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D000 Initial Comments O 000

The Adult Care Licensure Section conducted an

annual and follow-survey on January 21, 2026
and January 22, 2026.

0259 10A NCAC 13F .0802 (a) (c) Resident Care Plan D 259
10A NCAG 13F .0802 Resident Care Plan

(8) The facility shall develop and implement a
care plan for each resident based on the
resident’s assessment compieted in accordance
with Rule .0801 of this Section. The care plan
shall be resident-centered and include the
resident's preferences related to the provision of
care and services. A copy of each resident's
curment care plan shall be maintained in a location
in the facility where il can be sccessed by facility
staff who are responsibie for the implementation
of the cara plan.

{c) The care plan shall include the following:

(1) a description of services, supervision, tasks,
and level of assistance to be provided to address
the resident's needs identified in the resident’s
assessment in Rule .0801 of this Section;

(2) frequancy of the services or tasks {0 be

performed;

(3) revisions of tasks and frequency basad on
reassessments in accordance with Rule .0801 of
this Section;

(4) licensed heaith professional tasks required
according 1o Rule .0903 of this Subchapter;

(5) & dated signature of the assessor upon
completion; and w
(6) a dated signature of the resident's physician
or physician extender as defined in Rule .0102 of
this Subchapter within 15 days of completion of
the care plan cerfifying the resident is under this
physician's care and has a medical diagnosis with
associated physicsl or mental Emitations e g ]
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warranting the provision of the personal care
services in the above care plan in accordance
with G.8, 121D-2.15. This shall not apply to
residents assessed through the Medicaid State
Plan Personal Care Services Assessment for the
poition of the assessmant covering tasks nesded
for each activity of daily fiving of this Rule for
which care planning and signing are directed by
Medicaid.

This Rule s not met as evidenced by:

Based on record reviews, and inferviews, the
facility falled to ensure 2 of 5 sampled residents
(#3 and #5) had a completed care plan that was
signed by a physician or a physician's extender
within 15 days of the resident being assessed.

1. Review of Resident #3's FL2 dated 11/24/25
revaaled:

-Diagnoses included chronic pain, insomnia,
anxisty and hyparension.

-She was semi-ambudatory.

Review of Resident #3's care plan dated 07/28/25
revealed:

-Resident #3 was totally dependent with
ambulation, bathing and transferring.
-Rm#amumemm“mmm
tolleting, dressing and grooming.
-Resident #3 required moderate agsistance with
sating.

~The care plan was not signed by Resident #3's
primary care provider (PCP},

&wm ol Heallh Service Regulalich
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Interview with the Registered Nurse (RN) on
01/22/26 at 2:40pm revealed;

-8he knew it was raquired that resident care
piansmuatbasignedbyapmvberwﬁhinﬁdws

-Shadid notknw Rasident #3's care plan was
not signed by Resident #3's PCP,

-The Health and Weliness Direcior (HWD) was
regponsible to ensure resident care plans were
signed by the provider within 15 days of
completion.

Interview with the HWD an 01/22/26 at 3:10pm
revealed;

-5he knew it was required that resident care
pbmmuﬂbesqmdbynpfwdurwi}m 18 days

of compietion.
-Resident #3 had multiple providers at tha time
the care plan was completed but neither provider
wanted to sign Resident #3's care plan.
~Bhe was responsible to ensure resiient care
plans were signed by the provider within 15 daye
of compietion.

interview with the Administralor on 01/22/26 at
3:40pm ravealed;

-She knew it was requirad that resident care
plans must be signed by a provider within 15 days
of completion.

-She did not know Resident #3's care plan was
not signed by Resident #3's PCP.

-The RNs and the HWD were respansible to
amumr&ddmﬂmphsmwww
provider within 15 days of complefion.

Attempted lelephone interview with Resident #3's
PCP on 01/22/26 &t 10:35am was unsuccessful.

2. Review of Residenl #5's current FL2 dated
0711026 revealad:

i

i of Fiealh Serica Regulaton
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-Diagnoseas included unspecified dementia,
intracranial hemorrhage, chronic kidney disease,

Wﬁpmm and dysphagia foliowing cerebral
~Hewasadmmdtothofacdﬁym0?!02124

Review of Resident #5's care plan dated 09/05/25
revealed:

-Resident #5 required limited assistance with
bathing, dressing, and grooming.

-Resident #5 was semi-ambulatory using a roliing
walkar,

-The care plan was not signed by Resident #5's
Primary Care Provider (PCP).

Telephone interview with the Clinical Manager at
Resident #5's PCP's cffice on 01/22/26 at 1:30pm
revealed:

~Tha medical records department at the PCP's
office received all faxes and emails from oulside
facilities and forwarded them io the appropriate
staff msmbers, including the PCP, and kept
copies of all compisted documents.

-She had received order approval forme and
other documentation from the facility for Resident
#5 but had never received a care plan for
Resident #5.

Interview with the Health and Weilness Director

(HWD) on 01/22/28 at 1:56pm revealed:

-She had been employed at the facility for two

years. )

-She was responsible for completing care plans

for ail assisied living residents and for obtaining

PCP signatures on the care plans,

-She was aware that care plans must be signed

mﬂmwdayaofmphhmbyamduﬂ'a
physician extender

physician or
-Smhadbﬂahardcopyofnssm#ﬁsmost

recent care plan in a binder after completion on

—
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Continued From page 4

08/22/25 for the PCP's nurse io hand deliver to
the PCP for a signature, but the care plan was

never returned.

~3he sent the care plan via email to the PCP's

nurse on D1/22/26 as a second atlempl to get a
signature but it was not returned.

Interview with the Administrator on 01/22/28 at
3:41pm revealed:

- She was aware that care plans must be signed
withirs 15 days of completion by a resident's
physician or physician extender,

~The HWD was responsible for completion of
resident care plans and both the HWD and RNs
were responsible fo ensure care plens were
signed by the PGP,

-She was not aware Resident #5's care pian was
not signed by tha PCP,

-i was her expectation that all resident care plans
ba compisted timely and PCP signatures
obtained within the 15-day timeframe.

Attempied telephone interview with Resident #5's
PCP on 01/22/26 at 11:25am was unsuccessful.

10A NCAC 13F .0802(b) Heslth Care

104 NCAC 13F .0902 Health Care

{b) The facility shall assure referral and follow-up
to meet the routineg and acute health care nasds
of residents.

This Rule is not met as evidenced by:

Based on observations. interviews, and record
reviews, the facility failed to ensure referral and
follow-up to mest the health care needs of 2 of §
sampled residents (#1 and #2) related to a
podiatry referral (#1) and weekly waights (#2).

0259

D273
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The findings are:

1. Review of Resident #1's current FL2 dated
07/02/25 revealed.
-Diaghoses included hypertensive heart diseases,
type 2 diabetes, pain related to ostecerthritis,
peripheral vascular disease, major depression,
chronic fatigue, pulmonary fibrosis,

reflux disease.
-She was admitted to the faciiity on 03/02/21.

inferview with Resident #1 on 01/21/28 at
10:01am revesled:

~She was wearing a shoe on her left foot, but her
right foot was bare.

-Bhe pointed fo the second toe on her right foot to
reveal a long, thickened, deformed toenail.

-She had reported the toenail to several stuff
members at the end of November 2025.

-She was loid she would need podiatry services
to take care of the toenail,

~She had been a resident of the facility for aimost
five years and received podiatry services from an
outside provider in the past.

