01/27/28, 02/03/28, 02/10/28, 02/17/28, 02124426,
and on 09/03/26 for a quantity of 7 tablets for a
seven-tay supply on each occaslan.

“There had been no order recelved to discontinue
losarian 50mg for Resident #2.

Interview with a medication aide (MA} on
03/06/28 at 11:05am revealed:

-Bha did not process new orders or discontinus
ordera for the residents.

When & restdent returned from the hogpltal, an
amargency department visit, or an outside
provider appointment, the paperwork was akways
glven to the Speclel Care Ceordinator (8CC), if
the resident refurned after the SCC left the
faciilty, the information was slid under tha SCC's
door.

-She know Resident #2 frequently rafused her
medications but did not know Resident #2 was (o
gtop her losartan.

interview with 2 second MA.on 03/06/26 at
3:44pm revealed:
“The Care Managers (RCC and SCC) ware
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responslile for processing new ordets for the
residents.

«If & resident returned from the hespltal or an
outside provider, she gave the paperwork to the
BCC.

Interview with the SCC on 03/06/26 at 10:05am
revealed:

-The Care Managers ot tha MAs could sand new
orders to the pharmacy.

“When a resident returned from the hospltal, the
MA on duty In the unit who racelved tha resldent,
was responsible to fax any hospital paperwark or
arders o the faclitiy's pharmacy then the
paperwork was glven to the Care Marnagers ©
follow-up on any new orders.

Interview with the Resident Care Coordinator
(RCGC) on 03/09/26 at 2:47pm revealed:

_\When a resident returned from the hospital, the
first contact was the MA on duty on the unit when
the resident returned.

-The MA was expacied to send any paperwork to
the pharmacy, netify the resident's primary care
provider (PCP) the resldent had returned via
telomedic, and give the rasident's hoapltal
paperwork to the Care Manager, of place Itin the
Cara Managers' box for review.

-If 2 medication was discontinued, the order was
sant to the pharmacy and either she or the 8CC
could remave the arder fram the aystem by
verliylng the discontinued order and then the
disconginued medication was removed from the
madication cart and elther returnad to the
pharmacy or destroyed In the fanllity,

Second Interview with the SCC on 03/09/28 at
3:63pm revealed:

-The supervising MA on duty on the unit when a
resident returnad from the hosplial was
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responsible to fax orders to the pharmacy.

-If a new madication was elssironically
presaiibed, the hospital was to let the facility
know and she was to be notliled.

-She thought someone from the hospital told her
2 new preseiiption for losartan had hean sent to
fhe pharmacy.

-The pharmecy would not accept orders from a
hospital after vislt summary,

-She was not sure she saw Resident #2's hospital
discharge summary that noted her losartan was
0 ba stopped.

interview with the Adminlstrator on 03/11/28 at
4:18pm revealed:

~When a resldent returnad from the hospltal, the
Mas could send the paperwork to the pharmacy
and if the resident was seen by the facllity's
contracted PCP, the realdent's papetwork was
scanned in and given o the Care Managers.
-The Care Mangers were expecied to review the
resldent's hosglal paparwork for orders and then
place it in the PCP's folder for review and
signaturs,

-Tha pharmacy would not accept a hospital after
visit summary or discharge summary and
required a physleal order, so many times the PCP
reviawed the paperwork and wrote the new
orders.

-She expected all hospltal paperwark to be
reviewed for new orders,

Telephone intarview with Resldent #2's primary
care provider (PCP) on 03/06/28 at 2:34pm
revealad:

-L.osartan 50mg was prescribed for Resldent #2
to treat high blood pressura,

-8he knew Resident #2 fraquently refusead her
medications indluding losattan,

-Shs was not aware that [osartan had been

Diviston of Hoalth Service Regulation
STATE FORM

80 I6EZ11

it continuatlon sheel 108 of 147



PRINTED; 04/01/2028

FORM APPROVED
Division of Haalth Servica Regulation
STATEMENT OF DEFICIENGIES (%1} PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORREGTION ICENTIFICATION NUMBER: A, BUILDING: COMPLETED
R
HALOGAG34 B.WING 03/11/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
1365 RIVER DRIVE
THE LANDINGS OF ROCKY MOUNT MILLS
ROCKY MOUNT, NC 27803
(X4) 1D BUMMARY STATEMENT OF DEFIGIENCIES m PROVIDER'S PLAN OF CORRECTICN (46)
PREFIX (FAGH DEFIGIENGY MUST BE PRECEDED BY FULL FREEIX (EAGH GORREGTIVEE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
D 368 | Continusd From page 108 0358

disconfinued for Resident #2.
-Shs had not seen Resident #2's hospital

stop losartan.

pressure |ooked,
-Cortinuing to recelve logartan after 1t was

blood pressure.

d. Review of Resldent #2's emargsncy
department (ED) after vislt summary dated
02/47/28 tavealed:

-Resident #2 was seen in the emargancy

with 2 small spots cn the right arm,

{a common skin condition cheracterlzed by
inftammatlan or Infeckion of the halr follleles).
.Siart taking doxyoycline {doxycycline is an
antinlotic used to treat bacterlal infactions)
100mg, one capsule two times per day for 10
days.

medication record (eMAR) revealed:

-Doxyeycline 100mg was not documented as
administered at 8:00am fram 02/18/26 to
0212426 with no exception documented,
-Doxyeycline 100mg was not documentsd as
administered at 8:00pm from 02/18/26 to
02/23/26 with ro exception docurmented.
Doxycycling 100mg was documentad s

admintstered at 8:00am from 02/25/26 to

discharge summary dated 02/13/26 that noted to
-Bhe was tiot sure why logartan was disconfinued

and would like §o know how Resident #2's blood

discontinued could cause Resldent #2's blood
pressure tc bottom out resulting in dizziness, light
headedness, loss of consclousness and unstable

department for arash on the leftarm and chest

-Rosident #2's rash was consistent with folllculitis

Ravlew of Resident #2's February 2028 alectronic

“Thera was an entry for doxyoysling 100mg, take
one capsule twice daily for 10 days, scheduled at
8:00am and 8:00pm, with a start date of 02/18/26.
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-Doxycycline 100mg was dosumented as
administerad at 8;00pm from 02/24/26 to
02/27128.

-Dexycycline 100mg was documented as
adminlstered only on seven accasions out of 20
oppartunities from 02/18/26 to 02/27/26.

Review of Resident #2's March 2026 eMAR
revealed thers was no entry for doxycyciine
100mg capsules,

Tolaphohe tnterview with the pharmaclst wiih the
facllity's contracted pharmacy on 03/06/26 at
1:50pm revealed:

«An order was recelved for Resldent #2 for
daxyaycline 100mg, take one capsule twice a day
for 10 days on 0218726,

-The doxycycline 100mg order received for
Resident #2 was profiled to be started on

021 8/26 and completed 02/28/26 but was not
dispensed.

Telsphone interview with a pharmacist with a local
retall pharmacy on 03/09/26 at 4:43pm revealed:
-An ordler was recelved for Resldent #2 on
02/17/26 for doxyeycline 100mg, 20 capsules, t©
take one capsule twice a day for 10 days.
-Doxycycling 100mg, 20 capsules, take one
sapsule twice a day for a 10-day supply for
Resident #2 was dispensad and picked up on
02/18/26.

Interview with & medication aide (MA) on
03/00/26 at 10;30am revealod:

-Resident #2 racently went to the ED for a rash.
-Resident #2's family memkber brought in a
prescripilon for antblotles for Resldent #2,

~The MAs could not administer ahy medications
to tha residents If the medication was not listed
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on their sMAR.

