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Initizd Comments

The Adult Care Liensure Section conducted|an
annual survey 6n September 10, 2024, |

10A NCAG 13G .0206 Capacity

10A NCAC 13G .0208 Capacity |

(@) Pursuant to G.8. 131D-2(a)(5), family dhre
homes have a capacity of two to six rasidel§s.
(b} The total number of residents shall not!
exceed the number shown on the license. |

(c) Arequestfor an increass in capacity by
adding roams, remodeling or without any b feling
madifications shall be made to the county |
department of social gervices and submittel] to
the Diviston of Health Service Regulation, |
accompanied by two copies of blueprints offfficor
plans. One plan showing the axisting build g
with the current use of rooms and the sacolid
plar indicating the addition, remadefing or dhange
in use of spaces showing the use of each rfjom.
If new construction, plans shall show how He
addition will be tied into the existing buildind|and
all proposed changes in the structure,
(d) When licensed hames increase their
designed capacity by the addition io or
remodeling of the axisting physical plant, thi
entire home shall meet all current fire safatl
regulations. [

(¢) The licensee or the licensee's designedishall
notify the Division of Health Service Regulaflon if

the overall evacuation capability.of the rasic i nts—|—

changes from the evacuation capability listqd on
the hames license or of the addition of any |
non-resident that will be residing within the |
This information shall be submitted through
county department of social services and |
forwarded to the Construetion Section of thi
Division of Health Service Regulation for :
of any possible changas that may be requirfid to

Qme.
ne

C 000

C 007
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| reviews, the facility failed to notify the Divisi§

the building,

This Rule is not met as evidenced by:
Based on observations, interviews, and recdfo

resident's evacuation capabilities were diffelf
from the evacuation capabilities listed on thé
facilitys license for 1 of 2 sampled residentd
did not exit the facility during a fire dril (#2),

|
Health Service Regulation (DHSR) that the |
|

The findings are:.

Review of the facility's curment license effect
01/01/24 revealed the facility was licansed f
ambulatory residents.

Ohservation of the facility on 09/10/24 at 8: %
revealed five residents resided in the facllity

Review of the facility's fire reheargal em:':hza-du| :
revealed:

(4 1D SUMWARY STATEMENT OF DEFIGENGIES | o PROVIDER'S PLAN.OF CORREGTION 8
PREFIX (EACH DEFICIENGY MUST BE PREGEDZD B FuL} PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY DR L8¢ IDENTIFYING INFORMATION TAG GROSS-REFERENCED TO THE APPROPRIATE DATE

- : DEFICIENGY)
C 007 Continued From page 1 | C 007

-On 07/20/24 at 1.30pm, residents were in tifei

activated, all the residents headed to the x|
the residents were aware of the meeting pig
and the total time for the evacuation was 2
minutes,

-0On 08/18/24 at 2:00pm, a fire drill was dondlon a
Sunday aftarmoon and all the regidents respdinded
in a timely manner.

“rooms resting after iunch when the fire alarf was |
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Obsarvation of the facility on 00/10/24 at 2.4
revealed:

-Resident #2 was in har room sittin i aciEi | .
with the telavision on. ? Addendum 10/28/24: The Administrator

-Resident #2's roommate was sitting In a sdeond wiIFnotify DHSR if any resident has a

chair in the room, change in their condition and is

~The alarm was activatad and Resident #2'% determined to be non-ambulatory.
Toonimate exited the room and went outsicde
front door of the facility, ‘
-Resident #2 continued to sit in her chair lod
-at the telavision,

the

frg

Telephone interview with the Administrator
09/10/24 at4:19pm revealed:

-She did not know unil today, 09/1 0724, thaj
F{e;sident #2 did not leave the facility during
dritl, :

-A staff member had notified her Resident & dig
not leave the facility and "just sat in her chak with
her legs crossed” and the staff member did fiot

know what wag wrong with the rasident,
-She was at the facility on 08/18/24 when a Jre Res dent 47 had one. . 1324
ON ONe Sugpervision,

drill was conducted, !
-Sha did the fire drill because she wanted td 24 hours @ day wnd :‘ /
aut G ~195-Tpay . At Fhox Hme

make sure Resident #2 exited the facility.

-At the time of the fire drill, Resident #2 canfe
resident M2 Wes dransher

{0 Q& memenry Care (unit -

i

fire

of her room and exited the facility through s =
front door. ;
~53he did not pay attention to see if Resident
followed another resident or not.

