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D000 Initia] Comments l

The Adult Care Llcensure Sectlot cotnpleted an
annual and follow up survey from March 17, 2026
to March 19, 2026,

D 269) 10A NCAC 13F .0802 (a) (¢} Resldent Care Plan
10A NCAC 13F .0802 Resident Care Plan

(8} The facllity shall develap and Implement a
care plan for each resident bazed on tha
resident’s assessment completad in accordance
with Rule .0801 of this Sectlon. The care plan
shall be resident-centered and include the
resident’s preferances related to the provision of
care and services. A copy of each resldent's
curtent care plan shall be maintalned in a location
in the facility where it can be accessed by facility
staff who are rasponsible for the implementation
of the care plan.

{£) The care plan shall nelude the: following:

(1) a description of services, supervision, tasks,
and level of assistance fo be provided to address
the regldent's needs identifled In the resldent's
assessment in Rule .0801 of thls Sectlon;

(2) frequency of the services or tasks o be
performed;

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

(4) licensed haalth professional tasks required
actording to Rule .0903 of thls Subchapter;

{5) =a dated signature of the assessor upon
completion; and

(6) a tated slgnature of the resident’s physician
or physlclan extender as deflned In Rule .0102 of
this Subchapter within 15 days of completion of
the care plan certifying tha residant is under this
physlclan's care and has a medical diagnosis with
associated physical or mental Imltations
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warranting the provislon of the personal care
services in the above care plan In accordance
with G.5. 131D-2.15. This shall not apply to
residents assessed (hrough the Medicaid State
Plan Personal Care Services Assessment for the
portion of the assessment coverlng tasks needed
for each activity of daily living of this Rula for
which gare planning and slgning are directed by
Medicaid.

This Rule iz not mat as evidencad by:
Based on record review and interviews the facility D259
falled to ensure licensed health professlonal .
tasks {LHPS) were part of the care plan for 1 of § RCD or deslignee will be complate
residents (#3) related to finger stick biood sugar audit to ensure LHPS tasks are
task (FSBS). documented on all resident care
plans by 4/24/2026 and monthly
The findings ara; theraafter,

Review of Resldent #3's current FLZ dated
12/5/25 revealed:

-Diagnoses included type 2 diabetas, sleep
apnea, chronic gout, peripheral vascular diseasea,
hypothyrofdiam, and benlgn prostatic hyperplesia,
«Reszident #3 had an order for finger stick blood
sugar (FSBS) daily.

Review of Resident #3's physlelan order
summary dated 10/15/25 revealed an order for
finger stick blood sugar checks eveary morning.

Review of Resldent #3's August 2025, November
2025 and February 2026 quarterly LHPS

Divlelon of Heallh Service Regulalion
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evaluation/ review tasks revealed the collecting
and testing of fingerstick blood samplaes {ask.

Reviaw of Resident #3's care plan dated 10/14/25
revealed no documentation of FGBS LHPS task.

Telophone interview with the facility's LHPS nurse
on 03/19/26 at 10:36am revealad:

-She revlewed Resldent #3's pasticurrent FL2
and physlclan order surmrmaries to complete the
quarterly August 2025 LHPS, November 2025
LHPS and February 2026 evaluafions,

-She Indleated the LHPS task to collect and test
fingerstick blood samples on LHPS evaluations
for August 2025, Novamber 2025 and February
2026.

Interview with the RCD on 03/19/26 at 2:00pm
revealed:

-She was responsible for updating care plans
after reviewlng FL2s and physlclan order
summaries,

-5he missed reviewing the FZBS task for August
2025, Novermber 2025 and February 2026 LHPS
avaluations and adding the task to the current
care plan dated 10/14/25.

Interview with the Adminlstrator on 03/19/26 at
2:45pm revealed:

-The RCD was responsible for updating resident
care plans to reflect LHPS tasks as appropriate.
-She was not sure how the August 2026,
November 2025 and Fabruary 2026 LHPS
quarterly evaluations for the FSBS task was not
added to Resldent #3's care plan.

-She expected all care plans to mateh the LHPS
tasks if applicable,

Divigion of Heslth Servica Regulation
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10A NCAC 13F 0802 Health Care

(b} The facility shall assure referral and follow-up
to meet the routine and acute health care neads
of resldents.

This Rule is not met as avidenced by:

Based on Intervlews and record reviews the
facilily failed to ensure referral and follow-up for 2
of & sampled residents (#1 & #3) related to an
order to report oxygen saturations less than 20%
(#1), and missed doses of a medlcation to treat
diarrhea (#3).

The Finding are:

1.Review of Resident #1's current FL? dated
3/13/26 revealed;

-Dlagnoges included chronic obstructiva
pulmonary disesse (COPD), end-stage renal
disease (ESRD) and heart failure.

-There was an order for oxygen 4 liters via nasal
cannula contnuous.

Review of Regidant #1's signed physician order
dated 10/10/25 revealed there was an order far
oxygen 4 llters via nasal cannula continuous,
nolify the physician if oxygen saturations are less
than 80%.

Raview or Resident #1's March 2026 electronic
meadication administration record (eMAR)
revealed:

-There was an enlry for oxygen 4 llters via nasal
cannula continuous, nofify the physician If oxygen
gaturations are |ess than 909%.

-Tharg was documentation on 03/07/25 at
4:35pm of an oxygen saturallon of 85%.

D273

RCD conductad audit of all oxygen
orders complete 3/18/26

RCD provided In-service on 3/18/26
an oxygen orders, changing oxygen
tanks, and that residents are on
concentrator when not on portable
units

MT to complete MAR audit befare
end of each shift daily

RCD or designee to audit MAR
weekly

ED to audit MAR monthly

Education to all MT on 4/9/2026 on
med administration
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-Thers was no documentation that Residant #1's
Nurse Praciltloner (NP) was nofified.

-There was documentation on 03/0/25 at 3:47pm
of an oxygen saturation of 86%.

-There was no documentation that Resident #1's
NP was notlfled.

Review or Regident #1's record revealed thera
was no documentation of Resident #1's NP was
notlfled that Resldent #1's oxygen saturations
ware |ess than 80% on 03/07/26 and 03/08/26.

Telephone Interview with a medication alde (MA)
on 03117128 at 4:44pm revealed:

«3he was gtill fraining 2= a new medication aida
and the Resident Care Director (RCD) worked
with her on the medlcatlon cart.

She forgot to notify the RCD and Resident #1's
PGP on 03/07/26 and on 03/08/286,

Telephone Interview with Resldent #1's Nurse
Practitioner (NP) on 03/18/26 at 5:16pm revealed:
-Resident #1 had a history of COPD and was last
seen by her on 02/13/26.

-Resldent #1 was on contlnuous oxygen at 4 liters
via nasal cannula to help prevent COPD
exacerbation and hypaxia,

-she was not notified of Resident #1 having an
oxygen saturation of 85% on 03/07/26 and B7%
on 03/08/26.

-A decrease in oxygen could causa Resident #1
to become confusad and unrasponsive dua to a
lack of oxygen to hig brain, and if left untreated,
the resident could become hypoxic and go into
respiratory arrest which was life threataning.
-Early nofificatlon of Resldent #1's oxygen
saturation dropplrg below 90% would allow her fo
give orders to treat possible causes based on
other factors or have Resident #1 sent to the
emergency room for evaluation to prevent
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hypoxla and or resplratory arrest.