_She rememberad administeting antiblotics to
Resldent #2 but could not say for sure how long
she was on them.

Interview with & second MA on 03/10/28 at
2:07pm revealed:

JResldent #2 had bsen to the ED recently for a
rash and received antibiotics.

.8he remembered Resldent #2 had a boitle of
doxycycline on the medlcation cart and she
ramemberad administering doxyoydline to
Raaident #2,

_If a resldent had medications on the medication
cart, the medication had to be listed on thelr
aMAR before the MAs could administer the
medlcation,

interview with the Spacial Care Goordinator
(8CC) on 03/06/26 at 10:04am revealed:
-Resident #2's went to the ED on 02M17/26 for a
rash.

-At the DZ17/26 ED visit, a prescription was sent
for Resident #2 to a local refall pharmacy for
anliblotics.

-Resident #2's family member ploked up the
antiblotlc prescription for Resident #2.

“The facllly's contractad pharmacy did nol
recelva the prescription for Resldent #2’s
doxycyeline and required a copy of the
prascription to add to Resident #2's sMAR.

Secend interview with tho SCC on 03/06/26 at
3:63pm revealed:

Doxycycline was sent to a local refal pharmacy
for Resident #2 at har famlly's request so there
would not be a delay in Resident #2 raceiving tho
medication.

~Ths local velail phatmacy had to contact the
facllly's retail pharmacy and glve the presctiption
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information for Resldent #2's doxycyeline so |t
could ba added to her ehMAR.

-The MAs could hot administer doxycycline to
Residant #2 untll the order was added to her
aMAR by the contractad pharmacy.

-She was not sure when the facillty's contracted
pharmacy was contactsd by the local retail
pharmacy about Resident #2 doxycycline.

-8he knew Resident #2's famlly brought the
doxyeyciine to the facllity for Resident #2, but she
could not say when the doxycycline was started
of if Resldent #2 racelvad the entire 10 days of
doxycysline.

-She did not know why Resident #2's February
oMAR reflacted only 7 of the 20 scheduled doses
of doxyoycline being administerad.

Intarvlew with the Adminisirator on 08/11/26 at
4:04pm revealed:

Whan a resident returnad from tha hospital, the
MAs could send the paperwork to the pharmacy
and if the resident was seen by the faclliy's
contractad PCPR, the resldent's paperwork was
scannad in and given o the Care Managers.
-The pharmacy would not accept a hospital after
visit summary or discharge summary and
required a physlcal order.

-Resldent #2's famlly member had her
prescription for doxycycline sent to a local
pharmacy.

-The local pharmaey had to contact the facllity's
contracted pharmacy ta be able to profile the
doxyoycline for Resldent #2's doxycycline to be
adminlsterad.

-Rasldent #2 should have recelvad the full course
of doxyaycline for her rash as orderad,

Telephone interview with Resldent #2's primary
care provider (PCP) on 03/10/26 at 8:17am
revealad:
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-5he had been treating Resident #2 for a rash on
her arms.

~She had ordered a skin culture and
hydrogortlsene cream for Resident #2 bacause
the rash sesmed Itchy.

-Resldent #2's Responsibla Parly (RP) wanted
the resldent sent to the ED befure the culture
could be obtained so there would not be a delay
in treating her rash,

-She had planned to prescribe doxycycline
100mg twice a day for 7 days for Resident #2
bacausa she also falt Resident #2 had folliculits
which was easlly treated with doxycycline.

-She knew medicatlons could be sent to a local
pharmacy after hours and there had been some
difficulty when a lecal pharmagy heeded to
cantact the facility's contracted pharmacy so
medications could be profiled,

-She was not aware that there were only seven
doses of doxyeycline documented as
administersd for Resldent #2.

-Not recelving the entire course of doxyoycline
could cause Resident #2 to hava a ralapse with
the rash and have continugd symptoms 1f the
ragh did not totally clear up.

-She had recently seen Resident #2 and the rash
had cleared up,

Attempted telophona interview with Resident #2's
Responsible Party on 03/06/26 at 9:15am was
unsucecessiul.

3. Ravlew of Resident #5's FL-2 dated 01/08/26
reveslad:

-Diagnosss included muscle wasting and atrophy,
riot elsewhere classified, mulliple sites; Type Il
dlabates mellitus without cormplications; other
speciled Inflammatory spondylopathias, lumbar
region; nutritional deficlenay, unspaclied;
respiratory disorders in diseases classified
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slsewhers; dysphagla, oropharyngeal phase;
cognitive communication defloit; muscle
weakness (generallzed),

“The recammended lavel of care was domiclllary.

Raeview of Resident #5's Resident Reglster
revealad she was admitted to the facility on
1227124,

. Raview of Resident #5's FL-2 dated 01/08/26
revealed there was an order for Jevothyroxine
75meg take one tablet every marning.

Roview of Resident #5's January 2028 alectronic
medicatlon administration record (eMAR)
revealed:

“Thero was an entry for levothiyroxine 75mey take
one tablet every moriing.

-Levothyroxine was documented as nat
administered on 01/08/26 to 01/10/26, from
0111326 to 01/16/26, from 01718126 to O11/19/26
and on 01/21/28 with exception notes *walting on
pharmacy"”.

~Levothyroxine was documented as not
administerad on 01/20/26 with sxceplion notes
“awalting refill".

Revlew of Resldent #5's Fabruary 2026 eMAR
revealed:

_Thare was an antry for levothyroxine 75meg take
ane tablet avery morning.

-Lavothyroxine was not documented as
administered on 02/21/26 and 02/22/26.

Dhservation of Resldent #6's medlcations on
hand on 03/05/26 at 3:20pm revealed there was a
card sontanlng Levothyroxine 76mog with 18
tablets remaining of 30 tablets dispensed on
02119426,
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Telaphone Interview with a pharmaclst fram the
facillty's contragied pharmacy on 037/06/26 at
1:28pm revealed:

-Resldent #5's levothyroxine wes dispensed for a
guantity of 30 on 12/23/25, 01/21/26, and
0219128, :

-Resident #5's lovothyroxine dispensed 12/23/25
was deliverad on 12/24/25 and none of the
madication was returned.

Based on observatlons and Interviews i was
determined that Resident #5 was nof
interviewable.

Telephone Intetvisw with the responsible person
for Resident #5 on 03/06/26 at 10:37am revealed:
-She had no problems with the care Resident #5
was recelving &t the facility.

-She mostly dealt with Resldent #5' finences and
was not sure if there were any cohgemns at this
{ime.

Interview with a medication aide {(MA) on
03/06/26 at 11:30am revealed:

_She was tralning in January 2028 and could not
remembet if therse was & concem about Resldent
#85's lavothyroxine,

-If & medication was not available she would call
the pharmacy and ensure a refill request and
chart in the eMAR system saying drug not
avallable,

Interview with the Resldent Care Goordinator
{RCC) on 03/06/26 at 10:00am revealed:

-8he was not aware of any changes with
Resldent #5's levotiyroxine.

-5he tried to educate the MA's and glve them
Kknowledga and they could notify her of any
lasues.

.She waz respongible for monitoring what was on
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the cait or not on the cart.

-She was stil} leaming the new sMAR system and
inls was a tlal and error pariod for the new eMAR
system,

Telephona Intarview with tha primary care
provider (PCP) on 03/06/26 at 2:45pm revealed:
_Resident #5 did miss doses of her levathyroxine
in January 2026.

-She usually told the facllity to call the pharmacy
and ask questions, and If pharmacy could clarify
then It was solved.

-The pharmacy could escalate any concems to
har.

