in aceordance with 3.8, 131040 and results
avaifable in the staff parson's personnal file;

This Rule is not met as evidenced by:

Based on inlerviews and record reviews, the
facility failed to ensure 1 of 4 sampled staff {Staff
C) had a ¢riminal background check comploted
upon hire,

The findings are:

Review of Stalf C, medication aide’s personnsl
record on 11/20/24 ravesled:

-Staff O's hire date was documented as 08/26/24,
~There was no documentation of a criminat
background check priorte 11/20/24 at 4:12pm.

interview with Staff C on 11/20/24 a1 3:19pm
revealad:

-Bhe was a manager and medication aide.
-She administered medications at the facility.

Heview of residents’ medication administration
records revealed Staff § documeniad the
administeation of medications on 09/13/24,
09/14/24, 09/15/24, and 11/17/24.

Interview with the Administrator on 11/20/24 at

Ketuned, v o 0105)2005.

gl

requirament ct:] id result in spnetions or a failure

o meet the reglilatory standards for siaff
talifications.

ssue ldentifie)|: o
Non-complianclt with the background check
requirament un, ler NCAC 1383 .0406(a)(7),

hich inveives inissing or ingpmplate
eckgrotind ch ti:ks for Staff

L
b

|
‘active Actions:

I
1. identi |catlan of Nen-Compliant
Staff: If
o|: Actiont Canduet an
| immediate feview of all siaff
| records o iientity indviduals
1) who are mi‘ sing required
'i backgrotng checks, or whose
|| background checks are
|\ incomplele pr cutdated,
Regponsible
Ii Party: Administrator
|| Timeling: tomplata review
i within 24 hz LS,
2. Initiati{ n of Missing Backgraund
Check]|+
o |'| Action: For|any staif member
| found facking a background
| check, initi; @ tho required

|
mmediate Cor|

!

o

.

ibackground|check process

|limmediately} This includes any
new hires of current staff (staff

'|G) whoze ¢llecks are overdus
or incomplele.

o | (Respansih

||Party: Adprinistrator

o Timaline: Background checks

for identified staff will be

initiated within 24 heurs and

|
' PRINTED: 12/6/2024
o FORM APPROVED
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FOLO92-324 B. WiNG 1172142024
NAME OF PROVIDER OR SURPLIER STREET ADDRESS, CITY, STATE, 2IP £00E
|
LYNNDALE SENIOR LIVING HOME R }
RALEIGH, NG 27612 J
SBUMMARY STATEMENT OF DEFICIENCIES ’ 0 PRAHINERS PLAN Of CORRECTION &)
{EACH DEFICIENCY MUST B PHECEDED BY FULL PREFIX (EAGH|;ORREGTIVE AGTION SHOULD B COMPLETE
REGULATORY ORLSC OENTIFYING INFORMATIGH) TAG GROSS-IEFERENCED TO,THE APPROPRIATE PATE
DEFICIERGY)
C 0d Initial Comments C 000 I
i
The Adutt Care Licensure Section conductad an |
initiat survey on November 20, 2024 and |
Novambar 21, 2024. Plan of Correc|lon for Missing backaround check
Test Complianiie under NGAC 13G,0406(a)(7)
© 447 10ANCAC 13G .0406(2)(7) Other Staff C17 Regulation Ofjerview: NCAC 13G .0406(a)(7)
Qualifications requires that al 'staff employkd in a licensed
adult care hom|a must unde?gu & background
10ANCAC 13G 0406 Other Staff Qualifications check as part ! their qualifications, This ensures
{a) Each staff person of 3 tamily care homa that individualé‘gmployed in|paregiving roles do
shalk not puse & risk’ o the safety,health, or wall 1472105
(7) hiave a criminal background check completed being of residehts, Failure fo compiy with this