Interview with the RCD on 03/14/26 at 4:25pm
revealed:

-She worked with the MA on 03/07/26 and
03/0B/25.

-She did not pay attention to Resident #1's
oxygen saturatlons when the MA entered them
Intoe: the eMAR.

«MAs were responsible for following all physician
orders.

-There was no sysiem in place to ansure
Resident #1's NP was notifled [f hls O2
saturations were lass than 80%.

Interview with the Administrator on 03/17/26 at
2:56pm revealed:

-5She did nat know Residant #1's oxygen
saturations were less than 80% on Q3/07/26 and
on 03/08/26. :
-MAs were to nolify Resldent #1's PCP of any
oxygen saturations less than 90% and documant
in the resldent's observatlon notes,

-She expected the MAs fo follow all physiclan
ordars,

-Resident #1's NP was not nofified of Resident
#1's 02 saturatlons until today (03/17/26).

2. Review of Resident #3's current FLZ dated
12/5/25 revaaled diagnosas included sleap
aphea, chronle gout, peripheral vascular diseass,
osteoarthrifls peychosls, type 2 diabetes,

hypothyroidizm, and benign prostatic hyperplasia.

Review of Resldent #3's record revealed a recant
diagnosls of stage [V pancreatle cancer dated
10M11/25,

Review of Resldent #3's physician order
summary dated 12/6/25 revealed there was an
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order for loperamide 2mg, take one capsule by
mouth daily as needed for diarrhea,

Review of Resident #3's record revealed a
physician order dated 12/12/25 revealed there
was an order for loperamide 2mg, take 2
capsules by mouth and 2 take capsules every 6
hours as needed fo maximum of B capsules per
day and hold if having constipation,

Review of Resldent #3's eMAR for February 2026
revealed:

-Thera was an antry for loperamide 2mg, take 2
capsules (4mg) by mouth evary marning.

~There was an entry for loperamide 2mqg, take 2
capsules (4mg) by mouth avery 6 hours as
neaded, hold for congtipation,

~There was documentatlon loperamide 2mg, take
2 capsules (dmg) by mouth every morning was
nct available for administration on 20
opportunities, due to "awaiting pharmacy delivery”
from 02/6/26 to 02/10/26 and "awailing pharmacy
delivery” frorm 02/12/26 to 02/27/26.

~Thare was documentation loperamide 2rrg, take
2 capsules (4mg) by mouth every morning was
adminlstered on 02/11/26.

Review of Resident #3's record revealed no
documentation loperamide 2mg was orderad
frarm the backup pharmacy to avold milssed
doses, until Resident #3's arlginal prescription
was racaived in the mail, from his providing
pharmacy.

interview with the RCD on 03/18/26 at 4:20pm
ravealad;

-She was responsible far reviewing medication
orders, changes and clarlfying orders by
contacting the prescribing provider.

-She did not realize Resident #3 missed 20 doses
Divizlon of Health Service Regulallon
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of loperamide Zing, 2 capsules dally [n February
2026, due fo awaiting arrival for mail order,

-If a resident’s madication did not arrive within
three days, she usually ordered & seven-day
supply from the facility's backup phartmacy to
avoid furthar missed medications,

-She could not recall. why she did not order
Resident #3's loperamlde from the backup
pharmacy,

-She could not recall if the PGP was notifiad
Resldent #3's missed 20 days of loperamide to
treat diarrhea.

Interview with the Administrator on 03/19/2E at
2:45pm revesled she expected Resldent #3's
loperimide to be ordered from the backup
pharmacy unfil the outside pharmacy was able to
deliver the prescribe medication.

D 344 10A NCAC 13F .1002{a) Medlcatlon Orders D34

10A NCAC 13F 1002 Medication Crders

{a) An adult care home shall ensure contact with
the resident's physiclan or prescribing practitioner
for verificalion or clarification of orders for
medications and treatments:

(1) If orders for admisslon or readmission of the
resident are not dated and slgned within 24 hours
of admission or readmissich to the facllify;

(2) if orders are not clear or completa; or

{3) If multiple admisslon forms are received upon
admlsslon or readmisslon and orders on the
forms are not the same,

The facllity shall shsure that this verification or
clarification [ docurmentad In the resldent's
record.

Divizlon of Health Service Repulalion
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This Rule is not mat ag avidenced by;

Based an record raview and interviews the facility
falled to ensure medlcation orders were clarifled
for 1 of & residents (#3) related a devices used to
determine blood sugar lavels, and machines used
to provide supplemental alr and oxygen.

The findings are;

Review of Resldent #3's current FL2 dated
12/5/25 revealed:

-Diagnoses included type 2 diabetes, sleep
apnea, chranic gout, peripheral vascular disease,
hypothyroldlsm, and benlgn prostatle hyparplasla.
-Regident #3 had an order for finger stick blood
sugar (FSBS) daily.

-Resident #3 had an order of contlnuous positive
airway pressure (CPAP) machine (a machine that

| treat sleep apnea by delivering a steady siream of

pressurized air through a mask to keep the
alrway open) at bedlime, -

-Resident #3 was armbulatory.

-Residont #3's level of care was assisted living.

a. Review of Resldent #3's physlclan order
summary dated 10/15/25 revealed an order for
finger stick blood sugar (FSBS) chacks avary
morning.

Raview of Resident #3's record revealed an order
dated 12/17/25 for a realtime continuous glucose
monltor, use as directed 1o maonitor blood
glucose, and replace every 15 days,

Review of Residant #3's record revealed there
was no physlclan order for Resldent #3 to
zelf-administer his FSBS or monltoring blood
glucose via the real-iime continuous glucose
monitor.

RCD completed audit of diabetic orders
on 3/18/26

RCD conducted in-sarvice 3/18/26 with
med techs for collecting blood sugars
and proper insulin administration

MT to perform MAR audit end of shift
RCD to perform MAR audit waakly
ED to perform MAR audit Monthly

In-service on med administration
provided to all MT on 4/9/2026

RCD obtained order to D/C FSBS on
residents wearing Libre device and 1o
use CGM for blood sugar reading and
documentation on 3/26/26

In-service with med techs on 4/10/26 on
new order tracking. Med Techs to check
each shift daily.

RCD to audit new order tracking twice
waeakly

Division of Haalth Sarvice Regulallon

'STATE FORM

VUNN11 If conlinuallon eheel 9 of 42




Apr. 15,2026 2:T1PM No. 9812 P, 11

PRINTED: 04/02/2026

FORM AFFROVED
Division of Health Service Regulation
STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE COMSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: i COMPLETED
A. BUILDING:
R
HAL023050 B.WiNG 03/19/2026
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, C|TY, ETATE, ZIP CODE
. ‘ 1425 E MARION STREET
NAVION OF SHELBY
SHELBY, NC 28150
(x4) ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'E PLAM OF CORRECTION {%5)
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOLLD BE GOMPLETE
TG REGULATORY OR LEG IDENTIFYING INFORMATICON) TAG CROSS-REFERENGED TO THE AFPROPRIATE DATE
DEFIGIENGY)
D 244 Confinued From page 9 ’ D 344

Review of Resident #3's electronle medication
adminigiration record (eMAR) from January 2026
o March 2026 revealed:

-There was an entry to check FSBS every
morning,

~Thare was an antry for real-time continuous
glucose monltor, use as directed fo monitor blood
glucose, replace every 15 days.