Jf levothyroxine was missed Resident #5'
thyrold conditions coukd be affected.

-She asked Resident #5's endocrinologist
whether the thyrold could affect Resldent #5's
blood sugar and was walting on & fesponse.
-The thyroid could affect the blood sugar, so she
aukad the spaclallst.

.There could ba symptama of hyperthyreldiem or
hypathyroldlsm based on Resident #5's past labs.

Attempted telephone Interview with Resldent #5's
endocrinology provider on 03/06/28 at 4:66pm
was unsuccessiul,

b. Review of Resident #5's physician order datad
01/08/28 rovealed there was an ordet for zing
50mg ons tablet daily,

Review of Resldent #5's physiclen order dated
(1/29/26 revealad there was an order to
discontinue zinc.

Raview of Resident #5' January 2026 elecironlc
medication administration record (sMAR)
revealad:

_There wasg an entry for zine 50mg take one tablet
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once dally with a start date of 01/08/286.
-Zinc 50mg was documnented as administerad on
04/30/28, and 01/31/26.

Raview of Resident #5's Fabruary 2026 sMAR
revealad:

There was an entry far zing 50mg take ons tablet
once dally.

-Zine B0mg was docusmented a8 administered on
02/01/26.

Telephone Inferview with a phatmacist from the
faclilty's contracted pharmacy on 03/06/26 at
4:28pm revealed zinc was dlspensed for Resldent
#5 for a G-clay supply on 01/07/26, a T-day supply
an 01/43/28, a 7-day supply on 01/20/26, anda
7-day supply on 01/27/26.

Based on observations and interviews It was
dotorimined that Resident #5 wag not
Interviowable.

Tolephone Interview with the responsible parsen
for Resident #5 on 03/06/26 at 10:37am revealed:
-She had no problems with the care Rasident #5
was recelving at the Tacility.

-$he mostly dealt with Resident #5's finances and
was not sure if there wore any concerns al this
ime.

Interview with the RCC on 03/06/26 at 10:00am
revealad:

.8he was gtill learning the new eMAR system and
thig was a trlal and error peried for the new eMAR
syatem,

The orders fot zinc may have heen verified or
sent lale, which causaed delays,

Interview with a MA on D3/06726 at 11:30am
ravealed Resldent #6's zinc was available
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whenever the madications were an the aMAR.

Refer to telephone Interview with Resldent #5's
prirary care provider (PCF) on 03/06/26 at
2:1140m.

o. Review of Resident #5's physiclan order dated
01/08/26 revealed there was an ordet for vitamin
¢ 500mg one tablet dally.

Review of Rasident #5's physician order dated
01/29/25 revaaled there was an order to
discontlnue vitamin G,

Review of Resident #5's January 2026 electronic
medication administration record (eMAR}
rovealad:

~Thete was an entry for vitamin G 500mg take
anie tablet once dally with a start date of 01/08/26.
Vitamin C 500mg was documented as
administered on 01/30/26, and 01/31/26.

Review of Resldent #5's Fabruary 2026 eMAR
revealad:

“There was an entry for vitamin C 500mg take
one tablet once daily.

Mitarnin © 500mg was documented as
adminlatered on 02/01/28.

Telephone Interview with a pharmacist from the
facllity's contracted pharmacy on 03/06/26 at
1:28pm revealed vitamin C was dispensed for
Resident #5 for a 9-day supply on 01/07/26, a
7-day sugply on 01/13/28, a T-day supply on
01/20/26, and a 7-day supply on 01/27/26.

Based on observations and Interviews It was
deteimined that Resident #6 was not
interviewabhle.
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Telephona Interview with the reaponsibla paraon
for Resldent #5 on 03/06/26 at 10:37am revealed:
-She had no problems with the care Resident #5
was ragelving at the facility.

-Sha mostly dealt with Resident #5's finances and
was hot sure If there were any concerns at this
time,

Interview with & MA on 03/06/26 at 11:30am
revealed Resident #5's vitamin C waa avaliable
whenever the madications were on the aMAR.

Interview with the RGC on 03/06/26 at '10:00am
revealed:

-She was still learning the new eMAR systemn and
this was & trial and error petiod for the new eMAR
aystem,

-The orders for vitamin C may have been verlfied
or sent late, which caused delays.

Rafer to talephone interview with Resident #5's
prirnary care provider {FGP) on 03106/26 at
2:14pm.

Telephona Intarview with Resident #5's primary
sare provider (PCP) on 03/06/26 at 2:14pm
revealed:

“The facllity had some cases of fiu In January ard
ghe prescribed Vitamin € and zine for all her
rasidents at the facility as a prophylactic
measurs,

-8he had no concern that Resident #5 recelved
\itamin C and zinc after she discontinued it but
she did expect the facility to administer and
discontinue medlcations as ordered.

4. Raview of Rasldent #1's FL-2 dated 09118125
rovoalad:
-Diagnoses ncluded epliepsy, candidal stomatltis,
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anemia, nutritional deflciency, periodontitls,
hypamagnesemia, history of GOVID, alcohal
abuse, anemia in chronic disease, acute
rasplratory failurs, stroke, difficuity walking,
mustle weakness, lack of coordination,
dysphagla, aphasia.

“There was an order for tramadol 50mg take one
tablet twice dally as needed (PRN} for pain
(tramadol is & controlied substance medication
that can be used 1o treet pain).

~There was an order for acetaminophen take two
tahlets three times dally PRN adminigter prior to
tramadaol, If Ineffective aftor one hour then glve
tramado! {acetaminophen is medication that can
be used to treat pain of fever).

Ravlew of Resident #1's Resident Register
revealed she was admitied io the facllity on
12/03/24.

Review of Resldent #1's physician ordet shest
dated 12/18/25 revealed:

“There was an order for tramadol 50mg take one
tablat once daily PRN for pain.

~There was ah order for acetaminophen take two
tablets throe times daily PRN administer prior 10
tramadal, if ineffective after one hour then give
tramadol.

Review of Resident #1's January 2026 eMAR
revealad:

“Thets was an entry for ramadol 50mg take one
teblet once daily as needed for pain.
~Tramadal 50mg was documented a8
administerad on 01/20/26 and 04/23/26 and
dooumented &6 effective.

_Thera was an entry for acetaminaphen 500mg
ke ‘wo teblets three fimes dally as nesded
administar prior to tramadal, If insffestive after
one hour then glve tramadol.
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-Acetaminophan 500mg take two tablets was
administared on 01/18/28 at 12:47am and
documented as effective.

Tramadol was administered on two oocasians
without prior adminlstratlon of acetaminophen.

Review of Resident #1's Fabruary 2026 eMAR
revealed:

~Thera was an entry for tramadol 50mg take one
tablet once daily as neadad for pain.
~Trarnadol 50myg was documented as
administared on 02/04/28 and documented as
affactive.

-There was an entry for acetaminophen 500my
teke two fablats three times dally as needed
administar prior te tramadol, If ineffocilve after
one hour then give tramacdel.

-Acataminophen 500mg take two tablets was
administered on 02/19/26 at 12:45am and
documented as affective.

-Tramadol was adrinistered once without prior
administrailon of acetaminophen.

Raviaw of 2 handwritten Controlled Substance
Log for Resldent #1 ravealed:

“The log wes for Tramadel 50mg dispensed
09/29/25 for a quanilty of 30 tablets,

-One tramadol 50 mg tablet was adminlstered on
11/16/25 at 2:00pm

“There waro 29 tramadol 50mg tablets remaining.

