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The Adult Care Licensure Section conducted an ;
annual and follow-up survey on August 20, 2024. H QQ'H-INO W
C 249 10A NCAC 13G .0802(c)(3)(4) Health Care €249 O HeaMtome @8[21( 2%
10A NCAC 13G .0802 Health Care : &
(c) The facility shall assure documentation of the Pandorw Farm ,ﬁ eV
following in the resident's record: '
(2) written procedures, freatments or orders from 5 | S5 Y e
a physiclan or ather licensed health professional; Ham er ! _CU
and waohen o
(4) Implementation of procedures, treatments or CQO wme TL cd}
orders spacified in Subparagraph (¢)(3) of this wri *H plv  pProve d)u!/ esé 'he T
Rule, ! F 3
meuds o) ordens from
This Rule is not mat as evidenced by: hu 614 ol il ah Cp
Based on observations, record reviews, and @l TD 3
interviews, the facility failed fo ensure the . wt yoUe AUVe S
implementation of weelkly blood pressure fm F[ oM F
monitoring for 1 of 3 residents sampled (#2) with v o‘[ws :
a diagnosis of hypertension. 1 ok MY wts or ©
The findings are: () Aa‘? m{uils r adov s wlw
Review of Resident #2's admission Fl-2 dated * o ,:D
\ o qi STove
03/25(24 and a current FL-2 dated 07/30/24 ¢« dgo T vRgIST
revealed: . ) oy
-Diagnoses included hypertension. . norse (W e ’]L w ,I—'B
-There were signed physician orders for Norvasc ! - lﬂf ,
(used to freat hypertension, also lknown as high 1§ Vs FDWS tele qo¥
blood pressure). . .
Tadq-wﬁ resl &@&5 ’i'o
Review of a telehealth progress note dated L . Mj—
04/01/24 for Resident #2 revealed: X Wigi Uiw appol wimp muis
~There was no signature to the handwrilten ﬂ"@w F 5 u.ﬁ
prograss note. .
-There was an entry {6 monitor the resident's M'ﬂ s ur W_B ol
blood pressure once a week.
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Review of Resident #2's June 2024, July 2024,
and August 2024 medication adminisration
records (MAR) revealed:

~There was no enfry to check Resident #2's BP
weekly.

-There was no documentation Resident #2's BP
was checked waekly.

interview with the medication aide (MA) on
(18/20/24 at 12:38pm revealed:

-iA's were responsible to obiain resident blood
pressure readings.

~There were no residents at the facility that she
obtained a blood pressure reading.

-She did not document any blood pressure
readings for any cument residents living at the
facility.

-She did not do anything with processing new
orders for residents.

~The Administrafor transcribed new orders to
resident MARs.

“The Administrator would call her to Inform of a
new physician's order for a resident.

Interview with the Administrator on 08/20/24 at
1:04pm revealed:

-She aftended physician appoiniments with the
residents.

-She recelved resident physician orders.
-Resident #2's blood prassure was not being
monitored weeldy.

interview with Resident #2 on 08/20/24 at 1:07pm
revealed:

“The resiclent pointed to her left temple and
stated her head hurt about everyday around her
temple.

