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10A NCAC 13F .0702 Discharge Of Residents

(b) The discharge of a resident initiated by the
facility at the direction of the administratar or their
designee shall be based on one of the following
reasons:

(1) the discharge is necessary to protect the
walfare of the resident and the facility cannot
maet the needs of the resident, as documented
by the resident's physician, physician assistant, or
nurse practitioner in the resident's record;

(2) the health of the resident has impraved
sufficiently so that the resident is no longer in
need of the services provided by the facility, as
documented by the resident's physician,
physician assistant, or nurse practitioner in the
resident's record; '

(3) the safety of the resident or other individuals
in the facility is endangered as determined by the
facility at the direction of the administrator or their
designee in consultation with the rasident's
physician, physician assistant, or nurs
practitioner; '

(4) the health of the resident or other individuals
in the facility is endangered as documented by a
physician, physician assistant, or nurse
practitioner in the resident's record; ar

(5) the resident has failed to pay the costs of
services and accommodations by the payment
due dats according to tha resident's contract after
receiving written notice of warning of discharge
for failure to pay.

(%4} 1D SUMMARY STATEMENT OF DEFICIENCIES oo PROVIDER'S PLAN OF CORRECTION (¥B)
BREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY (IR LSGC IDENTIFYING INFORMATION) TAG CROSBS-REFERENGED TO THE APPROPRIATE DATE
' PEFIGIENGY)
D 000 Initial Comments D 000
The Adult Care Licensure Section conducted a
fallow-up survey from 07/28/26 to 07/30/26,
D 224 10A NCAC 13F 0702 (b) Discharge Of Residents | D 224
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This Rule is not met as evidenced by: . Mn'-
TYPE B VIOLATION | WE aAmmS) kﬂtﬂT U)l l }
Based on cbservationg, intarviews and record Ql ] W Ujﬁ 7(1\)*
reviews, the facility failed to initiate the discharge ‘_H,jes,b:,_&)
of 1 of 1 resident (#4) who was recommended for ] lance.” W) ‘H’\
a higher level of care by the primary care provider '
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The findings are:

.r"-

3

Review of Resident #4's current FL2 dated
04/03/26 revealad:

-Diagnoses included psychosis- negatwe of
symptams (NOS), schizophrenia-unspecified
type, tardive dyskinesia, and barderline
irtellectual functioning.

-She was incontinent of bowel and hladder, and
semi-ambulatory.

-She was intermittently disoriented and verbally
abusive,

-The recommended level of care was a skilled
hurging facility (SNF).

Review of Resident #4's FL2 dated 02/09/26
revealad:

-Diagnoses included tardive dyskinesia,
sthizophrenia, anfual wellness vigit, aind
behavior disturbance.,

-She wag incontinent of bowel and bladder, and
sami-ambulatory.

-She was intermittently disoriented and verbally
ablsive,
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D 224 | Continued From page 11 b 224
injury on 07/28/26. This failure was detrimental to
the health, safety and welfare of the resident and
constitutes & Type B Violation.
The facility provided a plan of protection in
accordance with G.5. 131D-34 an 0?!30/26 for
ihis violation,
CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED SEPTEMBER
13, 2026.
D 235 10A NCAC 13F .0703 (b & c) Tuberculosis Test, | D 235 ’A LJ-W) b
Medical Exam & Immunizatio %ﬂ% [JQTQE) ‘o

10A NCAC 13F .0703 Tubercutosis Test, Medical
Examination And Immunizations

(b) Each resident ghall have a medical
examination completed by a licensed physician or
physician extender prior to admission to the
facility and annually thereafter. For the purposes
of this Rule, "physician extender” means a
licensed physician assistant or licensed nurse
practitioner. The medical examination completed
prior to admission shall be used by the facility to
determing if the facility can meet the needs of the
resident.

(¢) The medical examination shall be completed
no more than 90 days prior to the resident's
admission {o the facility, except in the case of
emergency admission.
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This Rule is nof met as evidenced by:;

Based on interviews and record reviews, the
facility failed to ensure 1 of 4 sampled residents
(#3) had a current FL2 complsted annually.