Review of an electranhic Contralled Substance
Log for Resident #1 revealed:

“The log was far Resident #1's Tramadol 50my.
“Tramadol 50mg was documented as
adminiatered once an 01/20/28, 01/23/26 and
{2/04/26,

~There wera 26 tramadol 50mg tablets remalning,

Observation of Resldent #1's medicatlons on
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hand oh 03/06/26 at 3:20pm revealed:
“There was a card of Resident #1's Tramadol
50eng which had 26 tablets remalning of 30
dispenaed on 09/28/25,

“Thera was a bollle of Acataminopghen 500mg
avallable for Resident#1,

Telephone Intarview with a pharmacist from the
facliity's contracted pharmacy on 03/06/26 at
1:28pm revealed:

Resident #1's tramadol 50mg was dispensed
once on 09/29/25 In a quantity of 30 tablets.
-Residant #1's family provided all over the
counter (OTC) medicines.

Acetaminophen was not ¢ispensed from the
phannacy for Resldent #1.

Interview with a madication alde (MA) on
03/05/26 at 3:20pm revealed:

-Resident #1 never asked her for any paln
med|cations.

-If Resident#4 had pain she would read the
orders, give acetaminaphen, chack for efilcacy an
hour later, and if it was ineffective then give
tramadal.

Interview with a second MA on 03/08/26 at
11:30am revealed:

_Bhe had never administered Resident #1's
acetaminophen or tramadol

_The orders sounded a Tiitle skeptical for Resident
#1's acetamingphen and tramadol.

interview with the Resident Cave Goordinator
(RCC) on 03/06/26 at 10:00am revealed:

-To give Rasident#{'s PRN paln tmedication the
A should administer acetaminaphen, wait one
hout and check for efflcacy, and if it was
ineffective then give tramadol.

~The MA' did not fallow the § Rights of
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madication administration,

“The MA's did not read the sMAR correctly.
-Resldent #1's tramadol needed to be clarifled to
comment on the acetaminophen.

B, Review of Resident #3's current F1.-2 dated
12/18/25 revealed dlagnoses includad
hypertension, hyperipidemia, vascular dementia,
asteoarthritls, and unspacified proteln-calorie
malnutrition.

a. Review of Resident #3's signed physician
order dated 01/08/26 revealad there was an order
for Vitamin G 500mg, take one tablet once a day
{Vitamln C is used to help support the immuns
system).

Review of Resident #3's signed physician order
detad 01/29/26 revealed there was & discontinue )
ordar for Vitamin C 500mg.

Review of Resident #3's January 2026 electronic
medication record (eMAR} revealed:

“There was an entry for Vitamin G 500ing, take
ona tablet once a day at 8:00am.

Altarmin C 500mg was documented as
adnrinistered at 8:00am from §1/09/28 to
04/31/26.

Raview of Resident #3's February 2026 oMAR
revealed:

_There was an sntry for Vitamin C 500mg, takea
one tablet once a day at 8:00am.

Nitamin C 500mg was documented as
adminiatered at 8:00am from 62/01/26 to
02/09/28.

Observation of medications on hand on 03/06/26
at 1:30pm ravealed there ware no Vitamin G
500mg tablots avallable for Resldent #3,

Division of Health Service Regulation

STATE FORM oeas I6EZ

If confinustion sheat 123 of 147



PRINTED: 04/01/2026

‘Telophona Interviaw with & pharmacist from the
facllltles contracted pharmagy on 03/06/26 at
1:28pm revealed:

-The pharmacy dispensed Vitamin C 500mg for
Resldent #3, take one tablet ofice a day on
01/07/26 with a quantily of 9 tablets for 8 days,
“The pharmacy dlapensed Vitamin € 500mg for
Resldent #3, take one tablet once a day on
01713726 with a quantity of 7 tablets for 7 days.
-The pharmacy dispensed Vitamin C 500mg for
Resident #3, take one tablet once a day on
01/20/26 with a quantlty of 7 tablets for 7 days.
~The pharmacy dispensed Vitamin € 500mg for
Resident #3, take ane tablet once a day on
01/27/26 with a guantity of 7 tablets for 7 days.
“The pharmacy recelved a discontinus order for
Resident #3 from the fadllity for Vitamin G 500img
on 02/09/26 at 5:53am.

Rafet ta Interview with a medication aide (MA) on
03/08/26 at 11:22am.

Refer to Interview with the Resldent Care
Coordinator (RCC) on 03/08/26 at 2:47pm,

Refer o lelephone interview with Resldent #3's
primary care provider (PGP} on 03/06/26 at
214pm.

b. Review of Resident #3's slgned physlcian
arders dated 01/08/26 revealed thete was an
ordet for Zinc 50mg, take one tablet once & day
(Zinc is used to halp the Immune systam).
-There was an entry for Zlnc 50mg, take one
tablet once a day at 8:00am.

-Zlnc 50mg was documented as administered at
8:00am fram 01/02/26 to 02/09/26,

Review of Resldent #3's signed physiclan order
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datad 01/29/28 revealed there was a discontinue
order for Zinc 50mg.

Review of Regldent #3's January 2028 elacironic
medication administration resord (6MAR)
revaaled:

~There was an entry for Zinc 50mg, take one
tablet once a day at 8:00am,

-Zinc 50mg was documented as administered at
8:00am from 04/09/26 to 01/31/26,

Review of Restdant #3's February 2028 sMAR
ravealed:

~There was an eniry for Zinc 50mg, take one
tablet onoce a day at 8:00am.

-Zine 50mg was documented ag administered at
8:00am from 02/04/26 to 02/09/26.

Observafion of medications on hand on 03/06/26
at 1:30pm revealed there were ne Zinc 50mg
tahlets available for Resident #3,

Talephone intarview with a pharmacist from the
faciiities contracted pharmacy on 03/06/29 at
1:28pm ravealed:

.| ~The pharmacy dispensed Zinc 50my for
Resldent #3, take ons tablet once a day on
01/07/28 with a quantity of 8 tablets for 9 days.
-The pharmacy dispanaed Zing 80mg for
Resldent #3, take one tablet onge a day on
01/42/26 wiih a quantity of 7 tablets for 7 days.
~Tne pharmacy dispensed Zinc 50mg for
Resldent #3, lake one tablet once a day on
0472028 with a quantlty of 7 tablets for 7 days.
-The phamacy dispensed Zine 50mg for
Resldent #3, take one tablet once a day on
01/27/2% with a quantity of 7 tableta for 7 days.
~The pharmacy recsived a disconiinue arder for
Resident #3 from the facility for Zing 50mg on

02/06/26 at 5:53am.

FORM APPROVED
lailon
STATEMENT OF DEFICIENGIES (1) PROVIDER/SUFPLIERIGLIA (%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBESR: A BUILDING: COMPLETED
R
HALGG4034 B.WING 03/11/2028
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, 2IP CODE
1385 RIVER DRIVE
THE LANDINGS OF ROCKY MOUNT MILLS
ROCKY MOUNT, NC 27803
o) SUMMARY STATEMENT OF DEFICIENCIES D PROVIDERE PLAN OF CORRECTION {%8)
PREFJX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH GORREGTIVE ACTION SHOLLD BE COMPLETE
TAG REGULATORY OR LEG IDENTIFY ING INFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE DATE
B 358 | Gontinued From page 124 D 358

Divlglon of Health Service Ragulalion
STATT FORM

oene IBEZN

If continuation sheat 124 of 147



PRINTED: 04/01/2026

Refer to Interview with a medication aide (MA) on
03/06/26 at 11:22am.

Rafat to Intervlew with the Resident Care
Coordinstor (RCC) on 03/09/26 at 2:47pm.