-She last had pain this moming (08/20/24) around
the temple area of her head, but the pain had
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-She would have "z [itile bit of a headache off and pwj &y 21 OW ad 50 91/69-?/1/{’/4}
on." ) .
e wewkl
Observation of the Administrator on 08/20/24 at o povd J
1:07pm revealed: - ’
~She obtained a blood pressure reading from b Joo 0‘) Pf{;} cLUVE, Molu for wﬁ
Resident #2's left arm while the resident was .
seated. o 185 dewt- # Z-
-The blood pressure reading was obtained as ” Ll}
181/77. (According to Heart Research institute, dav w1 oW o 2
high biood pressure, also iinown as hypertension, 7{:‘!‘/ mé&
is defined as a systolic pressure (first number) of " I o
4130 mm Hg or higher, or & diastolic pressure A U 5 5? vi £€ A
{second humber) of 80 mm Hg or higher. 1 .
However, for older adults, the first number g UK ploo d F vessove
(systolic) is often 130 or higher, but the second .
number {diastolic) is less than 80.) L, 3 ‘ﬁ} @5 cﬂ wj
Observation of the Administrator on 08/20/24 at : A ropeY t
4:24pm revealed: meyuaw ‘3 i
-She obtained a blood pressure reading from = _w m
Resfd:nt #2's right arm while the resident was 1o redw A]A unf 3
seated. i
~The blood pressure reading was obtained as Y gﬂ/ah v Uit o
153178 w1
' Totin’
Telephone interview with the Medical Assistant for P
Resident #2's Primary Care Frovider (PCP) on 3
08/20/24 at 4:13pm revealed: +o Aegum eud W Lo
-The PCP said a blood pressure of 161/77 was [065
elevated. 255 Ve
-The PCP recommended for Resident #2's blood b IOODQ pv
pressure to be checked weekiy. lwoa&? o _]w 5 [. d@ IA.{'T'_E'
Sacond telsphone Interview with the Medical P
Assistant for Resident #2's PCP on 08/20/24 at pwge W te MAR.
4:28pm revealed: ’P
-The PCP communicated she considered a blood . - . f i
pressure _Eading of 140/20 to be high blood poi".' wi l( 4’0, , ow U!P 1w i m P
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(a) Each family care home shali develop a
program of activities designed to promote the
residents' active involvement with each cther,
their families, and the community.

‘This Rule is not met as evidenced by:

Based on observations, interviews, and record
review, the facility failad to implement an aclivity
program that promoted active involvement by the
residents.

The findings are:

Interview with the Supervisor-in-Charge (SIC) on
08/20/24 at 8:15am revealed:

-The facility had a curent census of 5 residents.
“Two of the five residenis aftended a day program
on Mondays, Wednesdays, and Fridays.

-The other three residents did not attend the day
program and remained in the facility each day.
-The residents usually sat and colored pictures.

Interview with the Personal Care Aide/Viedication
aide (PCA/MA) on 08/20/24 at 8:22am revealed:
-She did not know where the activity calendar
was posted.

-She thought the Administrator knew about the
activity catendar and activities at the facllity.
-She had contacted the Administratar, and the
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G 243 | Gontinued From page 3 G249 (;Luaw"k rviow b Uu} m
pressure. o styofor ow p9/05 2%
~The PCP did not communicate concerns that vl i WA L / /
Resldent #2's blood pressure had not been 2550 V&
checked weekly but moving forward Resident show & d b I‘;;M? P };]
#2's blood pressure was to be checked weekly. )

AN
-The PCP was unavailable for interview. w008 dweth o o
dovv w¥ wred W ﬂ ’
C 288 10A NCAC 13G .0805(z) Activities Program C 288
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Administrator would be arriving at the facility
sgon.

~Chores such as cooking, cleaning, laundry,
medication administration, and checking on the
residents at the facility basically filled up her day.

Obsenvation of the facility on 08/20/24 at 8:30am
revealed:

~There was an activity calendar posted on the
bulletin board walt in the staff area betwean the
kitchen and enfrance to the den area.

-The dafe on the activity calendar was November
2021.

~There was no other activity calendar posted in
the facility.

Intervisw with a resident on 08/20/24 at 9:12am
revealed:
~The resident was "bored."

~There were no activiies conducted at the facility.

Interview with a second resident on 08/20/24 at
9:25am revealed:

-There wers no group activities offered at the
facility. ‘

-The resident watched television, slept, and read
the bibla as "a Jast resor.”

-The resident would like fo do activities.

-The resident had never thought about the type of
activities the resident would like to do at the
facility.

