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The Adult Care Licensure Section conducted an
Annual and Foliow Up Survey on 12/29/23,

C 131 10A NCAC 13G .0403(a) Qualifications of
Medication Staff

10ANCAC 13G .0403  QUALIFICATIONS OF
MEDICATION STAFF

(a) Family care home staff who administer
medications, hereafter referred to as medication
aides, and their direct supervisors shall complete
fraining, clinical skills validation, and pass the
written examination as set forth in G.S.
131D-4.5B. Persons authorized by siate
occupational licensure laws to administer
medications are exempt from this requirement.

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to ensure 2 of 4 staff (Staff C and
Staff D) who were administering medications had
taken and completed the medication clinical skills
competency validation checkiist, completed
medication aide training and the medication aide

The findings are:

1. Review of the Staff C, personal care aide
{PCA) personnel record revealed:

-She was hired on 06/15/16 as a PCA.

~There was no documentation that Staff C passed
the medication aide written exam.

~There was no documentation of the 5-hours,
10-hoursor15-ho:.|rsmetiea1ionhaining.

-There was no documentation of a medication

| clinical skills compstency validation checkiist.

Interview a resident on 12/29/23 at 3:22pm

C13n
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C 131/ Continued From page 1 C131 34a Ce C an~d adwa
revealed: L4 e .
~Staff C had administerad him medication in the & a‘*""“i“’%
mornings and at night. Medice bian hen i
-@memmrhk o a)oer-‘fy ,‘)‘lc.rr\.n)
a,‘al Iltj‘\,"'-
W&MewwﬁaasemndrasidatmﬁIZQIzSat
3:24pm revealed:
-Staif C administerad tis medications somsfimes THRD A W SO S b
in the momings and at night, /Jr . -
“::‘Wmuidgwehmhlsmedwam Jhe 15 by edicdan |5 e
-ThePCAGhedcestbioodpmssura. I wing o 4o &-1‘. 2021
Atterruadtabphonairﬁomawwmstafff}m
12/29/23 at 1:01pm was unsuccessful.
intarview with the Adminisirator on 12/20/23 at - e A e
3:39m revealed; A\\ 5\ L
el Cworkedasa PCA. _ ualitied o j\u; reds
~Staff C had not taken the medication aide q ke
eXxaminafion, Gy Qe <Lkitisg
-Staff C had not completed the medication aide QAtter e 1 19
training. : Nalidebion Chesdk 2024
~Staff C had administered medication to the L Rbm.1
residents whan she was not at work, Seheduled "
Shehadpmwwadﬂnmeiden’mmedmtmm Y 2y
be administersd by the staff and she would later 15 20
dowmantontheresidmtmediﬁon
administration racord (MAR) as administersd. . ek
. S D wes he
Zmbmptedmwewofs{aﬂn's.mok,perm;el house next
record reveaiod: cook - ho 2
- 1618 was not a parsonnel record on site for A a~d nat A
Staff D, i Iome NO
-Thaemsmdomntationﬂmsmfbpassad Com-'*:j Cove vecovd
the medication aide written axam. cason ‘o howx
-There was o documentation of medication req Cacilit
training of 5-hours, 10-hours, or 15-hours, at Wis Cas
-ﬁm&ewasnodoctmemaﬁmaramod:canm
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Interview a resident on 12!29[23813:22pm
revaalad:
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-Staﬁnéammea-mmmmmme Meds whea She
mormings and at night. ; w : PR ,4.4#:,-.
~The Administrator would administer his worked. (5
Medication sometimes when she worked, s ced dhe
Nenm“mhasmanWImmm how~ med -\vo"‘m)
3:24pm revealed: hes (Check
~Staff D administered his medications someimes Gnd s (ESsed
in the momings and at nigh, Nalddabion . Hes OF
~The Administrator would him his medication B
when she worked. e Bhale (Wwrilden ex
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e
FCL833006 <l 122012003
WAME OF PROVIDER 0R SUPPLIER STREET ADDRESS, CJTY, STATE, ZIP CoDE
730 MARIGOLD STREET
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X410 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o)
P?-f:x %Lﬁﬁ?fﬁm wroaan:;%;} mrf;ix c:c?#ms.aspeneucan TO m;e.nmmafm DATE
C 145 Continued From page 3 C145
anesasy, T Ve Sodee dAc
P mak.c_
This Rule s not met as evidenced by; ﬂ’ﬂ\*’“" wil e
on inlerviews, and record reviews, the ;B e
Faility fafled to ensure the North Carofina Heait Suve .
CarePemounalRBg'stry(HCPR}hadm (‘L‘-\ Cave. e u&?
Substantiated findings for 2 of 4 facility staff (Staff hes fred
C, and Statf D) upon hi pﬁa;’ 1o b,,‘u?j
The findings are ‘l_a -Fa.c'.h""y =
1.Reviewofsmﬁ0's,pwsona'lesreaide.(PCA}
personnel racord revealed:
~She was hired on 06/15/16 as a PCA. P (P
~Thera was no documentation a HCPR was “the Admin ;.
completed upon hire, i)rc-@:“""_‘j fheds “Thes
Interview a residant an 12/26/23 at 3:22pm o hoppe~ 0
revoaled Staff C had worked at the home aione well. noé :
with the residents. be Litue. Admin 1R g2
Interview with a second resident on 12029123 af Welt Make Sue all
&24mmmlad3taﬁChadmkedsamm ¢ _{4{
atthe home administersd his medications s\att hes  pesse
some&unasinmemonﬁngsandatnight e
15 hewr mmed. breiny
Attemptedtelaphmhﬁerviewuﬁﬂwswfmon N decpe
12129f23m1:01pmwasmumassm. Prior te Wil {_:“‘-Sl:
k. B
Intarview with Administrator on 12120723 at And  Chec
3:39pm revealed-
~She had comploted a HCPR on Staff ¢ but could
nat find the HCPR record,
-ShfwaorkadasaPCAandtW\spMed
residemstovariousappdntnmts.
-S(aﬁﬂmdcedammmﬂmmeidema.
-Stnmsmspmbfor-maintahm”emme;
mnam&mﬁegmm
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C 145 ContinuedFrcmpage4 C 145 SM A ﬂ/l._‘p /,,},&‘{ds
| 2. Attempted review of Staff D's, cook, personnel 2.
| record revealed: 4 CooKk ‘Fﬂ“' e frovs J
-smwasno!apemonnelmrdmshﬁx /I&Xf‘"dwr dﬂa’ ﬂaf %b
-There was no documentation a HCPR was -pq lo Caye o EM’JI
completed upon hire. i