Mwmm@g 4%
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 within 7 days.
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STATEMENT OF DEFICIENGIES {X1) PROVIBERISUPPLIER/CUIA {2} MULTIPLE CONSTRUCTIO! {X3) DATE SURVEY
ANG PLAN : ; :
LAN OF CORRECTION IDENTIFICATION NUMBER:; A BUILOING: ! COMPLETED
i
FOLEB2-524 B.WING 1172172024
NAMECF rnnwnsa OR SUPPLIER STREET AUDRESS, CITY, STATE, ZIP CODE
LYNNDALE SENIOR LIVING HOME 8628 KEYSTONE DR
RALEIGH, NC 27612 l
{X45 10 _SUMMARY STATEMENT OF DEFICIENCIES 0o PRIVIDER'S PLAN OF CORRECTION )
PREFDL [EACH OEFICIENGY MUST BE PRECEDED BY FULL PREFIX [EACI ],cnnnscnvea TION SHOULD BE coMLErE
TAG REGULATORY OF LSG IDENTIFYING INFORMATION) TAS CROSE: EFERENCED TEJTHE.‘APF'HDPEFATE DARE
1 DEFICIENGY) :
C 47! Continued From page 1 C 147 i
4:00pm revealed;
-He was responsible for requesting a criminal |
background check on siaff. i
-He completed the criminal background check :
when the potentlal staff completad the '
application. :
-Staff C completed her application when she was |
opening a facility and he thought a criminal
hacknround chaclewse comnlatad Yhen, oo ha did
nof giirese padorming annther priminal ;
background check for Staff . |
|
interview with ihe Administrator on 11/21/24 at .
1:08pm revealed he had not located |
documentation for a criminal background check |
for 8tafi C.
C 204 1DA NCAG 126G N7H2 {r} Tuboroulngis Tast and £ ond Comoctive Ackis Plan:
Medizal Examination Emmediate Acti 1;: [ 11224
10ANCAC 136 0702 Tuberculosis Test And The resident will 'bb schednled for a wiberculosis test
Badinal Fuaminating amd Immniatestiae Foamediately, | l ‘
() The medical examinalion shall be completed Tl List witl be | gministered by a licensed healtheare
; : provider in aceondance with thel fagility's protocols.
no mare than 90 days prior to the resident's A TIPSR | O e
dmission to the faclliiy GXCEpf in the case of i3 FEVIEW 01 GG | 3RIGENL 5 J.ut.u.llul il..br.‘ilu Wik IJ.C
@ i il conducted o ensjire that all ather reqhived medicat
emargency admission, exaeninations are bp to dme.
Roat Cause Anal ysis:
Review of faciliflt procedures VT 1i b contlueted 1o
determing why |5 wbarculosis tes: was missed,
Determine if thep was a breakdbwa in the process,
such as commun’ 2ation faiture, faiture to follow the
established policil or an oversiyht in the resident's
| medical records.
. : Staff Education £1d Truining:
This Rule is not met as evidenced by: |
Based on interviews and record reviews, the All clinical staff)heluding nursing and
facility failed to ensure the medical examination F(lminisu-aﬁve pe}sommet, will undergo additional
ocumented an the resident's FL-2 was no more raining regardin l the requirements of tubercalosis
han 90 days prior 1o admission for 1 of 3 esting for afl ney, ladmissions sxjd on 4 perivdic basts
I ]
|
I

" #f continuation shoat 2 of 21
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L:;aung air dogrtimaiative.
F’olicy und Praledure Review
1

16 Facility’s T8 screening mid

eviewed and V' 3dated, i€ necdssary, tu ensure it aligns
with curent re; plulions and Best practices,

nsure that ail hew admissio

o~ H el ve 3 R, Y s an ot e
ostd mmcdint ' ¥ U0 sanivae and that the wst royults

re recorded in'the resident's medical file without

elay. } |
Mpnitorine ang ﬁg] !ci_s_r..!‘f?:

............. )

A follow-1ep reliaw will he edhditent within A0 daye
o ensure that & tubercolosisitest has been
idministered afd recorded fockll residers,

fThe freitity wil| perfoem vandiym andite of rcidons

ifiles manthly ¢ the next thre
compliance wit} | TB 1esting re
1Any farther issy|es or dcﬁcien?
audits wiil be ulf dressed imme:
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lD(zcumc'.maliun% |
I

aCrisnentidion) g (e TH tesi fuili be piuced in i

resident's medi¢:il record.
fThe comective 2 itions and i
jwiti be documellted in the tacyl
b og,s. | '
esponsible Pai|y:
Acminisirator/N arse
ompletion Dni 12 1122124
The tahereulosi
£1/22/24, }!
tafl’ education jibd triining wil
unied ||

eficiency regan!ing he miss
nsure future cofapliartee with
10A NCAC 13G:0702 (¢), Th
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test for resident 1 was eampleted an

is Plan of Co “l\eclion is intentded to address the

testing policy witl be

are scheduled for TR

manths to ensure
uirements,

es found during these
intely with further

ing provided io staff
iy's quality assurance

i
1 be completed by

tuberculosis test and
he NCAC regulation
facility is committed
d maintaining the
fents. Compliance
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glu taken promgtty to prevent 1
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Review of & previous foense on 11/20724 jur the
facility to operate a FCH revealsd the previous
ficense was effective April 20, 2023 through

Cotober 20, 2023,

an assisted ifving facility,

Review of Resident #1's Hesident Register
revealed an admission date of Q5/06/24.

Feoview of Resident #1's record on 11/20/24
revealed thare was no documented Fi-2 for
Resident #1 since 04/23/24,

L L P NPT RNLT{ W | APy’ U -l IPAAIA D )
TIENME FIANE FRINEP QRIS ﬁunmuauqlul WL EWEMT o)

| S:dvam roveaisd

home after hospitalization for bums to his body.
~Hagidard #1 novaripft the bome aftor the

previous FCH license expired.