Review of Resident #1's record revealed:

~There was a progrees note by Resident #1's
Primary Care Physician's (PCP) dated 12/08/25
that read "Under assesament and pilan: *chronic,
ongoing onychog Patient with long,
thickened toenails. Spac:ﬁcalythewamlonher
right foot; second toe is thick and deformed.
Plan: Refer patient to podiatry to be seen for
evaluation and nail trimming".

-There was an order dated 12/08/25 to refer
Resident #1 to the facility's podiatry for evaluation
and toenalt trimming and to notify the PCP of next
B -There was a note dated 01/21/26 at 3:43pm that
Oivision of Fesih Serce Regulaion

STATE FORM nase 429v11
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read "Resident requested for podiatry service on
01714/28; consent form signed by resident,
waiting to ba seen by podiatrist™,

~There were 2 podiatry consent forms signed by
Resident #1 dated 11/28/22 and 01/20/26.

Inlerview with a personal care assistant (PCA) on
01/22/28 at 3.07pm revealed she had been
employed at the facility for one month and was
unaware of Resident #1's deformed toenail.

Interview with the Resident Care Coordinator
(RCC) on 01/22/28 at 3:01pm revealed:
mmmmammmfmm

—Sluwasunmuamasndemmsmm!hr
podiatry or the condition of her toe until she
received a text message from a second shift
maedication aide (MA) on 01/14/26.

-She and the Mealth and Wellness Director
(HWD) attempted to locate podiatry consent
forms in the medication room on 01/14/26 but
wara unsuccessful.

-She lsft a voicemail for Resident #1's
Responsible Parly (RP) on 01/14/26 but never
heard back

-Shum&maolmePCP'amder!or
Resident #1 to be seen by the facility's podiatrist.

Interview with the Registered Nurse (RN) on
01/22/26 at 2:39pm revealed:

-She had been empioyed at the facility for one
year but was also assigned to three other
buildings.

-A MA reporied the condifion of Resident #1's toe
on 01/20/26 and she conducted an assessment.
-She was unaware of Resident #1's podiatry
referral and became aware of the PCP’s order an
01/22726.

-She met with the PCP on Mondays if she was in

STATE FORM L) 429V11 ¥ continuston sheat 7 of 7)
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the building and the PCP would repart her
findings from her rounics.

-The PCP usually wrote new orders in the PCP
book and would also email them at a later date,
-PCP visit notes were sent electronically and
faxed to the RCC, HWD and RN.

-She was supposed to implement order changes
following each PCP visit.

~All nurses were responsible for oblaining
consent for podiatry services and consent was
obigined from Resident #1 on 01/20/28.

-After consents and insurance information were
scanned and emailed to the billing department of
the podiatry provider, the provider would generate
a list of residenis to be seen and would then visit
the facility based on need.

Irterview with the HWD on 01/21/26 at 4.08pm

revealed:

-She had been employed at the facility for two
years.

-She was unaware of Resident #1's daformed
tosnall until 01/21/26 and was unaware of the
PCP's order for Resident #1 to be seen by the
in-house podiatrist.

-Tha RN reviewed PCP progress notes and mat
with the PCP each Monday after her weekly visits.
-A PCA should have completed a skin card
nofating the condifion of Resident #1's feet and
reported to the HWD,

-Residant #1 signed a consent for podiatry on
0114726 which was then emailed to the podiatry
provider. _
-The facility's podiatrist visited twice par month,
and her last visit was on 01/13/26,
Podurywnmtsmemaﬂedtuﬂwpodla!ry
provider who made the schedute after insurance
approval was obtained which could take up to
three weeks.

Dvision of Flealth Service Reguialion
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Intervigw with the Administrator on 01/22/26 at
3:41pm revealed:

-3he became aware that Resident #1 was having
issues with her feet when the HWD reported it to
her on 01/13726.

~The RN and the HWD were responsible for
foliowing up on PCP orders.

«it was her expeciation that all progress noles
were to be reviewed and follow up to occur if
ordered by the PCP.

Aitempted telephone interview with Resident #1's
PGP on 01/22/26 at 10:35am wae unsuccessiul,

Aternpted telephone interview with Resident #1's
RP on 01/22/26 at 8:50am was unsuccessful.

2. Review of Resident #2's current FL-2 dated
11117725 revesled diagnoses included chronic
congestion and heart failure and fractures of the
humerus and pelws.

Review of Resident #2's signed physician orders
dated 12/01/25 there was an onder for weekly

weights.

Observation of Resident #2's weight on 01/22/26
at 10 35am revealed she weighad 74.2 pounds.

Review of Resident #2's Decermnber 2025
(aMAR) revealed:

-There was an entry for Resident #2's weight to
be obtsined weekly with @ scheduled time of
6:00am.

-There was documentation that Resident #2's
weight was obtained 1 of 4 opportunities from
12/01/26 to 12/31/25.

~There was documentation that Resident #2

D273

rafused to weigh 3 of 4 opportunities from
Sation of Healih Service Reguision
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12/01/25 to 12/317225. I
Review of Resident #2's January 2026 eMAR I
from 01/01/26 to 01/21/26 revealed:

~There was an entry for Resident #2's weight to
be obtained weekly with a scheduled time of
&:00am.

-Thare was documentation that Resident #2's
weight was obtained 1 of 3 opportunities from
01/01/26 to 01/21/26.

-~There was documentation that Resident #2
refusad to weigh 2 of 3 opportunities from
01/01/26 to 01/21/26.

Review of Resident #2's weight summary report
revealed;
<On 11721125, the weight recorded was 71.6

pounds. _
-On 12/06/25, the weight recorded was 70.8
paunds.

-0On 12/26/25 the weight recorded was 72 4

pounds,
-On 01/02/26 the weight recorded was 71.8
pounds.

Review of Resident #2's Primary Care Physicians
(PCP) after wisif summary dated 1201725
revealad

~There was an order to weigh Resident #2 weekly
and to monitor wenght closely.

-Resident #2's current wesght was 71.6 pounds

Review of Resident #2's PCP's after visil
summary dated 12/30/25 revealed
-Caﬁnue!nohtainamrecdeesdem#?s

weakly waights.
<Rasident #2's current weight was 71 pounds.

Revew of Resident #2's PCP after wisit summary

dated 01/06/26 revesled

[hvision of Hasith Gervice Regulation
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-Resident #2's weight was 72.4 pounds.
-Continue to weigh Resident #2 weekly and
racord weights.

interview with Resident #2 on 01/21/26 at 1:10pm
revealed.

weighed,
-Sha did not know how often she was 1o be
weighed.

Telephone interview with a medication aide (MA)
on 01/22/26 at 11:45am revealed:

~Bhe obiained Resident #2's weight when
Residant #2 let her.

~The weight was scheduled for 6:00am and
mdmmﬁum#zdidndvmlhgdm

and weigh.
~She had not notified the PCP of Resident #2
refusing to weigh every week.
-She had not spoken with the Resident Care
Coordinator (RCC) or Health and Wellness
Diractor (HWD) about changing the time of
obtaining Resident #2's waight.
-She had told the on coming MA during morning
report when Resident #2 refused to weigh.

Interview with the RCC on (1/22/26 at 11:00am
u.

revealed:
-Resident #2 had an order for monthly weights.
-She did not realize Resident #2 had orders for
weskly weights.

-Resident #2 never refused to be weighed.

