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0 000 Initlal Comments D (K0 |

Tha Adult Care Licensurs Section and the |
Galdwell County Depariment of Soeial Sendces
conducted an annual sunvay and complaint |

| investigation on OB 0¢25 and 06/11/25. Twro

| eomplaint investigations were completed, one
complaint investigation wae initiated on 0530025
and a sacond investigation was Initiated by
Caldwell County Depariment of Social Sarvicas
on DE/06/28,

D358 104 NCAC 13F 1004 (a) Medisation b 358
Administration

1A NCAC 13F 1004 Medication Adminfstration |
(@)} An adull cara home shall assure that tha |
praparation and administretion of medications,

prascrption and nen-praseription, and freatments

by staff are in accordance with: ¥ ached %
{1) orfers by a licensed prescrib practitioner 5‘5'5‘ c

I i

| which are maintaines In the resident's record; and

(2} rules in this Seclion and the facility's policles.
and proceduras,

This Rufa ia not met aa evidenced oy
Based an ohsarvations, Intarviews, and record |
reviews, the facility failed fo administer

| medications &5 ordared by a Boensed practitioner
for 3 of 4 residenta (£ 3, 46, and #8,) chaerved

| during the 8:00am medication pass on 08/11/25
ralaled to a supplemant to increase calzium and
vitamin O (28} and a supplement used to treat
witamin deficlensy {#'6}, a supplement used 1o
prevent high cholesteral (#3), and a supplement
usad for eye heallh (#8), |

I
| The findings are: |

The medication errer rate was 12% as evidenced
by the observation of 4 errers oul of 32
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oppofiunilies durlng the 12:00pm madication
pass on MEMES and 8:00am medication pass
o 0811725,

| Review of the faclity's medication administration

| policy revealsd prior ta removing the medication
fram the container, check the label against the
arder on the medication administratian record
(AR,

1. Review of Resident #5°s current FL2 dated

| D2107125 revealad diagnoses inchided
unspecified dementia without bahaviaral

| disturbance, permanent atrial fibrliation, easantial
Mypertansion, falls, and hypothyroidism.

a. Review of Resident #8's primary care provider
(PCF) arder dated 051 41256 revegisd calehem
cliratedvitamin 0 31 6mg-200u (used to
supplement calcium and vitamin D levels) lake

| 1w tablats daily,

Observation of the moming medication pase on
08/ 11/25 at T:55am revosled:

=The medication aide (MA) prepared ning oral
medications inchuding caleium S00mg plus
witamin 0 25meg (1,000iu) for administration ta
Resident #8 as she compared the medications
displayed on he electronic medicalion
administration record {eMAR),

-At B:07am, the MA administered the nine oral
medications to Resident # and documeantad the
administration an the June 2025 eMAR.

Review of Resident #6's Aprl 2025 sMAR

revaalad:

~Thers was an entry for caldum cifratefvitamin 0

15mg-200u ke two lablats dally schaduled at
| B:00am.

-Calcium cltrata/vitamin O 315mg-200u was
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documented ss administered as ordered from
| D4/04/25-04/ 30025,

Review of Resident #8's May 2025 eMAR
revealad:
~Thare was an antry for calclum sitrataivitamin O |
315mg-200u take two tablels daily scheduied at
| E:00am, |
| ~Calsium citratefvitamin D 315mg-200u was
docurented as administered as ordered from
0501/25-06/31/28,

Review of Resident #6's Juna 20256 aMAR
revealed:

-There was an entry for calcium ciirataivitamin D
315mg-200u take two tablets daily scheduled at |
B:00am, |
| ~Caksumn citrate/vitamin D 315mg-200u was

documented as administered as crderad from
| B /26-06111/25,

Interdaw with 8 MA on 06111425 at 11:45am
revealad:

-Sha administersd the calcium 500mg plus
witamnin D 28meg (1,000} as a substiule for
caloium cltratedvitamin O 315mg-200u.