Refer to Tag C0022 10ANCAC 13G 03020 - — |

Design and Construction.

C 022 10A NCAG 13G .0302 (b) Design And C 022

Construction

10ANCAC 123G .0302 Design Ang Construcffon

Division of Health Service Ragutkatlan

STATE FORM tidag GMBE11 If continuation shest 3 of 24
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€ 022 Continued From page 3

equipped and maintained to provide the se;
offerad in the home. :

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

eurrent license for 1 of 3 sampled residentsd)
who did not respond to a fire alarm,

The findings are:

Review of the facility's currant license effecl
01/01/24 revealed the facility was licensed
ambulatory residents.

Review of the facility's fire evacuation plan
residents (undated) revealed: 1
-When the fire alarm sounded and the resic
was in their room, the resident should pleash
follow these procedures.

leave: the room, closing the door behind thet
and exit the building at the nearest exit. |
-If the daor was hot, do not attempt o leave
room,

stand, open the drapes, if poggible, hang a S
or fowel autzide the window. ]
-Do not panic, remain in front of the windo

co22
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wait for a staff member and/or fire dapartmg
personnel to assist ‘
-When the fire alarm sounded and the resiak
was not in their room, the resident should f
these procedures. 1
-Exit the building at the exit nearest the resig

once safely outside the building, and reportip the
central meeting area.

Review of the facility's fir= rehearsal schedul
revealed:

<On 07/20/24 at 1:30pm, residents were in eir
rooms resting after lunch when the fire alar | was

activated, all the residents headed to the ex§
the residents were aware of the meeting plag
and the total time for the evacuation was 2
minutes. i
-On 08/18/24 at 2:00pm, a fire drill was dond
Sunday afternoon and all the residents respy
in a timely manner. '

Review of Resident #2's current FL-2 dated|
07/15/24 ravealed: i
-Diagnoses included memoary impairment,
hypertension, and anemia,
~The resident was intermittently dimriented.i

Review of Resident #3's Resident Register
revealed an admission date of 06/12/24,

.| Review of Resident #2's assessment and '

STATEMENT OF DEFICIENCIES (X1) PROM DEFU&UFPLIER!C A (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
FCL073014 B, WING 09/10/2024
NAME OF PROVIDER OR SUPPLER S‘I‘EETADDRESS, CITY, STATE, ZI° CODE
1085 RIDE ROAD
T VE I :
QUCH OF LOVE FAMILY CARE HOME KBORO, NC 27873
(X4} I BUMMARY STATEMENT OF DEFICIENCIES ] FROMIDER'S PLAN OF COBRECTION £3)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULI PREFX (EACH CORRECTIVE ACTION BHOULE BE COMELETE
TAG REGULATORY DR LSG IDENTIFYING INFORMATHS ) TAG CROSS-REFERENCED TO 'rHE APPROPRIATE DATE
i DEFICIENQY)
C 022) Continued From page 4 C 022

plan dated 07/15/24 revealed: .

-The resident was sometimes forgetful and :
needed reminders.’ |
-The resident required supervision with satird
and ambulation. |
-The resident required limited assistance wif ,

toileting and bathing. .
-The resident required extensive assistancelyi
dressing, grooming, and persanal hygiene, §

Division of Health Service Regulation
STATE FORM

angg

GMBE11
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Review of Resident #2's Neurclogist's aftervi
surmmary dated 05/16/24 revealed: .
-The after-visit surnmary was in the residen
record and was documented as received of
07/09/24 by fax. :
-Resident #2 was being sean for memory 1
tmpairment with onget around 1 year ago. |
~Resident #2 stated she somatimes would 1
things, but not a lot. ‘
-Resident #2's family mermber stated the falhi
members had been noticing a gradual charh
a little over a year.
-Examples given by the family member weig
when Resident #2 was asked questions thd

the resident was forgetting things. ‘
-Resident #2 knew the day but could not a u—. ‘
the month, ‘
~Resident #2 scored 21 out of 30 on the
mini-mental exam indicating mild cognitive }
impairment, ,
-Resident #2 was slow to answer and at tin
was slow to follow commands,
Review of Resident #2's care notes reveale:
-Resident #2 was admitted to the facility on
06/12/24,
~On 06/24/24, Resident #2 was up through g
night, wandanng constantly in and out of ot
residents' rooms,

(X4) 1D in X3
FREFIX (EACH DEFICIENCY MUST BE FRECEDED BY FLIY FHEFIX (EACH CORREGTIVE ACTION SHOULD BE cor&m.)am
TAG REGULATORY OR L5G IDENTIFYING INFORMATICHE) TAG CROSSHEFERENCED 70O THE APPROPRIATE DATE