I*"bfviewmmaresidemon12129fzaats:zzpm
| revealed Staff D had worked at the home alone
with the residents.

| Interview with a second resident on 12/29/23 at
3:24pm revealed Staff D had worked sometimes
at the home and administered his medications

| sometimes in the momings and at night,
Immdtdephmehtamwwlmstaﬁbon
12/29/23 at 4:02pm was unsuccessful.

Interview with Administrator on 12/29/23 at
3:39pm revealed:

-Staff D was hired as the cook for the
independent living home located next door.

| -She had not completed a HCPR check for Staff
D.

-She was responsible for maintaining personnel
records.

C 176 10A NCAC 13G .0507 Training on
Cardio-Pulmonary Resuscitation

10ANCAC 13G .0507 Training on
Cardio-Pulmonary Resuscitation

| Each family care home shall have one staff

| person on the premises at all imes who has

| completed within the last 24 months a course on
| cardio-pulmonary resuscitation and choking
management, including the Heimlich maneuver,
provided by the American Heart Association,

€176

/S #o  seasert 10 ﬁ‘W"I

~Fac,;l:~l-1,.

herg record at His }
|
|

Tramn: or] LPE Lach
o "7 care he —‘J’s‘v/}il o
have phe Stats ypersen| -
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FHme shat has completd
with o 24 months tour
41 LPR Choking manageme
e lud v Whe Helmtich
maneuved, whik, 13
'orawdf-d b %e_ Oreritan l
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PREFIX
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i

PREFIX
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Continued From page 5

American Red Cross, National Safety Council,
Amaerican Safety and Health institute and Medic
FirstAid,orbyatrainermdoclmmm
Oerﬁﬂmﬁmasatrahermmesaprooedums
from one of these organizations. The staff person
trahedaoconﬁnglo_thisﬂme'shaﬂhaveawass
atal!ﬁnesh&mfau‘l’lymame-wayvdve
podcs{mask-foru&.hperformklg
cardio-pulmonary resuscitation.

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

Basad on record reviews, observations and
thﬁm.ltmfaciiyfailedhmaﬂeastm
staff parson were at all times on the pramises
Mmhadoonwplehdacardh-m.ﬂnmary
resuscitation (CPR) and choking t
course within the last 24 monihs for 2 of 4 staff
(Staff C and Staff D).

The findings are:

Obsmﬁmuponmhytomefacﬂi{yom?lzglza
at 9:00am revealed;
-ﬂmwasonestaﬁmkhgwhoidentiﬁed
hmsetfasﬂnstwvisorinmarge {SIC).
-Tharomsmdemsplmnmmetwme.
-Two residents were seated in the living room

area,
~One resident was in his bedroom,
Review of Resident #1's racord on 12/29/23 at

10:42am revealed Resident #1 did not have ado
not resuscitate (DNR) on file.

Review of Resident #2's record on 12/20/23 at
11:472m revealed Resident #2 did not have a

C1ire

witl pake pur<

H lfe,-ﬂ""- ﬂc,ap-? 7y
CPR Lavd Gve i
%-CV"C r‘a‘ud'

Tl’\-L. adman[ﬁ‘m‘l—vr—

“/’ﬁ:.ﬁ 15 done é«"”‘?{‘a
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Review of Resident #3's record on 12/29/23 at
12:37pm revealed Resident #3 did not have a
DNR on file.

‘ 1. Review of Staff C's, personal care aide (PCA)
| personnel record revealed:

-She was hired on 08/15/16 as a PCA.
‘-Themwasmdowmentaﬁonofsmﬁc

| completing CPR training.

| Interview a resident on 12/29/23 at 3:22pm
revealed Staff C had worked at the home alone
with the residents.

| Interview with a second resident on 12/29/23 at
3:24pm revealed Staff C had worked alone at the
home with the residents.

Attempted telephone interview with Staff C on
12/29/23 at 1:01pm was unsuccessful.

Interview with Administrator on 12/29/23 at
3:39pm revealed:

-Staff C worked as a PCA and she worked alone
with the residents when scheduled.

-Btaff C also fransported residents to
appointments.

| ~Staff C had completed the CPR training.

-She did not remember when the CPR training
was completed.

-She was responsible for maintaining personnel
records.

2. Attempted review of Staff D's, cook, personnel
record revealed:

-There was not a personnel record on site for
Staff D.

| “There was no documentation of Staff D

FORM APPROVED
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| DEFICIENCY) i
C 178/ Continued From page 6 c17e : B
fDNRonﬁ;e The ag min istrator wmy |
ynawar<. Yhata DNR stbf

be. in o Clients record |
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(X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
A BUILDING: COMPLETED

S0 12/29/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE

YOUR LOVING FAMILY CARE HOME | i

PREFIX | (EACH DEFICIENCY MUST BE PRECEDED B FULL | pReFX | {EACH CORRECTIVE ACTION SHOULD BE
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01785. Continued From page 7 C 176 ‘
' completing CPR training.

lintarviewaraaldenton 12/28/28 at 3:22pm
| revealed Staff D had worked sometime alone at
I[_ﬂrehomeabnew%themsidemsinmnings.

i‘lntervieww!hassoondresidanton12129!23&t
] ammmadedsmﬁDhadsmwﬁmmrkad
};abneatﬂaehomeﬁmmeresidam.

l

|

I

| Interview with Administrator on 12/20/23 at !
|3:39mmealad:

-Staff D was hired as the cook for the / !