=She knew the strength of the caleium S00imy
plugs vilamin O 26meg {1,00050) did not match tha
enlry on the aMAR,

-She administened the caleium 500mg plus |
vitamin D 26mcg {1,000iu} bacause that was
what Residant #5's family provided. |

| Interview with the Spacial Care Cocrdinator

| (BCC) on 08M1/25 at 11:54am revealad:
-Resfdant #5's family member provided Resident
#8's calelumivitarmin © supplement,
-8he did a medication cart audit one to two waeks
ago,
-She did not notice a discrepancy in Reajdent
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#6's ealcim/vitarnin © supplement during the

recanl medication card audit,

-Resldent #6's family mermbar may have brougiht

a new bottle of calciumivitamin O supplement on
| a recsnt viait,

Telephons inteniew with Resident #5's PGP on
| 08/11/25 &t 3:12pm revealed:
-She orderad the calelum citrate/vitamin © as a |
supptement for most of har “senior patients.”
-She ordered the calchum citrateivibamin D |
315mg-200u strength for Residant #5, but was
aware families oftan provided the supplements
and she was "liberal” with what the familiss
| provicad,

| Based on obsarvations, interdews, and recasd
reviews it was dotarmined that Resident #6 was
not intenviswable,

Rafor to the interview with (he Adminlstrator on |
0511725 at 5:23pm.

| b. Review of Resident #5's primary care provider |
{PCP) order dated 0514025 revealed Certavile
Senior (used to treat vitamin deficiency) one
tablal daily.

Obaervalion of tha moming medication pass on
DEM1/25 at 7:55am revealsd:
~The medicalion zlde (MA) preparad nine aral
medications including one discount store brand
adult multivitamin with minsrals gummy for
administration to Resident #6 as sha compared
| the madications displayed an the elactionic |
| medication administration record (eMAR],
-At B:07am, the MA administered the nine oral |
medications to Resident #8 and docurmanted the
sdministration on ths June 2026 eMAR.
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Review of Resident #8's Agril 2025 aMaR
| revealad:
=There was an enlry for Certavite Sanior one
tablet daly scheduled at 8:00am.
-Tha Cartavite Senior wes documented as
administensd as orderad from 04004/28-04/30/25 .

Review of Resldant #8' May 2025 sMAR
revoaled:
-There waa an entry for Certavite Senlor one
| tablet daily schaduiad at 8:00am,
-The Cartavite Senior was documented ae
| administared 25 ordarad from 05/01/25.05/31/25,

Feview of Resident #8's June 2025 alAR
revesled;

-There was an antry for Certavite Senior one
tablot daily scheduled at B:00am.

-The Certavite Sanior was documentod as
administered as ordered from 0601 /25068 O/25.

Intendaw with a KA on 06M11/25 al 11:95am
rensiabad |

<3he administered the one discount store brand
adult multivitamin with mirerals gurmimy as a
substitute for Corfavite Senioe thal maming on
meadication pass.

-She sdministered the discount stare brand adult
muitivitamin with minerals gummy because that
was whal Resident #8's family provided,

Imtervtaw with the Speclal Care Coordinator
[SCC) on 0611725 af 11:54am revealsd:
-Resident #6's family member provided Residant
#5's adult multhitamin with minerals supplemant,
~She did & medication cart audit one 1o two weeks
Ao,

-She did not notice & discrepancy in Resident
#6's discount store brand adult mullivitamin with
minefals supplament rather than the Ceravite
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Sanior supplement during e recent medication
cart audit,

-Resident #8' family member may have brought
a new boltle of adult multivitamin with minerals
supplement o a recant visit,

Talephons intervew with a pharmasist from the
Tacllity's contracted pharmacy on O5F11/25 at
T2:20pm revealed:

=The family provided Residant #6's multivitamin
with mineraks supplament,

-He oould net attast the discount store ganerie
adult multivitamin with minarals supplament was
covnparable 16 the Ceravite Sanior without
cantacting the manufacturer of the generic adult
muBlivigamby with minerals,

l Telephone intervdew with Resldent #5's PCP on
| OEM7/25 al 3:12pm reveatod:
-She ordeced the Cenlavils Senior as a vitamin
and mineral supplement,
-She ordered the Ceravile Senior brand for
Resident #5, but was aware families offen
provided the supplements and she was “liberal”
with what tha families provided,

Based on observations, interviews, and record
rasviews it was delemined that Resident #5 was
nat imferyiowable.