. DEFIGIENGY)
C 022| Continued From page 5 ¢oz2z

~Resident #2 urinated in the shower and the
smelled strong. ‘
-Resident #2 was taken to an urgent care fai
for an evaluation,
-On 06/28/24, a call was made to Resident 3
primary care provider (PCP) to get the resul

Utinalysis.
«The nurse reported there was no growth of

urinary tract infection (UT1),

Duvision of Health Service Regulation
5TATE FORM

B

GMBE11
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-On 07/09/24, Resident #2 was seen by thelPCP
and was checked for a UT) and the reside
not have a UTI,
-On 08/22/24, Resident #2 was seen by the
and diagriosed with a UT1 and startad on af
antibiotic for five days, 1
-On 08/28/24, Regident #2 had finished the,
antibiotics but sfill seemed very confused ag
constantly going to the battroom.
-On DB/29/24, Resident #2 was seen by the
and was diagnosad with an ongoing UTI anj
started on a different antibiotic. j
-On 09/03/24, Resident #2 was sitting on thi
“throwing up" and would not answer her na
emergency medical services (EMS) were o
and trangported the resident to the local hog
-On 09/03/24, Resident #2 raturned to the

dility
with a prescription for nausea as needed. |
-On 09/04/24, Resident #2 had a follow-up |
appointment with her FCP, .

1 Interview with the Supervisar-in-Charge (SIQ) on
09/10/24 at 2:34pm revealed: ]

«Fire drills were done every maonth at the fadfity.
-Resident #2 exited the facility when & fira dil
was conducted, !
-She did not provide any verbal or physical |
prorapting to the residents. ;
=Ghe would set the fire alarm off in the hallwg
and all the residents in the fagility would go
outsida.

Y|

Observation of the facility on 09/10/24 at 2:
revealed:

Ohservation of the faciiity on 09/10/24 at 2:3f
ravealted: l |
-Resident #2 was in her room sitting in a cha

with the television on. !
-Rasident #2's roommate was sitting in a sedn

Division of Health Service Ragulation
STATE FORM

GMBEN
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| on fire, she responded get out,

chair in the room. 1
-The alarm was activated and Resident #2'y
reommate exited the room and went outsidg
front door of the faciliy. i
-Resident #2 continued to sit in her chair lod

the
ing

at the telavision.

Interview with Resident #2 on 09/10/24 at 2[i
revesled: , i

-She did not hear a fire afarm,. j
~Ghe thought her roommate might have gone
the store whan the roommate left the room.,
“When asked what she would do if there wg
fire, she responded she would call someond
"take it out"
~She was not able to answer what take "it* o
was. !
-When asked what she would do if the facili

-When asked what she would do if she hea
fire alarm, she responded that she would gef i
touch with someone.
-When asked who "someaons” was and whyp
she get in towch with someone, she did not |
respond, '

Know the date or year of birth.
~She did not khow the day of the week, the |
manth, ar the year, i
-8he did not know the staff names at the fadlity
or her roommate's name; "it would come bal

G o022

her later."

| -Sha stated she had problems rememberind|t

could nat give any further explanation. |

member on 09/10/24 at 3:43pm revealed: ]
-Resident #2 fived in her own home with 2 ndh
friend until the family members began noticit

problerns with the resident, |

Diviglan of Health Servics Regulafion
STATE FORM

GMBE11
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Resident #2 seemed "off." ]
-When she visited Resident #2 in the reside
hame, the resident would look at her and jt §
like she wag internalizing who she was. |
-She wag concerned and made an appointry
for her family member to see the PCP som :
in April 2024,

=In June 2024, someone filed an Adult Protel
Services (APS) report. -
-The APS staif moved Resident #2 from thel
resident's home into the facility.
-She thought Resident #2 would recognize the
saund of a fire alarm, especially if the faciitflwas
having fire drills. 1
~Bhe was conhcerned Resident #2 did not re
io the fire drill, taday, 09/10/24, }
-She "really thought Resident #2 would have
known how fo respond.” |
-She thought Resident #2 had been hiding H
bad her memory loss was.

pond

Telephone interview with the Administrator o
08/10/24 at 4:19pm revealed; ]
-Bhe did not know until teday, 08/10/24, that
Resident #2 did not leave the facility during
drill.
-A staff member had notified her Regident #a did
not leave the facility and Just satin her chaigwith
1 herlegs crossed” and the staff member did got
know what was wrang with the resident.

