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P 000; Initial Gommants D 00D an admlssion or egreement by the faclily of the truth | ©
e - ofsﬁrlhe_fgqtts ?}ggﬁ;l.qt_lihe gq!g.luslerl}s.scf{?ﬂh@.!&a& - -
. ement of LDeflclencies or Corréclive on Raport;
The Adult Care Licensure Sagtlon conducted an the Plan of Carrention [s prepared solely as a natlar
annual and follew up.survey and complaint of compilance with Siate Law.
Investigation on March 18~ March 20, 2025, !
March 31, 2025, and April 15, 2025 with a
 telephone exlt on April 16, 2025. The complaint |
Investigations were Inltiated by the Nash County
Department of Soclal Services on February 18,
2025, February 21, 2025, and February 26, 2025,
D125 10A NCAG 13F .0403(a) Qualifications Of ) D 125 10A NCAG 13F 01108 Qualifications of Medicallon 417125
Medlcation Staff Staff- The Landingls of Rocky Mount Mills will ensure
that all med(eation’staff will complete fraining, clinlcal
skill evaluation ang pass the State written
10ANCAC 13F .0403 Qualifications Of oxamination. .
Medlcatlon Staif |
(2) Adult cara home staff who administer
Buslness Offine Coordinator and the Exacutiv 5/16/25
medicatlons, hersafter referred fo as medication E]ﬂ'gctgf '\'Jnfé”nsm?fby‘;%du’; "gtsgh m[;%licgllon °
aidas, and their direct supervisors shall complete Bl gh co;np{iaip%trasip]lgi%sskﬂls check off and the
- training, clinleal skills validation, and pass the Viriieh examina ol by '
wrilten sxamlnation as set forth In 6.5, f
1310-4.5B. Persons authorized by state The Business Offica Coordinator will audit a 412195

occupational licensurs laws to adminlster
medlcations are exempt from this requirement,
Readopted Eff. July 1, 2021.

| .:l:hlé Rulo Is nc;é I'I-‘I“G}.t as évlééncéﬂ by:

Baged on observations, interviews, and record
revisws the facllity falled to ensure that 2 of 6
sampled staff who administered medications ta
resldants complated the state approved 5-hour
and 10-hour or 15-hour medleation aide training

| (Staff B), the medication atde clinlcal skills

competency validetion check llst (Staff C), and
the medicat{on alde test (Staff B) prior to
adminlsterlng medicalions.

The findings are:

1. Review of Staff B's personnel racord revealed;

minlmum of 2 persgnnel flles per waek to ensura all
tralnings, checlt ofip and any staff requirng state

test ara completad; Any staff with desorapencles will
immediately be dlscussed wilh the Executive Directar
for follow up and resolttion,

" | The Clinfeal Nurse Consultant, RN in-serviced the
Business Office Cidordinator and the Execulive
Director on Qua]lﬂdi'aﬂcns of Madication Staff,

| 417i25
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pesition,

-She completed her dlinlcal skills training on
10M10/24,

~Thara was ne doctimentation Staff B completed
the state approved 5-hour and 10-hour, or
15-hour medication alde tralning.

-There was no documentation Staff B completed
the medication slde testing.

Review of the medication administration record
{MAR) for a resident revealed:

-Staif B administered 3 medications an 01/20/25
at 8:00pm,

-Btaif B administared 2 madicatlons on 01/22/25
at 8:00pm

Chservation of a MAR for a second resident
revealed Staff B administerad 3 medications on
(/22126 at 8:00am.

Obsarvation of a MAR for a third resident
revealed staff B administered one medication on
01/22/25 at 8:00pm.

| Interview with Staff B on.03/20/25.at 2:37pm .,

revealad:

-She completed her clinloal skills training on
08r18/24,

-The faclliy's Registerad Nurse (RN} completed
her clinleal skills training. .
-She began passing medications independently
around 11/15/24.

-She was told on 02/12/25 by the Speclal Care
Coordinator (SCC} that she could no lenger
administer medications untll she passed the
medleation aide testing. _
-She bellaved that she had 90 days after the
clinlecal sklis training o take her medication
training and pass fhe medication alde testIn

A.-Staff.B.was.hired on 07/41/22 for a.care-services. - .- |- - - ... |-
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¥

-She should not hava baen adminlstering '
medications to resldents after 11/18/24., i

Interview with the SCC on 03/20/25 at 3:08pm !
revealed:

-News MAs must get signed off on clinical skills
chieoklist by {he facllity RN.

-New MAs had 30 days after the clinleal skills
checklist io pass the medication aide test,

-8taff B was administering medioation past her 80
day deadline without taking the medication
tralning and passing the medication test.

-8he did not realize that Staff B had continued to
administer medications past the 90 day period,
~The Business Offlce Manager (BOM) and ths |
Executive Director {ED)were responsible for .
ensuring MAs complated thelr festing before the |
90 day perlod expirad. :

Inferview with the facility RN on 03/20/25 at
4:00pm ravealad:

-She was responsible for completing the ciinical
skills chackilsts for MAs In the facility.

«She signed off on Staff B's clinical skills chocklist
L on 10£40/24. . . P A
-Staff B needed fo take the medlcation aide
training and pass the test within 60 days of the
clinlcal skifls checkllst to continue administaring
medications. )

~She shoufd not have been administering
medications o residents past 60 days after her
clinical skills chacklist,

~The BOM, ED and SGC were responsible for
ensuring MAs had thelr training and testing
completed,

Interview with the ED on 03/19/25 at 4:20pm
revaegled: . !
-Staff B was signed off on 10/10/24 for her alinlzal i
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-| skiils shackllst..

-Staff B had 60 days to complete her tralnlng and
take the medleation aide tasting in order to
sontinue administering medication to residents.
-Siaff B should not have been administering

medications to residents 80 after her cllnfcal sidlls

chacklist was complste,

-The BOM was regponsibls for ensurlng staff
have their proper tralning and testing complate.
~3he was nof sure how this was overlooked.

2. Review of the Staif C's personnel record
revealed: _
-There was a hlre date for 05/13/24 printed on the
medication aldejob descripfion.

-There was documentation Staff C passed the
medication alde test on 07/20/2008.

~There was docuimentation for the 15 hour
medication training dated 01/20/25,

-There was no documentation of an employmant
varlficatlon form for Staff C.

-There was documentation Staif C campleted the
medlcation clinical skills competeney valldation
checklist on 02/26/25.

Inferview wilh Staif C, medication.aide (MA).on
03/18/25 at 8:16am revealed:

-She had besn employed at the facility for one to
iwo months {ho exact date of employment

provided),
-Sha had boon g MATOr sight years.

-She worked at ancther facility for five years prlor
fo employment at this facility.

Obesrvatlons of Staff C, MA on 03/19/25 between
8:23am and 8:29am revealed:

-Staff G preparad medication for administration to
a resident, including potassium chloside micro
tablat 20 maq (a dietary supplement).

-Staff C placed the potassium chloride fabletina
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*

+-plastic-bag.in-preparation-for-crushing, .-—- - - -

Interview with Staff G on 03/19/26 at 8:28am
revesled:

~The potasslum chloride was "the blg white pill*.
-She had been crushing it fo adminlster to the
residant.