Refar to telephone interview with Resident #3's
primary care provider (PGP) on 03/08/26 at
2:14pm.

Based on observations, (nterviews, and record
raviews |t was determined that Resident #3 was
not Interviewable.

Interview with a madication aide (MA) on
03/06/26 at 11:22am revealod:

“When there was an order o dlscontinue a
medication, & natification came up on the eMAR.
ANhen thls oscurted she would check with the
Resident Cara Goordinator (RGC) or the Special
Gare Unit Coordinator {SGC) to get dirsctions of
how to procesd.

-The pharmacy sent medications in a multidese
pack, and they were started on Wednesday and
ended on Tuesday.

Interview with the RCC on 03/09/28 at 2:47pm
reveated:

-When there was a discontinus order, she sent
the order to the pharmacy.

-She then rernovad the medication from the cart
after it was entered by her, the SCC or
Administrator into the slsctronic medication
adminlstyation record (6MARY) to discontinue the
medication.

-Once the discontinue order was entared into the
oMAR systarn, she, tha SCC or Administrator
discontinued the medication from the eMAR.
-She was not sure why the discontinus order did
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not arrive at the pharmacy until 02/09/26.

Telaphone Intervlew with Resldent #3's primary
care provider (PCP) on 03/06/26 at 2:14pm
revealad:

-The facility had some cases of fiu cases in
January and she prescilbed Viiamin C and zine
for all her residents In the facility as a prophylactic
measurs,

-She brought It to the attention of facility staff that
Vitamin ¢ and zine had not been discantinued as
she orderad.

.She had na concern that Resldent #3 recelved
ltamin C ahd zinc for 10 days after she
discontinuad it but she did expect the faciiity to
administer and discontinue medications as
orderad.

. Roview of Resident #4's current FL-2 dated
11/04125 revealad:

-Diagnoses included Aizhelmer's Disease,
dementia, type 2 dlabetss, hypertensive kidney
diseass, chronlc respiratory Tallura with hypenda,
and pulmonary hyperension.

-Her leval of care was Special Gare Unit.

a. Review of Resideni #4's signed physician
ordars dated 01/08/28 revealed an order for
Vitamin C (Vitamin C is a supplement used to
boost the immuna gystam) 500my, take one
tablet once daily.

Review of Resident #4's signed physician orders
datad 01/20/26 revealed an order to discontinue
Vitamin C 500mg.

Review of Resident #4's January 2026 electronic
madicatlon record (eMAR) revealed:

~There was an entey for Vitamin C §(00mg, fake
one tablat ance daily, schaduled at 9:00am with a
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Atamin C 500mg was docurnented 28 not
administerad at 8:00am from 01/08/26 to
01/11/26 with the exception documentead as
resldent refused,

ltarin C 500mg was documented as
adminlstered at 2:00am on 01/12/286.

“Thare was a second entry for Vitamin € 500mg,
take one tablet oncs daily, scheduled at 8:00am.
Mltamin C 500mg was documented as
adminlstered at 8:00am on §1/13/26 and
01714428,

Nitamin C 500mp was documented as not
administered at 8:00am on 0171528, with the
exception documentad as resident refused.
Altamin T 500mg was dacumented as
administared at 8:00am on 01/16/26 through
01722126,

Mitamin C 500mg was documented as not
achministered at 8:00am on 01/23/26, with the
exceptlon documented as residert refused,
Mitamin C 500mg was documented as
administered at 8:00am on 01/24/26 through
01/26/28.

~Vitamin C 500mg was documented as not
administered at 8:00am on 01/27/26 and
01/28/26, with the exception documented as
ragldent refused,

Mitamin C 500mg was documented a8
adminlstered at 8:00am on 01/29/26 through
01/31/26,

Review of Resident #4's February 2026 eMAR
revealed:

“There was an entry for Vilamin G §00mg, take
one tablet ance dally, scheduled at 8:00am.
Vitamin G 500mg was documented as not
adrministersd at 8:00am on 02/01/2€, with the
excaption documented as resident refused.
Vltamin C 500mg was documented as
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administared at 8:00am from 02/02/26 to
02/09/26.

Telephone interview with a pharmaciat from the
facility's contracted pharmacy on 03/06/26 at
4:48pm ravealad:

-Vitamin G 500rng, take one tablet once dally was
dlspensed for Resldent #4 on 01/07/26 for a
quantlty of 9 tablets for a 9-day supply.

-Vfitamin C 5G0mg, take one lablet once dally was
dispensed for Resident #4 on (1/13/26 for a
quantity of 7 tablets for a 7-day aupply.

~Vitamin G 500mg, take one tablet once dally was
dispensed for Resldent #4 on 01/20/26 for a
quantity of 7 tablets for a 7-day suppgly.

“Vitamin C 500mg, take one tablat once daily was
dispenaed for Resident #4 on 01/27/26 for a
quantity of 7 tableta for a 7-day supply.

<An arder fo digcontlnue Vitamin & 500mg for
Resldent #4 was dated (1/29/26 but was recelived
by the pharracy an 02/06/26 at 6:53am.

Refer to Interview with 8 medicaiion alde {MA) on
03/06/26 at 11:22am,

Refer to intarview with the Resident Care
Coordinator (RCC) on 03/09/26 at 2:47pm.

Refer to telophone interview with Resldent #4's
primary care providsr (PCP} on 03/06/26 at
2:14pm,

h. Review of Resldent #4's signed physician
orders dated 01/08/26 revealed an order for Zing
{Zinc is a supplament used to boost the immung
system) 50mg, take one iablet once & day

Raview of Resldent #4's signed physician orders
dated 01/29/26 revealed an crder to discontinug
Zinc 50mg.

Division of Health Sesvico Ragulation

STATE FORM sen

30E211 IF conlinuation sheol 128 of 147




PRINTED: 04/01/2026

Raview of Resident #4's January 2026 slectronic
medlcation administration record (sMAR}
revealed:

~There was an entry for Zinc 50mg, take one
tablat once dally, scheduled at 9:00am with a
atart date of 01/08/26.

Zine 50my was decumented as not administerad
at 9:00am from 01/09/26 o 01/11/26 with the
excoption documented &s resident refused.

-Zing 50mg was documented as administered at
2:00am on 01/12/26.

—Thare was a second entry for Zina 50mg, take
one tablet once dally scheduled at 8:00am.

-Zine 50mg was dosumented as administered at
8:00am on 01/13/26 and 01/14/26.

-Zinc 50mg was documentad as ot administered
at 8:00am on 01/15/26, with the exception
documenited as resident refused.

-Zing 50 mg was documented s adminlstered at
a:00am onh 04/16/26 through 01/22126.

-Zinc 50mg was documented as riot administered
at 8:00am on 01/23/28, with the exceptlon
dosumented as resident refused.

Zinc 50my was documented as admi ristered at
8:00am on 01/24/26 through 01/26728.

-Zinc 50mg was documented as not administered
at B:00am on 01/27/28 and 01/28/26, with the
excapllon dogumentad as resident rofused.

ZInc 0mg was documented as administered at
8:00am on 01/20/26 through 01/31/28.

Review of Residant #4's Fabruary 2026 eMAR
revealad:

“There was an entry for Zinc 50mg, take ono
fablet once dally scheduled at 8:00am,

-Zinc B0mg was docurnented as not administered
at B:00am on 02/01/26, with the excaption
documenied as resldent refused.

Zine 50mg wes documented gs administered at
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8-00am from 02/02/26 to 02/09/26.

Telephone Interview with a phatmacist from the
faclity's contracted pharmacy on 03/06/26 at
4:46pm revealed:

-Zine 50mg, take one tablet once dally was
dispensed for Resident #4 on 01/07/26 for a
quantity of 9 tablets for a 9-day supply.