' independent iving home located next door. All 5faf8 wus 7‘[""?’”" |

;-Staﬁnhadnmmmcpnham. Il

}

f

|

|

|

-SfﬂffDdidnotworkatﬂla'hcilﬂy. -Z0-RA T .
gmwasrespomformm ining personnel s LR/

S acopy of eocdy card

ThaAdnmmmfaﬁadtoenmrealleasim F;:
:siaﬂ!nmefaciityalalﬂmeehadumﬁﬂy ‘ﬁbf‘ each St .
bt e S o wath
| Who were full codes at risk for the possible delay recerd
iofﬂe-savimmmuneeaad.msfwm '
wasdemmentaltoutehedmm“felfareofme
rssldemsandwmtimmsaTypeB\ﬁolaﬁm.

|

|

|

| |
'Thefadlityprwidedap(anofprotecﬁonin l
accordance with G.S. 131D-34 on 12/29/23 for |
this violation. f
|

l

l

!

|

|

|

i

j CORRECTION DATE FOR THE TYPE B

| VIOLATION SHALL NOT EXCEED FEBRUARY
! 12, 2024.

¢ 249{ 10ANCAC 13G .0902(c)(3)(4) Health Care C240

| 10ANCAC 13G .0902 Health Care
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: 7 COMPLETED
FCLO33008 B WING 1212012023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY STATE. ZIP CODE
730 MARIGOLD STREET
YOUR NG FAMILY ;
LOVING FAMILY CARE HOME | ROCKY MOUNY, NC 27801
{X4) I SUMMARY STATEMENT OF DEFICIENGIES D _ PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FutL (EACH CORRECTIVE ACTION SHOULD coMPLET
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C 248| Continued From page 8 C 249
(c) The facility shall assure documentation of the
following in the resident's record:
(3) written procedures, ireatmants or orders from
a physician or other licensed health professional;
and

{4) implementation of procedures, treatments or
orders specified in Subiparagraph (c){3) of this
Rule,

This Rule ismim;etasevidarmdby:
Basedonrecordmvimsandkﬁervbws,me
fadi!yfaiadbmsmmemmtionof
phydcian’snrdersfor1of3wnﬂsdresidents
(#3) with orders for blood pressure (BP) checks
bi-woakly.

The findings are: o TR Ao Cedere -

S
Review of Resident #3's current FL2 dated gra will mate
-Diagnoses included dementia without behaviors, Al ‘olood P
coronary artery disease, hypertension with heart O vEcok
failure,modaratepersisten&asﬂmawlﬂmw ove > A
complication, major depression {remission) and 5 racik Ye S des
neuropathy. {~ l-15-
-BP checks were to be obtained bi-woekly. hask.. 2034
RwiawofResidemﬂ‘svitalsignOdoborm
log revealed: i { i be
~There was one BP check compieted and the E‘VJ‘ viecor b
reading was 146/82. L
-Ther?were’mo&erBPreadings documenied. Cheskel  Weelk! 3 4 j
~The October 2023 vital sign log was not dated, T STe a4l A "L"(

: cad
Review of Resident #3's vital sign November witl Clecl beh o
2023 log rovesled: e & pron
-mmagmmqapmwmmme 3XC bwee
reading was 134/76.
-ﬂmmmoﬂmrBPreacﬁngsdowmmed.
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-MewasmeBPdleokoonmlatsdandme
reading was 140/68.
-ﬂmmmoﬂwﬂpmadhgsdoamanw.
-ﬂweDacmrborzoeavilals!gniogwasmhhmd.

Intorview with Resident#3 on 12129/23 at
10:08am ravealad:

pressure,
-Shﬁchodtadhisbioodpromdaiw.

Inderview with the Assistant Administrator on
12129123 at 2:0tam revealad:

-Her fitle was not the supervisor in charge (SIC)
mmmﬁﬂmbﬁator.

~She worked Monday through Friday from 8:00am
to 5:00pm.

“She had not completed BP checks for Resident
#3,

interview with the Administrator on 12/20/23 at
1:28pm revealed:
-ShehadnotmﬁﬂedﬂmPCPtoveﬁfyﬂnorder
mdnck‘Rasidmt#:rsBPbi-waeldy.
-Rasidmt#a'sBPwasdm:edonoenmﬂ'dy
bemusa#:eoﬂmrardersforBFMswem
once monthly for the other residents.
-Resident#shadnotomxpiaknedofhavﬁ'sgany
symploms of high BP.

e wor m Lke
ATy gd\lou)
doder Ovde-
Cov' C—LC-C-L:"
r‘asilos'L G{;)
Pmsjuva ‘LLQ-—
STe il
V"—S{JA"‘S'“L«"L ‘CQ"
%«L\Cs an.l Qcimfﬂ
Will Check vespled
bosk Yo prske
Sue thes gs

[/\APPMJV 4
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FCLO33006 8. WiNG 122912023
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Yi L Fi h 4 ;

‘OUR LOVING FAMILY CARE HOME | ROCKY MOUNT, NC 27801
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TAG REGULATORY OR LSC IDENTIFYING NFORMATION) TAS moss-uerﬁnenceummemm DAYE