Rafar to the interviaw with the Administraior on
0EM1/26 at 5:23pm,

2. Review of Residant #3's FL2 dated 0520724
revealad dingnoses induded chronic ohetruclive
pulmaonary disaase, long berm uee of
anticoagulants, difficutty in walking, and

| ofopharyngeal dysphagla,

| Review of Resident #3's primary care provider
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(PCP) erider dated 0814425 revealed ula
| omagad (8 supplemant used fo reduce
sholestercd) 1400mg one capsula daily., |

Review of Resident #3°s subsequent PGP ardar
datad 0611/25 reveaiad ultra omegas 1400mg
oni capaule daily.

Observation of tha moming medication pass on
DBM11/25 at B:14am reveaksd:

-The medication alde (MA) prepared sevan oral
medications induding one solt gel fish oll
1.000mg with 300mg of omagal supplement for | |

administration io Resident #3 as she compared
the madications displayed on the alecronie
medication administration record (ehbAR), |
-At 8:25am, the MA adiministered the seven oral
medications to Resident #3 and documeniad the
adminisiration an the Juns 2025 spaR.

Review of Resident #3's April 2025 eMAR
revesaled;

~Thare was an eniry for ulira omega3 1400mg
one capsule dally schedulad st 8:00am.

~The ullra omagad 1400mg capsubs was
documentad as administared as ordered from
00 f25-04730028,

Review of Resident #3's May 2025 efdaR
reveakad:

-Thare wis an antry for ultra omega 1400mg
onie capsule daily scheduled at 8:00am,

~The ultra omegas 1400mg capsule was |
documentad as administercd as orderad from

DR 25-0531/25,

Review of Resldant #3'a June 2025 eMAR |
renvealed;
~There was an entry for Uultra omega3d 1400mg

| ane capaule daily scheduled at 8:00am.
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| -The ultra omegad 1400mg capsife was
| documentad a= administered as ordered from
(012806 (V2.

Interview with the Residant Care Coordinator
{RCC) on 0B/11/25 at 12:50pm revesled:
-Resident #3'a omegad supplement was provided
by his family,
| -5he did nel know why the strength of the
omegad supplement was diferent than what was
| ordarad by his PCP.

Talephone interview with Resident #3' PCP on
QEM 1625 at 3:12pm revealed she orderad the
ultra omegad 1400mg supplement for Residant
#3 ot the request of his family as a proscive

| measure W pravent high cholestars),

| Refer to the intarview with tha Administrator an
0811425 at 5:23pm.

3. Review of Resldent #8's current FL? dated
040725 revealed:
=Diagnaozes inciuded dementia, oslooporcsis, and
| hypothyraidism,
-Thera was an erder far Prasarvision Areds ona
| twice dadly.

Feview of Reslident #5'% primary care providar
(FCP) arder dated 05/14/25 rovesled
Presenvislon Areds onoe dadly,

Observation of the meomning medication pass on
EM11/25 at B:14am revealed:

-The madication aide (M) propared elght oral
medications including for adminlstration o
Resident #8 as she comparad the medications
displeyed on the electronic madication
administration recosd (eMAR),

-There was g aMAR enlry for Praservision Arads
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-Thers was no Presendsion Amsds avallable for |
administration,

At 8:36aim, the MA administered the aliht oral
madicationz fo Resfdeant #8 and documaendad the
adminiatration on the June 2025 aMAR,

Interview with the MA on 08/11/25 at 8:30am
| revealed: |
| -There was no Presenvision Areds svaliable for