~Thsra were no printed Instructions on the
elestronlc medleation administration racord
(EMAR) not to crush the potassium chioride
{ablet,

Observatlon of Staff C, MA on 03/18/25 at
8:30am revesled the MA rermoved the potassium
chloride tablet from the plastic bag priot to
crushing the remaining pills.

Review of residents EMARs for February 2026
revealed Staff C documented adminlstering
medication to resldents on 02/10/25 - 02/13/25,
02115125, 02116/25, 0211 Bi25-02121125, 02/24/25,
and 02/25/25,

Interview the MA on 03/20/25 at 2:25pm revealed:
-8he administsred medications at the facllity prior

4 o completion of the medication aide clinfeal skills .

competancy valldation checkllst.

-She weas a MA whon she was hired af the facillty.
-Bhe had been worldng at the Tacllity slhce
February 2026 {na spacific date provided).
-Another MA (not identifled)} worked with her when
she administered medications prior to completion
of the madicatlon alds clinleal skills competency
validation checkllst,

Infervisw with the facllity nurse (RN) on 03/20/25
at 11:50am ravealed: :

~-She complated madleation alde ellnlcal skills
competency validation checklist.

~The medicafion alde clinical skills competsncy
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- valldation checklistwas-completed upon hire-— -~ fmme o]0 el o ol |
within 30 days and "before” the MAs worked on
tha floor.
Inferview with the Exacutive Direstor (ED) on
03119126 at 4:20pm revealed:
-The Business Offica Manager was raspansibla
Tor ensuring staff had thelt proper training and
fesfing complete.
-She was not sure how this was overlooled.
D 243 10A NCAC 13F .0704{a)(1) Resldant Contract, D243 10A NCAG 13F 4704{a){1) Resldent Gontract, 4/21/26

Information On Faoility &

10A NGAC 13F .0704 Resident Contract,
Infomalion on Facllity and Resident Repister
{a) An adult care homs adminlstrator or thelr
management designee shall fumish and review
wiih the resident or the resident's authorized
representative as dafined in Rule . 1103 of thls
Subchapter Information on the facllity upon
admission and whan ¢hanges are made to that
information. The facliity shall involve the rasident
in the review of the resldent contract and
information on the facllity unless the resident s

| cognitively unable to participate in the diseusslon, - -

A statement indicating that this information has
bean recaived upon admission or amendment as
reguired by this Rule shall be sighed and dated

by each person to whom it [s given and retained

In the restdent's racord in the faclilty. The
Information shall consist of the following:

{1) the resident contract to which the following
applles:

{A) the contraot shall specify charges for resldant
setvices and accommodaflons, Including the cost
of different Jovels of  service, description of levels
of care and services, and any other eharges or
fees;

Information on Frilitly- The Landings of Rocky
Mount Mitls will drsure that all restdenis and/ar
Pawer of Attorned will e nofified with any levels
of service changfa.

The Buslness Offe Coardinator and Executlve 41211256
Diraclor-have begn in-servicad by The VP of )

Operatlons on efjsuring the resldent and/or
responsible parlytias heen notified with a 30 day
nolice of any levils of care changss,

The Executlva [:E.‘sctorwlll ensurs that the 4/21/25
Regponsibla Patly, POA andfor the restdent Is

notified with a 3}}day nollce of a care of services
change to includ and speolify eharges and

. accommodationt!, s cms e

Divisian of Health Sarvice Regulailon

STATE FORM

8asg

N3 If continuiation sheet 6 of 35




PRINTED: 05/08/2025

-(B) -the.caniract-shall diseloss-any health-needs - --

or conditions that the facllity has dstermined It
cannot meet; .

(G). the contract shall he signed and dated by the
adminlstrator or management designee and the
resident or the resident's guthorized
tepresentative, a copy glven to the resldent or the
resident's authorized representafive and a copy

‘| keptinthe  resident's record;

(D) the resldant or the resident’s authorized
represantative shall be given a wiitten 30-day
notica prior to any change.In charges for
resident services and accommodations, including
the cost of different levels of service, descrlption
of level of care and  sarvices, and any other
charges or fees, and be provided an amended
confract or an amendment to the coniract for
review and confirmation of recelpt;

(E) gratuities In addition to the eslablished rates
shall not be accepted; and

(F} the maximum monthly adult care home rate
that may be charged to Special Assistance
recipients as established by the  Norih Carallna

' Soclal Servicas Commissioh and the North

Carolina General Assembly.

This Rule Is not met as svidenced hy:

Baged on interviews and record revisw, the
facility falled to ensure the facllity notified the
resident/responsible party 30 days before a
change in rate was Inifiated for 1 of 6 sampled
residents {5},
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-The findings are; - — - ..—.

Revilew of Resldent #5°s current FL-2 dated
11114124 rovealed:

-Diagnoses Included unspecified dementla,
unspeciiied severity, without behavioral
disturbance, psychotic disturbance, and anxiety
(primary admisslon); unspecified urinary
irtcontinence; pure hyparchalesterolemla;
unspecified ype |l diabetes mallitus with
hyperglycemia; unspeclfled glaucoma; essential
{primary) hypertension; gastro-esophageal reflux
disease without esophagitls; type 2 diabetes
mellitus with hyperosimolarity without nonketotic
hyperglysemlc-hyperosmoelar coma; acute
respiratory fallure with hypoxia.

~The resident was infermitiently disoriented.
~The resident currently resided In memory care.

Review of Resident #5's Resldent Reglster
revegled:

~There was an admission date of 06/01/23,
~There was a Residant Réglster fora
"Review/Revislon" dated 07/01/23 that
documented a date of admission for 07/01/23.
<Tha same desighaied responsible. parson/Power
of Attorney (POA) was listed on both Resident
Reglsters,

«The slgnature on the two Resldent Reglsters
matched the name of the listed respohslble
peraon/FOA,

Review of & Resident Agreement dated 06/01/23
revealed there was a seml-ptivate unlt base rent

of $4500.00 per month.

Reviaw of 3 Resldent Agreemesnt Addendum
dated 07/01/23 revealed:
~There was a monthly unit base rent of $1847.00

per month,
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slgnature of represantative for the resident dated
08/25/23,

Review of resident billing statements for Resldent
#5 revealed:

-0On 11/30/24, there was a balances for $0.00.
-0On 12/01/24, a charge of $313.42 was added
with a description for "03/25/2024 1o 03/31/2024
PGS PRIVATE-ALZ".

~0n 1210124, charges of $1388.00 were added
04/2024 through 11/2024 with a description for
dates from the first day of the month through the
and of each month and *PCS PRIVATE-ALZ™.
~0On a resldent statement with a billing date for
12/1212024, the total balance due was
doecumented as $12,805.42.

Review of a Resldent Note Report for Resldent
{5 dated 12/12/24 revealed:

~The Administrator decumanted a telephons call
belwean herself, the Business Offlce Manager
(BOM), and a corporate representaiive {namad)
with tha POA regarding denled petsonal care
services (PCS) In March 2024.