Root Cause A

review of th

dmission polifiles will be eq
froot cause for yj by the FL2 fo
tl;his will involjia looking at:

(—"

t}ysﬁ

sntation and

facility's docy

dministrative

i | .
All clinical stai[rimcludmg nu
()

reining regardi
o-date FL.2 lor|

imelings for up;
soumentation
olicy and Proc
|
. frgititer 1l
s Gl

N\JI.II}JIL.“\HI, u\)‘,

i

Training will eq !{er the import
|
1]

D s i of Promidons Fi 1 covamicg: breakdown i 'the process affensuring Foring sre
1 -The FL-2 was dated 24, E*?‘iaidfgf ]i:y segoris Batwlon clinlea sl i
~ Diagnoses included chronie dementia and burn medical provid, 3.
| involving 10-18% hedy surface with 3rd degree aps in training or understandlag regarding the
1 buimn 04/08/24, lirapartance of & RL2 form,
- Rasident #1's recommended level of care was taff Education and Training:

o compioting
for ail reside

‘tes, und ho
resident fileé
lure Beview:

119

nce of the FL2 form,

1o ensore proper

Mu:n-u iy el
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k}kny further mu-}l

& promptly addyi
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bo casurs the i qc.nt s FL2 for

-lelbrluful B i3

OI PROCE3585

~Resident #1 fived in the home when iha home fﬂ;mg:ﬁf“f:: P":r':;‘ ;I(’}‘: ;’:’g é‘,‘ l‘g’é’,ﬁﬁ’g

" . e, 5 { - 1 v
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=S YECEVeR LI 042324 L2 for ! LWI\.I‘WI:IL ] Eupdﬂtﬁd Jt:gular]]*
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o ensure that
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it and properly
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C204] Continued From page 2 Coo4  [Comestive Aion Plan:
Emmediate AQon:
suurpied residenis {Residen 7).
The residen w' I'e scheduled for a new or updated
“he findings are: PL2 form o by stmploted byl leonsed Soalthoars
provider imrag) liately,
Review of the facility license to operate a family i’.‘cfmm {J‘}P .l“cf-m ?m f: ,rf e ?.rf:_u??? erwzll i
c e h Perfivd bt & JUIA :rﬂLHH. Ul:ﬂ'-’"‘ QUL dhiv qull:ll(:l\‘- [1714
aIe Ome_(FCH) posted at the entrance of the FL2 form, ens ' ing that it is i 1 accordance with all
faility at 8:30am on 11/20/24 revealed the tate wgulati::h and facility policies.
cutrent lisense was effective August 23, 2024 pon complcmm, the updateﬁ{l-'m Torm will be
through February 23, 2025, faced in the ré.ldmt s medical record,
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G 204] Gontinueg From page 3 C 204 *Please refiir to previous e rrective plan of acion.

|
-He did not know Resident #1 neaded to ba |
considared as a new admission ance the homa |
Teceived a new license to Operate as a FCH :
beginning August 2024, , |

Interview with the Administrator on 11/21124 & i
8:30am revesled: :

-He requested a new F1.-2 for Resfdent #1 on : :
11/20/24, j

“He had oot received anather FL-2 for Resident ]
#1.
-He contacted the primary care provider's {PCP}

ofilce earlier today {1 1/21/24) and was waitin g |
for the POP to autharizs araiis

 Lay :uulul‘\'.‘ulﬁca .iih'y.‘i!'(:iﬂn 1 |
1o sign the FL-2,

|
Second infarview with the Administrator on : :
11721724 at 11:20am revealed: y |
-He made sure there was a FL-2 for the resident
-Ha reviewed the FL-2, :
-He thought snce the FL-2 was signed by the }
physician, the FL-2 was "okay",

Telephone Interview with Resident #1 sFCPon I
11121/24 at 12:34pm revealed: :
|

-5ite Was a new nravidar for the Ingitite
~Her inilial vislt to the facifity was at the end of
Getober 2024,

Shao mna?u.ud &

----- el 1y

request for un FL-2 for Hesident |
#1 on 11/20424. I
-She had not received a request for an Fi.p for .
Resident #1 prior to 11/20/24. F

Aacird Ay dan

Based.on suservations, inferviews, and fecord ! i
reviews, it was determined that Residant #1 was [
notinterviewable,

C 240 10ANGAC 13G -0802(e) Resident Care Plan e240 |

STATEMENT OF DERIGIENGIES (X1} PROVIDER/SUFPLIERICLIA 2] MULTIFLE CONSTRUGTTON) | {(X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDINE: : COMPLETED

!