DEFICIENCY)
€249 Continued From page 9 C 249
-The Nmnba-zozavitalsign log was nof dated
T e fedae
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STATEMENT OF DEFICIENCIES ;:}m‘liﬂovnmsuwuemm P2} MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: Y — COMPLETED
FCLO33008 B. WING 1212912023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE. Z®® COUE
730 MARIGOLD STREET
YOUR LOVING FAMILY CARE HOME | ROCKY MOUNT, NC 27801
X410 SUI!HARYSWHE{TOFDEF!CENC&ES ['s3 FROVIDER'S PLAN OF CORRECTION B8}
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FuiL PREEIX (EACH ACTION SHOULD BE COMPLE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION; TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY)
C 288| Continued From page 10 C 238
czsj 10ANCAC 136G .0805(a) Activities Program C 238
10A NCAC 13G .0905 Adtivities Program Sk daknda hes
(2) Each family care home shall dovelop 2 Ad ‘H L (-1
pragram of aclivities designed to promote the el i
residmts'acﬁvehwlvmmrrtvﬁmaamwm, b&u’\ Pos Il 202

Gs 6f Ja~\Y 9.3y,
Thistﬂeisnotmtasevidenmdby:

Based on record interviews, roviews and v dees Supp\-ea
observations the facility failed lo ensure residents ’“\L AL
ware offered activities designed to promote the Qve o~ Lu.c_ Celine
residents’ active involvoment. e e AN
s in dhe ooty

are;

i | Bilone. O ~J:J.«.' Cc leade
Observation of the facility on 12/29/23 from cl b._l
9:00am to 4:24pm revealed: torit be done
-No activities were offered to the residents. & o Slall
-TMewasnotanadMisscaiendwpostgdln 53 . MJ““
the facility. fe
-T:meresidemsweresiﬂinginﬂmlivingmom ﬁ“ SU'PP‘\ {-‘6 lc'l-7
waiching TV. Veimdime £ d

-Staff had not facilitatad activities.

Interview with a resident on 12/29/23 at 10:06am
revealod:
—Acﬁvilieswereoffa'edsboumorstfmesawesk
but not every day.
-Sometimes they played checkers.
-Ttmfesidenﬁmnﬂdgoshopphg,andmntoeat
on Fridays.

Interview with a second a rasident on 12/28/23 at
3:22pm revealed the residents only went
shopping or out to eat on Fridays.

Interview with the Assistant Administrator on
12/29/23 at 2:01pim revealed:

-Residents went on outings sach Friday.

Division of Health Service Reguiation

STATE FORM Bets TF6211 i continuation shast 1 of Z
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! and cards games,

hnterviewmmmeMmhmnron 12/29/23 at
| 1:59pm revealed:
[-Theacﬁvﬁesealmdarwaapostodhmekitchen.
=-Shecndm:tknmmwhoha(:remmmﬂt'heat:ti\rities
!Gﬂbﬂdar.
i-ﬂmacﬂvmeswppfieswerekaptnmdooratﬂw
[independantiivinghouse.

C 341 10A NCAC 13G .1004 (i) Medication
JAdmhisbaﬂon

i
] 10ANCAC 13G .1004 MedkahonMnmns‘h'abon

|(i}mel'ecordingufmeadministmﬂonmﬂ19
medicaﬁonadmirﬁmﬁonracordshallbebyﬂm

Jstaffpemunwhoadniniswrsmemedbaﬁon

| lmmediateiyfoﬂowhgadminishaﬁonofme

| Eed!ityﬁaﬂedtoemramedocmntaﬁononﬂle
i rnedicationadrninlsﬁ-atimfaumds{MARs)

f included the initials of the medication aide (MA)
! whondmfnismadw'ladwedandasneeded

| (PRN)nmdk:aﬂmforSofamaidantssamphd.

{Thoﬁndhgsam:

1. Review of Resident #1's current FIL-2 dated
Division of Health Service Regulation

C341

FORM APPROVED
MMTQPLECONSTRWT}DN {X3) DATE SURVEY
A. BUILDING: COMPLETED
B. WiNG 12129/2023
NM!EOFPRGVDE!ORSlPHJER STREEF-‘DDRESB,CHY.STATE,ZIPCOC.E
mmeomsmesr
Y LOVING FAMIL) CARE HOME |
OUR LoViNG FAMILY ROGKY MOUNT, NG 27801
| T
D MSTNEIENTOFDEFICENC‘IE D PLMG-'WRRECFM
F?FR‘E)FD( i {EACHUEICIEM!YMUS‘I’EFECEJEDEYFILL J PREFIX i {EAGHCORREC"HUEJ\BHCNWADBE I o
TAG | REGLI.ATORYDRLSC”EMTFYINGWOMTON) TAG mm“m i DATE
i f DRRECY) ,
8288§Ccrﬁhued!-'mmpage11 C 288 ;
f-Someﬁmashehadmeraaidsntsioplayboard j

|

i

!

!
3 n FHhe Fudure qhuk {""Zy
|Stef s m?—mb&radnin35fer1u7
yncds, u,‘;:// 6’71'1 0“:5"\!
\}ﬁﬂ 7”“‘?‘- }mmdu_akiﬂ

q'ﬂ‘?,r' ddﬂ'lrnta—f-v-g,r:rnj ﬁ‘r-l.
hn e-d{ic.u'—/':'a"\. . f

|
l
|
[
|
|

;
l
l
I
|
|
|

STATE FORM

TFB211 W continuation sheet 12 of 22




STATEMENT OF DEFICIENCES 1) PROVIDER/SUPPLIERICLIA D2 MULTIPLE CONSTRUCTION

STATE FORM

medications where the Administrator signed off
on administering medications on 1001723 to
10/31/23.

Roview of Resident #1's MARiorNOVen)berma
revealed:

ng medications at 8;
8:00pm on 11/01/23 to 11/30/23,
-There was documentation thet 2 oral PRN
medications whers the Administrator signed off
on administoring medications 11/01 2310
11/30/23.