“-She wag st tha facility on 08/18/24 when a flfe
elrill was conducted ;

make sure Resident #2 exited the facility. 3
-Resident #2 was in her bedroom at the time}
the fire drill, the resident came out of her roo)
and exited the facility through the front doer.
-3he did not pay attention to see |f Resident: 3
followed another resident or not. !

Divislon of Fealth Service Regulation

STATE FORM 508

GMBET
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C 022} Continued From page ¢ C 022
interview with Resident #2's Department offBacial
Detvices Guardian on 09/10/24 at 5:13pm |
revealed she had been notified Resident ad
exited the facllity on previous fire drills, but gid not
today, 09/10/24. ]
Attempted telephone interview with Resided #2's
Primary Care Provider (PCP) on 09/10/24 gl
3:41pm was unsuccessful.
The facillty failed to ensare the building wasjin : |
complianca with its current license for amb Hatory ﬂes/ dent —H Z‘ h Q d "
residents resulting in a resident (#2) who hafll a ON2 o Onle Squpwa/aN
memory impairment and was intermittently } , I Y
disorientad, and did not respond to tha fire dfarm, A hours & day vkl JY-43-2024
which colld cause the resident to not be abig to - A ek
independently evacuate the building in an 9-13 ,3 QQ% & a7 me,
aimergency such s a fire. The facility's failu R.estident H2 Lyas
was detrimental to the heaith, safety, and wififare j NsRered FO& rmemory - 2p2
of the residents and constitutes a Type B | t‘?ﬁ, é&u?: ‘ q-/3
Viciation. :
The facility failed to provide an acceptable pthn of Aqidedndum 10/28/24: The Administrator will énsure
prateciion in accordance with G.8. 131D-34fhn the facility is in compliance with the license fo
09710424, ] ambulatory residents by making sure all residents
' are able to independetly respond to the fire drjlls
CORRECTION DATE EOR THE TYPER  § without verbal prompting or physical assistance.
VIOLATION SHALL NOT EXCEED 0OCTOBER
25,2024,
C 085 10ANCAC 13G .0312(g) Outside Entrance fnd | Coss |
Exits ;
10ANCAC 136G 0212 Qutside Entrance and
Exits
{g) inhomsas with at least one resident |
determined by a physician or is otherwise kifown
to be disorienied or a wanderer, each exit ddbr

L
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'C 089 Continued From page 10

for resident use shall be equipped with a
sounding device that is activated when the §
opened. The sound shall be of sufficient v

aor iz

of remote sounding devices is provided, thd
control panel for the system shall be located
the bedroom of the person on call, the officd
or in a location accessible only to staff authgi
by the administratar to operata the control fanel,

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

Based on observations, intetviews, and recd
reviews, the facility failed to ensure 3 of 3 efj
doors that were accessible to a regident, w 1
intermittently disorisnted (#2), had working |
alarms that were of sufficient volume that edlild

be heard by staff when activated and respofded ‘
to for the safety of the residents. :

The findings are:

dithe

Chservation of the side entrance/exit daor
facility on 09/10/24 at various times betwee
8:30am-5:00pm revesled: i
-The door was in the living room area of the
facility.

-No alarm sounded when the door to the fad
was opened and closed. .

ity

Observation of-a-second-entrance/exit door Iy the | ———
facility on 08/10/24 at various times betweer}
8:30am-5:00pm revealed: !
-The door was in the living reor and na alarf
sounded when the door was opened and clof
-The door opened into a garage. :
-At B:30am, the garage door was closed. |
-At 1:36pm, the garage door was opened an
remained open until 4:30pm.
Diviston of Health Setvice Regulatton
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fagility on 09/10/24 at various times betWee

8:30am-5:00pm revealed the door was Ioca B

the front of the facility and no alarm sounde
when the door was opened and closed.

Review of Resident #2's current FL-2 dated|
07/15/24 revealed: :
-[iagnoses included emary impairment,
hypertension, and anemia,

-The resident was intermittently d!sonented |

Review of Resident #3's Resident Regustar
revealed an admission date of 06/12/24. |

Review of Resident #2's assessmant and o
plan dated 07/15/24 revealed;
-The resident wag sometimes forgetful and §
needed reminders. ;
~The resident required suparvision with eati it
and ambuiatlon |

taileting and bathmg

-The resident required extensive assistancely

dressing, grooming, and personal hygiene. §

Review of Resident #2's Neurologist's after-$

summary dated 05/16/24 revealed:

~Thé after-vigit sumimary was in the rasidentg
record and was dacumented as recewed onjl

ith

07/09/24-by fax;
-Resident #2 was being seen for memory
impairment with anset around 1 year ago.