Interviow with a third resident on 08/20/24 at
10:00am revealed:

~The activities the resident participated in at the
facifity included watching television with the other
residents, falling to the other residents, cleaning
up, making stire everything was in order, and
washing clothes.

-The resident was fransporied to a local church
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~The resident was "fine with what we do".

Observations of the Administrator on 08/20/24 at
9:52am revealed she approached a resident
seated in the living room and asked the resident if
he would lilke to do some stretching activities
today (08/20/24). The resident replied, "T'll do
some siretching then."

Observation of the resident on 08/20/24 at
9:57am revealed the resident was seafed on the
sofa In the living room with his eyes closed and
his head down. There was no staff or activity
being conducted for the residents.

Interview with the Administrator on 08/20/24 at
10:10am revealed:

-Activities at the facility never changed.

~-She was tha Activity Director at the facility.

~She would tell the personal care staff which
activities to conduct.

-She was not at the facility all day fo conduct
activities.

-Normally the residents at the facility did not want
to participate in activities.

-She did not prepare an aclivity calandar for each
month.

-She normally alternated the three activity
calendars she had in the facility because they
were laminated, and she realized when she "used
to make" activity calendars that the activities were
repetitive.

-The activities to be conducted today (08/20/24}
wotild he news from 9am -10am, stretching from
10am -11am, bingo from 2pm - 3pm, and evening
movie from 5:30pm - 6:30pm.

-She was the facility's Activity Director and she
was responsible for making and posting the
activity calendar.
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Administration

10A NCAC 136G .1004 Medication Administration
(i) The resident's medication administration
record {MAR) shall be accurate and include the
following:

(1) resident's name,;

{2) name of the medicafion or treatment order,
(3) strength and dosage or quantity of
medication administered;

(4) instructions for administering the medication
or freatment;

(5) reason or justification for the administration of
medications or treatments as needed (PRN) and

documenting the resuifing effect on the resident;
(6) date and fime of administration;

(7) documentation of any omission of
medications or treatments and the reason for the

omigsion, inciuding refusals; and
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~She had not posted an updated aclivity calendar -
because the residents did not want to do activities o+ wO Vi ‘\y o My W® '}'Wz
{o her knowledge. - & 5w + e
Observations at the facility intermittently on . 61wl o
08/20/24 between 8:15am and 6:45pm revealed: M res dowts vBEusIV
At 10:27am and 3:05pm, there were two . Al be,
residents seated on the sofas in the living room ?@ﬂ/‘h Uipad® Wi
with the television on. There was no activity ‘ )
being conducted. ) dODU m Q)MQ}fj W Twe
~-There were two residents in their bedrooms .
laying on thelr beds, covered in thelr biankets. Q618N abed wwvit 3 [ oG -
-There was one resident sitting outside under the e ._9 s
carport. ; @ wlhuihes e
~There were no activities conducted, including Dreywih U
news from 9am -1Gam, stratching from 10am OQ 50 0. ,H..sw @a{ '
~f1am, bingo from 2pm - 3pm, or evening movia
from 5:30pm - 6:30pm.
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(8) name or initials of the person administering
the medication or treatment. ¥ initials are used, a
signature equivalent to those initials is to be
documented and maintained with the medication
administration record (MAR).

This Rule is not met as gvidenced by:

Based on observations, interviews, and record
reviews, the facility failed to ensure the
medication administration records were accurate
for 1 of 3 sampled residents (#3) including the
effectiveness of a medication used as neaded.

The findings are:

Review of Resident #3's current FL-2 dated
07/29/24 revealed:

~Diagnoses included chronic back pain.

-There was a physician's order for Motrin (used to
treat pain) 800mg tablet every eight hours as
needed for pain.

Review of a previous FL-2 for Resident #3 dated
07/18/23 revealed there was a physician's order
for Motrin 800mg fablet every 8 hours as nesded
for pain.