-Zinc 80mp, take one tablet once daily was
dispensed for Resldent #4 on 01/13/26 for a
quantity of 7 tablets for a 7-day su pply.

-Zine 50 mg, take ona tablet once dally was
dlspensed for Resident #4 on 01/20/26 fora
quantity of 7 tablets for a 7.day suppiy.

-Zinc 50 my, take one teblet ance daily was
dispensed for Resident #4 on 01/27/26 fora
quantity of 7 tablsts for a 7-day suppiy.

-An order to discontinue Zing 50mg for Resident
#4 was gated 01/29/26 but was received by the
pharmacy on 02/09/26 at 5:53am.

Refer to ihterview with & medication alde (MA) on
03/06/26 et 11:22am.

Refer ta interview with the Resldent Care
Coordinator (RCC) on 03/09/26 at 2:47pm.

Refer to telephone interview with Resident #4's
prinary care provider (PCP) on 03/06/26 at
2:14pm.

Interview with a medication aide (MA) cn
03/06/26 at 11:22am revealed:

When there was an order to disconlinue a
medlcation, a notification came up onh the eMAR.
When this accurrad, she would check with the
Resident Care Coordinator (RCC) or the Special
Cara Unit Coordinator [SGC) to gst directions of
how to procesd.,
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Interview with the RCC on 03/09/28 at 2:47pm
revealad:

JWhen thers was a discontinue order, she sent
the order to the pharmacy.

-8he then removed the madication from the cart
afier it was antered by har, the 8CC or
Administrator into the electronic medication
administration record (6MAR) to discontinue the
medication,

-Once the discanihue order was enterad into the
eMAR systam, she, the SCC or Administrator
verified the discontinued medication in the eMAR
gystem,

-5he wag not sure why the disconfinue order for
Resident #4's Vitamin C and zine was not seni to
the pharmacy until 02/08/286,

Telophone interview with Resldent #4's primary
cara provider (PGP) on 03/06/26 at 2:14pm
revealad:

-The faclllty had some cases of flu In January and
sho prescribad Vilemin € and zing for all her
residents af the facllity as a prophylactic
measure,

-Resident #4 frequently refused her medications
because she only wished to take "white tablets”
and she had discussed discontinuing same of
Resident #4's medications dus to her frequent
refusals but Resldent #4's family wanted her
medlcations continued.

-&he brought It to the attention of facility staff thal
Vitamin C and zine had not been discontlhued for
Resident #4 as she ordsred.

-8he had no conecern that Resident #4 recelved
Vitamin C and zine for 10 days after she
discontinuad it, but she did expect the faclity to
administer and discontinue medications as
ordetred,

The facility failed to administer medications as
Division of Health Sorvica Regulation
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arderad to 2 of 4 residents observed during the
medication pass on 03/04/26. Resident #8 did not
recelve medications usad to treat elevated blood
sugar, or a medication used for heart health.
Resldent #8 and Resident #3 did not recalve
medicatlons for fluld retention, Also, Resident #8,
who was racently admitted ta the facillty did not
recalve 5 medicafions Including rapid-acting
Inaulin for at least 6 days after admission putting
the resident at risk for elevated blood sugar, Twe
samplad residents (#2, #5) did not have
medication available to treat undaractiva thyrold.
Resldent #2 did not recelve a blood thinner for at
losrst © days which put her at risk for blood clots,
and she continued to recelve a medication for
high blood pressure after It was discontinued
putiing her at rigk for unstable blood pressure,
and she did not recelve a complete course of
antibiotic to treat a skin rash. Resident #1 did not
recalve palh medication as orderad. The Tatlure of
the fadility to administer medications as ordered
put the residents at substantial risk of garious
physical haym and constitutes a Type A2
Violatlon,

The facllity provided & plan of protection in
accerdance with G.S. 131D-34 on 03/04/26 for
this viclation.

CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NCGT EXCEED APRIL 10,
2026.

10A NGAC 13F 1004 {n) Medication
Administration

10A NCAC 13F 1004 Medication Adminlstration
(n) The faciliy shall asstre that medications are
administered In accordance with infaction control

D 358

D 371

Nursa.

On 4/17/26 the ED conducted an
iq~ser\gcemfor 1\?“ :ﬁaff on tinfﬁCﬁ?tE contral 4/25/26
given by the Nash County Hea :

Department Communicable Disease Oaghngy
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fneasures that help to prevent the development
and transmlsslon of disease or infectiaon, prevent
crass-contamination and provide a safe and
sanitary environment for steff and residents.

This Rule I not met as evidenced by

Based on obsaivations, record reviews, and
interviews, the facllity fefied to ensure
medications were administerad in accordance
with Infactlon control measures by 1 of 2
meadication aides (Staff A) ehserved durlng the
2:00amm to 2:00am medication pass on 03/04/26,
who did not sanltize her hands betwaen the
preparation and administrafion of medications to
aach resident to ptevent tha franamiasion of
disease, Infaction, prevent eross-contamination,
to provide a safe and sanitary environment for
resldents.

The findings are:

Review of the facility's undated Hand-Washing
policy revealad:

Jands wiil be washed with soap and running
water, if hands have visible soll on them, after
using the restroom, after blowlng your nose, after
sneezing into your hands, after changing
incontinent briefs, after cleaning a splll, bloed, or
other bodily fiuids, and before and after using
shara¢g medical equipment.

~Proper hand washing techniques include
remaval of rings and walches before using, if a
hands-fres paper towel dispenser i not avallable,
get the paper towels before washing, wet your
hands, apply soap, rub your hands together for 20
saconds being sura to wash all surfaces (backs
of hands, wrists, between fingers and under
nailw), rinse well, dry hands, turn off water, open
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The infection control in-service
Included handwashing and hand 4425/26
sanitizer ptior to opening resident ongp i

medications. c()

The ED/ Care Managers during
madication observation pass. 4/25/26
Medication aides was monitored for | o\
using the handwashing and hand Ky “6
sanitizer prior to opening resdent
medications.
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the deor with paper towel and throw the paper
towed In the trash,

Chservation of the medication aide (MA), Staff A,
during the medication pass on 03/04/26 between
8:21am and &:415m ravealec:

~There was hand santizer on he medication cart
located on the assisted living alde of the facllity.
-The MA usad keys to unlock the medication cart,
-She did not ganitize her hands,

-Bhe raviewad a resident's electronic medlcation
administration recerd (8MAR) using the computer
keyboard on the medication cart.

-She removed medlcation cards from the
madication cart and propared stk oral
madications for 4 rasident,

-She pourad a cup of water.

-She locked the medication cart.

-She taok the medicatlon cup that contained the
six oral medications to a resident in the dining
room and handed the residant the medication cup
of six tableis and et the cup of water on the table
in front of him and observed him swallowing the 6
oral medications with the cup of water provided.
-8he tock the empty medication cup from the
resident,

-Sha returned to the madication cart, disposed of
ihe empty medlcatlon cup and documented the
resident's medications on the eMAR uzing the
computer keypad.

-Sha did not sanitize or wash hey hands.

-She reviewed the eMAR for the next resident
using the compuiter keyboard on the medication
cart,

-Sha unlocked the madicafion eart using keys and
removed a multl-dose pack of medication and
prepared threa oral medicationa for the next
resldent and poured & cup of water,

-8he locked the medicatlon catt.