-Resident #2 stated she sometimes would fg

things, but not a lot.

-Resident #2's family member stated the fa '
members had been noticing & gradual chand

alitle overa  year.

-Examples given by the family member wer‘
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when Resident #2 was asked questions thg
resident would not be able ta answer them,i
the resident was forgetting things. :

~Resident #2 knew the day but could not an
the month, ‘
-Resident #2 scorad 21 out of 50.on the :
mini-mantal exam indicating mild cognitive
impairment. 1
~Resident #2 was slow to answer and at k
was slow to follow commands. "

Review of Resident #2's care notes revealel):
-Resident #2 was admitted to the facility on|
0B/1224. [
-On 06/24/24, Resident #2 was up through 4
night, wandering constantly in and oyt of o
residents' rooms. ]
-Resident #2 yrinated in the shower and thal
smelled sirong, -
-Resident #2 was taken to an urgent care faj}
for an evaluation.

-On 06/28/24, a call was made to Resident i"i"

primary ¢are provider (PCP) to get the resulfp i

urinalysis.
-The nurse reported there was no growth or|
Urinary tract infection (UTI). .
-On 07/09/24, Resident #2 was seen by the |
and was checked for a UTI and the residentd
not have a UTI.

-On 08/22/24, Resident #2 was seen by the |
and diagnosed with a UT} and started on an

antibiotic for five days, |

-On 08/28/24, Resident #2 had finished the |
antibiotics but still seemed very confused an
cohstantly going to the bathroom., 5
-On 08/29/24, Resident #2 was seen by the §
and was diagnosed with an ongoing UTI and
started 6n a different antibiotic. j

Interview with the Supervisar-in-Charge (SI

(X4} Ip SUMMARY STATEMENT OF DEFICIENGIES i D PROVIDER'S FLAN OF GORRECTION )
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FUL] PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETE
TAS REGULATORY OR LSO IDENTIFYING INFORMATIO TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
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| 'the Tagility.

Continued From page 13
09/10/24 at 1:17pm revealad:

cempletely disariented,
-Resident #2 was following staff around an
she was told to sit down it was like the resif
did not, know how. :
-Resident #2 was restless, walking a lot, ag
could hear her at night walking. .
-Resident #2 was going to the bathroom aj]
looked at the toilet but did not ge. -

-Resident #2 was treated for a UTI and
"getting back to herself, but not quite there
she wag not as talkative a8 she was when ¢
first moved in.
-There was usually one staff member st thg
facility during the day, 8:00am-3:00pm and
usually worked 3:00pm-&:00am.

-Resident #2 was no longer getting up at nij

-if Resident #2 went outside, she went withll

resident because she was afraid the residd
would walk up to the road. :

-Bhe was afraid Resident #2 would get tool

to the traffic. !

-She only turned the door alarms on af nig I+

-If she was going to the bathroom she closg
locked the doors, '

~The alarms were not on during the day.
-The outside garage door was kept closed.;
-Even if a resident went into the garage frof

C 8o

d and

inside the facifity, the resident could not geffou

at 2:16pm revealed:
~The storm doors wers not always locked, |

-If she knew she was going to be doing resh

care, she may have closad the door,

-She may or may not have turned the alarmdk

-If she needed to go to the bathroom, she [
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where alf the residents were and would justigo to
the bathroom, :
~There were no residents at the facility thatkhe
would worry about going outside, i
-She did not think Resident #2 would
uhless she was with someona, ‘
-3he had seen Resident #2 stand at the dod
looking out, bt the resident never attemptey
go outside,
~There were door alarms were on the doo :
-There was no reason they were not using
door dlarms. f
-Resident #2 was usually in her room ar thel
raon, ‘
<If Resident #2 was in the living room, she W
usually in the room tao. ‘
-She "laid eyes on alf the residents off and

daylll

go oufk

Telephona interview with Resident #2's famil
member on 09/10/24 at 3:43pm revealed: |
-Resident #2 fived in her own home with g

friend until the family members began rotici
prablems with the resident, ‘

~She and another family metnber had noticek
Resident #2 ssemed "off" .
-When she visited Resident #2 in the resida
home, tha resident would jock at her and it &
like: she was internalizing who she was.
-5he was concernad and made an appointie
for her family member to see the PCP some}