Review of physician's progress notes for Resident
#3 revealed the resident was being treated at the
pain clinic with additional pain medications for low
back pain and no changes resulting for the Mofrin
800my tablet every eight hours as needed for
pain,

Reviaw of Resident #3's June 2024 medication
administration records (MARs) revealed:

-There was a printed entry for Motrin 800mg
tablet take one tablet every 8 hours as needed for
pain.

-There was documentation of administration for
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Motrin 800mg tablet one time a day on 05/06/24, :
06/08/24 - 05/10/24, 06/15/24, 06/19/24, owe)  dovvmeuktwti ow:
06/21/24, and 08/24/24 - 05/26/24.
“There was documentation of administration for e WS neede f»
fviofrin 800mg tablet fwo times a day on 06/16/24 . . W ov
- 06118124, 0622124, 06123124, and 06/27/24 - Cﬂ/‘ Lo Ow  oWVg o
06/30/24.
-There was a total of 30 opportunities medication 1w o,f e, F novs ' & °on
gides (ViAs) documented administration of the P
Motrin 800mg tablet used as neaded. M1 ud S wHor $
~There was no documentation on the back of the 1o f}.}&
MARSs for the usage of the Motrin 800mg tablst o
including the resultsfresponse to the (.\3‘(’)?)“(-]5 o Oi'd— o
administration for the as needed Motrin 800mg
tablet for any of the days documented as A to 2y & Twave
administered.

¢ o fvovoug o d miwdtratioy
Review of Resident #3's July 2024 MARs
reveated: b chuanw 'H il -
-There was a prinied entry for Motrin 800mg "fﬂ {low or 69 i
tablet take one fablet every 8 hours as needed for . ’
pain. e Q@$I&€)W+ #3238
-There was documentation of administration for . (/9/1 !A‘ G
Wiotrin 800mg tablet one time a day on 07/15/24, doutoy of TG paalw '
and fwo times a day on 07/01/24 - 07/09/24 for a
total of 19 opporiunities medication aides (MAs) ows M wde awore 04
documented administration of the Motrin 800mg

tablet used as needed. m ?%' Ao b\}‘ +f€ -fll @ﬂ‘u ijfy

=

-There was no documentetion on the back of the
MARs for the usage of the Motrin 800mg tablet
including the results/response to the 0,{, vsw Ofl- e ws
administration for the as needed Motrin 800mg W
tablet for any of the days documented as neod ,;D@ cﬁ mo d«i ¢ Cd" (0

administered. .
: oy phyoadn
Review of Resident #3's August 2024 medication On § 12 g l aq’ & TJ 5 '
administration records (VIARs) revealed: ] vdow el
~There was a printed entry for Motrin 800mg Mmawdy an o b
tablet take one tablet every B hours as needed for . d
pain. o opsure vesi AUt we
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~There was documentation of adminisiration for
Motrin 800mg tablet ong time a day on 08/06/24,
08/07/24, 081024 - 0B/15/24, and 08/20/24.
-There was decumentation of administration for
Motrin 800mg tablet fwo fimes a day on 08/08/24,
and 08/16/24 - 08/19/24.

~There was a total of 21 opportunities medication
aides (MAs) documented administration of the
Motrin 800mg tablet used as needed.

-There was no documentation on the back of the
MARSs for the usage of the iMofrin 800mg tablst
including the results/response to the
administration for the as needed Motrin 800mg
tablet for any of the days documented as
administered.

Observations of Resident #3 on 08/20/24 at
O:44am revealed:

-He ambulated in the facility using 2 cane.
~The resident had a shufiling type gait.

Intervisw with Resident #3 on 08/20/24 at 9:51am
revealed:

-He could not do much now.

~He had a bad back.

interview with the [iA on 08/20/24 at 5:20pm
ravealed:

-When she administered a medication prescribed
as needed for a resident, she was supposed to
document the name of the medication, reason
administered, time administered, effects of the
medication, and her signature on the back of the
MARS.