March 25, 2024.
~There waould be an outstanding balance {amount
not documented).

Inferview with a representative for Resldent #5 on
(3/31/25 at 12:30pm revealed:

<The facllity did rot provide a 30-day notice for a
change in payment jor the residents' cost to stay
in the facility.

-The rapresentative for Resident #5 receivad a
telephone call from the Executive Diractor {ED),
BOM, and someqne from the corporate office
{rame not provided) on 12/12/24 and recelved a
vertified letter from the corporate office on

.| AANC Liahilily Fee was belng added effective - .. .. ..
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Intervlew with the Administratoron 08/21/25 at
$:25am ravesled:

-She was aware of the 30-day written notice that
was supposed 10 be provided priorto a change In
billing or charges for services.

=Sha had not provided a 30-day witten notice to
represantative for Resident #5,

-She had asked the corporate support center
about the 30-day written notice and the was told
that the ropresentative signed the cordract on
admission nofing the patlent Nabllity fee could be
added If the resldent was PCS hours, and
bacause it was In the admisslon contrae, the
reprosentative for Resident #5 would not have to
have a 30-day written notice.

~The BOM was responsible for handling
payments-and bills,

<Resident #5 was denled Medicald PCSs twice
per an assessment by an Independsnt assessor,

Second interview with the Administrator on
058/31/28 at 2:07pm ravealed:

-She did not pravide 30-day wrilten nofices.
.| .=A 30-day wiltten hotice would come fromthe ... .. - ! R —— . . P R
corporate office.

-She did not get a copy of a 30-day willten notice.
“Thera was no amanded coniract for Resldent #5.

Third interview with the Admlnlstrator on 04/15/25
at 9:45am revealed: -

~Resldant #5's POA was getling monthly involces
sent from the corporate office.

-Resident #5 was denied Medicaid PCS sarvitas
after a second assessment cnmpleted on
04/02/24.

“When a residant was admiited to the facllify the

:| PGS team at the home office was nofified.

-The PGS feam sent a form for the primary care ‘ .
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-pravidet (PGR) to slgns- s

seht It fo the Medicaid depariment North Carolina
Linking Individuals and Families to Long-Term
Services and Supports (NGLIFTSS),

-NCLIFTSS coordinated to get restdent
assessments scheduled.

-Once the assessment was scheduled the facllity
raceivad an emall from the PCS team of the date
and time of the assessment,

-A nurse contracted by NCLIFTSS came to the
facllity to complete the assessment wiih ihe ED or
care manager present.

~The outcome of the assessment was not
immediately known by the facility staff,

~Medicaid notifled the representative payee of the
owtcome of the assessment,

~If the resident was denled the factlity began the
process for a second assessment.

-Ths PCS team was responsible for notifying the
accounts recaivable department for patlent

«0On 12/12/24 the Vice Prasident (VP) of
Operations, BOM, and ED called Resident #5's
POA to inform them that they were belng charged

.1 for the PCS hours that had not been pald since .

04/02/25,

~They offered the POA the optiontosetup a
 payment plan to pay the PGS hours that totaled
$12,805.42.

~The second assossment for Resident #5 was
donie on 03/01/24 and the PCS team was notified

on 04/20/24 that Medlcald deniad Resident #6's
PCS hours.

Fourth interview witl the Administrator on
04/15/25 at 2:30pm revealed:

-The actounts recelvable ropresentative at tha
hame offlce was responsible for sending outa

30-day noflce to POAs for any rate changes that

-0Oncoe the form was refumed the PCS team then

liabllity fee If PCS hours were denied by Medleaid,

FORM APPROVED
Divislon of Health Service Requlation ;
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING: : COMFLETED
R
HAL0G4034 B. WiNG 04/16/2025
NAME CF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
THE LANDINGS OF ROGKY MOUNT MILLS 1852 ANERDRIVE
ROCKY MOUNT, NG 27803 .
¥4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION 5)
PREFIX {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH COIREGTIVE ACTION SHOULD BE cOMPLETE
TAG REGULATORY OR LSG [GENTIFYING INFORMATION) ™e GROSS-REFERENGED TO THE APPROFPRIATE DATE
DEFICIENCY)
-D 243\ Continued From page 10 D 243

Divisten of Heallh Service Regulation

STATE FORM

L]

N3

If cortinualion shaet 19 of 35




- PRINTED: 05/08/2026

OCOUM s o mmeie e
«The acsounts recelvable tsam also sent out the
monthly Involces.

Intsrviaw with the BOM on 03/31/25 at 12:55pm
revealed: .
~She did not know about the 30-day wiitten notice
that should be provided to Inform a
resident/representative about a change In
charges.

-She had not sent a 30-day written notioe to
Reslident #5's representative.

Second interview with the BOM on 04/15/25 at
8. 15am revealad:

-The facliily sent monthly invoices to Resident
#5's POA, '
~Rasgident #85 was not belng charged for the PCS
hours sThes April of 2024,

-Resident #5 should have bsen charged an
additional $1,388.00 each month for her PGS
hours, )

-The Administrator and VP of Operations were
reviewing financlals and reallzed ihat Resldent #5
was not being charged for PCS houws.

.| ~Resldent #5's POA was first informed about the..

billing 1ssue In a call and an emall on 12/13/24,
-Resldent #5's POA was informed that they owed
the facllity $12,805.42 because they had not been
charged PCS hours due since 04/02/2024,

~The December 2024 Involce was sent to
Resldent #5's POA gt the end of November 2024
and was for $1,700.

-Rosident #5's POA was sent & second
December Invaice on 12/18/24 showing an
additlonal 12,805.42 for Resldent #5's PC8
hours,

Third interview with the BOM on 04/15/25 at
2:40pm revealed:
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-The_ accounts. recelvable representative was. - ... e
responsible for sending 30-day notleas if thete
weare any rafe changes.

~The homs office sent involces to the BOM to
review before they ware sent to POAs,

-When there were changes to rates the famliiss
should have slgned a new contragt.

Intervlew with the VP of Qperations on 04/15/25
at 10:20am revealed:

~The contract that was slgned by Resident #5's
POA stated that the resldent would be
responsible for PGS hours If they were denled by
Medloald.

~The faclity discussed this with Resldent #5's
POA upon admlssion,

~The facllitly's home office sent out monthly
involces to Resldant #5's POA.

~The ED discussed seiting up a payment plan
with the POA which they accapted.

Telephone interview with a corporate
representative on 03/31/25 at 2:30pm revealed:
=She had a telephone convarsation with Resident
#5's representative.

| -She did not know If a written nofice wasmailed . ..}, . .| ..

to Resident #5's reprasentative,
-Resident #5's representative/responsible person
was hotified but it was a verbal notification.

Telephone Interview with a Medicald department
NCLIFTSS rapresentative on 04/15/25 at
12:50pm revealed;

-The facllity neaded to get a 3051 form completed
for a resident In order to begin the Medlcald PCS
hours assessment pfocess.

«Onee they recelved the farm the facllity then
schadulsd and assessiment with contracted
hurse.