The findings are;

Review of Resident #3's current FL2 dated
Q7/07/22 revealed diagnosis included
hypetlipidemia and right shoulder pain.

Review of Resident #3's record revesled that
Resident #3 did not have an updated FL2
completed since Q7/07/22.

Based on vheervations, interviews, and record
review, it was determined Resident #3 was not
interviewable.

Interview with the medication aide/Supervisor
(MA/S) on 07/28/26 at 10:29am revealed:

-She was not aware Resident #3's FL2 was not
updated since 07/07/22.

-The Administrator was in charge of updating all
the residents' FL2s.

interview with the Administrator on 07/28/26 at
3.08pm revealed;

-She was not aware that Resident #3's FL2 was
not updated since O7/07/22,

-She was responsible for ensuring that resident
FL2Zs were completed annuaily.

-Resident #3 had a medical appointment in early
June, and she sent his FL2 with him however the
FL2 was never returned to her.

-She had a difficult time getting providers to send
FL2's back ta the facility.

~She expected all FL2's to be updated annually.
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-discharge information, and assistance with

Information On Facility &

10A NCAC 13F .0704 Resident Contract,
Information On Facility, And Resident Register
(1) The administrator or their management
designes and the resident or the resident's
representative shall complete and sign the
Resident Register initial assessment within 72
hours of the resident's admission to the facility in
accordance with G.5, 131D-2.15, The facility
shall invelve the resident in the completion of the
Resident Register unless the resident is
cognitively unable to participate, The Resident
Register shall consigt of the following:

(1) resident's identification information including
the resident's name, date of birth, sex, admission
date, medical ingurance,  family and
ermergency contacts, advanced directives, and
physician's name and address:

(2) resident's current care needs including
activities of daily living and gervices, use of
assistive aids, orientation status;

(3} resident's prefarences including perscnal
habits, foad preferences and allergies,
community involvement, and activity interasts;

(4) resident's consent and request for assistance |

including the release of information, personal
funds management, personal  lockable space,

personal mail; .

(5) name of the individual identified by the
resident who is to receive & copy of the notice of
discharge per 3.3, 131D-4.8; and

(6) resident's consent including a signature
confirming the review and receipt of information
contained in the form.

The Resident Register is available on the internat
website,
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D 248 | Continued From page 18 D248
signed on admission because there was no BOM.
-She was responsible for completing chart audits,
-She had not audited the charts {o ensure that the
Resident Registers were complated and signed.
-There was a praoblem with obtaining signatures
on residents’ papsnwork because it seemed the
family members did nat want to sign admission
papatwork or any paperwork and assumea
responsibilities.
-Her expectation would be for the Resident
Registries to be completed and signad prior fo
adrnission. ‘
D 253 10ANCAC 13F .0801 (a) (b) Resident D253 | o= ‘]—' . ! l l m b
Assessment J he‘ C‘)O\ ( ©

10A NCAC 13F .0B01 Resident Assessment

(@) The facility shall complete an assessment of
each resident within 30 days follawing admission
and annually thereafter, ‘

(b) The facility shall use the assessment
instrument and instructional manual established
by the Department or an instrument developed by
the facility that containg at least the same
information as required on the instrument
established by the Department. The assessmant
shall be completed by an individual who has met
the requirements of Rule 0508 of this
Subchapter. If the facility develops its own
assesgment instrument, the facility shail ensure
that the individual responsible for completing the
resident assessment has comnpleted training on
how to conduct the assesament using the
facility's assessment instrument, The assessment
shall be a functional assessment to determine the
resident's level of functioning to include
psychosocial well-baing, cognitive status, and
physical functioning in activities of daily living.
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D 253 | Continued From page 19 b 253 “J f ’ W hS

The assassment instrument established by the
Department ghall include the following:

(1) resident identification and demographic
information;
{2) current diagnoses;
(3) current medications;
{(#) the resident's ability to sel-administer
medications:
{5) the resident's ability to perform activities of
daily living, including bathing, dressing, personal
hygiene, ambulation or locomotion, transferrlng
taileting, and eating;