-Resident #3 requested to be administered the
Moftrin 800mg tablet twice daily.

-She communicated to the Administrator that
Resident #3 was requesting the Motrin 800mg
tablet two times a day and was instructed to
administer the Motrin 800mg fablet fwo times a
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-The Administrator informed the MA that she
{Administrator) would let the PCP know about the
resident’s request at ihe resident's next visit to
the pain clinic and fo continue to administer the
Motrin 800mg tablet as needed.

-She {MA) had nof received any communication
back from the Administrator regarding new
instructions for administration of the Mofrin
800mg tablets.

Interview with he Administrator on 08/20/24 at
5:00pm revesled:

-She was responsible for reviewing the MARSs for
accuracy.

-She reviewed MARs every three months.
-When she reviewad MARS, she reviewed to
ensure the FL-2 and medication orders matched
the MARs, there was documentation of
medication administration on the MARS, and for
the correct dosage, time, route, and resident.
-She did not check the back of the MARS for as
needed medication administration and MA
signatures.

Second interview with the Administrator on
08/20/24 at 5:43pm revealed:

-5he expected the MAs to compare medications
to the MAR and look at the insiructions printed on
the MARs fo determine the frequency for
administration of the medication.

-If a medication was prescribed as needed, she
expected to see documentation for administration
of the as needed medication.

-She expected the MAs to note their initials and
sighature on the MARSs so it could be daterminad
who administered the medication.

Diviston of Health Service Regulation
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qulaificafions required by the rules in Sectian
0400 of this Subchapter in the facility. When
there is an approved cluster of licehsed facilities,
thesge records may be kept in one location among
the clustered facilities.

This Rule is not met as evidenced by:

Based on record review and interviews, the
Tacility failed to ensure records of staff
gualifications were maintained in the facility for 2
of 2 staff (Staff A, Staff B).

The findings are:

Interview with the Administrator on 08/20/24 at
5:25pm revealed:

-There were no siaff records at the facility
available for review.

-She would have to call a family member to bring
the staff records to the facility.

-She had the staff records in another vehicle so
she could review them.

-She was expecting the county Adult Home
Specialists (AHS) to visit the facility seon to
review the staff records.

-She wanfed fo go through the staff records to
ensure &l iraining documentation was present
before the county AHS reviewed them,
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-She knew records of staff qualifications were to .
be maintained at the facility. v 'HA?J o me Wd) wi I
Interview with Steff A on 08/20/24 at 8:22am bo m T o We‘d W’“&Q
revealed:
. Ty &
-She had been employed at the facility for one U OJ( G&@&? (v W M
year and a couple of months. ]D ,
-She was a personal care aide and medication .
aide. ,9 {JJWV' j
Second interview with the Administrator on lw cwse of mﬁ J P dodes
08/20/2024 at 5:30pm revealed:
-Siaff B recently ended employment at the facility o T  Cone 3 Pvew /
for personal reasons. ,

-She had another staff from another facility that . e
would be working at the facility to cover the days parsO N el fu les, T

that Staff B previously worked. . o

ﬁdm1m6‘hfﬁ)‘wv pil
Thera wers no staff records made available for C{ e d)
review by the end of the survey., b % Wﬁ Ty v P
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From: June Oburu <juneckach@yahoo.com:>

Sent: Thursday, September 5, 2024 2:52 PM

To: Forte, Hope

Subject: [External] Plan of Correction- Pandora FCH Clayton
Attachments: Plan of Correction Clayton 2024.pdf

CAUTION: External email. Do not click links or open attachments unless verified. Report suspicious emails with the Report Message
button located on your Outlook menu bar on the Home tab.

Good afternoon Ms. Forte,

1 hope this finds you well.
Please find attached a reviewed and completed plan of Correction for Pandora Family Care Home in Clayton following
the state inspection on 08/20/2024.

Please let me know if | need to revise it.
Thank you,

June Oburu, Administrator
Pandora Family Care Home