-Shig took the medication cup contalning the three
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oral medicafions to a resident n the dining room.
.8he handed the resident the medication ¢up of
three oral medications and set the cup of water
on the table In front of the resident and observed
the resident swallowing the medications and took
the empty medicatlon cup from the residant.
.She returned to the medication cart, disposed of
the ampty medication cup and documented the
resident's madications on the aMAR using the
computer keyboard.

~She did not wash ar sanltize her hands.

-8he reviewed the eMAR for the next resident
using the computar kayboard on the medlcation
cart,

-She used keys fo unlogk the medication cart,
-She removed two mulll dose packs of
medication far the next residant and prepared
elaven oral medications and placed them in a
medieation cup and poured a cup of water,

-8he locked the medication cart.

-She refrioved a wrist bicod pressure cuff from
the tap of the madication cart.

-She took tne medisation cup of eleven oral
medications with the cup of water and blood
pressute cUff to the resident In the dining reom.
-She sat the medication cup of 11 aral
medications and the cup of water on the table in
front of tha resident.

-She checked the resident's blood pressure using
the wrist blood prassure cuff.

-She walched the resident swallow the
madications with the cup of water and took the
ernpty medication cup from the resident.

-She raturned to the medication cart with the
blood pressure cuff, disposed of tha ampty
medication cup and documented the resldent's
medications and blood pressure on the eMAR
uging the computer keyboard.

-Sha unlocked the medicatlon cart to prepare
medication for the next resldent.
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-She did not sanltlze or wash her hands.

Intarview with 8taff A on 03/04/26 at 2:08pm
revealad:

-Bhe washad her hands bafore starting the
redlcation pass.

~She was supposed to use hand sanitzer
between each resident.

-The MAs were to wash thelr hands after avery
third resident ar if her hands were visibly solled.
-She ususlly used hand sanitizer betwesn each
resident but was narvous during the medication
pass.

Interview with the Resldent Cars Coordinator
(RCC) on 08/04/28 at 2:19pm rovealad:

~The MAs were to wash thelr hands at the start of
the medlcation pass.

~The MAs were to wash thelt hands aftet avery
third resident during medication pass or if thelr
hands were visibly sailed.

-The MAs warg to wash or sanltize thalr hands
after touching medical equipment such as blood
pressura ¢liffs, and glucometers,

-Ideally, the MAs were to use hand sanitizer
betwaaen ¢ach resident,

Intarviow with the Administrator on 03/05/285 at
2:34pm revesled:

~The MAs were expected to wash their hands at
tha baginning of the medicatlon pass and
belween avery 3rd resident or if visibly soilad.
=Tha MAs wers to use hand sanltlzer between
gach resident.

«|t was Important for the MAs to follow hand
hyglene guldelines to prevent the spread of
infectlon.

Telephone Intervlew with the facilify's contracted
primary care provider {PCP) on 03/11/26 at
Divislon of Heslth Sarvice Regulation
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10:21am revealad:
~The MAs should sanitlze thair handa between
each resldent,
-Good hand hyglens was Important to stop the
spread of diseasa In the faclity,
D 610 10A NCAC 13F 1801z} Infection Prevention & D610

Control Pollcies & Pro

10ANGCAC 13F .1801  INFECTION
PREVENTION AND CONTROL POLICIES AND
FROCEDURES

(@) In accordance with Rule .1211(aj{4) of this
Subchapter and 6.8, 1310-4.4A(b)(1), the facility
shall establish and implement Infection
prevention and control policles and procedures
conslstent with the federal Genters for Disease
Coritrol and Pravenfioh {CDC) published
guldelines on infection pravention and control.
The Department shall approve a set of policies
and proceduras for Infectlon preventlon and
contrel conslstent with the federal CDC pubilshed
guigelines on infastion prevention and control that
shall be made available on the Division of Health
Bervicae Regulation, Adult Care Licensure Section
webslte at
hitps:ffinfoncdhhs.govchsrfaclsfacforms.html at
no cost, The facility shall either:

{1 utllize the set of policles and procedures
for infectlon prevention and control approved by
the Depariment;

(2} develop policles and procedures for
Infection preventlon and control that are
conaistent with the set of Department approved
policies and procadures; or

(3} develop policles and procedures for
infection prevention and control that are based an
natlonally recognized standards In Infastion
pravantion and control that are consistent with the

On 1712t +he EDcorduckd
an inserviee O:,l\ stokf on
(nfecton control qu-;z oy he
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federal CDC published guidelines on infection
prevention and control.

This Rule Is not met as evidenced by:
TYPE B VIOLATION

Based on observations, interviews, and record
reviews, the facility failed to implement infection
control procedures for glucometers used to obtain
fingerstick blood sugar (FSBS) readings for 1 of 3
sampled residents (#8) with an order for FSBS
menitoring.

The findings are:

Review of the facllities undated diabetic
medications and treatment policy revealed:
-Residents receiving medication and/or
treatments for diabstic care should be monitored
according to physician orders,

-Every resident should have their own glucose
menitor (glucometer), it should be labeled with
the resident's hame and placed in a bag labeled
with the resident’s name.

Review of manufacturer's user manual for Brand
A glucometers revealed:
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-Page 7 of the device manual indicated of the
daevige manual indicatad that the device was
Intended for single patient uss only, do notshare
with anyone Including family rmembers, and do
tiot use on mulkiple patlents.

-Page 7 of the device manual referenced for
further Information refer to the Feod and Drug
Administration (FDA) Public Health Notiflcation
use of fingersilck devices on mate than one
person poses risk for fransmitting bloodbome
pathogeans.

-Page 7 of the device manual referenced for
further information refer to the Certers for
Disease Gontrol (CDC) usa of fingerstick devices
on more than ate persen poses risk far
transimitiing bloodbome pathagens.

Request for the facliitles Infection prevention
palley missing pages on 03/11/26 at 10:48am was
unsuccessiul.

Review of Resldent #8's FL-2 dated 02/24/28
revealed disgnoses included type 2 diabates,
congestive heart failure, polyneuropathy, and
chronic kidney disease.

Raview of Resldent #8's Resident Register
revealed the rasident was admitied to the facility
oh 02/27/26.

Observation of a medication cart In the
medication room on 03/06/26 at 2:42pm
revaaled:

“There was a transparent plastic blohazard
spacimen zipper bag contalning & glucometar
labeled wlth Resident #8's name.

~There wes no label on the fiont or back of the
plastic bichazard specimen bag.

Review of Regident #8's glucometer history
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{Brand A) on 03/06/26 at 2:42pm revealed:
~Turning the glucometer on revaalad the screen
showed a current date of 01/17 and time of
2:06pm.

~There was no year displayed with the date on the
glucomater screen,

-The first reading on the glucometer was & 7 Day
Average with a blood glucose reading of 210,
-The second reading on the glucometer was a 14
Day Average with a bleod glucose reading of 210,
-The third reading on the glucomater was a 28
Day Average with a biood glugose reading of 198.
<The next readings included daily finger stlick
blood sugar (FSBS) readings with the date, time,
and FSBS readings.

-The following ‘18 FSBS resulis ware shown
consacutively on the glucometer.

~Thero was a FSBS reading of 210 on 01/17 at

2:06pm.

-There was a FSBS reading of 203 on 12/31 at
4:19am.

“There was a FSBS reeding of 201 on 12/25 at
2:43am.

~Thera was a FSBS reading of 188 an 12/24 at
2:43am.

-There was a FSBS reading of 172 on 12/23 at
3:Mam.

~Thete was a FSBS reading of 277 on 12/22 at
3:21am.

~There was a FSBS reading of 136 on 1222 at
Z2A41am.

~There was a FSBS reading of 88 on 10/10 at
12:18am.