Resident #8,

-The Pressndsion Areds had already heen

requesied for rafill from the faclit's contracted

pharmacy, but it had not yet amved to the facility,

| Roview of Resident #8'%s June 2025 sMAR
ravealed:

| -Thers was an entry for Prezervision Areds {usad
for eye health) one capsule twice dally schedulad
at &00am and &:00pm,
-The Preservision Areds was documentsd as |
administered on 16 ecourrences out of 24 |
opporunitios from OG/01/26-06/11/25.

| =Cm DBOS25 at 8:00am, an 0610025 at B-00am

| &n 8:00pm, and on 0611725 at 8:00am, the
Presenvision Areds was documented as not
administered as *Holdises progress nate *

Telaphone intarview with a representative from

the facility's contracled pharmacy on 06/11/25 at |
| 1e42am revealsd:

-The Prasarviaion Areds one tablet twice daiky
| order was still active for Resident #8, |

~They kast sant Preservision Areds a A0-day

supply for Res|dont 98 on 050625,

interviaw with the Resident Gars Coordinator
[RCC}on 0611425 at 12:50pm revesbed:
-She discovared Resident #8's Praserdsion
! Arade were out of supply on OB0925 whan sha
Civigion of Hoalth Servica Regulallon
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administered medications.
=She callad the facilily's contracted phamaey an |
DE/OEH25 and requasted o refill,
| ~Thesy tokd her the Presenvision Arads would not

be avallabla to send to the facilty undll 06/ 02
| or (061125,

Telephones intenview with Residant #8's PCP on |
0611125 at 3:12pm reves|sd she crderad |
Resident #3 Preservision Arads for eye health.

Based on observations, Interviews, and record
reviews it was defermined that Resldent #2 was
not interiewahia.

Reder 1o the interviow with the Administratar on
TE/11/25 at 52 5pm,

Interslew with the Administrator on GEM1/25 al
B:23pm revealed:
-The medicafion aldes{MAs) ware responable for ‘
warifying the supplements provided by families for
reafdenis ware the same as what the PCP
ardened,
-The MAs should check the medication [abel with ‘
the aniry on the eMAR and ensure thay were the |
I same sirengih prior to adminlstering the
medication,
-l was the responsibllity of the MAs, the Special
Care Coardinator (SCC), and the Resldent Cars |
Coordinator {(RCC) o ensure the medicalions
prescribed ware available for administration.

DaG4 108 MCAC 13F. 1307 Special Cara Unit Res. D464
| Profile & Cara Plan

| 10ANCAC 13F 1307 Speciai Gare Unit Resident |
Frofile & Care Plan |
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DEFICIERCY)

D464 Continuad From paga 10 [ 464 |

| I addition to the requiremants in Rules 0801
| and 0802 of this Subchaptar, the faciity shaf: |
(1) Within 30 days of admission o the spacial
eare unit and quararly therealler, develop a
wiilien

resident profils contalning essessment data that
describes the residant's behavioral patterns,
galthelp ablifties, level of daily living skills, spacial
managemant needs, physical abiifies and
dizabiliies, and degree of cognitive impaimment.
(2] Develop or revise the resident's care plan
raguired in Sule 0802 of this Subchapter based
on the

resident profile and specify programming that
involves emironmental, secial and health cars |
slrategias 1o haip the resident attain ar maintain

the maximum lavel of functioning possible and |
coanpensate for lost ablliles.

This Rule |2 not met as evidenced by:

Based on record reviews and Interdews the

favility failed to ensure 3 of 5 samplad resident

(#5, #6, and #7) had & written profile completad

within 20 days of admission o the Speclal Care
| Unit {SCU} and quarterly therafier. |

| The findings are:

1. Roview of Resident #5's currant FLZ dated |
ORADD24 revealed diagnoses included dementia,

Roviaw of Resident #5's Residant Register
revaalad sha was admilted to the facility on
10006521,

Review of Resident #5' Care Plan daied
02724726 revealed;

-lt was complstad by the Special Care
Ceardinater (SCC) but it was not signed,
Ditwlskan od Hoalh Sendcs Regulation