Review of Resident #1s MAR for December 2023
revealed:

~There wers handwritten entries for 5 oral
medications scheduled for 8:00am and 8:00pm,
-ThwswereharmiﬂenmtriasforzoralPRN
madications,

AND PLAN OF CORRECTION IDENTIFICATION NUMBER- A, BULDING: m)g::f’lfﬁb
FCLD33006 S 12/20/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY. STATE. 2iP Gopg
] 730 MARIGOLD STREET
YOUR LOVING FAMILY CARE HOME | ROCKY MOUNT, NC 27801
MAWSHTBJENTOF DEFICIENGCIES PROVIDER" OF
p(’:h-’;& {EACH DEFICIENCY MUST BE PRECEDED BY FULL pa’énso( {EACH mm&“*%ﬂmaﬁ
A6 REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 10 THE APPROPRIATE
DEFICIENCY)
C 341 Continued From page 12 C 341
10/24/23 rovealed diagneses included asthma,
schizophrenia and lsukocytopenia,
Review of Resident #1's medication l &
ink record (MAR) for October 2023 Th Lhe Lbere

-Theremrahafmmnmaieaimsm ] fcaJd\c" h"S
medications scheduled for 8:00am and 8: a m
~There were handwiitten entries for 2 oral as ! ,‘_(_a.)
neaded {PRN) medications. \La bc "\G'\ AT
-There was documentation 5 oral medications &L .
whmﬁrahdmwsﬁatofs{msdofrm Wwe. Wit N 'C“‘
ad ing medications at 8:00am and 8:00pm 'L
on 10/01/23 to 10/31/23. Pl iJ-a Q
-ﬂmawasdocumnﬁaﬁonzaaiPRN ¥im DUJ

T "\QS
r’::i led OFfF  |I-1

Cesidend needs
e ach dﬁj Lc-.!e_
wel { n¢+.~5 CLDI"
4o loue Wt Chayy
o a Scheduled

tedicatio. The ST
el mebe S s

‘/\Qﬂ'\u.,s i ‘ut -Q’l""‘»

'Mhnomew&moenegm
L TFE211

¢ RN and 202y

T continustion shest 13 oi22



menmo | e, S s
——
FCL033006 i 1212012023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. 2P CODE
4 T30 MARIGOLD STREET
YOUR LOVING FAMILY CARE HONE ¢ R Y MOUNT, NG
o) mmsmmrorm D movoen-sm OF CORRECTION x5}
p:;f;:x mnmfgmmm:ﬁmwm) p.;fgx wmmmsﬁm coueLen:
DEFICIENCY)
C 341/ Continued From page 13 C 341
-There was documentation that 5 oral N"\c.h Rcs lclc)\-(- | '5
medications whera the Administrator signed off ,PR
on administering medications at 8:00am and N
8:00pm on 12/01/23 to 12/28/23, Yequesti e N
~There was documentation that 5 orai g
medicaﬁcnsumwameAdnﬁnisuamrsignedaﬁ MCA('C@L“OH \-'-a)tcc_,
on administering medicationsat 8:00am on
-There was documentation that 2 oral PRN |
nndhﬁonudmemﬂmﬁudmhhtratorsignedarfon 2 {_ ws “ / 4
inistering medications on 12/01/23 to w vl jb /
12728123,
~There was documentation that 2 oral PRN Cl {nv +O 2
Medication whera the Administrator signed off on {—Bxc_ oc i
U i
Interview with Resident #1 on 12/29/23 at 3:24pm rCﬂ Ve H. %
favealad: e i o
~The PCA and cook had administered medication Order
semetimes in the ing and at night, s ‘L’f v "‘ﬂ,“_s
“The cook and PCA worked aione with the medica on ,
-TheA»dﬂinlstrmatﬁnesmmdadminimrhis w,” bf_ ves pors “’L‘l
medication.
Aﬁmmdmmmmwwm\persmajm OF a\\c‘,‘t U‘)

aide (PCA) on 12/29/23 at 1:01pm was

unsuccossful. _‘_ek¢5 u—t e
Attempted telephone interview with the cook on 4 e lcc;k;v‘

12/29/23 at 4:02pm was unsuccessful,

Refer to intarview with ﬂmﬁssisamAdnmsb-amr
on 12/29/23 at 2:01pm.

Refer to interview with the Administrator an
1229.’233t3:39pm

STATE FOR# ke TFG21 H conBruation sheet 14 022




-Thaamhandmug_nenmsfonom

Mmedications where the Administrator signed off
on administering medications at 8:00am and
8:00pm on 10/01/23 to 10/31/23,
~There was . ion that 1 oraj medication
where the Administrator signed off on

istering medications at 8:00am and 8:00pm
on 10/01/23 to 10/31723.
~There was documentation that 1 oral PRN
medication where the Administrator signed off on
administering medications on 10/01/23 to
10/31/23.

Review of Resident #2's MAR for November 2023
revealad:

-Thersmhandemen-enm for 7 oral
nmdimﬁms-’sdwdtmdforsrﬂﬂamand 8:00pm.
-Tlmmhaimmméntriesfoﬂ oral PRN

onadminstenm' i Medications at 8:00am and

8:00pm on 11201/23 to 11730723,

~There was documentation that 1 oral PRN

Mwﬁanmore'ﬁsoﬁénfmmursigmdoffm
i madications at 8:00am on 1101423

to 11/30/23.