FCLOS2-324 B.WING F | 1ot
|
I
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LYNNDALE SENIOR LIViN HOmME 6828 KEYSTONE DR
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C 2407 Continued From page 4 | Czgo  [ummaryof th ssue PRt
Lhe resident’s cfre plan was mt up to date.at the tme
10ANGAC 13G 0802 Resident Care Plan of review, violajlng 10A NCAT 13G .0802(s),
{8} The lacility shall assure that the resldent's nzauiving o, cf.\mjxpzhensive carg plan to be developed
physician authorizes personal care services and dssviewed wifhin 15 days of admission. Wiile the
certifies the following by signing and dating the F:m plan was irjended to be falized by regulations.
sarc plan within 15 calondar days of semplotion b was tiot updafd promptly dys 10 & delay bn
of s sscsement e e e iy oG
{1} the resident is ynder the physician's care; and . B
{2) ths? resident }?as amedical diaghosis with Tanation o Ii’z!g.u
_asspciated physical or iental limitations that 'he delay tn upllating the residpnt's care plan was
Justify the parsonal care services specified in the i i é the facility could not secure a
care plan. jiduct the necessary assessment before
he 15-day deadline. The prs'w]iber responsible for
ompleting the iledical portion|of the cars plan was
This MNule o not mot a0 ovidonsod by: ! navailable untl] sfter the resident’s admission date.
Based on record reviews and interviews, the L.AS 1301 Nee ?? igaeinchufe heprscrber’s
facility failed to ensure the residenis' physician fptoriHe sess enfs cate plan Gatl fey ot
N i sutend, which délived the overdil process,
signed and dated care plans within 15 days of the | l ‘ i
assessmen! for 2 of 3 sampled residents (#1, #2), Canreetive Actic1 Plan:
[Immediate Actidl:
The findings are: !111 |
{The resident's i plan will beppdated immediately
1. Roviow of Besklont #1'5 BL 2 dalod 042824 i i e
revealen: gompleted. The | ecessary revisions and updates will
- The resident's diagnoses included chronic %nsur::' '.hm ! };f’ c:’fe pla}n s fully comprehensive and
dementia and busn involving 10+19% body £ ci;"p 1“'5_“:{. . f;.r?%u]?m“s‘ mbess il
surfaca with 3rd deoree hum 04/08/24. A re e'\‘mnml .ﬂ%b.' D ’.m.ary .lﬁmf?"m . LIs"\VI
5 » EETIEYY LG LAt Q1S LU SIEDRIC IR SUT DA @ e
-The resident was documented as constantly fosidont's needs | romptly and | oriughly.
disorientad. * ! |
-The sesident was documented as ambulatory, Raot Cause Analysis:
-Thers was no documentation regarding persanal fie raot cause ol the delay n tile care plan update
care assistance needed. éwas finding a Iilcl'ibt!l' to aitertd the IBCl’ily. ‘The
jprescriber could(|tot attend to e resident until after
Review of Resident #1's Resident Register ‘ffi‘:a']’,‘:’;’lﬁ“g;f:l 5;;‘;‘2;3]2:3“5-- d a delay inthe
o { )
revEaied A REnUEION Yt OF D510/, The facility willjeview its pnlities to address fimree
; i 3 situations in whith preseriber ayailabilily conld cause
Review of Resident #1's current assessment and delays in care plj|f developmen],
care plan on 1120/24 revealed;
-The assessor completed and dated the ST Belpoatinn 1'&4 Training:
aRseRSenl &id Gare plan on G5/G0ra4. Al stufl membed nvotved in dje care ph pruvess,
~tha resident required dally dressing changes lo nchuding nursin liadmissions, d lhe
jnigidiscipiinay Cug, wilh undbrew additionit
fraining on ensuting the timely dompletion of care
plans and coondi l?ring care plaf] development with all
necessary provid!rs.
;‘I‘mining will cmlg hastze comnnf.nicaiiun sirifegies 1o
secure fimely acg iss to prescribers and other team
imenthers involve lin the car: planning,
iStaff will be rermaded of the 15iday regutatory
Headline for care ;}lan completion and its critical role
in resident care. | i
i
!Policy and Proce ‘||ure Review:
Frhe Facility will '$view and upd Ptr: #s palicies and
procedures for f rgy_gg and updating residont care
TSI Seretor gt :
STATEFORM o) TR It gontinuation shest ¥ of 2§
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Documentation l

The updated carliplan and the Greseeiber's assessment
will be documeryed in the resident’s medical record.
Any delays and iheir reasons wilt be documented, and
comective actiot: taken will belincladed in/the
facility's qualitlssurance logs

Respansible Pagy:

[Administrator/N|ite

Complatinn Dar “

The resident's 2. plats for resifient 1 and 2 was
updated by 11421{24, ‘

Staff education £3d training wili be complejed by
31 |

Palicy review agl{ implementation wifl be complated
by 12031724, | i
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4 wound on the upper haok,

~The resident was documentad as always
dfsorientad,

-The resitent was documentad as havinga
significant memory loss and must be directed,
-The assassment and care plan were signed and
dated by the primary care pravider {FCP) on
10/31424,

Hefer to interview with the OCwner/Administeator
on 11/20/24 at 11:30am.

Refer to telephone interview with the facility's
contiacted PCP on 11/21/24 at 11:51 ann,

2. Review of Resident #0's BL9 duted 08/28/24
revealed:

~ The resident's diagnoses ingiudeg early onset
AIZRSIRISI'S demeniia with benavioral
disturbance, mixed hyperlipidemia, and sefzure
disordar,

-The residsnt was documented as gonslantly
disorisnted.

-The resident was dosumented as ambulatory
with wandering behavior, :
-The resident was documanied & 1equiring

assistance with bathing, trgssing, and feeding.

Rsview of Fesident s2's Resident Ragister
revealod an admission date of 09/03124,

Review of Resident #2's current assessment and
care plan on 11/20/24 rovealeq:
~The asseasor completed and datedths

assessment and care plan on 09/18/24,

~The resident wae decumontsd =s Fetjuiring otai
assistartce with eating, dressing, toileting,
bathing, grogming, ambulation, and transfetring,
-The resident was docurented as always
disoriantad,

H
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~The ragidant was documented ag having a
significant memory loss and must be directed.
-The assassment and care plan wers signed ang

dated by the primary care provider {PCP) on
10314,

Refterto interview with the Ownet/Administrator
on 11420024 &t 11:30am.