STATE FORM B CLHR1] ¥ conlinu afion shast 11 of 14
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It wess nat signed by the primary care provider
{(PCF),

Review of Resident 5' record revealed thera was
no documantation quarterty care plans ware
| compisted,

Reler to the interview with the SCC on 06/11/25
at 11:4dam,

Refer to interviews with the Adminisirator an
BEMIVZE at 241 pm and 0611725 at 8:55am and
A:45mm,

| 2. Reviow of Resldent #6's current FL2 dated
| 02407125 revealed disgnoses included dementia,

Review of Resldent #6's Resident Register
revealed she was admittad (o the facility on
2727125,

Review of Resident 6' record revealed:

| -Theve waa documentation a Resident Profile was
completed on 022826 hut it was not signed by

| the SCC or the PCP. |
=There wes ne decumentation a quarterly care

plan was complated in May 2025, |

Refeer to the intervisw with the Speclal Care
Caordinator (SCC) on 06/11/25 at 11:44am,

Refar to intervews with the Administrator on
0E/10F25 at 2:41pm and 08/11/25 al 8:552m and
4:45pm,

3. Review of Residont #7's current FL2 dated
OHIT25 revealed diagnoses included late onsal
AMlzhedmers.

Review of Resident #7's Residen! Register
| revoaled an admission date was not documsntad,

FORM APFROVED
Divizion of Health Servies Ragulation
STATEMENT OF DEFICENCIES (1) FROVIDERSUPPLUERALIA U RULTIPLE GOMSTRUCTION ) DATE SURVEY
AHIX PLAN OF CORRECTION IOENTIFICATION MUMBER: A BLALDNE: COMPLETED
HALO14-017 A 06/11/2025
BAME OF FROVIDER QR SUPPLIER STREET ADDHESE, CiTY, STATE. 2% GOOE
M RIVER BEND DRIVE
GRACE VILLAGE ASSISTED LIVING & MEKORY CARI
GRANITE FALLE, NG 28630
{4y 1D | BUMBARY STATEMENT OF DEFICIENCES | o PROVIDER'S PLAK OF GORRECTION | e}
PREEL (EACH DEFICIEVCY MUST BF PRECEDED 3¥ FULL PREFIX | {EACH CORRECTVE ACTION SHOULD HE | COMPLETE
ThiE REGULATORY Of LEC IDENT |FY MG INFORRMATICH) | Tha | CROSE-REFERENGED TO THE APFROFHAIATE BaTE
| | DEFIGEENCY)
o 434' Continued From paga 11 4654 |
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Review af the faciity's April 2025 cenaus report
revealed Resldent #7 was admitted to the facliity
| on 040728,

Review of Resident #7's record revealed thare
was no documentation of a complated resident
profila,

Refur lo the interview with tha Special Cars
| Coordinator (SCC) an 0811425 at 11:48am,
Rafor to the intervisws with the Administrator on
| 08110/25 at 2:41pm and D6M4/25 at B:55am and
A:45pm.

Interview with the Special Care Cooedinatar

(SCC) on 061726 at 91:44am revealed:

-She had been in her current role for about a
| manth.

~Sha completed the care plans, printed them for
the physicdan to sign, and scanned them back
inte the system once completed.
-She was responsible for ensuring resident care
plars wera signed by a physlclan.
-She was not sure why some of the cars plans
ware not complated and signed by a physiclan,

Interiews wilh the Administrator on 0B/10/25 at
2:41pm and 06/11/25 at &:55am and 4:45pm
revenled:

-She coukd not locade signed Care Plans,

=The Care Flans were completed by the
previously employed SCOC.