-If the resident was denied PCS hours they had
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-] — . .. | the-options-of-appealing the-ocuteome-or to-begin- e e I
the process for a second assessment,
-Once a resldent was dented PGS hours they
sent a denlal notice to the beneficlary or
authorized reprasentative to ihe address on file
within 24 hours.
D 273 : 10A NCAC 13F |1902(b) Healthcare
10A NCAC 13F .0802(b) Health Care D273 | dings ofi‘,{ucky el s U 4/18/25
that the routine fjnd acute health care needs of
10A NCAG 13F .0902 Health Care all regldents are'met.
(b} The facllity shall assure referval and follow-up :
to meet the foutine and acute health care neads
idents. '
Rl TRBIEE: The Care Coordirtter will review the 4118125
plectronle faclitly g[pcumentalion delly for
any needed followrup. This documentation
will be reviewed ¢(}jlly durling stand-up with
. . ihe Exacutive Dirdtor for compliance.
This Ruls is not met as avidenced by: ’
Based on interviews and record reviews, the L
facllity failed to ensure health care follow up was ;
completed for 1 of 5 residents sampled (#5) An Inservica was fomploted with i
related fo a ihel‘apeut[c dist, . Medloation Techrislans and Care ' 4118125 i
: ' gol?rdlnalor t:inﬂl‘-l\ éc\;tf} CaPra Refe{ral and H
o " olloWw-Up an i Ordor Procass|n
The findings are: System {0 ensurs| 'pﬂropr]ale follutg-up
with the provider iy the Executive Director, Jesslca
Review of Resident #5's current FL-2 dated Edwards on 41185,
-1 414124 ravealed: - 5w o0 + o : re
-Dlagnoses Includad ynspecified damentia
ance, ps tie A minimum of 2 oljart audiis will he
withioitt behavioral aturbancs, psyohis - completed weakly by ihe Care Coordinator 4/18/25
disturbance, mood disturbance, and anxisty; 1o ensure follow-4 [y and reviewed by tha
unspecified urinary Incontinencs, pure Execulive Directa™for compllance. r.*\ny .
hypercholesterolemia, type 2 diabetes mellitus 33?&?95‘”“‘95 wi| he Immeciately followe
with hyperglycemia, unspecifisd glaucoma,
essentlal hypertension, gastro-esophageal reflux
disease without esophagltis, and acute
A resident dlet o:gers will be reviewed 4{18/25
resplratory fallure with hypoxia. \upon admission eid (o any change by
~There was a dlet order of regular, the Care Coordinitor. Any descrepanales
wilt be sont to the grovider for follow up and
; clarification. !
Raview of a physlcian’s otder for Resident #5 !
dated 12/17/24 revealed there were handwritten
Divizlon of Haallh Sarvice Regulation '
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Continued From page 14

-| hotatlons-for“patient needs-low-carb-dlet*and - -

"Jow on rice and bread®.

Review of Resident #5's primary care provider
{PCP) visit note dated 03/06/25 revealad:

<3t using sliding scalss as sugar per the nlscs
sflll running high, dlabetic diat Is orderad® was
documented in the history of present lliness
section.

~There was documentation of "educated to follow
low cholesterol diet” for hyperlipldamia,

~There was no Information for diet noted In the
treatment sectlon of the PCP visit note.

Review of Resident #5's care plan dated 03/05/25
revealed:

~The diet selection was regular,

~There was an "x" next fo restrictions,

«There was a handwnitten notation In tha distary
restrictions section of "patient needs to be on
diabetic dlet {low carbs)",

Revlew of Resldent #5's record revealed:
~On 03/05/25, there was an unsigned handwritten
note from the facility requesting Resident #5's diet

. |-h& clarified to regular.or no added fable salt.. - . ..

{NATS), and the facllify did not offer diabetic
diets.

~Thare were na other requests or follow-up for a
diet olarification for Resident #5 provided,

Telephehe Interview with Resldent #5% power of
attornay (POA) on 03/20/25 at 9:15am revealed:
-She transpotrted Resldent #5 to physician visits.
-Resident #5's doctor ordered a diabsfic diet,
~The resident had a physiclan visit on 03/03/25
with the kldney dostor and was ordered a diabstic
dist,

-The ordered diet did not specify what typs of

dlabetls dist, and "just says diabetlc dlet needed".

D 273
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- | ~Bhe expested-the Memery-Gare Coordingter - - -

(MCC named) to reach out to the doctor for
spacifics regarding the diat.
-The resident "aats what they put In frant of har®.

Telephone Interview with a representative for
Resident #5's PCP on 03/20/25 at 10:53am
revealed:

-Resldent #5 was soen by the kidney doctor, In
the same practice as the PCP, on 03/03/26 as a
new patient,

-She was not able to access any additional
information regarding the resident,

-All messages ware forwarded to the physlclan's
nurse with a request for & return oall,

-She had not received any calls from the facility
within the last fwo months untl] today (053/20/25)
when a call was recelved from the Administrator
{named).

Telephone [ntervisw with the PCP's nurse for
Rasidant #5 on 03/20/25 af 1:44pn revealed:
-Resldent #5 had a three month visit with the PCP
on 03/06/25.

-Education was provided to follow a low
Gholesterol diet for hyperiipldemia,

-The resldent was on a low cholesterol diat,
-She dld not sea anything referencing a dlabetic
dlet,

-She thaught the information wrliten In the
general comments on the visit report was
information recelved from the resldent's family

member/POA,
-The PCP typleally ordered a low carb dlet far tha

dlabetlc diet which Includad not having a {ot of
pasta and biead,

Interview with the MGG onh 03/20/25 at 2:48pm
ravoalod:
-Resident #5 was on a regular dlet,
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- -|--The resident's-family memberwanted the———

resldent to be served a no conhcentrated sweets
diet.

~She read the PCP's vislt notes dated 03/06/25
and saw the Information about the diabefic diet
ordered.

-Bhe thought the PCP wanted Reslident #5 to be
served a diabetic dlet, but the PCP did not send a
physiclan’s arder.

-She had reached out to the PCP but cauld nat
remember when,

<The confact betweesn the facillly and Resldent .
#5's PCP was conducted through the family
member/POA,

-She remembered contact with the PCP on
01718/25 through the family memberPOA.

(nterview with the Adminlstrator on 03/20/25 at
5:15pm revealed:

~Thie MCC was responsible for following up with -

health care needs, Including diets.

~She expected thera to be follow-up with a family
mermber on the same day when the family
member transported a resldent fo an
appointment, and if nof the same day the

. + fallow-up.was expeoted to.occuron e next. ... ..

business day, _

«|f the MCC did not hear back from a provider
within five business days, she expected there fo
be another follow up aftempt.

10A NCAC 13F .0804(d){4) Nutrition and Food
Service

"10ANCAC 13F .0804 Nufrlfion and Food Service
{d)” Food Requlrements in Adult Care Homes:
(4) Water shall be served to each resident at
each meal, In addition to other bevarages.

D273

D 306 10A NCAC 137 .0904 Nutrition and Food  |4/18/25
Service- The Landings of Rocky Mount
Mills shall ensiira that all residents ara
servad water at each meal.