Refer to telaphana interview with he facility's
contracted PCP on 14/21/24 a1 1154 am,

nterview with the Owner/Administrator on
11/20/24 at 11:30am revealeg:

~He was respansible for tompleting the care plan
assessment,

-He recently obigined services of & new Primary
Care Providar (FCP) for facility visits and care of
he resitlends,

-Once he compleied the dssegsments and care
plans, he lef! tham af the facility fov 4he MOP
sign during her facility visits,

Telephone interview with the facility's contragted
PCPon 11/21/24 at 11:51am reveated:

-Bhe was a new provider for the tacilify.
~Herinitial visit to the facifity was atthe end of
Cotober 2024,

“She asked the fasility staff about carg plans
being completad when she visited the facility.
-5he usually received the care plan forms once
the assossment was completed.
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© 343 10ANCAC 13G . 1004{j) Medicatian Chaz .
Administration | ‘
10ANGAG 13G . 1004 Medication Administralion
(i) The resident's medication administration !
record {MAR) shall be accurate and include the . |
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C 342| Continued From page 7 cadg  pummury of fie lssue: A
pag The facilicy ﬁiited 1 praperly docoment medicaion
following: admigistration) and PRN (ps-fleeded) medication
(1) resident's name; effectiveness, Pliolating 104 NCAC 13G,1004()),

(2) name of the medication or treatment order;
(3} strength and desage or guantity of
medication administered:

{4} instructions for administering the medication

which required accurate and 1 mely documentation of
all administer i.‘ medicationslincluding the
effectiveness off PRN medicalmns. Daocumeniation
was either inctinplete or missing for medications

or{reatment;

{5} reason or justitication for the administration of
medications or treaiments as needed {PRN) and
documenting tha rasulting effect on the resident;
(6) date and fime of administration;

{7) documentation of any omission of
medications or treatments and the reason forthe
omission, including refusals: and

(8) name or initials of the person administering
the medication or treatment, If initiale ars usad, a
signature equivalent to those initials is to be
documented and maintained with the medication
admministration record (MAR).

This Rule is not met as svidenced by

Based on observations, record raviews, and
interviews, the facility failed fo ensure the
accuracy of the medication administration records
{MARs) for 2 of 3 residents (#1, 22) including a
medication used jor seizure disorders (#2)and a

medication used for pain
e,

Tha findings are;

Review of the facifily medication administration
policy ravealed;

-Resident's medicalion administration records
(MARs} would be accurate.

~The reason or justification of medications or
treatments as needed [PRN) would be

administered, fiad for PRN m
efectivencss of 'the administy

dications, the
tion was not

cansistently re l?rded.
Cotrestive Aclt'fn Blam:
Immediate Ac on:

affected resided’s (1 and 2) wi
responsible nuniing staff will g
missing entries) |

Eoe memcmmrlwl udminislratim1 records {MAR) for the

{ be reviewed, and the
romply complete any

The effectivend)s of the admiy
madications will ibe docnment?
including nsscs.'alng the reside
imedication, :

SupcTviaoes oF i nm feads will

adiministration éﬂd documenta

isterad PRN
d as required,
's sponse to the PEN

nupiior medication
an for the remainder

Roal Cause A1 i&s.is:

of the shifl tv ef jure immediat
proper documg ']%uimz protocols.

compliance with

I} missing or §
documentadon,

rool causes of't
Anatyzing workl ows to deter.

ssessing wheth
dcking i docy
flectveness, .
iReviewing any s stem fssues ¢
onlributed to n)
malfanctioning ¢)2ctronic heal
| |

A detailed reviclj will be cond

'his review wi

breakdown in dcilf,umentaiion ofeumed (o, at the
point of adminisl ation, during Shift change, orin
clactronic ar pagir MAR systems),

r slaff training or understanding was
nting PRN 117 i

sead documen

cted to identity tie
romplete medication
‘i {nvolve;

ne where the

t may have
ation (e.g.,
th record syslems).

documented and Include the resulting effect, Staff Education fiid Teaining:
~Omissinn nf madinatinns o traatmante and tha AN nureing sioff e sl Er‘..@.‘.cdia:c Rliaiing un
L [ reasen for the omissions would be documented. fthe proper docunjisatation of mefication
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|

fadminis ffon andl the reuiremmont o v the
cffectiven|ss of PRN me ications,
lﬁ;nphasis i4il] be ;;s?ar:cdj R ensuring that:
T ot yered medica& ons are docnnented

immediatey after sdminiiration, |

The effectf reness of PR medications is documented
including IIG resident’s reSponse and any side effects,
IStaff will &2 trained on th imporiance of aecurate
Focume_nr on for medic-1 100 management, ncluding!

ised or incomplete

Division of Health Service Requlation

phe sks asinciated with
:ries, aj
& training} | will cover Pitper MAR, ensuring sty
ndersiandfltow to record edication 2nd PRN
ffectivenedi proper| .

1

L’olicy and Hrocedurs Revigw:

The {acHity spolicies and trocedires refated 1o
edication §jtministration Snd documeniation will be

eviewed ant lupdated fo uee: elarity and

fcompliance 3 ith state reguibtions,
E clear, step 1By-step provess for documenting PRN
{medication 3 {ministration aGd effectiveness will be

anorpnmleqf*nm the facility's medication
dministratia policy. ?