-Thare was no documentation for
self-administering FSBS, or real-time continuous
glucose manltor,

Interview with a MA on 03/19/28 at 1:30pm
revealed:

-She had never checked Resldent #3's blood
sugar via FSBS, although there was an order to
chack FEBS (via a glucometer) every marning.
-She obtainad Resident #3's blood sugar lavels
by golng Info hls room, observing the resldent use
his real-tme continuous glucose monltot, on hls
arm to obtain a blood sugar level that would
display on the resident’s cell phone, then she
would record the blood sugar reading on the
aMAR.

-5he used Resident #3's real-tims confinuous
glucose manltor Instead of a glucose meter
because It was easler and faster to use the
real-time glucose monitar,

-She assumed she could use his real-timea
continuous glucese monltor,

-She dld not reallze Resldent #3 needed an order
to self-adminlster his real-time continuous
glucose monitor to measure his blood sugar
levels.

-The facllity medicatlon cart had a glucometsr on
hand for FSBS checks and would be used a=s a
backup if the residant's real-tims confinuous
glucose monltor was not working.

-Resident #3 abtalned hls own FSBS even before
the realtime continuous glucose monitor was
Divizlen of Health Service Ragulalion
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applied.

-She should hava clarified the order to use
Resldent #3's real-time continuous glucose
menitar instead of the glucometer for FSBS and if
the resldent was to self-adminigter his realtima
contlnuous glucose monlor.

Intarview with tha RGD on 03/13/26 at 2:00pm
revealed:

-She was reaponslble for oversesing MAes and
ensuring all orders were followed.

-It was her understanding that MAzs were allowing
Resldent #3 to usa his real-time continuous
gluecose monlfor to obtaln blood sugar levels,
instead of MA's uzing the glucemeter to abtaln
FSBS as ordered,

-The MAs ware axpectad to use a glucometer if
FSBS were ordered.

-The FEBS and reallime continuous glucose
monitor sheuld have been clarified with
Resldent¥#3's physician.

Refar to interview with the Administrator on
03/18/26 at 2:45pm.

b. Review of Resident #3's current FL2 dated
12/5/26 ravealed an order for CRAP machine at
night.

Review of Resldent #3's eMARs from January
2026 to March 2026 revesled no entry for a CRAP
order.

Raview of Resident #3's care plan dated 10/14/25
revealed use of CPAP device,

Review of Resldent #3's PCP office vislt notes
dated 121225, 01/22/26, 01/20/26, 02/17/26,
and 03/03/26 revealed the resident was
reportedly using a CPAP machine at night.
Diviglon of Haalth Service Regulation
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Revlew of Resldent #3's Licensed Health
Profassional quarterly evaluatlons/ review tasks
for August 2025, November 2025 and February
2026 revesled:

-There was a task for "the monltoring of
continuous positive air pressure devices CPAP
and bilevel posilive airway pressura (BIPAP)
maching (8 machine that delivers pressurized air
through a mask with higher pressure during
inhatkation and lower during exhalation)".

-The LHPS nurse recommended the facility
should add the CPAP to the eMAR If It was a
current order.

Review of Resident #3's hospital discharge
summary dated 3/14/26 revealed:

-Resident #3 was referred to the emergency
department (ED) on 3/12/26 dua to increased
heart rate while at his oncology appointment.
-Resldent #3 was admitted to the hospital on
3/12/26 due to supraventricular tachycardia
(abnormally fast heart rhythm).

~Resldent #2 was dlscharged back fo facility on
314126 after he was stablllzed with medieatlon
adjustments and follow-up recommendations.

Review of emergency department (ED) note
dataed 03/17/26 revealed: ‘

-Resident #3 presanted at the ED due to
ghorthess of breath while at a doclor's
appoinfment.

-He was admitted to progressive care unit due to
BIPAP placemant and workup due fo influenza,
viral Infection, pneumaonia, chronic obstructive
pulmonary disordet (COPD) exacerbatlon, and
congastive heart failure (CHF) exacerbation.

Refer to telephone interview with a representative
from the durable medical equipment provider on

Divigion of Haallh Sarvice Regulation
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03/19/26 at 10;08am,

Refer to [nterview with a medlcatlon alde on
03/19/26 at 1:55pm.

Refer to Intervlew with the LHPS nurse on
03/19/26 at 10:36am.

Rafer to interview with the RCD on 03/19/26 at
11:48am.

Rafar to Interview with the Administrator on
03/19/28 at 2:45pm.

c. Review of Resident #3's récord revaaled no
docurnentafion of an ordar for oxygen as needed
for shortness of breath and with exertion,

Review of Resident #3's care plan dated 10/14/25
revealed no ordar for oxygen as needed for
shorthess of breath and with exertion,

Review of Residant #3's specialist provider's
offlce visit notes dated 12/12/25, 01/22/26,
01/29/28, 02/17/26, and 03/03/26 revealed:
«Residant #3 was reportedly using a CPAP
machine at night.

-There was no documentation of oxygen 2L via
nasal cannula as needed.

Raviaw of Resident #3's eMARs from January
2026 to March 2026 revealad no entry for oxygen
as needed for shortness of breath and wilh
exartion,

Revlew of Resldent #3's Licensed Haallh
Professional quarierly evaluations/ review tasks
for August 2025, November 2025 and February
2026 revealad:

-There was a LHPS fask for "the monitoring of

Division of Health Sarvice Regulallon
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continuous positive alr pressure devices (CPAP
and BIFAP)",

-The LHPS nurse recommended the facility
should add the CFAP to the eMAR If It was &
current erder,

-There was no documeantation Resident #3 had a
task for oxygen as needed for shortness of breath
and with exertion.

Refer to telephona intarview with a reprezentativa
from the durable medical egquipment provider on
03/19/26 at 10:08am.

Refer to Interviaw with a medication aide on
03/19/26 at 1:55pm.

Rafar to interview with the LHPS nurse on
03/19/26 at 10:36am.

Refer lo interview with the RCD on 03/19/26 at
11:48am.

Refer to Interview with the Adminlstrator on
03/19/26 at 2:45pm.

Telephone interview with Resldent #3's durable
medical equipment provider on 03/19/26 at
10:08am revealed:

-Resldent #3 was on oxygen since 2014,
-Rezldent #3 had an order dated 01/16/26 for
BilFAR with oxygen 2 liters (L) via nasel cannula
at night and oxygen 2L via nasal canhula a%
needed for shottness of breath or with exertion.

Interview with a MA cn 03/19/26 at 1:.55pm
revealed:

-Resident #3 used a CPAP maching and the MAs
did not assist him with If.

-5he did not know the order there was an order
for a BiPAP with oxygen and there was an order
Dlvislon of Health Service Regulation
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for oxygen as needed, as well,

-The RCD was responsible for clarifying the
BIFAP with oxygen order.

-Eha did not know the difference between a
CPAP and BiPAP machinag,

Telephone interview with the LHPS nurse on
03/19/26 at 10:36am revealed:

-She reviewer Resident #3's past/current FL2g,
physiclan order summaries and eMARS to
complete the quarterly August 2025, November
2025 and February 2026 LHPS evaluations and
provided recommendations to the facility.