-She did not know Resident #2 had refused
weskly weights 28 documented on the eMAR.
-She expected the MAs o oblain weekly weighis
as ordered and if there were multiple refusals the
MA should notify the RCC, the HWD, and the

PCP.
lﬂw‘?m of Fewiih Service Reguiation
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Interview with the HWD on (1/22/26 at 2:50pm
revaaled:

-Tha MA should notify the PCP when there were
mutiple refusals.

«The PCP shoukl have been nolified of Resident
#2 refusing her weights,

-When the MA notified the PCP, the MA should
document in the electronic progress notes.

Interview with the Administrator on 01/22/26 at
3:24pm revealed:

-She expectad the PCP to be notified when there
were multiple refusals.

-Resident #2's PCP should have been notified of
the weights being refused.

~Tha MAs should document all notifications to the
PCP in the slectronic progress notes,

Aftempted telephone interview with Resident #2's
PCP on 04/22/26 at 10:35am was unsuccessful,

D 310 10A NCAC 13F .0804({e)(4) Nutrition and Food
Service

10A NCAC 13F .0804 Nutrition and Food Service
(8) Therapeutic Diets in Adult Care Homes:

{4) All tharapautic diets, including nutritional
supplements and thickened liguids, shall be
sarved as ordered by the resident’s physician,

Thig Rule is not met as evidenced by:

Basad on observations, interviews, and record
reviews, the facility failed io ensure nutritional
supplements were served as ordered for 1 of 1
sampled residents (#2).

The findings are:

D273

D310
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Raview of Resident #2's current FL2 dated
11117125 revealed:
-Diagnoses included chronic congestion and

heart fallure and fractures of the humerus and

pelvis,
~There was an order for a nutritional supplement
237mis three times dailly with meals.

Observation of the lunch meal service on
01721126 between 12:03pm and 12:35pm
revealed Resident #2 was not saefved a nutritional

supplement.

Observation of the breakfast meal service on
01/22/26 between 8:15am and 8:40am revealed
Resident #2 was not served a nutritional

suppiement.

Observation of the medication room on 01/22/26
at 10:51am revealed.

~There were 23 botties of nuirfional shakes on a
shelf in a cabinet available for administration,
-There was no name on the nutritional shakes,
-There was a hand written note with Resident
#2's name taped to the shelf.

Review of Resident #2's November 2025
electronic medication administration record
{eMAR) from 11/21/25 to 11/30/25 revealed:
-There was an antry for a nutritional supplement
237ml three times daily with meais with a
scheduled administration time of 8:00am,
12:00pm, and 5:00pm,
~There was documentation a nulritional
supplement was administered three times daily
from 11/22/25 fo 11/30/25.

Rawiew d Resident #2's December 2025 eMAR

Mmamaﬁ'ﬁmhenmm -
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~There was an entry for a nutritional supplement
237ml three times daily with meals with a
scheduled administration time of 8:00am,

supplement wae administered three times daily
from 12/01/25 to 12/31/25.

Review of Resident #2's January 2028 eMAR
from 01/01/26 to 01/20/26 revealed:
~There was an entry for a nutritional

237mi three times daily with meals with a
schaduled administration time of 8.00am,
12:00pm, and 5:00pm.

-There was documentation a nutritional
supplement was administered three times daily
from 01/01/26 to 01/20/26.

Review of Resident #2's electronic progress
mmmmrzsm

the facility; the facility was providing nutritional
shakes for Resident #2.

Interview with Resident #2 on 01/21/26 at
12:35pm revealed.

-She did not receive nutritional suppiements with
meals.

-She received a nutritional supplement when she
was in her room, but not regularly,
-Siiodﬁnotmmtrmwmwy

Telephone interview with Resident #2's POA on
01/22/28 at 2:32pm revealed:

-She notified the pharmacy a few months ago and
asked them not fo send the nutritional

Diision of Hestih Senvice Reguiation
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supplements; it was too expensive.

-She had spoken with someone in management
at the facility and Resident #2 was (o receive the
nutritional shakes the facility provided.

Talephone interview with a represantative from
the facility's contracted pharmacy on 01/22/26 at
10:40am revealed:

~Resident #2 had an order for nutritional
supplements three times daily with meals,

-The pharmacy sent one case of nutritional
supplements on 11/20/25.

-A case of nutritional supplements had 24 bottles
which would last 8 days.

-Resident #2's POA notified the pharmacy on
12/19/25 that she could not afford the nutritional
supplements and asked the pharmacy not fo
send the nutritional supplements anymaore.

-The POA stated she had spoken with a manager
at the facility and Resident #2 would receive a
nutritional shake proved by the facility,

~The POA did not recall who she spoke with at
the facility about the nutritional shakes.

-The pharmacy did not send anymore nutritional
supplerments after 11/20/26 as the POA

raquesied.

Interview with a medication aide (MA) on
01/22/26 at 10:34am revealed:
-She Resident #2 a nutritional supplement

-mnwmmmmnmmnm
ordered from the phamacy.
-The MAs or Resident Care Coordinator (RCC)
could order the nutritional supplements when they
were nesded.
-She had ordered nutritional supplements from
the pharmacy, but it had been a month ago.
on of Health Senice Reguiabon
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-Resident #2 had nutritional supplements in the
medication room for administration,

Interview with ancther MA on 01/22/26 st 3:03pm
revealed:

-Bhe adminislered a nuiritional supplement to
Resident #2 after dinner each evening.

-The nuiriiional supplement was kept in the
medication room.

~The nutritional supplement was ordered from the
pharmacy, but she had never orderad it,

Interview with the Dietary Managar (DM) on
01/21/28 al 12:51pm revealed:

-She ordered the nutritional shakes for the clinical
siaff to administer (o the residents as ordered.
supplements; the clinical staff was responsible for
ordering any other type of nutritional
supplements,

Interview with the RCC on 01/22/26 at 11:00am
revealed:

~The nutritional supplements were ordered from
the phamacy.

-She had not ordered nutritional supplements for
Resident #2,

~The MAs could order the nutritional supplemeants
when they were needed,

-The pharmacy had not notified her that the
nutritional supplemant could no longer be sent
due to the POA's request until yesterday,
D1r24/28.

-She called the pharmacy yesterday, 01/21/26,
and she was told the POA had calied the
phamacy and the nutritional
supplement not be sent, that Resident #2 wouic
be receiving the nutritional shake the facility
provided.

[ 310
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Interview with the Health and Wellness Director
(HWD) on 01/22/26 at 11:22am revealed:

~The nutritional supplemants were orderad from
the pharmacy.

-The RGC was responsible for ordering the
nutritional supplements.

-She did not know urdil last week, that the

-Resident #2 shouid have been gatting nutritional
shakes supplied by the facility.

-Sha did not know the order had not been
changed from nutritional supplements to
nutritional shakes on the eMAR.

-She did not know the MAs were documenting
that the nutritional supplements wera being
administered when they were not in the facility

and availabla for administration.

Interview with the Administrator on 01/22/26 at
3:24pm revealed:

-She thought the clinical staff ordered nutritional
supplemnents from the pharmacy.

-if the pharmacy did not send the nutriional
supplements, the facility should be purchasing
tham from another place.
-Shaupechdnutrﬁom!suppl«wumbe

Attempted telephone with Resident #2's Primary
Care Provider (PCP) on 01/22/26 at 10:35 was
unsuccesasful.