-There was & F3BS reading of 181 on 1009 at
1:33pm.

~There was a FSB8S reading of 68 on 10/08 at
11:52pm.

“There was & FSBS readlng of 341 on 10/08 at
8:16pm.

-There was a FSBS reading of 109 on 10/08 at
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2:24pm.
-There was a FSBS readlng of 63 an 10/07 at
11:87pm.
~Thete was a FSBS reading of 62 on 10/07 at
11:85pm.
«Thera was a FSBS reading of 61 on 10/07 at
11:52pm.
~There was a FSBS reading of 63 on 10/07 at
11:61pm.
~There was a FSBS reading of 63 on 10/07 at
11:45pm.
~There was a FSBS reading of 64 on 10/07 at
11:44pm. .

Review of Resident #8's February 2026
medication administration record (MAR) revealed:
-The MAR was handwritten. :

~There was an antry for Humalog Insulln, inject
per gliding scale (SS1), 170-210 inject 2 unite,
221-300 inject 4 units, 301-400 Insert 6 units, 401
~500 Inject 8 units, over 500 call primary care
providar (PGP}

~There was no entry to check finger stick blocd
sugars {FSBS),

~-There was an entry beside the Humalog Insulin
with times of 8:00am and 8:00pm.

~Thera was na documentation a FSBS was
obtalnad on 02/26/26 at 8;00am.

-FSBS was documentad as 144 on 02/26/26 at
8:00pm.

~Thera was no documentation a FSBS was
obtained on 02/27/26 at 8:00am.

-FSBS was documented as 144 cn 02/27/26 at
8:00pm.

Review of Resldent #8's March 2026 electronic
medication administration record (6MAR)
revealad:

-There was an eniry far FSBS, chack blood sugar
twice a day at 9:00am and 8:00pm.
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-FSBS was documented as 117 on 03/07/25 at
8:47pm, which maftchad the FSBS recordad In the
glucometer history,

-The next FSBS recorded In the glucometsr
history was 03/08/26 at 6:28am was 58, which
was hot recorded on the eMAR,

~-FSBS was documentzsd as 350 on 03/08/26 at
9:00am, which matched the FSBS recorded In the
glucomater history,

-FSB3 was documentad as 1486 on 03/08/26 at
B:00pm un the eMAR, but was not recorded in the
giucomatar history,

~The naxt FBBS recorded in the glucometer
history was on 06/01/25 at 12:00pm, which was
not regorded on the eMAR.

FSBS was decumented ag 210 on 03/09/26 at
8:37am, whlch matched the FSBS recorded in the
glucometar history.

-FSBS was documented as 138 on 03/09/26 at
8:31pm, which matched the FSBS recorded in the
glucometer history,

-FSBS wag documantad as 179 on 03/10/26 at
8:21am, which matched the FSBS recorded in the
glucometer history,

Based on review of Resldent #8's February 2026
and March 2028 eMAR, the glucomater
recordings did not match the eMAR.

Interview with the Resldent Care Goardinator
{RCC) an 03/06/26 at 2:45pm revealed:
-Resident #8 was admlited in the afternoon on
02427126,

~The glucometar with the resident'’s name typed
on a label on the front of the glucemeter in the
hiohazeard bag was not the resident's giucometer,
~The glucometer labealed with the residants flrst
and last name was not the glucamstar the
pharmacy sent for the resident,

~The glucometer labeled with Resident #8's name
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was & mistake because his glucometst had not
heen used yat,

-She had 2 new glucometers In black zip up bags
in her cffice.

-She thought Resldent #8's had a new
glucometer because he was supposed to have a
new one,

-t was a mistake for staff to ba using &
glucometer that belonged to another resident to
check Resldent #8's FSBS.

Opsarvation of the RCG on 03/06/26 at 2:48pm
revealad:

-8he removed two new glucometers from har file
cablnet.

-Both glucometers were in @ new black zip up bag
with a manual for the glucometer and a new
glucometor.

-8he placed Resldent #8's name on the back of
the glucometer and on the ouiside of the
glucometer e up bag and placed the new
glucometer on the medlcation cart.

Interview with a medication alde {(MA) on
03/09/26 at 1:57pm revealed:

-If a resident was admitted to the facility and did
not have a giucometsr, staff were not supposed
1o uge another resident's glusometer,

~Staff should check with the RCC or Special Care
Coordinator (8CC) to obtain a new glucometer for
the resldent.

~Staff should not use a glucometer on mora than
one resident, each resident should have their own
glucomster to prevent cantact with bloodbotnie
pathogens.

~Zharing & glucometer between residents placed
residents risk of contracting Human
Immunodeflciency Virus (HIV) and other
communicable diseases.
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Interview with a second MA on 03/10/26 at
4i45pm revealed:

-Rasldents were supposed to have thelr own
glucometers that wera labslod with thelr first and
lagt name.

-MAs were supposed to Use éach resident's own
glucometer when they checked for FSBS to
prevent contamination from sharing glucometers.
-There was a risk of crass contamination if
resident’s glucomelars were shared.

-Infectious dlseases could be transmitted If
glucorneters were shared with other residents.

Interviaw with the RCC on 03/09/26 at 2:47pm
revealad:

~Resldents glucomsatars should not be shared
with other residents.

-Each resident should hava thelr own glucometer;
the glucomster should be labeled and the
contalher that the glucometer was stored In
should be labeled with the resident's name,
-When thare was a hew admission or a current
resident started on finger stick blood sugar
(FSBS) checks they should be issued a new
glucometer,

-She kept new glucometers in her office ih a flling
cabinet,

~There wers not any new glucometers in the
medication room or on the medication cart,
-There was a risk of cross conitamination with
bloodborne pathogens If glucometers were
shared belween resldents,

~Resident #8's first [abeled glicomater balonged
to another resldsnt because there were FSBS
raadings In the glucometer more days than the
restdent had restded af the facility.

Telsphone interview with a pharmaclst from the
facilities contracted pharmacy on 03/06/26 at
3:28pm ravealod the pharmacy had not raceived
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an order for a glucometer for Residant #8,

Interview with the Administrator on 03/10/26 at
9;40am revealad there were no residents In the
facllity with any communicable diseases,

Interview with the Adminlstrator on 03/11/26 at
3:52pm revealed:

-Staff should not share resldent's giucometers to
prevent the risk of the apread of infectious
diseasas.

-Bhe expected each resident to have thelr own
glucometer that was labeled to prevent the
sharing of glucometers.

Telephone Interview with Resident #8's primary
care provider {FCP} on 03/06/26 at 3:06pm
revealad:

-Resident's glusomstars should not bg shared.
-1t was standard infection control precautions to
only use ohe glucometer for each resldent and to
ensura there was 1o shering of glucometers,
<The facllity placed resldents who had FSBS
checks at risk of bloadborne pathagen diseases
such as HIV and Hepatitls.

Attempted telaphone Interview with the Licensed
Health Professlonal Support {LHPS) nurse on
03/10/26 at 3:54pm was unsuccessiul.

The Tacllity falled to Implement infactlon centrol
procedures for glucometers used to obtain finger
stiok blood sugar (FSBS) readings for 1 of 3
sampled residents (#8) with an order for FBBS
monltoring, resulting in signifleant risk of
transmisslon of bloodborne pathogens due to the
sharing of glusometers betwaan the residents
that requirad FSBS chacks, The facillly's fallure
was detrimental to the heaith, safety and welfare
of residents and constitutes a Type B Violatlen.
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The fagility provided a plan of protaction in
accordance with G.S. 131D-34 on 03/06/26 for
this violatlon.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED APRIL 25,
2028,
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