Review of Resident #2's MAR for December 2023
revaaled:

Wit nobey  Phovesy
et o med g
been left qec Ig [- |

s
PRN  and s 2x2p

) A1 ﬂd“"hc‘j C'lodq B

to  hew
o Gerdded mrolicofin
The ST wi make
S ~l—‘n‘5’ LWP pens

VLI U e ICIENGIES &1) PROVIDERISUPPLIERIGLES X2} MULTIPLE CONSTRUCTION (43) DATE suvey
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A, BULDING: COMPLETED
—
Fol 33005 B.wWiNG 12129/2023
= -h_“——-__“—_ﬁ__‘_ L
NAME OF PROVIDER OR SUPPLIER STREETADDRESS. CTY. STATE, ZIP CODE
730 MARIGOLD STREET
YOURL
QU OVINGFAMH.YCAREHOMEI RGCKYHOI‘JHT,NC 27804
410 SUMR\'STATEHENTOFDEF-'GENCES PROVIDER: ORRECTION
P{%ﬂx ﬂmmwmrae PRECEDED BY FyL1 pag:m (EACH cmneiﬁwgﬂ%n SHOULD BE om‘:&
TAG REGULATORY OR Lac TDENTIFYING INFORMATION) TAG CROSS REFERENCED TQ THE APPROPRIATE BATE
DEF'CIENCY]
C 341 Gontinued From page 14 C 341 iy
ratafuaﬁan,dsmema. lossofvlsimmsye S'“h,,t Y
Speech disarder and unspecified mental disorder :C;f\ ML‘ ! q
Review of Resident #2'¢ n\‘_‘L;c,'&-"e'\ “\ ey \Xb
inistration record (MAR) for October 2023
-Theremhandwﬁﬂsnmtﬁesfoﬂomi bﬂ- l 'aé"‘
medications schedulsd for 8:00am and 8:00pm.

n%cxk&’j%

W Change

(e -CO-'K-"’:..

STATE FORM
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SIAIEMENT OF DEFICIENCIES

-ﬂ'neremdoctmentamn‘ ion that 7 oral
HMicaﬁonswhefethsAdmhistmtorsigneduﬁ
m_adrrﬁnbmmqmsdicaﬁmmatammnand
8:00pmon12m1!23m12128!23.
-Thmnwasdownentaﬁonﬂiat?walmedicaﬁon
where!heAdmiM!ratorsignadoffon
admiristermgmedicaﬁmsata:ﬂmmon
12/26/23,
-ThmwasdooummtsﬁmmanualpRN
mdMunWhemﬂmA&rﬁnistatcrsigmdoﬁcn
adnﬁnistgdmmed#mﬁam&ommandsmmm
12!()112313:11212&!23.
-ﬂierewasdnwnmlaﬁmmatiora!PRN
medication whera the i i

Care

Attempted telephone interview with the cook on
12/29/23 at 4:02pm was unsuccessful,

Refer to interview with the Assistant Administrator
on 12/29/23 at 2:01pm.

Refer to the interview with the Administrator on
12/29/23 at 3:39m.

3.Rew*ew0fﬂesidem#3‘swrrentFL2datad
Osmsfzamvededdiammeshdudeddmmnia

¢ ca//ﬁéﬂg; ﬂf/

oy
#Qm i

Lo Ve Futuve. i

Dv. scdey ¥
;i"“);,/ have +Foe=

h'."’" &ayr-(,c-"' ‘l-'ﬁ--"_'
Of"éb}""‘"—' w;z‘rj() we
a v

Yoo plupio fo
PN medicatim=i

him Know

h‘(%ﬁ\b b L,J:cq'rlr‘h\.

Pin & yvﬂ.:ju/‘w bas: <,

in The ofiee.

{X1) PROVIDEF M TIPLE
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: DO MILTPLE comsTrucTIoN PR
A BUILDING:
— o
FCL033006 B. WiNG 12129/2023
NAME OF PROVIDER R SUPPLIER STREET ADDRESS. CITY. STATE, 21p CODE
730 MARIGOLD STREET
Yi LOVING Famu CARE ;
OuR " HOME | ROCKY MOUNT, NC 27801
X m SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S CORRECTY
PREFIX {EACH DEFICIENCY. MUST BE BY FULL pgg—.,x (EACH mﬁc%::grm s*mgnunf omﬁjs
TaG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-AEFERENCED To THE APPROPRIATE DATE
DEFICIENCY)
C 341/ Continued From page 15 C 341

% TF6211
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SHAIEMEN] OF UEFICIENGIES

X1) PROVIDER/SUPPLIERICLEA

Review of Resident #3's medication
administration record (MAR) for October 2023
fevealed:

handwﬁtmnmmesfomom!as

~There was documentation that 12 oral
medications where the Administrator signed off
on adnﬁlﬁsteﬁng medicationsat 8:00am and
8:00pm on 10/01/23 and 10/31/23,

~There was documentation that 1 oral medication
whore the Adminisirator signed off on
adnmiswmgmwieaﬂms at 4:00pm on 10/01/23
to 10/31/23.

RwiswcrfResidant#S'sMAR for November 2023
revealed:

-There was tion that 3 oral
on administering medications at4:00pm on
130£23.

10123 10 11

legible
Nnol alwoys leg
u:e_ﬁt?‘;'\sé"*cﬂ o

Pl‘\bfmdﬂj = MA
wi'vLG- \l—!—e,r-\ So i
Con dn  our

(Low 1,4-;‘0*3.“&
dﬁn“ u_)c"‘\' *Q)’
P‘\A-’pﬂt *0 Se“éi
e, MARS
Du+ nt\d} =
T Ao Sedue wi
Aon
il r‘¢4u=a‘~5+ il

‘Lp\tﬂ_ Ph .;-,..-._n-cj Se"é

begble _

Mag's btk Qe mon

X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENT; FICATION NUMBER: A BUILDING: COMPLETED
i
FGLO33006 8. m‘““‘h——-——___ 1212912023
NAME OF PROVIDER OR SUPPLIER STREETADDRESS. CITY STATE, 2#P GopE
: 730 MARIGOLD STREET
YOUR LOVING FAH!LYCAREI'WEI ROCKY MOUNT, NG 27801
] SUMMARY STATEMENT OF DEFICENGES PROVIDER'S PLAN OF CORRECTION
Lol (EACH DEFICIENCY MUST B PRECEDED By FuLL f PRERC {EACH CORRECTIVE ACTION SHOULD B ",
TAG REGULATORY OR L 50 IDENTIFYING INFORMATION) TAG CROSS-REFERENCED To THE APPROPRIATE DATE
DEFIC’ENCY)
C 341{ Continyed From page 16 C 341
without behaviors, coronary artery diseass, \)‘,‘ Seadsg
Pemistauasmmvn'mwmlk:aﬁm,majw . %(_ dve
depression {remission) and neuropathy. ot M AR