-She dld not reallze there was an orlginal order
for BiPAP with 2L via nazal cannula {(NC) at night
and 2L of oxygen via NC a2 needed for shortness
of breath or with exertion.

=She dld not know Resldent #3 had an oxvgen
concentrator in his room.

-Bha expected rasident orders to be clarified if
unclear and incorract.

Intarview with the RCD on 03/19/26 at 11:48am
revealed:;

-She was responslble for reviewlng hosplial
discharge sumnrnaries and primary care physlclan
(PCP) office vigits with new orders and order
changes.

-She never knew Resldent #3 had an order for
BIPAF with oxygen and oxygen as nesded for
shonness of breath and on exartion,

-Since sha bagan working at the facility, Resident
#3 had always administered hls own CPAP,

~The LHPS nurse usually communicated
concarns related to medications or freatments
that were not on the eMARSs.

-She or MAs should have contacted the physlclan
to clarify the CPAP/BIPAP with oxygen arder and
as needed arder,

Division of Health Service Regulation
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Interview with the Administrator on 03/19/26 at
2:45pm revealed:
-The RCD and MA's were responslble for
reviewing hospital discharge summaries, providar
notes, order changes, clarifying orders, and
updating/ reviewing care plars with farmilles.
-She expected Resident #3's orders fo be clear
and accurate, D 358
Alternpled telephons interview, Resldent #2 RCD conducted audit of physician
Primary Gare Physician on 03/18/26 12:00pm and orders with insulin and oxygen on
3:17pm was unsuccessful, 3/18/2026
D358 10ANCAC 13F 1004 (a) Medication D 368 RCD canducted in-service on

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 treatmants
by staff are in accordance with:

(1) orders by a llcensed presotbing practiioner
which are maintained in the resident’s record; and
(2) rules in this Section and the facility's policias
and procedures.

Thig Rule is not met as evidanced by:
TYPE A2 VIQOLATION

Based on obsarvatlons, inferviews, and record
reviews, the facility failed fo engure medicalions
were administered as ordered for 3 of 5 sampled
residents (#1, #3 and #5) related to medlcaflohs
usad to treat chronic obstructive pulmonary
disease (#1), medications used to treat elevated
blood sugars (#5), medications used to treat
chronit dlarrhea, Instruments used to test blood
sugar levels and a medication used o help foud
digestion (#3).

oxygen orders, changing oxygen
tank, verifying oxygen tanks are full
and that resident is on concentrafor
when not on portable tanks
3/18/2026

RCD conducted in-service on
checking blood sugars and proper
administration on 3/18/2026

Med Tech to patform MAR audit
before end of shift daily

RCD or deslgnee to conduct MAR
audit weekly

ED or deslgnes to MAR conduct
audit Monthly

Med administration In-service
provided by Silver Sanior
Consulting RN fo all Med Techs
4/9/2028
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The findings are:

Revlew of the facility's Medication Adminisiration
polioy dated 03/11/25 revealed:

-Each medication will be compared to the
elactronic medication administration racord
{eMAR) verifying the medication was being
adminlstered to the right resldent, right
medlcatlon, right dose, tight tirme and Hght route.
-Each reszident would be observed taking their
medications/iraatmants.

1. Review of Resident #1's current FLZ2 dated
3/13/26 rovealad:

-Diagnases included chronic obstructive
pulmenary disease (COPD), end-stage renal
dizease (ESRD) and heart failure,

-There was an order for 4 litars oxygen {02) via
nasal cannula (NC), continuous,

QOhbgzervation of Resident #1 on 03/16/26 from |
8:00am to 2:22am revealed;

-Resident #1 was sltting In a chalr In the hall
approximately 40 feet from hls room.
-Resident #1's skin was grayizh in color, ha was
slow to follow commands, he was faking slow
shallow breaths and he had diffleulty opening
ayes with verbal prompting.

-There ware no staff present in the hallways.,
-Resldent #1's was wearing oxygen connhected
via fublng to & portable oxygen tank and the
prassure gauge indicatad the oxygen tank was
emply.

-At 8:05am, A medication aide (MA) arrived with a
new tank, placed Resldent #1 on 4 lters of
oxygen via a nasal cannula and called 911
because sha could not get a reading of his
oxygen saturation when sha placed a pulss
oximeter on Resident #1's finger.

Divigion of Heallh Service Regulation
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At 9:09am, after multiple atternpts the MA
obtained an oxygen saturation of 83% on 4 liters
of oxygen.

-At 9:17am, Resident #1's oxygen saturalion was

91% on 4 liters of oxygen,

-Al 8:20am, emergency parsonnel arrived and
placed Resldent #1 on thelr oxygen tank at 4
liters.

-Al 9;22am, Resident #1's oxygen saturation was
97%.

Review of Resident #1's Emergency Medical
Sarvices (EMS) report dated 03/18/26 revealad:
-Chlef complaint, prolongaed Ume without normal
supplemental 02, ‘

-It was unknown why the patient was not provided
with Q2 for approximately 1.5- 2 hours,

=Facility staff stated the patlent was, "practically
unresponsive when they found him”,

Raview of Resident #1's Emergancy Department
(ED) progress nole dated 3/18/26 revealed:
-Resident #1 prezented to the ED after being
found and noted that his O2 tank was empty for
around two hours.

-Resident #1 was admitted (o the Intenslve Cara
Unit {|CU) due io acute respiratory failure with
hyparcapnia (a lifg-threatening condition whare
the [ungs fall to eliminate carbon dloxide).

Review of Resident #1's Hospital Admission
progrese note dated 03/18/26 revealed:
=Assessment and plan: hypercapnlc resplratory
failure, chroniec COPD on 4 llters of O2, nasal
cannula.

-Rasidant #1 prosented with lethargy; he was
found at an asslsted living facllity with emptly O2
tank,

-In ED, he was lethargic, bload gas with
resplratery acidosis (lower than normal blood pH
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caused by excessive carbon dioxide
accumulation), started an bilevel posilive airway
pressure (BIFAP) machine (non-nvasive
ventilator used o assist breathing by delivering
pressurized air through a mask) and admitted to
[Cu.

Telephone interview with the representative wilh
Resident #1's durable medical supply company
on 03/18/26 at 9:16am revealad:

-Resident #1 had an order for 4 llters of
continuous O2 via nasal cannula dated 12/M17/25.
-The company provided Resident #1's
concentrator and his portable O2 tanks.

-The company delivered Resldent #1's portable
02 tanks every Monday,

-Last delivery was on 03/16/26 whare 10 empty
portable O2 tanks were picked up, and 10 full
tanks were left for the resident's use.

-One of the portable size E O2 tanks would |ast 2
maximum of 2.5 hours.

-There was g pressure gauge located on the
portable 02 tank with a needle when rmaved into
the red zone, indicated there is lass than 30
milnutes of O2 remalning In tha portable Q2 tank.
-The: facllity recelved education and Instructions
on the use of Resident #1's concentrator and
portabla 02 tanks.

Interview with the MA on 03/18/26 at 9:58am
revealed:

-Resident #1 aways placed himsalf on poriable
02 tanks.