(B8} mental health history,

(7} social history, to include family structurs,
previous employment and education, lifestyle
habits and activities, interests related to
community involvament, hobbies, religious
practices, and cultural background,
(8) mood and behaviors;

(9) nutritional status, mcludmg spemallzad diet or
dietary needs:;

(10)skin integrity;
{11)mamory, orientation and cognition:
{12)vision and hearing:
(13)speech and communication:
(14)assistive devices nesded; and
(18)a list of and contact information for health
care providers or services used by the residant,
The agsessment instrument established by the
Department is available on the Division of Health
Service Regulation website at
https://policies. nedhhs.gov/divisional/health-benef
its-ne-medicaidfforms/dma-3050r-adult-care-ham
e-personal-care-physician/@@display-fileform_fi
ie/dma-3060R.pdf af no cost.
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D253

D273

Continued From page 24

Resident #3's primary care provider (PCP)
appointment in June 2026 but never received it
back.

-She expected Resident #3 to have a currant
assessment and care plan.

Attempted telephone interview with an office

assistant at Resident #2's PCF clinic an 07/30/26

at 11:28am was unsuccessful.

10ANCAC 13F .0902(b) Health Cars

10A NCAG 13F .0902 Health Care

{b) The facility shall assure referral and follow-up
to meet the routine and acute health care needs
of regidents.

This Rule is not met as evidenced by:
FOLLOW-UP TO TYPE B VIOLATION

The Type B violation was abated,
Non-compliance cantinues.

Based on observations, interviews and record
reviews, the facility failed to ensure health care
referral and follow-up for 2 of 4 sampled resident
related to notifying the eye doctor about an
unfilled medication prescription (#2) and notifying
the Primary Care Physician (PCP} about changes

D253
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The findihgs are;
1. Review of Resident #2's current FLZ dated

hypertension, and schizaphrenia.

04/09/26 revealed there was an order for

| }Qﬁ,&ﬂﬁ)ﬂlﬁ MV@

07/14/25 revealed diagnoses included glaucoma,

Review of Resident #2's physician orders signed
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Continued From page 25

brinzolamide (2 medication used to treat
glaucoma) 1% place one drop into both eyes
three times a day.

Review of Resident #2's May 2026 medication
administration record (MAR) revealed there was
no entry or documentation for brinzolamide 1%
place one drop inte both eyes three times a day,

Review of Resident #2's June 2026 MAR
revealed there was na entry or documentation for
brinzolamide 1% place one drop into both eyes
thrae times a day.

Review of Resident #2's July 2026 MAR from
07/01/26 to 07/29/26 revealed there was no entry
or decumentation for brinzalamide 1% place one
drop irto both eyes three times a day.

Cbservation of Resident #2's medications on
hand on 07/29/26 at 11:39arn revealed there was
no brinzolamide 1% for Resident #2 available for
adminigtration.

Telephone interview with a representative frorm
the facility's contracted pharmacy on 07/29/26 at
D:45am revealed: :

-They did have an active order on file for
brinzolamide 1% for Resident #2.

-Resident #2's brinzolamide 1% was naver bicked
up by the facility due to the out-of-pocket cost of
the medication.

Telephone interview with a representative from
Raesident #2's eye doctor on 07/30/26 at 8:52am
revealed: :

-The last time Resident #2 was seen at the eye
doctor, she had a severe ameunt of glaucoma
and was sent to the emergency department.
-Resident #2's eye docter was not aware the
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D 273 Continued From page 29 D273
Attempted telephone interviews with Resident
#4's PCP on 07/28/26 at 1:40pm and on 07/30/26
at 11:45am were unsucecagsful,

D 358 10ANCAC 13F .1004 (a) Medication D 358
Administration ‘

T0A NGAC 13F .1004 Medication Administration
(@) An adult care home shall assure that the a%m

preparation and administration of medications,

prescription and non-prescription, and treatments O.Yd, CM‘J’T’ i‘flsi_

by staff are in accordance with:

7

(1) orders by a licansed prescribing practitioner )’Ef’:rcm

which are maintained in the resident's record; and \

{2) rules in this Section and the facility's policies Eﬁmp -,1‘&?"}'5

and proceduras. ' 1 13‘
Presct]

This Rule ig not met as evidenced by: M

Based on abservations, interviews and record

reviews, the facility failed to ensure medications (e dse
| were administered as ordered for 1 of 4 sampled
residents (#3) with an order for a medication used
to prevent wheezing, chest tightness, and

coughing. TF)C#
The findings are: GL_S{,I

Review of Resident #3's current FL2 dated
07/07/22 revealed diagnoses included

hyperlipidemia and right shoulder pain. aes|

Review of Resident #3's physician appointment | mejbt

after visit summary (AVS} medication lists dated Chﬂ,r

06/08/26 revealed there was an order for

fluticasone {(a medication used to prevent o

wheezing, chest tightness, and coughing) nasal .

spray, inhale 2 sprays, in each nostril, two times Loe, HC}‘I‘]’H&‘_{/

tdaily as nesded.
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Review of Resident #3's May 2026 medication
administration record (MAR) ravealed there was 58 "
no entry or documentation for filticasone nagal

spray, inhale 2 sprays, in each nestril, two times W ',\S )'s Mo !‘Vlﬁ,w \\j

daily a2 needed.

Review of Resident #3's June 2026 MAR ﬁb e} dlﬂleﬁ | m;‘ /
‘ 'y"“ . :

D 358 Continued From page 30 D358 _’_’\ wl") ' kﬁ— ha'!rzi’ l‘f"l @M

revealed thers was no entry or documentation for

fluticasone nasal spray, inhale 2 sprays, in each (ﬁ,m ’\r) |
nostril, two times daily as needed, :

Review of Resident #3's July 2026 MAR fram q / j / ﬁ_{()

07/01/26 to 07/29/26 revealed there was no entry
or documentation for fluticasone nasal spray,
inhale 2 sprays, in each nostril, two times daily as
needed,

Observation of Resident #3's medications on
hand on 07/29/26 at 2:13pm revaaled there was
no fluticasone nasal spray for Resident #3
available for administration.

Telephone interview with the facility's contracted
pharmacy on 07/30/26 at 11:45am revealed;

-A staff member from the facility brings Residant
#3's medication list into the pharmacy so the
medications ¢an be filled.

-There was an order on file for Resident #3 for
fluticasone nasal spray, inhale 2 sprays, in each
nostril, two times daily as needad,

-Resident #3's fluticasone nasal spray was last
filled in September 2025, ‘
~Resident #3's fluticasone was never picked up
from the pharmacy.

-He was not sure why Resident #2's fluticasone
was naver picked up from the pharmacy. :
-If Resident #3 did not have fluticagone available
for administration, he was at risk for wheaszing,
chest tightness, and coughing.
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Interview with the Supervisor on 07/30/26 at
11.40am revealed:

-She was a medication aide (MA) and
administered medications to Resident #3,

-5he was not aware of Resident #3's fluticasona
nasal spray order.

-If the medication was not listed an the MAR, she
did not administer it.

-The Administrator was in charge of Resident #3's
chart review,

-Resident #3 had not complained of wheezing,
chest tightness, and coughing.

Interview with the Administrator on 07/30/28 at
3:36pm revealed;

-She was aware of Resident #3's fluticasone
nasal spray order.

-She was in charge of Resident #3's chart review,
-Buring chart reviews, she compared medication
list to that months' MARs,

-Medication lists were not always accurate due to
Resident #3 having multipie providers, so it was
difficult to know exactly what the resident was
supposed to be taking.

-She was not sure how she missed Resident #3's
fluticasone nasal spray order.

-She expected prescribed medications to be
availzble and administered per physicians orders.

Attempted telephone interview with Resident #3's
primary care provider (PCP) on 07/30/26 at
11:28am unsuccessful,
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