D367 104 NCAC 13F .1004 (j) Medication D 367
Administration
10A NCAC 13F .1004 Medication Administration

{i) The resident's medication administration
record (MAR) shail be accurate and include the
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M:
(1) resident's name;

{2} name of the medication or treatment crder;
(3) strengih and dosage or quantity of madication
vicistarad:

{4) instructions for administering the medication
or treatment;

(5) reason or justification for the administration of
medications or treatments as needed (PRN) and
documenting the resulting effect on the resident;
(6) date and time of administration;

{7} documentation of any omission of
medications or reatments and the reason for the
omission, including refusals; and,

{8) nama or initials of the perzon administering
the medication or treatment. If inkials are used, a
signature equivalent to thoss initials is o be
documenied and maintained with the medication
administration record (MAR).

This Rule is not met as evidenced by
Based on observations, record reviews, and
interviews, the facility falled to ensure the
slactronic medication administration record
{eMAR) was accurate for 1 of 5 sampled
residents (#2) including a protein supplement.

The findings are:

Review of Residant #2's current FL2 dated
117125 revesled:

included chronic congestive heart
fallure and fractures of the humerus and pelvis,
-There was an order for Pro-stat AWC 30 mi (a

protein supplement) twice dally in between meals.
Review of Resident #2's November 2025
[evinion of Healh Serice RegulaLo
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electronic medication administration record
(eMAR) from 11/20/25 to 11/30/26 revealed:
-Thare was an entry for Pro-stat AWC 30mi every
morning and at bedtime with a scheduled
administration time of 8:00am and 8:00pm.
-Thera was documantation that Pro-stat AWC
was administared 6 of 21 opportunities from
11720125 to 11/30/25.

Review of Residant #2's December 2025 sMAR
revealed:

~Thers was an entry for Pro-stat AWC 30mi every
moming and al bedtime with a scheduled
adminiatration time of 8:00am and 8:00pm.
-There was documentation that Pro-atat AWC
was administered 18 of 82 opportunities from
12/01725 to 12/31/25.

Review of Resident #2's January 2026 eMAR
from 01/01/28 to 01/21/26 revealed:

~There was an entry for Pro-stat AWC 30ml every
morning and at bedtime with a scheduled
administration time of 8:00am and 8:00pm.
-There was documentation that Pro-stat ANC
was administered 12 of 41 opportunities from
01/01/26 to 01/21/26.

Telephone interview with a representative from
the facility’s contracted pharmacy on 01/21/26 at
2:58pm revealed:

-Resident #2 had an order for Pro-stat 30m| twice
daily between meals daled 11/20/26.

-Resident #2's insurance would not pay for
Pro-stat, so the Power of Attorney (POA) was

~The POA stated she could not pay for it and not
to fill it.

-Pro-stat AWG had never been dispensed from
the pharmacy for administration.

(vision of Hleaith Service Reguigtion

STATE FORM s 420V11 wre o



https://SUPPi.ER

PRINTED: 02/02/2026

FORM APPROVED
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERACLIA X2 MULTIPLE CONSTRUCTION (X3 DATE SURVEY
AMD PLAN OF CORRECTION IDENTIFICATION NUMBER' A BUILDING COMPLETED
R
hai041062 B WING 01/22/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS CITY STATE ZIP COOE
) . 4400 LAWNDALE DRIVE
BROOKDALE LAWNDALE PARK
CREENSBORO, NC 27485
%F u& ; wt&;um srgram&or DEFIGEM;I;:; - 0 PROVIDER'S PLAN :g T%unmecnuu (5)
EACH DEFICIENCY MUST BE PRECEDED ' EAGH CORRECTIVE SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) P?-EFG“ céoss-nEFEnsmeo TO THE APPROPRIATE LATE
DEFICIENCY) .
D367 Comtinued From page 19 D 5387

interview with Resident #2 on 01/21/26 at 1:10pm
revealed she had never received Pro-stat,

Telephone intarview with Residant #2's POA on
01/22126 st 2:32pm revealed:

«The phamacy notified her when Resident #2
was admiited to the facility.

-She had an order for Pro-stat twice daily and the
insurance would not pay for it.

-She told the pharmacy she could not afford to
pay for it and not to send it,

-She had spoken to the Heaith and Wellness
Diractor (HWD) sbout the Pro-stat.

Interview with a medication aide (MA) on
01/21/26 at 2:34pm revealed:

-She had not administered Pro-stat to Resident
#2; the POA would not pay for it.

-Resident #2 never had Pro-stat aveilable for
-She documented on the eMAR that Pro-stat was
unavailabie .

-She did not realize she had documented a few
times that she had administerad Pro-siat.

~The documentation of administration was done
in error; she had never administered Pro-atat.

Interview with another MA on 01/22/26 at 3:.03pm
(§ .

-She did not realize she had documented on the
eMAR that she had administered the Pro-stat
AWC,

=She knew the Pro-stat AWC was not in the
facility for administration.

~The days she documented that she administered
tha Pro-stal AWC was a mistake; she did not
adminigter the supplement,

Interview with the Resident Care Coordinator
(RCC) on 01/22i26 at 11:00am revealad.
of Health Service Reguiation
STATE FORM - 429v11
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-Sha knaw the Pro-stat AWC was not in the
facility and available for administration to

Resident #2.

-She had spoken to someons in management
about not having the Pro-stat AWC, but she could
not remember when,

-She did not know the MAs documented on the
aMAR that Pro-stat AWC was being administered
when it was nol available for administration.

Interview with the HWD on 01/22/26 at 2:50pm
ravealad:

-She did not know the MAs were documenting the
adminisiration of Pro-stat AWC twice daily.

-She expected the MAs fo document correctly on
the eMARS.

Interview with the Administrator on (1/22/26 at
3:24pm revealed:

-The MAs should document correctly on the
eMARs,

-if a supplement was not administered the eMAR
-ghould reflact that.

-if the supplement was not available for
administration the MAs should notify the
pharmacy, RCC or HWD.

Attempted telephone interview with Resident #2's
Primary Care Provider (PCP) on 01/22/26 at
10:35am was unsuccessful.

FORM APPROVED
(X2 MULTIPLE CONSTRUCTION (%3 DATE SURVEY
A BUILDING: COMPLETED
R
8. VNG 01/22/2028
HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. 2IP CODE
4400 LAWNDALE DRIVE
BROOKDALE LAWNDALE PARK :
GREENSBORO, NC 27455
Lerl-d (EACH uEFm%Tagr“ Wﬁ%scﬁnmavrm PREFIX b CORRECTIVE ACTION SHOULD BE o
COMPL
TAG REGULATORY OR LSC IDENTIFYING INF TAG . SS-REFERENCED TO THE APPROPIIATE WE“'
DEFICIENCY)
0387 Continued From page 20 D 367

(iision of Heallh Service Reguation

STATE FORM o 420vi

W contnuation slwet 21 of 21



The following is a summary of the Plan of Correction for Brookdale Lawndale Park. This Plan of
Correction is in regards to the Annual Follow up Survey completed on January 22, 2026. This Plan
of Correction is not to be constructed as an admission of or agreement with the findings and
conclusions in the State of Deficiencies, or any retated sanction or fine. Rather, it is submitted as
confirmation of our ongoing efforts to comply with statutory and regulatory requirements. Inthis
document, we have outlined specific actions in response to identified issues. We have not
provided a detailed response to each allegation, nor have we identified mitigating factors.

