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C 000 Initial Comments C 000 In compliance with 10A NCAC 13G .0903(c)
. . Licensed Health Professional Support: The
The Adult Care Licensure Section conducted an PP
annual survey on 04/22/25. Administrator of Libby Family Care Home will
ensure that a Registered Nurse (RN) or other
C 254 10ANCAC 13G .0903(c) Licensed Health C 254 Licensed Health Professional Support
Professional Support N ) )
(LHPS) staff participates in the on-site
10ANCAC 13G .0903 Licensed Health review and evaluation of each resident’s
Professional Support h )
. e ealth status, care plan, and care provided at
(c) The facility shall assure that participation by a P P
registered nurse, occupational therapist, least every 90 days.
respiratory care practitioner, or physical therapist The RN/LHPS will:
in the on-site review and evaluation of the + Conduct a physical assessment of
residents' health status, care plan, and care onduct a pny sessme
provided, as required in Paragraph (a) of this each resident. 5/8/2025
Rule, is completed within 30 days after admission + Evaluate the resident's progress in
or within 30 days from the date a resident ] o
develops the need for the task and at least relation to their individualized care
quarterly thereafter, and includes the following: plan.
(1) . performing a physical as&sscner_ﬂ of th(_a * Recommend changes to the care
resident as related to the resident's diagnosis or _
current condition requiring one or more of the plan based on the physical
tasks specified in Parz_agraph (a) of this Rule; assessment and evaluation findings.
(2) evaluating the resident's progress to care D t all findi
being provided; ocument all Tindings,
(3) recommending changes in the care of the recommendations, and actions in the
resident as needed basgd on the physical resident’s record
assessment and evaluation of the progress of the
resident; and * Monitor and evaluate the use of
(4) documenting the activities in Subparagraphs CPAP devices, ensuring proper
(1) through (3) of this Paragraph. usage, maintenance, and
documentation of effectiveness.
This Rule is not met as evidenced by: The Administrator will be responsible for
Based on observations, interviews, and record ) )
reviews, the facility failed to ensure a Licensed ensuring that evaluations are completed
Health Professional Support (LHPS) evaluation timely and thoroughly, and that
was completed at least quarterly for 1 of 2 d L N
. X ocumentation is accurate and maintained
sampled residents (#1) with an LHPS task of _ . _
monitoring of a continuous positive airway in accordance with state regulations.
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C 254 | Continued From page 1 C 254
pressure (CPAP) device.

The findings are:

Review of Resident #1's current FL2 dated
08/12/24 revealed diagnoses included dementia,
vertigo, and sleep apnea.

Review of Resident #1's most recent LHPS
evaluation dated 09/04/24 revealed:
-Monitoring of CPAP devices was listed as a
marked task.

-There was not a more recent LHPS evaluation
available for review.

Observation of Resident #1's room on 04/22/25 at
10:15am revealed there was a CPAP device at
bedside.

Telephone interview with the former LHPS nurse
on 04/22/25 at 2:28pm revealed:

-She last completed an LHPS evaluation for
Resident #1 in September 2024.

-She did not remember if Resident #1 had an
LHPS task of monitoring of CPAP devices.

-She had moved out of state and no longer
completed Resident #1's LHPS evaluations.

Interview with the Administrator on 04/22/25 at
1:00pm revealed:

-Resident #1 had an LHPS task of monitoring of
CPAP devices.

-She knew it was at least a quarterly requirement
to complete LHPS evaluations for residents with
LHPS tasks.

-The former LHPS nurse had moved out of state
and the new LHPS nurse had not yet visited the
facility.