-5he did not check Resldent #1's portable O2 to
ansure the resident had enough O2.

- " normally go behind him and check his 02
tanks" but had been busy with the marning
medication pass,

-She saw Resident #1 in the dinlng room eating
breakfast and ha was fine.

Divislon of Health Service Regulallon
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-5She documented on the electronic medication
administrator (eMAR) at on 03/18/26 at 7:28am
that Resident #1 was weatltig hls 02.

Telephone interview with the facliitles contracted
Reglstered Nurse (RN} on 03/19/26 at 10:35am
revealad: v
-She was responsible for educating and chacking
off personal care aides (PCA) on how to assist
with nazal cannulas.

-Zhe was responsible for education and checking
off MAs on O2 device flow, rate adjustment and
determining if O2 was as needed or confinuous.
-Facilily =taff should ensure a resldent's 02 was
available if the resident was on continuous OZ2.

Telephone Interview with Resldent #1's Nurse
Praclitioner (NP} on 03/18/26 at 5:18pm revealed:
-Resitent #1 had a history of COPD and was last
seen by har on 02/13/26.

-Reslident #1 was on continuous oxygen at 4 liters
via nasal cannula to help prevent COPD
exacerbation and hypoxia.

-A decrease in oxygen could cause Resident #1
o become confused and unresponsive due to a
lack of oxygen to his brain, and if left untreated,
the resident could become hypoxic and go into
resplratory arrest which was life {hreatening,
-Staff were responsible for having the necessary
tanks/compressor for Resident #1 fo wear and
havea his oxygen at 4 liters via nasal cannula
continuously and monitor Resident #1's oxygen
saturation and for signs of mental status

changes, ingreased sleepiness comblned with
difficully arousing him,

Interview with the Resldent Care Director (RCD)
on 03/19/26 at 11:48am revealed:

-5he knew Resident #1 placed himself on his
portable 02 tanks without staff assistance.
Divigion of Health Service Regulation
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-Resident #1 changed out his portable tarks
himsalf,

- "Normally he would tell us If he was running
out”, of 02 in hig portable tank.

-He did not like staff assisting him with his
portable tanks.

-Staff should have been ensurlng Resldent #1
had O2 in his portable tank.

Intarview with the Administrator on 3/18/26 at
10:37am revealed:

-She was present after Resldent #1 was found
lethargic, without any O2,

-Rasldent #1 should not have bean monitoring his
own 02 or portable 02 tanks.

=Staff should have been manitoring Resident #1's
pariable 02 tanks and ensuring thete was
enough 02 in the tanks.

-She expected staff to follow physician’s orders.

2. Review of Resident #5's current FL2 dated
08/11/25 revealed:

-Diagnoses included type 2 diabetes, Parkinson's,
ischemic heart digease, atrial fibrillation and
congestive heart failure.

=An order to check a finger stick blood sugar
{FSBS) before each meal.

-An order for Novoleg insulin 100m(/unit (a
medlcation used to treat high blood sugars) for
F5SBS greater than 251 = 2 unlts and greater than
3561 = 4 units,

Revlew of Resldent #5's slgned physician's order
dated 02/03/26 revealed:

-An order to check a fasting blood sugar (FSBS)
befora sach meal.

-An order for Novolog sliding scale insulin (33I)
100mlfunit (a medleation used to treat high blood
sugars) for FSBE greater than 2581 = 2 unlts and
greater than 351 = 4 units.
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Raview of Residant #5's January 2026 electronic
Electronlc Medlcatlon Record (eMAR) revealed:
-There was an entry to check a FSBS before
each meal and inject 2 units of Novolog insulin for
FSBS greater than 2561 and 4 units for FSBS
greater than 351 at 8:00am, 12:00pm and
4:30pm,

-0On 01/14/25 at 12:30pm, there was
documentatlon the FSBS was 322 and there was
no documentation was adminlstered.

=0On 01/15/25 at 12:30pm, there was
documentation the FSBS was 280 and there was
no documentatlon was administerad.

=0On 01/17/25 at 12:30pm, there was
documeantation the FSBS was 278 and there was
no documentation was administered.

Review of Resldent #5's February 2026 eMAR
revealed:

-There was an entry to chack a FSBS before
each meal and Inject 2 unlits of Novolog Insulln for
FSBS greater than 251 and 4 units for FSBS
greater than 351 at 8:00am, 12:00pm and
4:30pm.

=On 02/0B/25 at 8:00am, there was
documentation the FSBS was 283 and Mavolog 4
units was administarad instead of 2 units,

=0n 02/13/25 af 12:30pm, thers was
documentation the FSBS was 302 and Novolog 4
units was adminlstered instead of 2 unlis.

-On 02/15/25 at 4:30pm, thare was
documentation the FSBS was 257 and Novolog 4
unitz was administered Instead of 2 unlts,

-On 02/21725 at 12:30pm, there was
documentation the F&BS was 267 and Novolog 4
unlte was adminfstered Instead of 2 units.

-0n 02/15/25 at 4:30pm, there was
documentation the FSBS was 299 and Novelag 4
units was administerad instead of 2 units,
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Raview of Residant #5's March 2026 eMAR
revealed:

-There was an entry to check a FSBS before
each meal and inject 2 units of Novoleg insulin for
FSBS greater than 251 and 4 units for FSBS
greater than 351 at 8;00am, 12:00pm and
4:30pm.

-0On 03/08/25 at 12:00pm, there was
documentation the FSBS was 296 and Novolog 4
unlts was adminlstered instead of 2 units.

=0n 03/10/25 at 12:30pm, there was
documentation the F3BS was 300 and Novolog 4
unlts was administerad Instaad of 2 unlts.

Telaphone interview with a Pharmacist from
Residant #5's pharmacgy on 03/18/26 at 10:25am
revealed:

-There was an order dated 01/15/26 for Novolog
insulin, inject 2 units for a FSBS of 251 or greater
than 261 and 4 units for a FSBS of 351 or graater
than.

~The Novolog was a fast acling Insulln used to
cantrol high blood sugars.

-If too much insulin was administerad, Resident
#5 could experlence symptoms of dizzlness,
confusion and sweating due to the blood sugar
too low,

-If there was not enough insulin administared,
then Resldent #5 could experlence symptoms of
increazed thirst, [ncreased urlnatlon, confuslon
and if very high could lead to a lifa threatening
condltion called dlabetic keloacldosls,

Telephone interview with a Pharmmaclst from the
facllity’s contractad pharmacy on 03/18/26 at
10:35am revealed:

~There was an order, dated 01/15/26 for Novolog
ingulin, inject 2 units for & FSBS of 251 and
greatar than and 4 units for a FSBS of 351 and
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graater than.

-Resident #5 was listed as "profile only" and thare
was ho [nsulin dispensed.

-Uncentrolled blood sugars could lead to kidney
and eye damage and cardiovascular disease and
stroke which could be life threatening.

Obsarvation of Resident #5's medicalions on
hand on 03/17/26 at 4:20pm at revealad:
-There was a Novolog Kwlkpen labeled inject 2
unitz for a FSBS of 251 or greater than and 4
units for a FSBS of 351 or greater thar, with a
dispense date of 01/15/26, with 200ml left to
adminlster.