All staff to Include dlstary staff have been 4{18/25

In-serviced on bevisrages that are fo ba
served wilh each ginlng meal to resldents
by the Executive {irector, Jeselea Edwards.

Type texi
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This Rule is not met as evidenced by:

Basgd on observations and interviews the facllity
falled to ensure water was served at each meal
for resldents In addifion to other beverages.

The findings are:

Obsetvatlon of the lunch meal on 03/18/25
between 12:15pn and 12:50pm revealed;

<There were 27 rasldents In the dining room in the
spscial care unit (SCL),

--Residents were served milk and tea only.

-Thers was ho water served to tho rasidents.
-Staff did not offer the residents water.

Interview with the personal care aide (PCA) on
03/18/25 at 12:.20pm revealed:
-The Kltchen staff prepared and served the

| resident's baverages durlng.meals, . .. . ...

~3ome resldents werg served water if they
requested It. )

~The kitchen staff knew who wanted water and
usually gave [t to them.

Interview with a second PCA on 03/18/25 at
12:55pm revealed:

-Ths kitchen staff prepared and served the
residant's beverages duting meals.

-The resldents usually got mllk and tea with each
meal. .
~The resldents got water for lunch if they asked

for it.

I

meals throughou?, (he day fo ensure that

Yogldents are seripd waler, In addiflonde. __ . _|. ..
ather bevarages ¢(ying meal times,
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Continued From page 18

- Interview-with-the-Bistary-Manager on 03/18/25 at

1:00pm revealed:

-The kitchen staff prepared and served the
résident's baveragas during meals.

-Some of the rasldents refused to drink water,
-She was aware residents should have been
served water with each meal,

Interview with the Spaclal Care Coordinator
(SCC) on 03/19/25 at 5:15pm revealad:

~5he was aware that water was supposed to be
served with esch meal,

-She had rarely szen residents In the SCU served
water with meals,

~She attempted to enforce the rule that water
should be served with every meal.

-Kitehen staff were respensible for ensuring water
was served to all resldents with each meal,

Interview with the Executive Director (ED) on
08/19/25 at 5:45pm ravealad:

-She was aware that water was stipposed to be
served with each meal according to nutrtlonal
requirements,

~She expected water to be served with each
~The Dletary Manager and cooks weare
responsible to ensure water was provided to
residents with each meal.. ’

-Bhe was not sure why residents were not served
water.

10ANCAC 18F .1004(z) Médication
Administration

10ANCAC 13F 1004 Madication Administration
{(z) Anadult care home shall assure that the
preparation and administration of medlcations,
prescription and non-prascription, and treatments

b 306

D 358

Type text hers

10A NCAC 13F 11004 Medication Adminisiration
The Landings of Rocky Mount Mills that the
medications ordiired by the preserlber are
taintained in thp Resldent record.

Medication Tedhnicians will complete Physician
orders to EMAF']'lo cart audits par facllity

schaduie to enstre avallabillly and accurancy o

4/23{25

4/23/25
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P 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIZHIR'S PLAN OF GORRECTIO)
FREFIX (FAGH DEFIGIENGY MUST 85 FRECEDED EY FULL PREFIX (EACH COFRECTNEACTION SHOULD BE couLEm
TAB REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFIRENCED TO THE APPROPRIATE pATE
DEFICIENGY)
D 358 | Continued From page 19 D 358 by the Executive D)restor and Gare Coordinator far
; compllance and esure accurate medicallon on hand
. by-staff aredn-accordansewithi -~ -« mee—- s .| -and discontinued 43 ordered. R N —
(1) orders by g llcansed prescribing practitioner Medloatlon Teoh II;I — oo )
3 edloatlon Tachnliilans have baen in-sarvigad on
which are maintalned In the resident's fecorc.!,.and it e R R i LA 4/23/25
{2) rules in this Section and the facllity's policies are adminlstered 4 ordered by tha prescriber by thte
and procedures, Execuilve Dlrectorr.lasslca Edwards and Care
Goordinator, Klmb‘,lrly Boulware,
%dedécﬁlﬂcm Tten&m |il!£:n§5I ha;& bti':alng.r;-ttisarvlc%dtﬁn 4/23/25
e S5 10 MEe|licatio IInIS on an &
This Rule [s not met as evidenced by: Order Progessing -_lﬁystan? by the Execulive Directar, |
Based an observations, Interviews, and record gi.ﬁlca Edwards tjhd Care Coordinator, Kimberly
reviews, the facllity falled to ensure medications e g;;:m N Conauitent. RN Wil berfom
were adminlstered as ordered for 4 of 6 residanis random mad passlitibs%rvailoris to onsire Medication |4/28/25
(#3, #4, #6, #7) observed durlng the medication geg?g];c]la{ls]:yari pr*'fonr{llng mleddlcﬁt&og ﬁvclllil*ntl,nlstratlon
rlately. Any concerns identifia 8
pass Including errors with a blood pressure discussed with the. Executive Director and Cate
medlcation (#3), distery supplements (#3, #6, #7), Goordlnator for fol pw up and addltional lralting.
and a [axatlve {#6), and 1 of & residents sampled
for record review @#3} Including errors with The Gare Coordiritor wilt conduct at & mialmum of 2 |4/23/25
documentation of administering discontinued resident chart audl;g wasakly to ensure all orders have
medleations for blood pressure, laxative, and Eg%ﬂﬁgﬁgﬁ%ﬁd F{opatly.to allow for accurate med
dletary supplement.
The findings are:
1. The medication eror rate was 17% as
evidenced by 5 errors out of 28 opportunities
during the 8:00am medication pass on 03/19/25,
v v —. |8 Revisw of Resldent #3's. current FL-2 dated ... ._.|- . - P -
05/15/24 revealed dlagnoses included
Alzheimer's disease with late onset, unspecfied
dementia, anemla, osteoporosis, essential
hypertension, and franslent cersbral ischemic
attack,
Observation of the 8:00am medication pass on
03/19/25 revealed:
“The medication alde (MA) prepared thres tablets
from a pharmacy [abeled multi-tiose package .
{MDP) for administration to Resident #3.
~The MA administered losartan 80mg {used to ;
treat hypeitension) one tablet along with the ,
resident’s other medications at 8:04am.
Diviston of Haalth Service Regulation
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D 3581 Continued From page 20 D 358 Type text heve
- =-The MA administered vitamin B3 50megta— - - e ¥ B B LR Bt 2RMEE. oo E——r

dletary supplement) one tablet along with the
tesident's other medications at 8:04am,.

Review of Resldent #3's March 2025 electionic
medication administrafion racord (eMARS)
ravealed:

~There was a prinfed entry for Losartan tablet
50mg take one tablet ance daily scheduled at
8:00am with dacumentation of adminlsfration an
03/19/25, . '
~There was a printed entry for Vitamin D3 tablet ;
BOmieg (2000 unlts) take ong fablef once dally i
scheduled at 8:00am with documentation of
adminlstration on 03/19/25, ‘

Review of a hosplce order for Resldent #3 dated ,
01/06/25 revealed an order o discontinue three !
medlcations, Including vitamin D3 and losartan. :

Inferview with the MA on 03/19/25 at 10:15am
revealed. |
-8he administered medlcafions based on what
populated on the eMARs.