-

TFE211

i confinyation shaot 17 ol22




STATEMENT OF DEFICIENCIES {X1) PROV :
s i {X1) WM :‘EsjuﬁmE CONSTRUCTION (X3} DATE 31!??
X T S e e
FCLO33026 B. WG 1212012623
NAME OFFROVQER OR SUPPLIER STRE'I'ADDRESS. ciTY. STATE, ZiP cope
; 730 MARIGOLD STREET
YOUR LOVING FAMILY CARE HOME | ROCKY MOUNT, NC 27801
} 8 A
;;;?F !g( ‘WMARVS TE:JISETN;EOF; BEFJCIEN%J:.E_M ' Rg; A (EA&FRDWER’S C;w CFCMBE 0&5&_
TAG REGULATORY OR LT IDENTIFYING NFORMATION; e cneasmeg..gn T0 THE APPROPRIATE vATE
C 341/ Continued From page 17 C 341
We wrtl Candinue
ReviawofResiderﬁfa‘sMAR for Decamber 2023
revealad: _ { “rﬂ ho~\..~«¢~.| P\C ""\'3
~There were handwrittan sntries for 12 oral < {1
Mmedications scheduled for 8:00am ang 8:00pm. n
“There were handwritten eriiries for 1 ora| Y MAR x nob
Medication scheduled for 4:00pm, : 22
~There- were handwritien entries for 3 oral PR \ﬁj‘ﬂol\‘n . S0 we \l
medications. , & have
-Theramdﬂcummaﬁmmanzofa! Las it ne
medications where the Adminisirator signed off Adeel  Fhsas
on administering medications at 8:00am and o ¢=
8:00pm on 12 and 12001123 10 12/28/23. c(.a Ot v
~Thera was documentation that 3 oral medication ‘o
where the Administrator signed off on documentealion
adninialeﬁng-meacaﬁon_srat 4:00pm on 12/01/23
1 12/28/23,

~There was documentation that 12 oral
medbaﬁmwheremeﬁnnﬁnismarsigned off on
administering medications at 8:00am on
12/29/23.
~There was documentation that 3 oral PRN
medication wherg the Administrator signad off on
i i mdimmatﬁ:ﬁﬂammuﬁﬁﬂnn
on 12001/23 to 12128723,

interview with Resident #3 on 12/29/23 at 3:22pm
revealad:
-The cook and PCA had administered his

STATE FORM b TFe211 K confinustion shest 18 o1 22



Attempted telephone interview with the cook on
12129/23 at 4:02pm was unsuccossful,

Referto mmmwahﬂmmmmmm
on 12/29/23 at 2:01pm.

Refer to the interview with the Administrator on
12129723 at 3:3%m.

Interview with !haAssistantAdministrateron
12/29!233t201pm revealed:

~She did not administer medications to residents.
axam.

-She administerad the moming medication on
12/29/23.

Interview with the Administrator on 12/29/23 at
3:3%pm

-The PCA and
aide examination,
-ThePCAandcookhadnotOornplebdthe
medication aide training,
-ThePGAhadadmhlstemdmodicaﬁontothe
residmtsmnshewasno%atwuk.
-memmwnendomatmawepawem
living home.

-She had pre-poured the residents medication to
baadniristereuhymePCAmdshewoddfatar
dbcxmmlmmemsideAR-asadnﬁrﬂstemd.
-Shelhoughtbecaummemedmmm
Prepoured the siaff could a@dminister the
medications to the residents.
-Shemnotawamofﬂleoookadnﬁnlsmﬁng
madication to the residents,

had not taken the medication

STATEMENT OF DEFICIENCIES X1} PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION D(3) DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER; A BUILDING, : ,oam.srgn
FCL033006 8. WING 1212912023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CH'Y. STATE, 21p CoDE
| 730 MARIGOLD STREET
YOUR LOVING FAMILY CARE HOME |
ROCKY MOUNT, NC 27801
0 SUMBARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION
pf’é?m (EACH DEFICIENCY MUST BE PRECEDED BY FULL PR,gle (EACH CORRECTIVE ACTION SHOULD BE wﬁa
TAG ORLSC TOENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE ARPROPRIATE oaTE
DEFICIENCY)
C 341 Continued From page 18 C a4

arerived atr Lam ard by Y
Mmedicadtea The 2sst.

He Stote  ped coclom |deok
on 3&-&42\!‘1 2—9": Zod\ .,
She s Acxo ] 2
med. Tecn. T |

Jhe  nNea- -QAQ«__ 72024
LL"L witl  be no

ve. wing oS
GS - Cdmeon "ot
be Cl\yjt- op
Ol cmd Selb
Lorit CLUEL
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STOISNIIMTEL MY 8 anreath b s waeee @

STATEMENT OF DB
AND PLAN OF CORRECTION

X1} PROVIDER/SUPPLIERICLIA
DENTIFICATION NUMBER:

X2} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
COMPLETED

A BUILDING:

B WING

12729/2823

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY. STATE, ZIP CODE

730 MARIGOLD STREET
YOUR LOVING FAMILY CARE HOME | ROCKY MOUNT, NC 27801

X4} 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FuLL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

L]
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION {xs)
(EACH CORRECTIVE ACTION SHOULD BE COMPLET
CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

C 375| Continued From page 19
€373 10A NCAC 13G .1009¢a)(1) Pharmaceutical Care.