-There were three Novolog Kwikpernis labeled
injact 2 unite for a FSBS of 251 or greater than
and 4 units for a FSBS of 351 or greater than,
with a dispense date of 0171526, with 300mi left
in each pen to administer. ‘

Interview with a medication aide (MA) on
03M8/26 at 11:11am revealed:

-&he obfained Resident #5's FSBS before meals
and administerad Novolog insulin according Lo
the parameters which were 2 unlts for a FSBS
greater than 251 and 4 units for a FSBS greater
than 351,

-She documentad the amount of Novolog ingulin
she administered to Resldent #5 In the eMAR
system.

-5ha did nof realize that she administerad the
wrong amounts of insulin on 01/14/26 and
01/15/26 at 12:30pm and on 03/10/26 at
12:30pm.

-Bhe did not review her documentation in the
eMAR after adminlstration and she did not know If
the Resldent Care Director (RCD) audited the
aMAR. for aceuracy,

Interview with the RCD on 03/19/26 at 11:42am
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ravealad she did not know Resident #5's Novolog
insulin was not administered as ordered,

Intervigw with the Administrator on 03/18/26 at
11:30am revealad she did not know the MAs
wera not administering Residant #5's insulin as
ordered.

Rafar to interview with the RCD on 03/19/26 at
11:48am.

Refer to inferview with the Adminlstrator on
03/19/26 at 2:43pm,

3. Review of Resldent #3's current FL2 dated
12/5/25 revealed:

-Diagnoses included sleep apnea, chronic gout,
petipheral vascular disease, osteoarthritis
psychosis, type 2 dlabetes, hypothyroldism, and
banign prostatic hyperplasla.

-Residant #3 had an order for FSBS daily.
-Resldent #3 was ambulatory.

-Resident #3's level of care was asslsted living.

Review of Resldent #3's record revealad a racent
diagnosis of atage |V pancreallc cancer dated
10/11/25,

a. Review of Resldent #3's physician ordar
summary dated 12/5/26 revealed there was an
order for loperamide 2mg, take one capsule by
mouth daily as needed for diarrhea,

Review of Resldent #3's record revealed a
physician order dated 12/12/25 for loperamlde
2y, take 2 capsules by mouth and 2 take
capsules every B hours as needed ta maximum
of B per day, haold If having constipatton.

Review of Resident #3's February 2026 eMAR
Divislon of Health Service Regulation
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revealed:

«There was an entry for loperamide 2mg, take Z
capsules (4mg) by mouth every morning.

-There was an entry for loperamide 2mp, take 2
capsules (4mg) by mouth every 6 hours as
neadad. Hofd for constipation,

-There was documentation loperamide 2mg, take
2 capsules (drmg) by mouth every morning was
not available for administration on 20
opportunities, due to "awaiting pharmacy delivery"
from 02/6/26 to 02/10/26 and "awalting pharmacy
dellvery" from 02/12/26 to 02/27/26.

-Thare was documentation loperamide 2mg, take
2 capsuies (4mg) by mouth every morning was
adminlsterad on 02/11/26.

Interview with the RCD on 03/18/26 at 4:20pm
revealsad:

~5he was responsible for reviewlng medlcation
orders, changes and clatlfylng orders by
contacting the prescribing provider,

-Bhe did not realize Resident #3 missed 20 dosos
of loperamlde 2mg, 2 capsules dally In February
2026, due to awaiting arrival for mail arder.

-If a resident's madication did not arrive within
three days, she usually ordered a seven-day
supply fram the faclllty's backup pharmacy to
avoid further missed medicaltions.,

-She could nof racall why she did not order
Resldent #3's loperamide from the backup
phattnacy.

-5he could not recall if the PCF was notifled
Resident #3's missad 20 days of loperamide,

Revlew of Resldent #3's record revealed no
documentation loperamide 2mg was ordeted
from the backup pharmacy to avoid miszad
doses, untll Resldent #3's original prascription
was recelved In the mall, from hle providing
pharmacy,
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Refer to interview with the Administrator on
03/19/26 at 2:45pm.

b. Review of Resident #3's physician order
summary dated 12/5/25 revealed therg was an
order for accuchecks (cheéck FSBS) every
morning.

Raview of Resident #3's record revealed no
documentation for self-administering FSBS or
monitoring blood glucose via the continuous
glucoze monitor Jocated on his upper arm,

Review of Resldent #3's eMAR from January
2026, February 2026 and March 2026 revealed:
~There was an entry for accuchecks Check FSBS
gvery marning.

-There was an entry for continuous glucose
monitor (2 monitarng blood glucoss device), use
as directed to menitor blood glucose, replace
avary 15 days.

-There was no docurmentation for
self-adminlstering FSBS or use of a continuous
glucose monitor via lecatad on Resident #3's
upper arm fo obtaln glucose levels.

Interview with 2 MA on 03/19/2€ at 1:30pm
revealed:

-5he had never checked Resident #3's FSBS,
although there was an order fo check FSBS (via a
glucometer).

-5he obtained Resident #3's blocd sugar levels
by golng Inte his room, observing the resldent use
his contnuous glucose rmonltor on his arm to
obtain a blood sugar level that would display on
his cell phone and she would record the blood
sugar reading on the eMAR.

-She dld not reallze she had to use a glucometer
ingtead of the resident's continuous glucose
Divielon of Heallth Service Regulsalion
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monltor ta obtaln his blood sugar level,

-Resident #3 had a glucometer on hand for FSBS
checks and would be usad as a backup if the
resldent’s continuous glucose monltor was not
working.

Intarview with the RCD on 03/19/26 at 2:00pm
revealed:

-She was responalble for overseelng MAs and
ensuring all orders were followed,

-It was har understanding that MAs were allowing
Resldent #3 to use his contlnuous glucose
monltor to obtaln blood sugar levels, Instead of
MA's using tha glucomatar to obtain FEBS as
ordered.

-MAs were expected (o use a glucometer If FSBS
were ordered.

Refar to interview with the Administrator on
03/19/26 at 2:45pm.

. Review of Resident #3's physician order dated
112726 revealed an order for Creon 12,000-unit
capsule (a medleation used o help food digestion
through the pancreas) take one capsule by mouth
three times a day.

Revlew of Resldent #3's hospltal discharge
summary dated 3/14/26 revealed:

Resident #3 was reforred to the smergency
department (ED) on 3/12/26 due to Increased
heart rate while at his oncology appolntment.
-Rezident #3 was admittad to the hospital on
3/12/26 due to supraventricular tachycardia
(abnormally fast heart rhythm),

-Resldent #3 was discharged back to facllity on
3/14/26 after he was stabilized and with
medicafion adjustments that included an
Increased doses of creon to 36,000-unit
capsules, take one capsule by mouth three times
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par day with meals (moming, noon, and avening),

Revlew of Resldent #3's March 2026 eMAR
revealed:

-There was an entry from 3/1/26 to 3/12/26 for
creon 12,000-unlt capsules, take one capsule
three fimes per day with meals scheduled at
8:00am, 12:00am and 5:00pm,

-There was documentation Resident #3 creon
was nat administerad from 31 2/26 at 12:00 to
3/16/26 due to hospitalization.

-There was documentation Resident #3's creon
was [ncreased to 36,000-unkf capsules, take one
capsule three imes per day with meals starting
3/14/26 when dizcharged from hospital..