-If there was a change In a medication order for a - -
|- - - -.|-medication packaged in the MDP, the- MAwas.... ... | . -. LT R LI
supposed to remove the discontinued medication, ' :

give it fo the Memory Care Coordinator (MCC)
who was supposed fo put the discontinued
medlcation In a "drug buster” container,

~There wae no system in place that she knew of,
to know when new physician orders were
recelved by énofher staff member o fo know
when fo remove a medication from the MDP that
had baen changed.

Telaphone interview with e hospice nurse oh
03/19/25 at 12:15pm revealed:

~The hasples agency physiclan was selactad by
Resldent #3's guardian as the residents’ primary
Divislon of Heallh Senvies Regulatlon
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-| care-provider(PGP) upon admission-to hospice - -

on 06/29/24,

~The hospice physician managed Resldent #3's
medications.

~The most recent order diseontinuing the
Losartan 50mg tablat and Vitamin D3 50meg
tablot was written on 01/06/25 when a chart audit
was performed, and medleation orders were
reconclled.

“There ware no additional orders In Resldent#3's
profile for the Losartan 50mg tablet and Vitamin
D3 50meg tablet sines 1/06/25.

~The hosplee agenoy sent orders to the facllly
through & fax line.

-Resldsnt #3's blood pressure was checked two
times a week by hospice and expected to see
some decline in the resldent's blood pressure.
-The Losartan 50mg tablet was discontinued
bacause Resldent #3's blood pressure readings
were gelling low,

interview with the Memory Care Coordinator
{MCC) on 03/19/25 at 4:30pm revealad:
-She was "ulimately responsible” to ensure

discontihued medicahons were ramoved from the
| eMARs, . .. . .-

-8he could hot provlde an answer as to how
discontinued medlcations for Resident #3
remained on the eMARs,

Intarview with the facllity Primary Care Providst
on 03/20/25 at 4:30pm revealed:

-Hospice was the “nrimarlly lead” for Resldent #3.
-She saw Resident #3 as needed every three
months.

-She was unaware of any medication changes for
Resident #3.

-Bhe assumed any medicatian changes for
Resident #3 were made by the hospics provider,
A osartan would decrease the blood presstre and

t
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|-a low-bloed-prassure could-result In dizziness-and- -

unstable ambulation,

-Resldent #3 was not ambulatory.

~There was not eoncem for the Vitamin D3 being
administered after discontinuation becauss it
would not hurt the residant,

Based on observatlons, Interviews, and record
review, it was determinad Resident #3 was not
Intetvlawable.

Refer to Interview with the medication alde {MA)
on 03/19/25 ut 10:15am,

Refer to interview with the Memory Care
Coordlnator (MGG) on 03/19/25 at 3:57pm,

Retar to interview with the Adminlstratoer on
03/19/25 at 4:50pm.

Refer to interview with the Admlnlstrator on
03/20/25 at b:30pr.

b. Review of Resident #7's current FL-2 dated
01/24/25 revealed diagnoses Ihcluded

-] Alzhelmer's disease, dementia,-unspecifled - .. ... .

dementfa with anxlsty, urlinary incontinence, gait
abnomallty, and repeated falls,

Observation of the 8:00am medicalion pass on
03/19/25 revealed:

-The MA preparad six tablets from a pharmacy
labeled multl-dose package and one medication
from a pharmacy labeled blister pack for
administration to Resident #7.

~The MA poured the medications Info & stmall
plastic bag, crushed the medications, and mixed
the medications it applasauce,

“The MA administered two Vitamin B-12 1000
mcy tablets (g dletary supplemant) to Resident #7
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Review of Resident #7's eMARSs for March 2025
revealed;

~Thate was a printad entry for Vitamin B-12 1000
mog ene tablet onca dally scheduled at 8:00am
with documentatlon of administration on 03/19/25.
~There was a second printed entry for Vitamin
B-12 tablet extended release 1000 meg one
tablet dally for supplement scheduled =t 8:00am
with-documentation of adminlstration on 03/18/25,

Raview of physiclans orders for Resldent #7
dated 02/03/25 revealed:

~There was an order Vitamin B-12 ER 1000 mcg
tablet, extendsd release tablet dally oral
supplement take ons tablat dafly.

<There was a quantity of 30 tablets dispensed to
the facillty and 4 refills remained.

Interview with the MA on 03/18/25 at 10;00am
tevealed: 4
«8he administered two Vitamin B-12 tablets
because fwo Viiamin B-12 tablets populated on
the alMARs.

 -She administered medleations based onwhat - - -

was populated on the eMARS.

Interview with the Adminlstrator on 03/18/25 at
11:25am ravealad: .

~The contracted provider pharmacy duplicated the
Vitamin B~12 order oh the eMAR.

«The MA administered what populated on the
eMARS. :

interview with the Primaty Care Provider (PCF)
for the facility on 03/20/25 at 4:22pm revealed:
Resident #7 was a hosplee vesidert,

-She saw hosplce residonts at the facllity for
aoute needs.
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Continued From page 24

-She-cenducted rounds-on-the residents every -~
thrée months. :

-She was not concerned that Resident #7 was
administerad Vitamin B~12 in a duplicate dose
because the Vitamin B-12 would not cause any
preblems fo the resident.

Based on observations, interviews, and record
review, It was dstermined Resldent #7 was not
Inferviewable.

Refer to Interview with the meadication aide (MA)
on 03/19/25 at 10:15am.

Refer to interview with the Memory Care
Coordinater (MCC) an 03/19/25 at 3.57pm,

Refer fo interview with the Administrator on
03/19/25 at 4:50pm.

Refer to [nterview with the Adminisirater on
03/20/25 at 5:30pm,

¢. Review of Resldent #6s current FL-2 dated
01/24125 revealed dlagnoses included vascular

.| dementia, hyperlipidemla, chronic obstructive . .

pulmonaty disease, and osteoporosis,

Observallon of the B:00am medication pass on
03/19/25 revealed:

~The MA prepared ihree and one-half
medicalions from a pharmacy labeled mulli-dose
package for administration to Resident #8,
including a Loperamide (used to trest diarchea)
2mg capsule.

-The MA did nat remove any of the medications
from the MDP prlar to administration, including
the loperamlde 2mg capstle.

“The MA administarad the medications fo
Resident #6 at 7:48am,

D 358
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Continued From page 25

-«The MAreturned-to the-medicatlon. cart and--- -

selected "glven® on the eMAR for Resldent #8.

Review of Resldent #5's sMARs for March 2025
revealed;

-There was a printed entry for Laperamide
capsule 2mg take one capsuile dally scheduled at
8:00am.

~There was an end date/discontinue date for
03117425, .

~Theta werz no MA inftials documenting the
adminlstratlon of the Loperamide 2mg capsule on
03/19/25 at 8:00am.

Review of a physician's vislt progress note for
Resldent #6 dated 03/13/25 revealad there was
an order to change loperamide 2mg capsuls dally
to PRN (a8 needed) for diamiea.