-4 Cara Plan was completed alactronically,
printed out and then signed by the SCC and tha
| PCP,

After the signatures ware documented it was

| scanned into the elecironic madical racord.

| -Ghe did mol ke why the previously armployved

FORM APPROVED
STATEMENT OF DEFIGIENGES (1) PROVIDERS UPPLERACLLS, (2 MULTIRLE SONSTRUCTION {%3) DATE ELRVEY
AHD PLAN OF CORRECTION IDENT FICATHON NUMBER: COMPLETED
A BUILDINE: .
HALIM4-047 B. WG — 08/11/2025
L1 —
NANE OF PROVIDER OR ELPPLIER STREET ADDRESE, GITY, S8TATE, ZIP CODE
501 RIVER BEND DRIVE
GRACE VILLAGE ASSISTED LIVING & MEMORY CAR|
GRANITE FALLS, NG 28330
o SUARMARY 5 TATEMENT OF DEFICIENCIES [ C FROVIDERE PLAM OF CORRECTION (5]
PeEFD {EACH CEFIGIENDY MUST 36 PRECEDED BY FULL PREFIX [EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TG RECLLATORY OR LSC IDEMTIFYING INFORMATION) TAG CROSS.REFERENCED T THE APPROFRIATE CwTE
DEFIC ENCT)
D484 Conlinued From page 12 D 464 |
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FORM AFFROVED

STATEMEMT OF DEFIGIENES (1) PROVIDERFEUPPLERST], 14 2] MULTIPLE COMBTRUCTHON () DATE SURVEY
AND PLAN OF CORRECTION IDENT FICATIOM NURBER: A BN COMPLETED
HALD14-017 e 06112025
NANE OF PROVIDER OF SUPPLIER STREETADDRESS, CITY, STATE, 779 GODE
501 RIVER BEND DRIVE
GRACE VILLAGE ASBISTED LIVING & MERCRY C,
A u AR GRANITE FALLS, NG 28630
4] o EUMRARY BTATRMENT OF DEF|HIENCIES o FROVISEHE FLAN OF CORRECTION TRE]
PREFT (EACH DEFIGIEMGY MUBT BE PRECEDED BY FULL PREFLX (EADH GOARECTIVE ACTION EHOULD BE COMPLETE
™G REGULATORY O LA IDENTIFFING INFORKATION) TG CRUES-REFERENCED TO THE AFPROPRIATE BaTE
BEFICIENCY)
Or 464 | Continued Fram page 13 D 4434 |
SOGC dl not obtaln signatures and scan i into the
| sysiam. |
| She did ot know why the S did not complels
quartery care plans.
-She was ullimately responsible for ensuring the
Care Plans were signed and quaderly care plang
were complated,
I
| |
Division of Health Samvics Regulsion
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Grace Village Assisted Living and Memory Care
License #: HAL-014-017
Annual Survey and Complaint Investigation of 6,/11,/2025.

Section 1004 - Medication Administration
10A NCAC 13F .1004 Medication Administration
Tag# D 358

1. A: Resident #6- Order was obtained from PCP an 7/8/25 for Calcium 500mg
plus Vit. D 25meg .
E: Resident #6- Order was obtained from PCP an 7/8/25 for Multivit, Adult
Chewable Gummies,

2. Resident #3- Order was obtained by PCP on 7/8/25 for Fish 0l 1000mg

3. Resident #8- Medication was delivered from pharmacy on 6/11/25

Med cart Audits are being conducted weekly by RCC and MCD and turned
into the HWD who will monitor compliance.

Staff were re-educated by HWD on 6/12/25 to verify any meds/supplements
provided by family with the MD order & MAR prior to putting in med cart.

Section .1307 Special Care Unit Res. Profile & Care Plan
10A NCAC 13F .1307 Special Care Unit Res. Profile & Care Plan
Tag # D 464

1. Resident #5- Care Plan completed on 6/13/25. Has been signed and
uploaded into chart,

2. Resident #6- Care Plan completed on 6/16/25 and Resident Profile
completed on 6/25/25. Has been signed and uploaded into chart,

3. Resident #7- Resident Register has been amended to include admission date,
Resident profile was completed on 6/25/25. Has been signed and uploaded
into chart.



ED & HWD will conduct monthly audits to ensure compliance with Care Plans and Resident
Profiles.

All violations listed above have been corrected as of 77872025,

Amwmnn irtort 0/10/ 9875

Amber Minton, Executive Director Date