-There was documeantation Resident #3's creon
was not administered on 311526 due to awaiting
phartnacy.

Dbservation of Resident 3'%s madications an hand
on 03/A1B/26 at 12:27pm revealed there was one
bottle of ereon 12,000-unit capsules (quantity of
90 capsules dispensed) that had an attached
label Indicaing "directions changed refer to
chart."

Interview with a MA on 03/18/26 at 12:32pm
revealad:

-Shea did not know why Resldent #3's eMAR
dated 03/15/26 showed creon 36,000-unit
capsules (take one capsule thrae times per day
with meals) due to awaiting pharmacy when there
was creon 12,000-unlt capsules that could have
besn administered to total 36,000-unit capsules
(3 capsules bafore each meal) according fo the
order change.

-An order change label may not have been placed
on the old botlle of creon 12,000-units on
03/15/26 and should have haan,
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Interview with the RCD on 03/19/26 at 2:00pm
revaaled:

-5he or MAs wara responsible for approving
medications from the contracted pharmacy who
profiled the facility's medicatlons.

-Ragifent #3's medications were profiled by the
facllity's contracted pharmacy and dispensed by
an outside mall order pharmacy.

«She was not made aware until 03/16/26 that
Resident #3 wase discharged back to the facility
on 03/14/26 with medication changes.

-MAs were responslble for altaching a "change in
directionz" label (in a timely manner) to Resident
#3's battla of creon 12,000-unit capsules to flag
MAs to adminlster 36,000-unit capsules (3
capsules before each meal), Instead of one
capeule before meals, and it was not done untll
03/16/26.

Atiempted telephone interview Resldent #3
Primary Care Physician on 03/18/26 12:00pm and
3:17pm was unsuccessful,

Refer to Interview with the RCD on 03/19/26 at
11:4%am.

Refer to Interview with the Adminlstrator on
03/18/26 at 2:43pm.

Intervlew with the RCD on 03/19/26 at 11:48am
revealed:

-MAs were responsible to administer medications
as ordered by the physician,

-At the end of each shift the MAs were
responsible to run a report that dentifled any
medications that were not administered and
correct it before the next shift started.

=The reports did not Include medications that
wore adminlstered incorrectly.
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-She was responsible ko review medications
administered daily to check for missed
medications but she did not review 531 to check
for correct administration.

-5he and two MAs were responsible to complete
madication cart audits monthly which consisted of
comparing the medlcation to the eMAR but did
not include SSI.

Intervieaw with the Administrator on 03/19/26 at
2:43pm revealed the MAs were responslble to
administer medlsations as erdered by the
physician.

[Refer to Tag D0273, 10A NCAC 13F .0802(b)
Health Care].

The: facliity falled to adminlster medlcations as
ordered to Resident #1 who had an order for
oxygen at 4L continuous via nasal cannula who
was found lethargle and unable to follow
commands resulting in the resldent belng
hospitalized in the 1CU because his oxygen
sUpply was not'being closely monitorad and
Resident #56 did not recelve the correct dose of
inzulin that put him at risk for kldney and eye
damage, cardicvascular dizease and stroke
which could be life threatening. The failure of the
facliity to adminlster medications as ordered put
the residents at substantlal rlsk of setlous harm
or death and constitutes a Type A2 Violation,

The facility provided a plan of protection In
accordanca with 3.3, 131D-34 on 03/18/26 for
thils violation.

CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXGEED APRIL 17,
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Administration

10A NCAC 13F .1004 Medication Administration
(I} The resident's medlcatlon adminlsiration
record (MAR) shall be accurate and Include the
following:

(1) resident's nama;

(2) mame of the medlcation or treaiment order;
(3) =strength and dosage or quantity of medication
administerad; .
(4) Instruetlons for administering the madication
or treatment;

(5) reason or juskification for the adminlstratlon of
madications or treatments as needed {PRN) and
documentlng the resulting effect on the resident;
(6) date and tlme of administration;

(7} documentation of any omission of
medications or treatmants and the reason for the
omlsslon, Including refusals; and,

(8) name cor initials of the person administering
the medication or treatmeant, [f initials are used, a
signature equivalent to those initials is (o be
docurnented and malntalned with the medication
administration record (MAR).

This Rule is not met as evidenced by:

Based on racord review and interviews, tha
facility falled to ensure the electronic medication
administration record was aceurafe for 1 of 3
samplad residants (#3) related finger stick blood
sugars (FSBS), a medication used to help food
digestlan through the pancreas, and a machine
used to pravide supplemental air for sleep apnea.

D 367

RCD obtained order to D/C FSBS
on residents wearing Libre device
and to use CGM for blood sugar
reading and documentation on
3/26/26

In-service with med techs on
4/10/26 on new order fracking. Med
Techs to check each shift dally.
RCD to audit new order tracking
twice weekly

Diabetic orders will be audited at the
end of each shift by MT,

RCD ar deslgnee will audit weekly
ED or designee will audit maonthly

Med administration In-service
provided to all MT on 4/9/26
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The findings are;

Review of Resident #3's current FL2 dated
12/6/25 revealed:

-Diagnoses included type 2 diabeltes, slesp
apnea, chronic gout, perlpheral vascular disease,
hypothyroidizsm, and benign prostatic hyperplasia.
-Residant #3 had an order for finger stick blood
sugar (FSES) daily.

-Resldent #3 had an order of continuous posltive
airway preszure (CPAP) machine (a machine that
troat sleap apnea by delivaring a steady stream of
pressurlzed alr through a mask to keep the
airway open) at badiime.

-Resident #3 was ambulatory.

-Resident #3's level of care was assisted living.

a. Revlew of Resident #3's physlclan order
summary dated 10/15/25 revealed an order for
finger stick hlood sugar (FSBS) checks evary
morning.

Raview of Resident #3's record revealed no
documentatlon for self-administering FSBS or
self-monltoring blood glucose via a real-time
conlinuous glucose monltor,

Revlew of Resident #3's electronic medication
adminlstration record (eMAR) from January 2026
to March 2026 revealed:

-There was an entry to check FSBS every
rmoriing.

-There was an entry for reaiHime continuous
glugoze monitor, use as directed to moniter Blood
glucose, raplace every 15 days.

-There was na documentation for
self-adminlstering FSBS, or realHime continuous
glucose maonitar,
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Interview with a MA on 03/18/26 at 1:30pm
revealed:

-5he had never chacked Resldent #3's blood
sugar via FSBS, aithough there was an ordar to
check FSBS (via a giucometer) every marning.
-She obtained Resldent #3's blood sugar levels
by going into his room, observing the resident use
his real-time continuous glucose monitor, on his
arm ta obtaln a blood sugar level that would
display on the resldent’s cell phone, then she
would record the blopd sugar reading on the
oMAR.

-She would document on the eMAR she obtalned
tha blood sugar reading via FSBS although zhe
obtained it via the Resident's use of the real-time
continuous glucoss monitar.

-She dld not reallze she had to use a glucometer
instead of the resident's real-time continuous
glucose monitor to obtain his blood sugar laval,
-Resident #3 had a glucometer on hand for FSBS
checks and would be used as a backup If the
resident's real-time continuous glucose monitor
was not working.