E& procedureivill be established for monitodng the
imely compljtion of medicl:iun documentation ang
he effectivaisg of PR mtldicalions, particutarly for
igh-risk mog ‘catjons,

System Impre ! ements:

A system ofc'{mks will bo i Eplcmented, sich as g

supervisor or  haree purse n! iewing PREN

divedivaiinn e ||['ies At the endiof each shifl to enswe

that all entries are complete and accnrare,

I

Monitoring an|d Follow- Up:
A follow-up aljdit will be colfucted within 30 days
o ensure all aifdication admilistrtion and PRIy
ducumentah‘t;] 5 completed ;} perly and complies
:Lw!th the: facilil!,f s updated policies,

random audil o MARs willlbe conducted weekly
or the next thise motths to mbnitor compliance with
vcumentation HE‘PRN effectivencss and other

medication entfjes.

Snpervisors ang| nursing mang

sers will perform

docomentaion

 roeess and to Teinforce the

pericdic spot cl]-;'cks 10 ensurelrompliance with ihe
importance of o :mplelc and acpurate records,
|

Docurrentation I
The fapility's qlii Jity assurancellogs will include
docementation 8§ (he compieted training sessinng for
nursing stafi, | ;
Any corrective ajtions 1aken, including updates 1o
policies and praddures and staff retraining, will b
dacumented, '

Records of the cfimpleted auditd and follow-up
E:ticns will he np@ntained for rgview,

esponsible Parg):
dministraior

i {

L e
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ompletion Dali 11/30/24
Isting MAR clocumentatlon il be completed by
dmingstcator 21 med tech,
Stafl retraining(iin PRN medication documentation
will be completid by 12/16/24
Policy review i |§l systeen imprpvements will be
completed by ¢ :P 6124,
Concheston; I
This Plan of Coj'section addresses the missing
medication adn}h;ﬁslration and PRN documentation
and ensures comipliance with 1DA NCAC 13G
L1004(5). The fa ﬂlity will kake darreetive action by
retraining staff, ) pdating policiés. and implementing
system improve||lents to ensurg tiat medication and
PRN effectivengiis docwmentatipn is aceurate, dmely,
and completz inflhe future. Continunus monitaring
and suditing wil Ii:e conductedifo maintain
campliance and {improve medichtion meanagement
practices. l
'
!
|
vl
]
|
|
il
|
|
i !
|
i
|
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Continuad From page 8

1. Review of Resident #2's current FL-2 dated
NR2R124 ravaaled disnnness inaluded sarly onpot
Alzheimers demeantia with disturhance, mixed
hypetlipidemia, and seizures.

Review of a physician's order for Resident #2
dated 10/04/24 revealed an order to start
{evatiracetam (generle for Keppra used fo treat
seizure disorders) 500mg tablet every 12 hours.

Review of the October 2024 madication
administration records (MARSs) for Resident #2

revealed thers was no enfty transcribed to the
MARs for Kenpra S00my tahlat avany 12 hours,

interview with the medication aide (MA) on
11421424 &t 10:55am revealed:

-She administered the Keppra to Besident 42
when it was recaived at the facifity because she
knew the primary care provider (PCP) had given
an order for the Keppra.

-She kiiew the PGP orderad the Keppra because
she participated in the video call with the PGP,
-When a new medication arrived at the facility
from the pharmacy, she would ask the
Administrator about the arder for the medication
before she administered the medication.

-The pharmacy was responsible for sending an
updated MAR when new madications were
prescribed or there were changes in medieatinn
orders.

Interview with the Administrator on 11/21/24 at
11:20am revealed he was responsible for
ensuting that medication administration orders
ware aecurately transaribed to the MARS.

Telephone interview with the contracted provider
pharmacy on 11/21/24 at 10:14am revealed:

C a2
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jte previous co

ctive plan ofcormection.
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amvmediain 5,

-Keppra was disp
for Resident #2.

12:05pm revealag:
to the facility,

the neurglogist,
-If Resident #2'g
administersd,
selzure activity,

-Bhe had not been
having any seizyres,
-She was aware Ras
January 2024 but no
hospializations sinc.

Attempled telephong

unsticcesshul,

notinterviswabla,

Referta the interviow
! 9:82am.

.t Referto second intoryi
at 10:55am,

Refertothe interview
1/21/24 at 8:36am.

revoals;
-Diagnoses includad de
STATEMENT OF DEFICIENGIES

G321 Continued From Page9
f -Asupplemental MAR was s

ensedto the tacility on 10/08/24

Telephone interview
-She looked at madic

-The Keppra for Resid

Keppra medication had not bean
the res
made aware of Resident #2

tavare of any i
a then,

Neurologiston 11/21/24 at 12:

Based on observailons,
eviews, it wags detarmin

withaMAon 4 1721124 st

with the Administrator on

2. Review of Resident #1's

Uiation ‘
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ident would be at risk for
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48pmwas

interviews, and record
ed that Residant 4o was

Bwwith a MAon 11/21/94

FL-2 dated 04/23/24

mentia and bur invoiving
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€342} Continued From page 10

10-19 percent of body surface with thind degree
burns - 04/08/24.
-There was an incomplate physician's order for

| Tlenol (used to treat pain) 650my takslet "q 4
{every 4),

Review of an FL.2 for Resident #1 datad 1 1/24/24
revealed a physician's order for acetaminaphen