-Resident #2 only weighed 94ibs when she {
her to the PCP. .
-An appointment was made to see a Neuroldgi
-In June 2024, someone filed an Adult Profegt
Services (APS) report. '
~-The APS staff moved Resident #2 fram the
resident’s home into the facility,

-When ghe saw Resident #2 far the first tim

:. at

{%4) ID lo PROVIDER'S PLAN ¢F CORREGTION 5
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the facility, she thought it was the end of J
2024, the resident was talking about her a
another family member, but it was as if the|
resident did not know she was one of the
family members being discussed. !
-She was very upset to see Resident #2 Jikl
and wag very emational but Resident #2 did

even respond fo her being emotional, "t w

not like her" '
-She was last at the facility on 08/31/24 and
resident st seemed confused. g
-When she left the facility Resldent #2 trisdfia
with her, |
-She did not think Resident #2 would walk
unless the resident was going to find somed
oirtside, :
~Rezident #2 should be monitored if the resj
went outside because the resident did not
where she was as far as location.

Telephone interview with the Administrator :'
08/10/24 af 4:19pm revealed;

~No one at the facility wandered but if the al}
were needed, the alarms were thete. !
-She thought the alarms were turned on at |
6:00pm. ;
-The alarms were put in place for another
resident a long time ago. !
~Resident #2 had memory loss, and APS hiy
contacted her and needed a safe place for t

-Door alams would be used at night if neadfd.
rms

resident...—.

-Resident #2 was somewhat disotented by f
enough to be concerned the resident would
away.

Interview with Resident #2's Depariment of §
Services Guardian on 09/10/24 at 5:13pm :
revealed she did not think Resident #2 woul

walk sway from the facility, but it was better
Division of Health Sevvice Hegulatian 3
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G 314

#2's
ul.

Attempted telephone interview with Residef
PGP on 09/10/24 at 3:41pm was unsucces$)

The failure of the facility to ensure the alan
the exit doors 1o the facility had an sudible }
sounding device when activated resulted injk
resident who had a diagnosis of memory

impairment and was intermittently disorientd
having access o the doors and possibly ald
This failure was detrimental to the heaith, 3
and well-baing of the residents and constitulk
Type B Violation.

The facility failed to provide an acceptable
profection in accardance with G5, 131D-34]\
0o/1o/24. 5

CORREGTION DATE FOR THE TYPER |
VIOLATION SHALL NOT EXCEED OGTOR

25, 9024, !

10ANCAC 136G .1002(4) Medication Orderd

10A NCAC 13@G . 1002 Medication Orders
(2) Afamily care home shall ensure contac
the resident's physician or preseribing practi
for verification or clarification of orders for |
medications and treatments: |
(1} i orders for admissien or readmission of

“Tesident are not dated and signed within 24

of admisston or readmission to the facility; |
(2) If orders are not clear ar complete; or |
(3) if muttiple admission forms are received |
admission or resdmission and orders on th

forme are not the same. ‘
The facility shall ensure that this verification j
clarification is documentad in the resident's :

C Caa

C3s

Addendum 10/28/24: The SIC will ensure Hhe
soundg

daily.

The A
devices are working on all the doors week

ALl eyt deors dire- .

4 "
eguiped with an Audi ble
S%;cﬁc\m A-evite, When
entering Qﬂdﬂ/sﬁ-l—fﬁ
Fhe Faai la‘-f—:j .

A Mdfbh& ‘ﬁound\rj
e vl e, Was i'nstatled
o Ve Qarage. door
6N G -10~202d

Correction Date:

ing devices are working on all the doors

dministrator/Co-Owner will ensure th
y.

|
I
I
i
.
!

G0 0L

09/11/24

e soundin

/

<)
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{ listed on the FL-2 dated D8/05/24.

recorg,

This Rule is not met as evidenced by, !
Based on observations, interviews, and recl
reviews the facility failed to clarify orders foj
sampled residents (#1, #3) related to an ords
a supplement (#1) and an order for weight ]
topical cream (#3).

The findings are:

1. Raview of Resident #1's current FL-2 datf
09/05/24 revealed: :
-Dtagnoses inciuded congestive heart failurg
hypertension, and osteopenia. |
~There was no order for Cholecalciferol (a vifs
D3 supplement) 50meg once daily. |

Review of Resident #1's after-visit surmmany
dated 09/(15/24 revealed: ’
-Resident #1 was seen by her primary care |
pravider (FCP) on 09/05/24 for hypertensiod|and
to complete paperwork.