10A NCAC 13F .0802 Resident Care Plan

{a) An adult care home shall assure a care plan is developed for sach resident in
conjunction with the resident assessment to be completed within 30 days following
admission according to Rule .0801 of this section. The care plan is an individualized,
written program of personal care for each resident.
plan.

(c) The care plan shall include the following: (1) a description of services, supervision,
tasks, and level of assistance to be provided to address the resident’s needs identified
in the resident’s assessment in Rule .0801 of this Section; (2) frequency of the services
or tasks to be performed; (3) revisions of tasks and frequency based on reassessments
in accordance with Rule .0801 of this Section; (4} licensed health professional tasks
required according to Rule .0903 of this Subchapter; (5) a dated signature of the
assessor upon completion; and (6) a dated signature of the resident's physician or
physician extender as defined in Rule .0102 of this Subchapter within 15 days of
complstion of the care plan certifying the resident is under this physiclan's care and
has a medical diagnosis with associated physical or mental limitations warranting the
provision of the personal care services in the above care plan in accordance with G.S.
131D-2.15. This shall not apply to residents assessed through the Medicaid State Plan
Personal Care Services Assessment for the portion of the assessment covering tasks
needed for each activity of daily living of this Rule for which care planning and signing
are directed by Medicaid.

» The Executive Director or designee will in-service the Health & Wellness
Director/Coordinator or designee on resident care plans & assessments by March 28,
2026. The Health & Weliness Director or designee will complete assessments with in thirty
days of move, annually and according to policy. To assist with ongoing compliance, the
Health & Wellness Director/Coordinator/Executive Director/designee will review resident
care plans and assessments weekly for four weeks, then biweekly for one month and
random thereafter. Plan of correction to be completed by April 23, 2026.

10A NCAC 13F .0802(b) Health Care



The facility shail assure referral and follow-up to meet the routine and acute health care
neads of the residents.

» The Health & Wellness Director/Nurse/Executive Director or designee will conduct
retraining for care associates on referral and follow up of physician’s orders. The Health &
Wellness Director/Nurse/Executive Director or designee wilt conduct an audit on current
resident records to verify that physician orders are being followed as ordered. To assist
with ongoing compliance, the Health & Wellness Director/Nurse/Executive Director or
designee will provide weekly monitoring of physician orders for three {3) months, with the
Health & Wellness Director/designee to monitor routinely thereafter. Plan of correction to
be completed by May 26, 2026.

10A NCAG 13F .0904(e)(4) Nutrition and food service

(e)Therapeutic diets in Adult Care Homes {4) All therapeutic diets, including nutritional
supplements and thickened liquids, shall be served as ordered by the resident’s physician.

» The Health & Wellness Director/Nurse/Executive Director or designee wilt conduct an audit
on current residents prescribed diet orders to verify the Dining Services Manager and dining
staff have the current physician ordered diet. The Health & Wellness
Director/Nurse/Executive Director/designee and/or Dining Services Manager will provide
retraining on diets for associates who serve resident meals. Dining associates witl be
trained on the preparation of therapeutic diets per our menu manager platform. The Health
& Wellness Director will also provide a copy of the nutrition tracker and diet orders to the
dining department monthly. To assist with ongoing compliance, the Health & Wellness
Director/Nurse/Executive Director or designee will review resident diets weekly for 6 weeks.
Ptan of correction to be completed by April 8, 2026.

10A NCAC 13F. 1004 Medication Administration

An adult care home shall assure that the preparation and administration of medications,
prescription and non-prescription, and treatments by staff are in accordance with: (f) The
resident’s medication administration record {(MAR) shall be accurate and include the
following:(1) resident's name; (2) name of the medication or treatment order;(3) strength and
dosage or quantity of medication administered;(4) instructions for administering the
medication or treatment;{5) reason or justification for the administration of medications or
treatments as needed (PRN) and documenting the resulting effect on the resident;(6) date and
time of administration;(7) documentation of any omission of medications or treatments and
the reason for the omission, including refusals; and, (8) name or initials of the person



administering the medication or treatment. If initials are used, a signature equivalent to those
initials is to be documented and maintained with the medication administration record (MAR).

» The Health & Weliness Director/Nurse/Executive Director or designee will re-in-service
medication aids & Resident Care Coordinator’s on the 7 rights of medication
administration; along with an eMAR to medication cart audit to ensure that physician orders
and eMAR match. To assist with ongoing compliance the Health & Wellness
Director/Nurse/Executive Director or designee will review the New Order Tracking forms to
ensure accurate documentation and timely completion of medication receipt, verify
accuracy and transcription of physician orders twice weekly for 6 weeks and then randomly
thereafter. Plan of correction to be completed by April 8, 2026.
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	warrantilg the provision of the personal care services in the above care plan In accordance with G.S. 131D-2.15. This shall not apply to residents assessed through the Meci(:aid State Plan Personal Care Servieea Assessment for the 
	pol1iOn of the usessment covering tasks needed 
	for each activKy of dailyliving of this Rule for which cero plamlng and signing ere directed by Medicaid. 
	This Rule is not met as evidenced by. Baaed on record reviews. and lnteMeWs. the faclliy failed to ensure 2 of 5 sampled residents (#3 and #5) had a completed care plan that was signed by a physical or a physician's extender within 15 days of the resident being assessed. 
	1. Review of Retldent #3's FL2 dated 11/24/25 
	reven,d· -Diagnoses included chrome pain, Insomnia. anxiety and hypertension. 
	-Sha was semi-ambutatory. 
	Review of Resident #J's care plan dated CIT/29/25 revealed: -Resident #3 was totally dependent with ambulation, bathing and transferring. -RMident #3 required exte06ive aailtance with toileting. dreuing and grooming. -Resident#3 required moderate assistance with eating. -The care plan was not signed by Resident #3'& primary care provider (PCP). 
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	0259 Continued From page 2 D259 lnteNiew with the Registered Nurse (RN) on 01/22/26 at 2:40pm revealed: -Sho knew it was required that resident care plans mua\ be signed by a provider within 15 days of completion. -She did not know Resident #3'• care plan was not signed by Resident #3's PCP. -The Heath and Wellness Director (HWO) was responsible to ensure resident care plans ware signed by the provider within 15 days of complooon. Interview with the HWO on 01122/26 at 3:10pm revealed: -5he knew it was requi
	0259 Continued From page 2 D259 lnteNiew with the Registered Nurse (RN) on 01/22/26 at 2:40pm revealed: -Sho knew it was required that resident care plans mua\ be signed by a provider within 15 days of completion. -She did not know Resident #3'• care plan was not signed by Resident #3's PCP. -The Heath and Wellness Director (HWO) was responsible to ensure resident care plans ware signed by the provider within 15 days of complooon. Interview with the HWO on 01122/26 at 3:10pm revealed: -5he knew it was requi