{genatis for Tylenol} 325mg two tablets every 4
hours as needad,

Review of the November 2024 medication
administration records (MARSs) for Resident #1
reveated:

~There was a printed antry transcribed to the
MARs for acetaminophen 325mg tablet take two
tablets every 4 hours ag needed for fover or pain.
~There was documentation for administration of
the acetaminophen 328mg tablats on 1 1/02/24,
14/05/24, 1 1/08/24, and 11719024,

~There were no entrigs or notes tlocumenting the
reason or resultsfeffeciiveness of the as fieeded
acelaminophen administration,

Interview with the medication aide {MA) on
11721724 at 12:30pm revgated:

~She temembered administering the as needad
acetaminophen to Resident #1,

-Bhe was supposed ta acknowledge if the as
neaded medication was effective after 30 minules
to one hour had passed,

~&he did not think 1o document the effectiveness
of the as needed acetaminophen,

-She did not know where she was supposed o
dacument the effectivenass of the as neaded

Ca42

!
i
I
2

Plosse refs

10 the previous

portective plan of sorrection,

| |
acstaminophen, :
interview with the Administrator on 1 1/21/24 at i
12:34pm revealed: :
-He administerad the as needay acetantinophen | | »
STATEMENT OF DERGIENCIES {X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION | (%3} DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BLDING: ___ b GOMPLETED
gl
|
FCL092-32¢ 2.4ING — 11/212004
NAME OF PROVIDER OR 8UPPLIER STREET ADORESS, CI'Y, STATE, 2P CODE :
LYNNDALE SENIOR LIVING HOME HESIEISTONE R |
RALEIGH, NG 27612 ! ‘
oam | SUMMARY STATEMENT CF DEFIGIENGIES n PRO(\:} {ER'S PLAN OF CHERECTION s)
PHEFIX } (FAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFX {EACH CXIBRECTIVE ACTION SHOULD BE comrLT:
TAG J REGULATORY ORLSG IDENTIEYING INFORMATION) TAG CROBS-RE] ‘E“Eg‘;r;’fggﬁ? J ¢ APPROPRIATE pavg
! o
Division of Haaith Service Regulation

STATEFORM

OTLIT |

i

|

i

I eontitvation shest 16 of 231




‘ PRINTED: 12152024
‘ ‘ FORM ARPROVED
Divigion of Haalth Sevice Reguiation

€ 342| Continued F rompage’11

C a2 BPlease refep ?o the previous ormeetive plan of eoreoton.
to Rosident #1 on 11/02/24, 11/05/24, ang i
11/08/24, J
-He was supposed to document the reason far '
administration of the as neaded acetaminaphen, !
-He forgot to document the reason the as needed

acetaminophen was administerad each time he
administerad it

Baged on obsarvations, interviews, and recard X

feviews, it was determined that Resident #1 wag ;
notinterviewabis.

Referto a inferview with a MAon 11/21/24 at |
9:32am. ]

Refer to second interviow witha MAon 11/21/24
at 10:55am.

Refer to the interview with the Administrator an
11421424 at 9:39am.

interview with a medieation aide {MA}) on }
11/21/24 at 9:32am reveale: |
~The MAs ware not responsible for transctibing i
orders lo the medication administration recrds |
{MARs). '
~The primary care provider sent medication !
orders tg the contracted pharmecy provider, .
-The contracted pharmacy provider was Y
rasponsible for sending a new MAR with any sew '
medication ordered. X

|
Second interview with a MA on 11/21/24 at |
10:55am revealed: :
~She did not think she had seen a medication
administration policy,
-She rememberag discussing medication |
administration with the Administrator prior fo the ' :
surrent licansing of the facifity,
-She was Instructed to check tha medications

STATEMENT OF DEFICIENGIES {%1) PROVIDERISUPPLIER/CLIA {42} MULTIPLE CONSTRUCTION || {X3) DATE SURVEY
AND PLAR OF GORAECTION DENTIFICATION NUMBER: SO COMPLETED
FGLD92-324 B. Wikig 1182172024
NAME OF PROVIDEROR SUPPUER STREETARDNICE, aiTy, BTATE, BiF CO0E
LYNNDALE SENIOR LIVING HOME 6528 KEVSTONE DR |
RALEIGH, NC 27612 ¥
64} ID SUMMARY STATEMENT OF DEFIGIENGES D pnou.;'jen's PLAN OF (ORRECTION (451
PREFIY IEACH BEFICIENGY MUST BE PRECEDEDBY R I PREFIK {EACH Gi:RHEcTWE AG I'I|T>N SHOULDBE COabLETE
TAG AEGULATORY O LSC IDENTIFYING INFORMATION) TAG cmoss.néj-snsnceo TO THE APPROPRIATE QATE
DEFICIENGY, :
Ivigiodt of Halli Sewica Raaufation ! ‘
STATEFORM e OTLIt # conbuation zhoar 17 of 2