-Resident #1's medication list included
Gholecaleiferal 50mcg once daily which wa

sinot

-The after-visit surmmary was elactronically |
signed by Residant #1's primary care praovidj
{PCP). s

i

Review of Resident #1's September 2024 fré
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06/05/24-09/10/24-medjcation-administratior

record (MAR) revaaled: a
-There was no entry for Cholecalciferol 50mEg.
-There was no documentation Cholecalciferd

80mag had baen administered.

on D9/10/24 at 9:42am revealed there was i
Cholecalciferol 50meg available to be

Divigion of Health Service Regulation
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“Inteirview witly the Supervisor-in-Charge (516]

adminigterad.

Telephone interview with Resident #1's PCH
cerfifier] medical assistant (CMA) on 09/10
1:48pm revealad: !
-Resident #1's PCP was out of the offics to|
09/10/24, ;
~Cholecalcifero! 50meg was ¥sted as an
medication in Resident #1's profile.

-The last time & prescription was written for
Resident #1's Cholecaiciferol was on 05/244
-She was not sUre if Resident #1 should be
Cholecalciferol 50reg or not if the medicati
was not listed on the FL-2. i

Telephone interview with a representative fij
the facility's contracted pharmany on 09/10

1:54pm revealed: .
-Resident #1's FL-2 dated 09/05/24 was reg
and there was no order for Cholecalciferal |
&0meg. ‘,
-5he did not know If Resident #2's after-visit
surnmary dated 09/06/24 was recelved at tife
pharmacy, but if it was, she would have onh}
the FL-2 because the FL-2 was considered
signed orders,
-If there ware two orders on the same date {
were not the same, she would have expectg
staff at the facility to have called Resident #3
PCP for clarification and/or the pharmacy. |

m
14 at

pivad
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09/10/24 at 2.56pm revealad:

-Bhe looked over Resident #1's after-visit
summary dated 09/05/24.

-She: did not see Chelecalciferol S0mey list
Resident #1's after-vigit summary. :
-if she had seen the order, she would have &
the pharmacy or PCP ta clarify.
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TOUCH OF LOVE FAMILY CARE HOME

25 RIDE

ROAD
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FCLO73014 B. WING 09/10/2024

NAME OF PROVIDER OR SUPPLIER SREET ADDRESS, GITY, STATE, ZIF CODE '

XBORQO, NG 27573

interview with Resident #1 on 09/10/24 at &
revealed: '
-She tack Vitamin D (Cholecalciferol) beca
sha did not get enough sunlight,

-She did not know if the Vitamin D was in tik
medications ghe was administered daily.

Refar to the telephane interview with the
Administrator on 08/10/24 at 4:19pm.

2. Review of Resitent #3's current FL-2 defe
08/12/24 revealed diagnosis included '
hypertension, :
[
a. Review of Resident #3's current FL-2 dath
08/12/24 revealed an order for Trismeinolo I
0.1% cream, use daily with Eucerin cream {§
biody including arms and legs.

Review of Resident #1's August 2024 from |
08/12/24-08/31/24 medication administratio
record (MAR) ravealed: }
-There was no entry for Triameinslone 0.1%
cream. ;
-There was no documentation Triameinolong
0.1% cream had baen administarad.

Review of Resident #1's September 2424 fry
09/01/24-09/10/24 MAR revealed: :
-Thers was na entry for Triamcinolone 0.1%
craam. :

m

{X4) ID SUMMARY STATEMENT OF DEFIGIENGIES l o PROVIDER'S FLAN OF CORRECTION (X5)
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FUll PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETE
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i DEFICIENCY)
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~Therewas no- documeRtation Thamai rolong
0.1% cream had hean sdministerad.

Qbservation of Resident 3's medications onfiand
on.09/10/24 at 11:21am revealed there was %
tube of Triamcinolone cream dispensed on |
06/06/24 with the directions ta use twice dail
heeded (PRN) with Eucerin cream to the bod

including arms and lags.

as
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Tedephone interview with a representative fio
the facility's confracted pharmacy on 09/10[P4 at
1:64pm revealed: ii
-Resident #3's current order for Triamcinold
was dated 05/31/24 and was to be ysed I’ )
~There was no documentation Resident #34
dated 08/12/24 had been receivad at the
pharmacy,

-If Resident #3's FL-2 had been recsived i %

pharmacy would have entered the Triameinbione
&5 a new order and removed the PRN ardel

-If the medication was not nesded dally, thel
Tacility staff could have then gotten clarificafion on
the order.