mnmmas.wmpharmmm
(a) 'I'hehcilﬂyshaﬂobtah&ieswvicesofa
ﬁmmwpmmmmmm
registered nursa for the provision of
msnnacwnedcareat‘teastqumm
ms?dentsormfrequenﬂyasdetermtmdby
ﬂ)eDepartmem,basadonthedmumanmﬁonof

cere involves the identification,
prevention and resolution of medication related
problems which includes st least the following:
(1) an on-sita medication review for each resident
Mﬁdlincludesatiesstmefoﬂo\fvhg:
(A) the review of information in the resident's
racord such as diagnoses, history and physical,
discharge summary, vital signs, physician's
orders, progress notes, laboratory values and
medicationadn'ﬁlﬁstmionmmﬂs,induﬁng
current medication administration records, to
determine that medications are administered as
prescribed and ensure that any undesired side
sffects, potential and aciual medication reactions
or interactions, and medication erors are
identiﬁedandrepatedtomeappmpriate
prescribing praciitioner; and,
(B) making recommendations for ehange, if
necessary, based on desired medication
outcomes and ensuring that the appropriate
prescribing practitioner is so informed:; and,
(C) documenting the resuiis of the medication
review in the resident's record:

This Rule isnotmetasevldé:mdby:
'Basadonhtarviemandremrdredaws,ﬂw
fadnyfaﬁedsoensweaﬁmnsadphammst,

C3rs
C375

Jr_; malte Suve_

veniing IS done
%\"OP:P\ A? In %L

Laduve |

_‘T;\L- Py\q(ﬂ\w‘ wWo s,
Shork O help

l’)’-“" A cd COome
and do vevew
ard all doctomentd
aions ond Uar“\"‘g
refory or facdley
Near fulue gdmn
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SIATEMENT OF DEFICIENCIES

LA

rasidents (#1, #2 and #3) which included the
iati of current orders, medication

adminisirati

in the facility.

The findings are:
1. Reviow of Resident

10/24/23 revealed diagnoses
schizophrenia and leukocylopenia,

Review of Resident #1's quarterly medication
review revealed:

Refer lo interview with the facility's local
pharmacy Nurse on 12/20/23 at 2:27pm.

Refer ta telephone interview with the
Administrator on 12/20/23 at 11:43am.

2. Review of Resident #2's

10!17!23ravoateddiagnoesemohdadmntal
mhmbn,denmﬁa,mofﬂsionMGye.

Review of Resident #2's quarterly medication

cempleted quarterly review.

Refer to interview with the facility's local
pharmacy Nurse on 12/29/23 at 2:27pm.
Refor to telephone interviaw with the
Administrator on 12/29/23 at 11:43am,

fecords (MARs) and medications

#1's current FL-2 dated
includad asthma,

current FL-2 dated
spoemdisorderamunspeofﬁadmvtaldfsorder.
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X1) PROVIDER/SUPPLIERICL X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BU : COMPLETED
N i
FCLO33006 i 1212012023
NAME OF PROVIDER OR SUPPLIER STREETADDRESS. CITY, STATE, 2P copE
730 STREET
F
YOUR LOVING FAMILY CARE HOME | ROCKY MOUNT, NG 27801
0 SUMMARY STATEMENT OF DEFICIENGIES | PRO PLAN OF ¢
I?E‘ni-:)rlx (EACH DEFICIENCY MUST BE PRECEDED 5y FuyL pag (EACH connscrm IVE ACTON SHOULD BE couerEr
TAG REGULATORY OR LSC IDENTIFYING INFORMATION; TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
3 :
C3r5 Continuad From page 20 €375 Lorll mefe Sq-e. q
provider or registered nurse complefod a ~1
Quarterly onsite roview for 3 of 3 sampled (,l.‘cu‘kc.l_ P}\way tw iy
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STATEMENT OF DEFICIENCIES %1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBEER: o COMPLETED
FCLO33006 B. WING 1212012023
NAME OF PROVIDER OR SUPPLIER STREET AGDRESS, CITY, STATE. ZIP CODE
; 730 MARIGOLD STREEY
YOURLOVNGFAW.YCAREI‘IOMEI ROCKY MOUNT, NC 27801
(Xa) 1D SUMMARY STATEMENT OF DEFIGIENCIES o PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FuLL PREFIX {EACH CORRECTWE ACTION SHOULD 8E CoMPLEY
TAG OR LSC.IDENTIFYING INFORMATION) TAG i TO THE APPROPRIATE BaTe
DEFICIENCY)
€ 375| Continued From page 21 C3rs
T P it \ﬂ\u\ NUvse (‘,a‘l\\*—i
06/09/23 revealed diagnoses included dementia
without behaviors, coronary artery disease, mmtﬁi&\.fok.g-— ed
hypertension with heart failure, moderate
persistent asthme without complication A 3 \ b in \.\,U...

major
depression (remission) and neuropathy.

Raviewofﬂesident#a‘squa'tadymedmlion
raﬁewrevealodtherewasnodmnﬂﬁonofa

compietad quartery roviow.

Refer to telephone interview with the facility's
local pharmacy Nurse Supervisor on 1212923 at
2:27pm,

Rafar to telaphone interviow with the
Administrator on 12/29/23 at 11:43am,

Telephone interview with the facility's local
phamacy Nurse Supervisor on 12/29/23 at
2:27pm revealed:
-Thopharmaqmiewswemconpktedh
September 2023 for Resident #1, Resident #2
and Resident #3 by the LHPS Nursa.

-There were issuas with the facility keeping their
residents’ records in order.

-The LHPS Nurse tried to schedule an
appointment in Dacomber2023tooomplaietlw
pharmacy raviews, but the Administrator would
not accommodate the LHPS Nurse coming to the
facHity on the weekend.

-The LHPS Nurse was only avallable on the
weekend during the month of December 2023.

«Interview with the Administrator on 12/20/23 at
11:43am revealed she was not familiar with the

pharmacy reviews.
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