Interview with the MA on 03/19/26 at 10;15am
revealed;

~She administered the Loperamide Z2mg capsule
oh 03/19/25 because the Loperamida 2mg
capsulo was In the MDP and she did not know the
order for the Lapetamids 2mg tablet had changed
toasngedad, . . -

| - there was a changé fn'é med'i'c—éﬁbn St:ﬁt-er aﬁ;:l '

the medication was In the MDP, the MAwas

subposed to remove the medication from the
MBDP and give It to the MCC to be placed in a
drug buster for disposal.

Interview with the primary care provider _{PCP) on
03/20/25 at 4:17pm revealed she was aiways
concerned when an order was not followed.

Based on ebservatlons, interviews, and record
review, it was determined Resldent #6 was not
interviewable.

D 358
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Refer fo interview-with the-madication aide (MA)
on 03/19/24 at 10:15am.

Refer to interview with the Mamdry Care
Cootdlhator (MCC) an 03/19/25 at 3:57pm.

Refer to interview with the Administrator on
03/19/25 at 4:50pm.

Refar fo hterview with the Administrator on
03/20/25 at 5:30pm.

d. Review of Resident#4's current FL-2 datsd
01/24/25 revealed dlagnoses Included muscls
wasting, dlabstes meffitus type ll, dysphagla -
oropharynges! phase, cognitive communleation
deficlt, edema, hypsitension, and hyperlipidemia.

Obsetrvation of the 8:00am medication pass on .
03/19/25 revealed: y

=The MA prepared seven tablets from a pharmacy
labeled mulfi-dose package (MDP} for
administration to Resident #6, including
Potassium Chloride Micre 20meq tablet {a dietary
supplement). )

=The.MA poured the medicafions into asmali. ...
plastic bag in preparation for crushing the
medications.

-There were no Instructions on the MDP label
regarding crushing of medications, including the
Potassium Chlotide Micro 20meq tablet.

Interview with the MA on 03/19/26 at 8:20am
ravealed:
~The "blg pllI" was potassium.

1 -Bhe had been ctushing the potassium priorta

the administration to Resldent #4,

-She did not see any instructions on the eMAR
that the potassium was not supposed to be
crushed.
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Obsarvatlon of the MA on 03!1 9!25 at & ZSam
revealed she removed the potassium tabiet from
the medication container before crushing the
remalning moedications.

Review of Resldent #4's eMARs for March 2025
revealed:

-Thers waa a prinied entry for Potassium Ghloride
tablet ER 20meq tablst twice dally scheduled at
0:00am and 8:00pm with documentation for
administration 03/01/25 through 03/19/2025 at
9:00am.

-There were no speclal instructlons alerting the
MA not to crish the Potassium Chioride tablet.

Review of a physiclan order dated 01/16/25
revealed there was an order for may trush meds
when aflowed and "keep Potassium Chloride
Tablet ER."

interview with the MA on 03/19/25 at 11:58am
revealed:

-She was not supposed 1o crush the Potassium
Ghloride talilet.

.| -She raviewed order information in.the medication - | -

administration computerized system that
Indlcated the Patassium Chioride tablet was not
supposed o be crushed.

-She thought there should ba Insfrtictions on the
eMAR that the Potassium Chlorlde tablet shouid

not be crushed,

-The Potassium Chlaride could "mess up thelr
stomach®.

-Resident #4 had not complained of anything and
had been having "normal bows] moveinents”.

Telephone inferview with the PGP on 08/20/25 at

4:24pm revealed:
The Potasslum Chioride tablet was not supposed

D 358 !
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to be.crughed.'..... = A e R

-Crushing the Potassium would interfare with the

digestlon of the medication.

~The potassium would be absorbed all at one
{ime when crushed.

~There could be heart palpltations with an

‘increased absorption of potassium. .
-Resident #4's pofasslum lavels had been fine.

~There had been no reports of Resident #4
experiencing palpitations.

Refer to interview with the medication alda (MA)
on 03/19/25 at 10:15am.

Referto Interview with the- Memory Care
Coordinator (MCC) on 03/19/25 at 3:57pm.

Refer to Interviaw with the Administrator on
03/19/25 at 4:50pm.

Refer to interview with the Adminlsfrator on
03/20/25 at 5:30pm,

Interview with the MA on 03/19/25 at 10:15am
tevealed: .

-| “The MAs were responsible for faxing physician -

orders to the contractad provider pharmacy.
~The contracted provider pharmacy transcribed
the ordars fo resident eMARs,

Somefimes thers could he a one delay In
physlelan orders populsting to the eMARs.
-Onoe physlician.arders wera approved by the
MCC ar Administrator, the MAs could see the
orders on the resldents eMARs and adminisiar
the medieatlons according to what populated on
the eMARS.

[nterview with the Mamory Care Coordinator
{(MCC) an 03/19/25 at 8:57pm revealed:
-The MAs or MCC raceived physician orders.
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-The-MAs-MEC, or Adminlstrator-faxed ordersto- -

the contracted pharmacy.

~She and the Administrator approved physlelan
orders that were transcribed to the eMARs by the
contracted provider pharmacy.

~There was a delay with physlelan orders being
transcribed to the eMARSs sometimes bacavise of
the pharmacy cutoff ime for order recelpt,

-She used the computer and "Just clicking to
approve orders",

-She [ooked at the physiclan crders and
comparead the order with the wiltten preseription,
-A physical physician's order was recelved from
the hospice agency, but the malority of the time
an slecironic prescription was received.

-The contracted pharmacy provider was
responsibie for discantinuing orders off the
eMARs.

Interview with the Adminlstrator on 03/18/25 at
4:50pm revealed:

~The Memoty Care Coprdinator (MGC) was
responsible for relaying new order informatlon ta
the MAs and the Information was relayed verbally.
~The MAs wete responsiblefor placing an erder

.| change sticker on the pharmacy dispensed - -

medicatlon package or removing the medicatlon if
a medication was discontinued.

~The unit managers were responsible for
ovarseelng weekly cart audits.

-Tha MAs were responsible for weekly medication
cart audits,

~The MCC was respohsible for reviewing
discontinued and new physiclan orders dally
against the aMARs. | )

-She did not know how often physiclan orders
were reviewed by the MCG [f there was no
ghange In the physiclan orders.

Interview with the Adminisirator on 03/20/25 at
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-She expected the MAs to scan med!caﬂon
packages before adminlstering the medications:
~The MAs were expectad to read the medication
packages and match each medicaﬁon to the
eMAR, -
-| »She axpectad discontinued medlcaﬂons fo be
removed from the MDP prior fo resident
administration of medicatlons.

2. Review of Resldent #3's current FL-2 dated i
{(5/15/24 revealed diagnoses Ineluded [
Alzheimer's diseass, dementia, anomla,
osteoporosis, and hypertension.

Revlew of Resident #3's physician order dated
04/02{24 revealed:

-There wag an order for cholecalelferol {vitamin
D3} tablet 50mceg (2,000 unit), take one tablet by
mouth dally for a dietary supplement.

~There was an arder for losdrtan 50myg tablet,
take one tablet by mouth daily for high blood
prassure.