Based on observations, interviews, and record
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C 254 Continued From page 2 C 254 In compliance with 10A NCAC 13G .1009(a)
review, it was determined that Resident #1 was (1), the Administrator of Libby Family Care
not interviewable. Home shall obtain the services of a
C 375 10ANCAC 13G .1009(a)(1) Pharmaceutical Care = C375 | Redistered Nurse (RN) to provide
pharmaceutical care at least every 90 days.
10ANCAC 13G .1009 Pharmaceutical Care The RN shall be responsible for conducting an
(a) The facility shall obtain the services of a ) dicati ow f h resid
licensed pharmacist, prescribing practitioner or on-site medication review for each resident.
registered nurse for the provision of This review shall include:
pha}rmaceutlcal care at least quarterly fpr (A) the review of information in the resident's
residents or more frequently as determined by _ .
the Department, based on the documentation of record such as diagnoses, history and
significant medication problems identified during physical, discharge summary, vital signs,
monitoring visits or other investigations in which hvsician's orders. proaress notes. laborator
the safety of the residents may be at risk. phy »Prog ! y
Pharmaceutical care involves the identification, values and medication administration records,
prevention and resolution of medication related including current medication administration
problems which includes at least the following: ) o
records, to determine that medications are 5/8/2025

(1) an on-site medication review for each resident
which includes at least the following:

(A) the review of information in the resident's
record such as diagnoses, history and physical,
discharge summary, vital signs, physician's
orders, progress notes, laboratory values and
medication administration records, including
current medication administration records, to
determine that medications are administered as
prescribed and ensure that any undesired side
effects, potential and actual medication reactions
or interactions, and medication errors are
identified and reported to the appropriate
prescribing practitioner; and,

(B) making recommendations for change, if
necessary, based on desired medication
outcomes and ensuring that the appropriate
prescribing practitioner is so informed; and,

(C) documenting the results of the medication
review in the resident's record;

administered as prescribed and ensure that
any undesired side effects, potential and
actual medication reactions or interactions,
and medication errors are identified and
reported to the appropriate prescribing
practitioner; (B) making recommendations for
change, if necessary based on debased on
desired medication outcomes and ensuring
that the appropriate prescribing practitioner is
so informed; and, (C) documenting the results
of the medication review in the resident's
record. The Administrator shall be responsible
for ensuring that pharmaceutical reviews are
completed as required and that any follow-up

actions are implemented promptly.
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C 375 Continued From page 3 C 375

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to ensure a pharmaceutical review
was completed at least quarterly for 2 of 2
sampled residents (Resident #1 and #2).

The findings are:

1. Review of Resident #1's current FL2 dated
08/12/24 revealed diagnoses included dementia,
vertigo, and sleep apnea.

Review of Resident #1's Resident Register
revealed she was admitted to the facility on
10/22/07.

Review of Resident #1's pharmaceutical reviews
revealed:

-There was a pharmaceutical review dated
09/04/24 signed by a registered nurse with no
recommendations.

-There was no other pharmaceutical review
available for review.

Refer to telephone interview with the registered
nurse on 04/22/25 at 2:28pm.

Refer to the interview with the Administrator on
04/22/25 at 1:00pm.

2. Review of Resident #2's current FL2 dated
08/14/24 revealed diagnoses included diffuse
joint and allergy symptoms.

Review of Resident #2's Resident Register
revealed he was admitted to the facility on
10/22/07.

Review of Resident #2's pharmaceutical reviews
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revealed:

-There was a pharmaceutical review dated
09/04/24 signed by a registered nurse with no
recommendations.

-There was no other pharmaceutical review
available for review.

Refer to telephone interview with the registered
nurse on 04/22/25 at 2:28pm.

Refer to the interview with the Administrator on
4/22/25 at 1:00pm.

Telephone interview with the registered nurse on
04/22/25 at 2:28pm revealed:

-She last completed a pharmaceutical review for
the residents in September 2024.

-She had moved out of state and no longer
completed pharmaceutical reviews for the facility.

Interview with the Administrator on 4/22/25 at
1:00pm revealed:

-A pharmaceutical review was completed for all
residents in September 2024.

-The nurse who completed the pharmaceutical
reviews moved out of state.

-She knew that pharmaceutical reviews must be
completed for all residents quarterly.
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