	pa,s must be signed by a provider within 15 days 
	of completion. -She did not know Resident '3's care plan was rd signed by Resident #3's PCP. -The RNs and the HWO were responsible to 
	ensure resident care plans were signed by the provider within 15 days of completion. 
	Attempted telaphooe interview with Resident #3's PCP on 01fl2126 at 10:35am was unsuccessful. 
	2. Review of Resident #S's current Ft2 dated 
	07/10/25 revealed: R11 SeMce RIIIJll.lllon 
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	-Diagnoses Included unspecif.ed dementia, intracranial hemorrhage. chronic kidney disease. hyperlipidemia, and dysphagia following cerebral infarction. -He was admitted to the facility on 07/02/24. 
	Review of Resident #5's care plan dated 09l'05125 
	rell881ed: 
	-Resident #5 required limited assistance with bathing, ~aing, end grooming. -Resident #5 was semi-anbulatory using a rolling 
	walcer. 
	-The care plan waa not signed by Resident #S's Primary Care Provider (PCP). 
	Telephone inlesview with the Clinical Manager at Resident 15'1 PCP's office on 01/22126 at 1 :30pm revealed: -The medical records department at the PCP's office received all faxes and emails from outside fac!OOe& and fonNa'ded them to the appropriate staff members, including the PCP, and kept copies of all compleU'Jd doctfflents. -She had received otder approval forms and other docooientation from the facHy for Resident #5 but had never received a care plan for 
	Re.ident#6. 
	Interview With the Heatth and Wellness Director (HWO) on 01!22/26 at 1:56pm revealed: -She had been .,,ployed at the faciliy for two years 
	-She was respoo&ible tor completing care plans tor a.i assiSted livlng residents and for obtaining PCP signatures on the care plans. -She was aware that care plans muat be signed within 15 days of completion by a resident'• physician or physician extender. -She had left a hard ~ of Resident #S's most recent care plan in a binder after completion on 
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	0 2!>9 Continued From page 4 
	09/22/25 for the PCP'a nurse lo hand deliver to the PCP for a signature, but the care plan was never returned. -She sent the care plan via ematl to the PCP's nllfSe on 01122/26 as a second attempt to get a signature but it was not returned. 
	Interview with the Administrator on 01/22/26 at 3:~1pm revealed: -Shew-~• aware that care plans muat be signed within 15 days of completion by a resident's phy5ician or physician extender. -The HWD was responsible for completion of resident care plans Md both the HWD and RNs were responsible to ensure care PfflJlS were signed bythe PCP. -She Wi1$ not aware Resident #S's care plan wn not signed bythe PCP. -n was her expectation that a.I resideflt care plans be completed timely and PCP ,ignatl.lfes obtained V
	Attempted telephone interview with Resident #S's PCP on 01/22126 at 11 :25am was unsuccessful. 
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	(b) The faciliy shaU assure referral and to meet the routirle and acute health eate needs of residerts. 
	follow-t.lp 

	This Rule is not met as evidenced by: Baaed on observations. interviews, and record reviews. the tacK ty failed to ensure refenal and follow-up to meet the health care needs of 2 of 5 aampled residents (#1 and #2) related to a podiatry referral (11) and weekly weights (#2). 
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	The findi,vi are: 
	1. Review of Resident #1 's current FL2 dated 07/0212.5 (81/ealed: -Diagnoses included hypertensive heart di$eaae, type 2 diabetes, pain related to oeteoerthritis, ~eral vascular disease, major c:tepreesion, chronic fatigue, 
	pulmona,y fii,ro.ia, 

	gastroesophageal refklx disease. -8he was admitted to the faciity on 03/02/21. 
	Interview with Resident #1 on 01/21/26 at 
	10:01am revealed: -She was wearing a shoe on her left foot. but her right foot was bare. -8he pointed to the aecond toe on her right foot to 
	reveal • long, thickened, deformed toenail. -She hed reported the toenail to aeveral staff members at the end mNovember 2025. -She was told she 'N0Uld need podiatry services to take care ofthe toenail. -She had been a resident of the facility for almost f!Ye years and received podiatry services from an outside provider in the past. 
	Review ofResident #1 's record revealed: -There was a progress note by Resident #1's Primary Care Physician's (PCP) dated 12J08/25 that read "UndM asaesament and plan· •chronic. ongoing onychogryphoais. Patient w~ long. thickened toenallt. Specifically, the toenal on her right foot; second toe is thick and defonned. Plan; Refer patient to podialry to be seen for evatualion and nail trimming~. -There was an order dated 12/08125 to refer Resident #1 to the facility's podiatry for evaluation and toenail trimmi
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	-A MA reported the condition ol Resident t1's toe 
	on 01/20/26 end she conducted an assessment. 
	-She was unaware of Resident #1 's podiatry 
	referral and bccane aware d the PCP's order on 
	01/22/26. 
	I _____________ __--
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	D273 Continued From page 8 D273 lnteMew with the Administrator on 01122/26 at 3:41pm revealed: -She became aware that Resident #1 was having issues With her feet when the HWO reported it to her on 01/13126. -The RN and the HWO were responsible for following 1.4> on PCP orders. -It waa her expectation that au progress notes Wl!lf'e to be reviewed and folow up to occur if ordered by the PCP. Attempted telephone interview with Resident #1's PCP on 01122/26 at 10:35am was unsuccessful. Attempted telephone inter
	D273 Continued From page 8 D273 lnteMew with the Administrator on 01122/26 at 3:41pm revealed: -She became aware that Resident #1 was having issues With her feet when the HWO reported it to her on 01/13126. -The RN and the HWO were responsible for following 1.4> on PCP orders. -It waa her expectation that au progress notes Wl!lf'e to be reviewed and folow up to occur if ordered by the PCP. Attempted telephone interview with Resident #1's PCP on 01122/26 at 10:35am was unsuccessful. Attempted telephone inter
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	12/01/25 to 12/31/25. 
	Review ofResident tl'Zs January 2026 eMAR from 01/01126 to 01121/26 revealed: -There was an ert,y for Resident #Zs weight to be obtained weekly with a scheduled time of 6:CJOam. -There was documentat10n that Resident #2's weight was obtained 1 of 3 opportunities from 01/01/26 to 01/21/26. -There wes dOcumantalion that Resident #2 refused to weigh 2 cl 3 oPPortunities from 01/01126 to 01/21/26. 
	Review of Resident #2's weight summary report revealed: -On 11/21125, the weiQht recorded was 71.6 pounds. -On 12'06/25, the weight recorded was 70.8 pounds. -On 12126125 the weight recorded was 72 4 pounds. -On 01~the weight l'eCOfded was 71.8 paunds. 
	Review ofResident #2's Prillary care Physicians (PCP) after Vllitt summary dated 12/01125 revealed -There was an order to weigh Resident #2 weekly and to monitor weight closely. -Resident #2'& current weight was 71.6 poonds 
	Review of Re$1dant t2's PCP'a after VISit summary dated 12/3°'26 revealed -Ccrtinue to obtain and record Resident #2'a weeltl-/ weights. -Resldent #'Zs current weight was 71 pounds. 
	ReVleW of Resident #2'1 PCP after V1Srt summary dated 011061'26 re<tealed 
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	-Resident #2's weight was 72.4 pounds. 
	-Resident #2's weight was 72.4 pounds. 

	-Continue to weigh Resident #2 weekly and 
	-Continue to weigh Resident #2 weekly and 

	r8COl'd weighte. 
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	lnttw'lliew with Resident #2 on 01/21126 at 1:10pm 
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	-She did not remember the Int tine she was 
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	-She did not know how often she was to be 

	weighed. 
	weighed. 

	Telephone interview with a mediGation side (MA) 
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	on 01/22/26 at 11 :<45am revealed: 
	on 01/22/26 at 11 :<45am revealed: 

	-She obbined Resident #Zs weight when 
	-She obbined Resident #Zs weight when 

	Resident #2 let her. 
	Resident #2 let her. 