Interview with the Supervisor-in-Charge (Si4 ) on

09/10/24 at 2:56pm revealad:
-Resident #3's Triamcinolone was orderzd dhily a
"while back” when the resident had a rash, |
-The resident's ragh had cleared up and thej
medication was changed to PRN. :

-She complated Resident #3's FL-2 and failgd
add PRN to the order for the Triamecinolone)
-She usually sent the FL-2 to the pharmacy |
~The order wauld reed to be clarified, '

|
Interview with Resident #3 on 09/10/24 at 6;
revaaled he did not have a rash and was nof

itching.

Altempted telephona interview with Residentk 3'e- =

PCP on 09/10/24 at 11:66am was Uneuccesg

Refer to the telephone interview with the
Administrator on 08/10/24 at 4:19pm,

b. Review of Resident #3' current FL-2 datd
0B/12/24 revealed;
-There was an order for Furasemide 20mg ¢
Divisiain of Heaith Service Ragulation '
STATE FORM
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| Review of Resident #1's Septamber 2024 ff

daily if needed (PRN) for @ weight gain of 3
pounds (Ihs) a day or a weekly weight gain]
Elbs. -
-There was an order for weekly weights.

Review of Residant #1's August 2024 from
08/12/24-08/31/24 medication administratick
record (MAR) revealed: [
-There was an entry for Furasemide 20mg fince
daily if needed for a weight gain of 3lbs a di)
weekly weight gain of Slba. ; y
~There was no documentaticn Furosemide
been administerad PRN,

-There was an entry for weekly weights.
-Weekly waights were documented as 190 Ji
and 190.

09/01/24-09/10/24 MAR revealed:
~There was ah entry for Furosemide 20mg g
daily if neaded for a weight gain of 3lbs a da
weekly weight gain of Slbs. |
-There was no decumentation Furosemide
been administered PRN. . f
-There was an entry for waekly weights.
-Weekly weights wera documented as 194 3
188. 1
-There was no documentation far daily weigh

Observation of Resident 3's medications on

o . L FORM APPROVED
—Division of Health Service Requlation :
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/ o_] tA 03 MULTIPLE GONSTRUGTION {X3) DATE SURVEY
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‘ A BUILDING: 'L
FCLO73014 B. WING 05/110/2024
NAME OF PROVIDER (R SUPPLIER JREET ADDRESS, CITY, STATE, ZIP CODE
- 1425 RIDE ROAD
TOUGH OF LOVE FAMILY CARE HOME - i
H E FAMILY CARE HOME R{XBORO, NG 27573 .
(x4) ID EUMMARY STATEMENT OF DEFICIENCIES | D PROVIDER'S PLAN OF CORRECTION (x5)
PREFX {EACH DEFIGIENCY MUST BE PRECENED BY FUlR FREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY DR LS IDENTIEYING INFORMATICE TAG CROSS-HEFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
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on-09/10/24 st 1172 1am revealed:

-There wag a punch card dispensad on 08/14
for ten tablets of Furosemide 20mg once dagh
needed for a weight gain of 3lbs a day or a |
weekly weight gain of 5lbs; 8 tabiets were
remaining. |
~There was & second punch card dispensediin
06/06/24 for thirty tablets of Furosemide 20rdG

once daily if needed for a weight gain of iy

Division of Health Servica Reguisiion
STATE FORM
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(X4) |0 o FROVIDER'S PLAN OF CORRECTIDN
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-If the resident had an order to weigh the rdki
weekly, the staff should contact the PCP talk

which order was acturate. :
-An order for daily weights with a medicatio

an order for waekly weights would be cory i

Attempted telephans interview with Resida

PCP on 09/10/24 at 11:56am was Unsuccets

Refer to the telaphone intarview with the
Administrator on 09/10/24 at 4:19pm.

08/10/24 at 4:19pm revealed: i
~The SIC reviewed the rasidents' Fl.-2s #nd
after-vigit summaries. |
-She reviswed the residents' records somed
once a month, but at least quarterly.

-She asked the SIC if she had any questionf

concerns about the FL-2s and after-visit

sUmmaries. .
-3he would have expected the SIC to have |

compared any new orders and if thara was :‘;

discrapancy to have gotten it elarified.

b sas

Telephone interview with the Administratar g

ful.

W edication! Staf¥ Has  |og/13/24
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