|
|
I PRINTED: 1211672024
. i FORMAPPROVED .
Division of Heafth Service Reuulation !
22| Continued From page 12 C 240 Pleasz refd) ilo the proviousltorrective plan of sunection,
: |
against the MARSs befora administering, ;
Intarview with the Administrator on 1 1/21/24 at i
%:39am revealed:
-He recelved the new medication administration !
| records fram the contracieq pharmacy provider. i
-He was responsible for checking the MARs fo b
ensLre accuracy and snsure medications listed '
on the MARs wers available in the medication
can. '
~f there was a discrepancy with the MARs, ha |
contacted the contracted pharmacy provider,
-He had not had any issue with MAR diserepancy, !
] I
C 379 10ANCAC 13G:.1009(2)(1) Pharmaceutical Care G375 Corrective Aldion Plan: 1512004
immediate Alftion; i
10A NCAC 13G.1009 Pharmaceutioal Care The fucitiy 4l didtel} review all resid
) Th ity s ot o soioas icios domms oo et
llcepsed pharmacist, prescn{)mg praclitioner or eare servieesilies provided il scooidanue with 104
registered nurse lor the provision of NCAC 13G | B09(a)(1),
pharmaceutical care at least Quarterly for Consultations With the pharacy will be requested
residents or more fraquently as determined by ’fcr the residefils involved tobnsure the
the Depariment, based on the documentation of Appropriatenss and safity off their medications and
significant medication problems identified duting ChIE. i
monitoring visits or other investigations in which ) I ; ‘
the safety of the residants may be at risk. Policy and Prdzedure Review:
Pharmaceutics! care invalves the identification, The facilicy's ia!icias and proecures related to
: . o Hily's i precedures refateg
preventian and r.esorutlon of medication rel:atﬂd pharmuceution ‘care wil be rgviewed ang updated to
jProblems which includes at least the foliowing: ansute complilibee with 1 DA NCAC 13G L1008()(1),
(1)'an on-site medication review f.or each resident [Fhis review will include:
whigh inclqdas atleast the following: Establishing specific imelined for reghiar medicmion
(A) the review of information in the resident's reviews and as:‘ Essments by apharmacist,
record such as diagnoses, history and physieal, Creating or reiflforeing & proweol for nursing and
discharge summary, vital signs, physician's pharmac:y teanjdto notify thellimrmacist ol any new
orders, progress notes, laboratory values and nedications, chinges, or euRCesns,
medication administration records, including '1‘3?"‘3‘.‘1‘3“.‘;"“' .“"E" and esponsibilities for a{"
current medication administration records, fo ;g’éf:s’m"’ "’cri 0 te medieayion mansgemen
delem?me that medications arg admml'stered as atlining the p eess for docathentation of
preseribed and ensure that any undesired side phannacist cont Mations and sledication roviews.
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effacts, potential and actyal madication reactions
or interactions, and medication erfors are
Identified and reported 16 the appropriate
Prescriving practitiongr: and,

(8} making recommendations forchange, if
necessary, based on dosirad medication
ouicomes and ensiing that the dppropriate
preseriving practitionar is 5o informed; and,

(C} documenting the results ofthe medication
review in the residant's record;

This Rule is not met as evidensed by:

Based on record review ang internviews, the
Tacility failed to ensure a ficensed pharmacigt,
provider, or registered nurse completed g
quartetly on-site meditation raview for 1 of 7
sampled resident {#1) that met requirement for a
quarterly medication review,

The findings are:

Heview of Resident #1's FL-2 evealed:

-The FL-2 was dated 0d/23/24,

*Diagnoses included chronic demeniia and burn
involving 10-19%hody surlzce with 3rd degres
bum 04/08/24,

-The FL-2 was generated from a hospital with the
Tecommended tevel of eare documented foran
assisted fiving facility.

~Fhere were fourieen medication orders listed on
the FL-2,

Review of the Resident Register for Resident #1
revealed the resident's admission dale was
documented as 05/08/24.

Review of Resident #1's fecord reveaied:

~There was a visit summary datad 05/30/24 from
a locat hospital clinic,

cars  Pharmacy [orvices Enhatbonmens

establishing) i designated

pharmagist i.?n-site 18 ismp

Respansib ;:Party:
Health Pa Pharmucy
_Camp!etim},Data: 121512074

in:sidents W

The facility) wifl explore, the possibility of
harmacy lgison or

ve covrdination and
ensuse the flmely defiverylf pharmycentical eare,
T phiarin |8 s to compliic auarterly review,

[Immediate Ifmmaceuu'ca] Lare review for affocted
ﬁibe eompleted by [ 12/5/2024],

s
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-There was a telehealth vigit conducted on
10/09/24 by a mental health provider,
-There was no documentation of a guarterly
medication raview,

interview with the Administrator on 11/20/24 at
9:49am rovealed:

~Resident #1 lived in the home when the home
had a previous lisense number.

~The resident was the only resident living at the
horme until the home recelved the current license
to operate as a family care homs beginning
August 23, 2024,

Telephong interview with the contracted
pharmacy provider on 11/21/24 at 13:12am
revealea:

-The phanmacy offered medication reviews to
cantracted faciiities,

«There had not baen a request from the facility to
complete any pharmacy reviews.

Interview with the Administrator on 1 1121124 a1
1:22pm veveslad;

«There were no pharmacy reviews conducted for
Resident #1,

-He did not know anything about pharmacy
ravisws,
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