	-The weight was scheduted for 6:00am and 
	-The weight was scheduted for 6:00am and 

	sometimes Resident 12 did not want to get up 
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	rewaled: 
	rewaled: 

	-Resident #2 had an Ofderfor monthly weights. 
	-Resident #2 had an Ofderfor monthly weights. 
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	D 273 Continued From page 11 D 213 
	Interview with the HWD on 01122/26 at 2:50pm revealed: -The MA should notify the PCP when there were multiple refusals. -The PCP should have been notified of Resident #2 refuaing her weights. -When the MA notified the PCP. the MA should document in the electronic progress notes. 
	lrterview with the Administrator on 01/22/26 at 3:24pm revealed: -She expected the PCP to be notified when there were multiple refuse!s -Resident #2'a PCP should have been notified " 
	the welghl1 being refused. -The MAa should doci.ment all notifJCations to the PCP in the electronic progress notes. 
	Attempted telephone nerview with Resident #2's PCP on 01/22fl6 at 10:35am was unsucceasful. 
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	Therapeutic Diets in Adult Care Homes: 
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	(4) 
	All therapeutic diets, including nutritional supplements and thk:l(ened liquids. shall be served as ordered by the ro$ident'& physician. 


	This Rut& is not met as evidenced by: Baaed on observations. interviews, and record reviewl, the facility failed to ensure nutritional supplements were served aa ordered for 1 of 1 sampled residents (#2). 
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	D310 Continued From page 12 0310 
	Review of Resident #'1.'s CUtrent FL2 dated 
	11/17/25 revealed: 
	•Oiai,x,ses induded chronic congestion and heart failure and fractures of the humerus and pelV1J. -There was an order for a nutritional aupplement 237mls three times daily with meals. 
	Observation ofthe lunch meal service on 01/21126 between 12:03pm and 12:35pm reveala:l Resident #2 was not s8M!ld a nutritional supplement. 
	Observation of the breakfast meal service on 
	01/22/26 botweon 8:15am and 8:40am revealed 
	Resident t2. was not l8rved a nutritional 
	supplement. 
	Observation of the medication room on 01/22/26 
	cit 10:51am revealed. 
	-There were 23 bottles cf nutritional shakes on a 
	shelf in a cabinet available for administration. 
	-There was no name on the nutritional shakes. 
	-There was a hand written note with Resideti 
	#2'1 name !aped to the shelf. 
	Review ofResident #2's November 2025 electronic medication admimtration record (eMAR) from 11121125 to 11/30125 revealed: -Then, was an entry for a nutritional supplement 237ml three timeS daily wlh meals Ydh a scheduled adminiattation time cf 8:00am, 12:00pm, and 5:00pm. 
	•There was documentation a nutritional supplement was administered three tirntt1 daily from 11/22/25 lo 11/30125. 
	Review of Resident #'l's December 2025 eMAR 
	revealed: 
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	supplements; it waa too expell8ive. -She had spoken with someone in management at the facility and Resident #2 'N8S to receive the nutritional shakes the faciity prwided. 
	Telephone intet'View with a representative from the facity's contracted pharmacy on 01122/26 at 10:40am r8Y881ed: -Resident #2 had an order fa nutritional supplements three trnes dally with meals. -The phmmacy sent one case of nutritional aupplements on 11/20/25. -A case ofnutrtional supplements had 24 boUJes which would laat 8 days. -Resident 12'1 POA notified the pharmacy on 12/19125 that she could not afford the nutritional supplements and asked the phannacy not to send the nutritional ~entsanymore. -The
	Interview with a medication aide (MA) on 01f22/26 at 10:34am revealed: -She gave Resident tl2 a nutritional supplement after bfeakfaat n lunch. -5he gave Resident #2 hef nutrlional aupplement after meaJa when she was in her room. 
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	lnlenliew with the Heahh and Wellness Director (HWD) on 01122/26 at 11:22am revealed: -The nutritional &upplemant& were ordered from the pharmacy. -The RCC was ,eaponsl>le fOf Ol"de(ing the nutritional supplements. -She did net know until last week, that the pharmacy was not sending the nutritional supplements to the facility for ReMlent #2. -Re<'..ldent 12 should have been getting nutritional shakes supplied by tile facilty. -5he did not know the order had not been changed from nutrC!onal aupplementa to nu
	Interview with theAdministrator on 01/22126 at 3:24pm revealed: -She thought the clinical staff ordered nutritional &UpPlemef1tS from the pharmacy. -If the pharmacy did not send the nutritional suppanents, the tac,kly should bf' purchasing them frooi another place. -She expected nutriional supplements to be administered as ordered. 
	Attempted telephone With Resident #2's Primary care Provider (PCP) on 01122/26 at 10:35 was urwuccasful. 
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	following: 
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	(1) resident's name; 
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	(2) name of the medication or treatment order; 
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	(3} strength and dosage or quantity of medication 
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	administered; 
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	(4) instructions for administering the medication 
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	or ~: 
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	(5) reeson or justlicetion for the administration ct 
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	medications or treatments as needed (PRN) and 
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	documenting the resulting effect on the resident; 
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	(6) date and time rtadministration; 
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	(7) docll'nentatlon of any omission ct 
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	omiaaion, including refwala; and, 
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	(8) name or initials of the person administering 
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	the medication or treatment. If initials are used, a 
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	signature equivalent to those initials is to be 

	TR
	documented and mairuined with the medieation 

	TR
	administration record (MAR). 