Review of Resldent #3's hospice physloian order : !
-.|-dated 01/06/25.ravealed discontinue. vitamin.D3. - ] ae
and losartan effective 01/06/25.

i
:
:

Review of Resldent #3's January 2025 elecfronic
medication administration racord (eMAR) - '
revealed: |
-There was an entry for cholecaleifarol (vitamin
D3) tablet 50meg (2,000 unit), take one tablet by '
moulh daily for a dietary supplement.

~The cholscalciferol (vitamin D3) tablet 50meg
(2,000 unit), was documented as administered
01/01/25-017/31/285.

~There was an enfry far losartan 50mg tablet,
take one tablet by mouth daily far high blood _
pressure. !
Divlslon of Heatth Service Regulalion '
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-The-lesartan-50mg-lablet was-dosumented as-
administerad 01/01/35-01/31/28,

-Blood pressurs on 01/13/25 was documented as
112/50.

Review of Resldent #3's February 2026 eMAR for
ravealad; '

~Thera was an enfry fot cholecalciferal (vitamin
D3} tablat 50mag (2,000 Unit), take one tablet by
mouth dally for a dietary supplement,

~The chelecalcifercl {vitamin D3) tablet 50moy
(2,000 unit), was dosumented as administerad
02101/25-02128/25. .

-There was an entry for losartan 50mg tablst,
take one tablet by mouth daily for high bload
pressure, 2

~The losartan 50my tablet was documented as
adminlstered 02/01/25-02/28/25.

-Blood pressure check on 0213725 documenfed
as 107/50.

Raview of Residant #3's March 2025 eMAR
revealed: '
<There was an entry for cholecalclfero (vitamin
D8) tablet 50meg (2,000 unlt), take one tablat by

. | mputh dally for.a.dietary supplement... . « .

~The cholecalclferol (vitamin D3) tablet 50meg
(2,000 unlt), was documented as administerad
(13/01/25-03/18/25.

“There was an entry for [osartan 50mg tablef,
take one tablet by mouth dally for high blood
pressure.

“The losattan 80mg tablet was documented as
administered 03/01/25-03/18/25.

-Blood pressure on 03/13/25 was documented as
107/50.

Revlew of Resident #3's madications on hand
raveglad:
“There was a bubble pack containing

D 358
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chelecaloiferel-{vitamin B3)tablet 50mog (2000 -
unit), take one tablet by mouth dally for a distary
supplemant on hand with a dispense date of
03107125,

~There was a bubble pack containing losartan
50mg tablet, iake ohe fablet by mouth dally for
high hlood pressute dispensad on 03/67/25,

Interview with a hosploe Reglstered Nurse (RN)
an 03/18/25 at 12:15pm revealed:

-The hosplce doctor was the primary care
provider (PCP) for Resldent #3.

-Start of cara for Resident #3 was 06/2924,
-Resident #3's guardian elected hospice to act as
the PCP,

~On 11/28/24 Resldent #8's Losartan was
discontintied by tha hosples PGP,

~There weta no new orders for losartan and It was
not In Resldent #3's current medication profile,
-Hospice realized losartan was added back after
an audit was done.

-On 01/08/25 hosplee wrote a second discontinue
order for losartan along with vitamin D3,

~When hosplce discentinued a medication they
wrote a reconclliation order and faxed it fo the

Facility.... - I R

Second interview with the hosplce RN on
04/15/25 at 11:05am revealed: :
~Resident #3's losartan was dlscontinued
beeause her blood pressure was lower and
becauss the PCP wanted her o only continue
taking Lasix {used to decrease fluid).

-She took Resldent #3's blood pressure twice
waekly.

-From Januaty 2025 through March 2025
Resldent #3's blood pressure ranged from 92/60
to 122/70.

-Ghe did not consider Resldent #3's blood
préssure low because she was a hosplee paflent.
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interview with the Memary Care Coordinator
(MCC) on 03/19/2026 at 4:00pm revealed:
-Medicatlon aides {MA) recelvad hosplco
medleation orders malnly through electronlc
prescriptions, but sometimes they recaivad
physloal coples.

-Hospice faxed discentinlie orders to the fallity.
-The pharmacy was vesponsible for ramoving
dlscontinued medications off of the eMAR.

-She was not aware that Residsnt #3 had
medlcations fhat were discontinued on 04/06/25,
-She dld not know why the discontinued
medications were stlll on Resldent #3's sMAR.

Interview with the Executive Director {(ED) on
03/19/25 at 4:50pm revaaled:

-~The MCC hangled tha discontinue pracess far
medloatlons. ;
-Hosplce discontinue orders were faxed to the
facllity and were recsived by the Administrator,
MCC, Business Dffice Manager (BOM), and
Sales Manager.

-The MCC was responsible for faxing the
discontinue orders to the pharmacy.

.| =The MCC was respongibla for.verbally relaying

the discontintte ordai to the MAs,

<The MAs placed a medication change sticker on
medication or pulled medication off the cart if it
was discontinued.

<The facllity did not have cutrent orders for
losartan, or vitamin D3 for Resident #3.

-ghe understood the facllity was responsible for
ensuring the eMAR matched the physiclan
orders,

~The MCC was rasponelble for overseelng
medication cart audits weekly.

-The MAs were responsible for doing medication
cart audits when they racelved madication. from
the pharmacy.
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| ~The.MAs wers rosponsible for reporting any

discrepancles with the medications to the MCC,
~The MCC was responsible for following up with
any medicatlon lssues.

Interview with the facllity pharmacy representative
at 3:00pm on 04/15/25 revealed:

~The pharmacy recelved faxod discontinue orders
from the facliity.

~The pharmacy was responslble for removing
discontinued madications from the eMAR,

~The facliily was capable of removing

{ discentinued medications from the eMAR but the

pharmacy advised against this because the
facility would not be aware of the change.
~They expected the fagility to ensure all
discontinue orders were faxed to the pharmacy
so the medlcations could be removed from the
eMAR.

Inferview with the facifity's PCP an 03/20/25 at
4:30pm revealed: _

-She was not aware that hospice had
discontinued Resident #3's losartan and vitamin
p3.

-Hosplce usually discontinued medioations

henause they were concerned with keeping
patlents comfortable, not treating patients.
~Resident #3's losartan should have been
discontinued If her bipod pressure was low.

~The losartan could have caused drowslness and
Instability.

-She was not concemed that the resident
continued fo be admihistered D3.
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Forte, Hope

From:; The Landings of Rocky Mount Mills, ED - Jessica Edwards
<director@landingsrockymount.com>

Sent: Friday, May 30, 2025 8:13 AM

To: Forte, Hope

Ce: Deanna Lanier

Subject: [External} The Landings of Rocky Mount Mills SOD with POC

Attachments: Rocky Mount_20250530_081031.pdf

, You don't often get email from director@landingsrockymount.com. Learn why this is imjportant

CAUTION External email. Do not click links or open attachments unless verified. Report s~|sp|cmus emails with the Report Message
button located on your Outlook menu bar on the Home tab.

Hope,
Please see attached with the corrected date.
Thank you.

Jessica Edwards | ED | The Landings of Rocky Mount Mills | 252-557-2740 |E: director@{andingsrockymount.com