	This Rule ii not met as evldenced by: B8Md on obs8"18tion9, record reviews, and inter\liaws, the facility failed to ensure the electronic medication administration record (aMARl waa accurate for 1 of 5 sampled residents (#2) including a protein suppement. 
	The findings are: 
	Review of Resident #2's current Fl2 dated 
	11/17/25 revealed· -Diagnoses Included chronic congestive heart failure and fractun,a of the humerua a,d pelvis. -There was an order for Pro-stat AWC 30 ml (a protein supplement) twice duy in between meals. 
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	electronic medicatron administration record (eMAR) from 11/20,'25 to 11/30125 revealed: -There was an entry for Pro-stat AWC 30ml every morning end at bedtime with a scheduled administration time of 8:00am and 8:00pm. -There waa documentation that Pto-&tat AWC 
	was administered 6 of 21 opportunities from 
	11/20l'l5 to 11/30/25. 
	Review of Resident #2's December 20'-5 eMAR 
	~: 
	-There WM an entry for Pro-stat AWC 30ml f/11/efY 
	morning and at bedtime with aseheduled 
	adminiStration time of 8:0Clam and 8:00pm. 
	-There was documentation that PllHtatAWC 
	wa1 administel'ed 18 of 62 opportunities from 12"01/25 to 12/31125. 
	Review of Resident #2's January 2026 eMAA from 01/01/26 to 01/21/26 revealed: -There was an entry for Pro-mtAWC 30ml fMlfY morning and at bedtime with a scheduled administration time of 8:00am and 8:00pm. -There was documentation that Pro-statAWC was administered 12 or 41 opportunities from 01/01/26 to 01/21/26. 
	Telephone inteMeW with a representatiVB from the facllty'S contracted pharmacy on 01/21/26 at 2:58pm revealed: -Resident 12 hoo an order for Pro-stat 30ml twice daiy between meal$ dated 11/20126. -Resident tta insurance would not pay for Pro-atat. so the Power ofAttorney (POA) was notified. -The POA stated she colAd not pay for it and not to fill t. -Pro-statAWC had never been diapenled from the pharmacy for administration. 
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	Interview with Resident #2 on 01/21126 at 1:10pm revealed she had never received Prt>-Stat. 
	Telephone Interview with Resident #2's POA on 01/22/26 at 2:32pm revealed: 
	•The pharmacy notified her when Reaident #2 was admitted to the faciity. -She had an order for Pro-stat twice daily and the insurance would not pay tor it. -She told the pharmacy she could not afford to pay for it and not to send it. 
	-She had spoken to the Health and Wellness Director (HWD) about the Pro-&tat. 
	Interview with a medication aide (MA) on 01121/26 et 2:34pm revealed: -8he had not administered Pro-stat to Resident #2; the POA would not pay for it. -Resident tt2 never had Pro-stat available for administration. -She dorunented on the eMAR that Pro-stat was unavaW8bls. -She did not realize ahe had documented a few times that she had administered Pro--atat. -The ooclJTielltation d admlniatration was done in error; she had never administered Pro-stat. 
	Interview with another MA on 01/22/26 at 3:03pm revealed: -She did not realize she had documented on the eMAR that ahe had administered the Pro-stat 
	AWC. -She knew the Pro-atat AWC was not In the facifity tor administration. -The days she dOCUmented that &he admini&tored the Pro-stat AWC was a mistake; she did not administer the supplement. 
	Interview with the Resident Care Coordinator 
	(RCC) on 01/22/26 at 11:00am revealed. llllh 8erVICe Regula:ion STATE FORM 42Wl1 
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	o 367 Continued From page 20 0367 -She knew the Pro--stat AWC WM not in the facility and available for administration to Resident #2. -She had spoken to someone if'I management about not having the Pro-4tat AWC, but she could not remembet when. -She did not know the MAI documented on the eMAR that Pro-atat AWC was being administered when it was not available for administration. lnteMew with the HWD on 01/22/26 at 2:50pm rMHN!ed: -She did not know the MAs were documenting the administration of Pro-statAWC tw
	o 367 Continued From page 20 0367 -She knew the Pro--stat AWC WM not in the facility and available for administration to Resident #2. -She had spoken to someone if'I management about not having the Pro-4tat AWC, but she could not remembet when. -She did not know the MAI documented on the eMAR that Pro-atat AWC was being administered when it was not available for administration. lnteMew with the HWD on 01/22/26 at 2:50pm rMHN!ed: -She did not know the MAs were documenting the administration of Pro-statAWC tw

	lMtiotlofHeallh~~Rev-1on -
	lMtiotlofHeallh~~Rev-1on -


	STATE FORM 
	The following is a summary ofthe Plan of Correction for Brookdale Lawndale Park. This Plan of Correction is in regards tothe Annual Follow up Survey completed on January 22, 2026. This Plan of Correction is not to be constructed as an admission oforagreement with the findings and conclusions in the State of Deficiencies, or any related sanction or fine. Rather, it is submitted as confirmation of ourongoing efforts to complywith statutory and regulatory requirements. In this document, we have outlined specif
	1 0A NCAC 13F .0802 Resident Care Plan 
	(a) 
	(a) 
	(a) 
	An adultcare home shall assure a careplan is developed for each resident in conjunction with the resident assessment to be completed within 30 days following admission according to Rule .0801 ofthis section. Thecare plan Is an lndlvlduaUzed, written proiram of personal care foreach resident. plan. 

	(c) 
	(c) 
	The care plan shallincludethe following: (1) a description of services, supervision, tasks, and levelofassistanceto be provided toaddressthe resident's needs Identified Intheresident's assessment in Rule .0801 of this Section; (2) frequency ofthe services or tasks to be performed; (3) revisions oftasks and frequency based on reassessments In accordancewith Rule .0801 ofthis Section; (4) licensed health professional tasks required according to Rule .0903 ofthisSubchapter; (5) a datedsignatureofthe assessor u


	has a medicaldiagnosis with associated physical ormental limitations warrantlni the provision ofthe personalcare services In the above care plan In accordance with G.S. 131 D-2.1 s. Thia shall notapplyto residents asseaaed through the Medicaid State Plan Personal Care Services Assessment for the portion of the assessment covering tasks needed for each activityofdally Uvlng ofthis Rule for which care planningand signing are directedbyMedicaid. 
	► The Executive Director or designee will in-service the Health & Wellness Director/Coordinator ordesignee on resident care plans & assessments by March 28, 2026. The Health & Wellness Director or designee will complete assessments with in thirty days of move, annually and according to policy. To assist with ongoing compliance, the 
	Health & Wellness Director/Coordinator/Executive Director/designee will review resident care plans and assessments weekly for four weeks, then biweekly for one month and random thereafter. Plan ofcorrection to be completed by April 23, 2026. 
	10A NCAC 13F .0902(b) Health Care 
	The facJUty shall assure referral and follow-up to meet the routine and acute health care 
	needs of the residents. 
	► The Health & Wellness Director/Nurse/Executive Director or des1gnee will conduct retraining tor care associates on referral and follow up of physician's orders. The Health & Wellness Director/Nurse/Executive Director or deslgnee will conduct an audit on current resident records to verify that physician orders are being followed as ordered. To assist with ongoing compliance, the Health & Wellness Director/Nurse/Executive Director or designee will provide weekly monitoring of physician orders for three (3) 
	be completed by May 26, 2026. 

	10A NCAC 13F ,0904(e)(4) Nutrition and food service 
	10A NCAC 13F ,0904(e)(4) Nutrition and food service 
	(e)Therapeutlc diets InAdult Care Homes (4) All therapeutic diets, including nutritional 
	supplements and thickened liquids, shall be served as ordered bythe resident's physician. 
	► The Health & Wellness Director/Nurse/Executive Director or designee will conduct an audit on current residents prescribed diet orders to verify the Dining Services Manager and dining staff have the current physician ordered diet. The Health & Wellness Director/Nurse/Executive Director/designee and/or Dining Services Manager will provide retraining on diets forassociates who serve resident meals. Dining associates will be trained on the preparation of therapeutic diets per our menu manager platform. The He

	10A NCAC 13F.1004 Medication Administration 
	10A NCAC 13F.1004 Medication Administration 
	An adult care home shall assure that the preparation and administration of medications, prescription and non-prescription, and treatments by staff are In accordance with: (I) The resident's medication administration record (MAR) shall be accurate and include the following:(1) resident's name; (2) name of the medication or treatment order;(3) strenath and dosage orquantityof medication adminlstered;(4) Instructions for administeringthe medication ortreatment;(S) reason orJustification for the administration 
	An adult care home shall assure that the preparation and administration of medications, prescription and non-prescription, and treatments by staff are In accordance with: (I) The resident's medication administration record (MAR) shall be accurate and include the following:(1) resident's name; (2) name of the medication or treatment order;(3) strenath and dosage orquantityof medication adminlstered;(4) Instructions for administeringthe medication ortreatment;(S) reason orJustification for the administration 
	administeringthe medication or treatment. IfInitials areused, a signature equivalent tothose Initials Is to be documented and maintained with the medication administration record (MAR). 

	► The Health & Wellness Director/Nurse/Executive Director or designee will re-in-service medication aids & Resident Care Coordinator's on the 7 rights of medication administration; along with an eMAR to medication cart audit to ensure that physician orders and eMAR match. To assist with ongoing compliance the Health & Wellness Director/Nurse/Executive Director or designee will review the New Order Tracking forms to ensure accurate documentation and timely completion of medication receipt, verify accuracy an
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