Interview with the RCD on 03/19/26 at Z:00pm
ravealad:

-She was responsibla for ovarsesing MAs and
ensuring all orders were followad.”

She just found out today the MAs were allowlng
Rasident #3 to use his self-monitoring device to
obtain blood sugar levals, instead of MAs using
the glucometer to obtain Resident #3's FSBS as
ordered.

-The MAg wers expectad fo use a glucometer if
F5BS were orderad and document accuratsly.

Rafar to interview with the Administrator on
03/19/26 at 2:45pm,

b. Review of Resldent #3's physiclan order dated
Divizion of Henlth Service Regulallon
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1/12£26 revealed an order for creon 12,000-unit
capsule (a medication usad to halp food digastion
through the pancreas) take one capsule by mouth
three tirmes a day.

Review of Rasident #3's hospital discharga
summary dated 03/14/26 revealed:

-Resident #3 was referred to the emergency
department (ED) on 03/12/26 due to increased
heart rate while at his oncology appeintment.
-Resldent #3 was admitted to the haspltal on
03/12/26 due to supraventricular tachycardla
{abnormally fast heart rhythm},

-Resldent #3 was discharged back to facllty on
03/14/26 after he was stabllized and with
medication adjustments that included an
increazed doses of creon to 36,000-unit
capsules, take one capsule by mouth three imes
per day with meals (mornlng, hoon, and evening).

Review of Residant #3's e-MARSs for January
2026 through March 2026 revealed:

-There was an entry from 03/1/26 to 03/12/26 for
creon 12,000-unit capsules, take one capsule
threa times per day with meals.

-There was documentatlon Resident #3 creon
was not glven from 03/12/26 (Znd dose) to
03/16/26 due to hospitalization,

-There wasg an entry Resident #3's crecn was
Increased fo 36,000-unlt capsules, take one
capezule three times per day with meals starting
03/14/26 when dlscharged from hospital,

-There was an entry Resident #3's crecn was not
adminlstered on 03/15/26 due fo awalling
pharmacy.

-There was documentation Rasident #3's creon
36,000-unit capsules were not given untll 3/16/26.

Review of Resldent 3's medleatlon avallable for
adminigiration on 03/16/26 at 12:27pm revealed
Divlelon of Health Service Regulalion
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there was ono bottle of creon 12,000-unit
capsules (quantity of 90 capsules dispansed) that
had an attached label Indlcating "directlons
changed refer to chart."

Interview with & medication aide on 03/16/26 at
12:32pm revealed:

-Bhe did not know why Resident #3's eMAR
dated 03/15/26 showed cracn 36,000-unit
capsules (take one capsule three times per day
with meals) dug to awalting pharmacy when there
wag creon 12,000-unit capsules that could have
been administered to total 36,000-unit capsules
{3 capsules before each meal) according to the
order change.

-An order change Iabel may not have been placed
on the old bottle of creon 12,000-units on
03/15/26 and should have been.

[ntarview with the RGD on 03/19/26 at 2:00pm
revealed:

-She or MAs were responsible for approving
medications from the confracted pharmacy who
proflled the facility's medications.

-Resldent #3's medlcatlons were proflled by the
facility's confracted phiarmacy and dispensed by
an outside mail order pharmacy,

-She was not made awara until 03/16/26 that
Resldent #3 was discharged back o he facllity
on 0314728 with medicatlon changes.

-MAg were responsibie for attaching a "change in
diractions” label (in a timaly manner) i Rasidant
#3's botfle of creon 12,000-unit capsules to flag
MAs to adrminlster 36,000-unlt capsules (3
capsules before each meal), instead of one
capsule bafore maals, and it was not dane until
03/16/26.

-She expected MAs to document the eMAR
accurately and to consult their supervisor if there
was an order that was unclear,
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Refar to Interview with the Administrator on
03/19/26 at 2:45pm.

¢. Review of Resident #3's current FL2 dated
12/525 revealed an order for CPAP at night. -

Review of Resident #3's January 2026 to March
2026 eMARSs revealed there was no entry for a
CPAP to be applled, removed, or cleaned,

Raview of Regident #3's care plan dated 10/14/25
revealed Resldent #3 had & CPAP machina.

Review of Resident #3's PCP office visit notes
datad 12/12/25, 01/22/26, D1/29/26, 02/17/26,
and 03/03/26 revealed the resident was
reportedly using & CPAP machine at night.

Review of Residant #3's Licansaed Health
Professlonal quarterly evaluations! raview tasks
for August 2025, November 2025 and February
2026 revealed:

-There was a task for "the monitoring of
continuous positive alr ptessure devices CPAP
and bilevel posilive airway pressure (BIFAR)
machine (a machine that delivers pressurizad air
through a mask with higher pressura during
inhalation and lower during exhalatlon)”.

-The LHPS nurse recommended the facility
should add the CPAP to the eMAR if it was a
current order.

Review of Resident #3's racord revealed no ordar
for Resldent #2 to apply and remove his CPAP at
bedtime.

[nterview with a MA on 03/19/26 at 1:55pm
revealed:

-Resident #3 used a CPAP machine and the MAs
Division of Health Servlce Regulation
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did not assist him wilh it,

-She dld not know the order was for a BiPAP with
oxygen a2nd thare was an arder for oxygen as
needed, as well.

-5he did not know the difference betwean a
CPFAPR versus BIPAP machine.

-Since the CPAP/ BIPAP and a8 needed oxygen
was hot listed on the eMAR, she could not
document if.

Telephone interview with the LHPS nurse on
03/19/26 at 10:36am revealed:

-She reviewed Resident #3's past/current FL.2s,
physician order summarles and eMARs to
completa the quarterly August 2025, November
2025 and February 2026 LHPS evaluations and
pravided recormmendations to the facility.

-5he did not realize there was an original order
for BIPAP with 21 via nasal cannula (NC) at night
and 2L of oxygen via NG as needed for shortness
of breath or with exertion,

~She did not know Resldent #3 had an oxygen
concantrator in his room.

She expected the facility's eMAR to be up fo date
and accurate,

Interview with the RGD on 03/19/26 at 11:48am
revealed:

«She was responsible for reviewing hospital
dizcharge summaries and primary care physiclan
(PCP) office visits with new orders and order
changes.

=She never knew Resldent #3 had an order for
BiPAP with oxygen and oxygen as needed for
shortnass of breath and on exertion.

-Slnee she bagan working at the facility, Resident
#3 had always adminlstered his own CPAP,

-The LHPS nurse usually communicated
concerns related to medications or treatments
that were not on the slVIARS,
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-She er MAs should have contacted the physician
to clarify the CPAP/BIPAP with cxygan arder and
oxygen as needed order, had she known It was
not on the eMAR,
-She expected the eMAR to be accurate with
current orders,
Refar to Interview with the Administrator on
03/19/26 at 2:45pm,
Interview with the Administrator on 03/19/26 at
2:45pm revealed:
-The RCD and MAs were responsible for
reviewing hospltal discharge summarlas, provider
notes, order ehanges, clarfylng orders, and
updaling/ reviewing care plans with families.
-5he expecled Resident #3's orders and eMARs
to be clear and accurate.
D 433 10A NCAC 12F 1201{a} Resldent Records D 433

10A NCAC 13F .1201Resident Records

(8) The followlng shall be malntained on each
ragident in an arderly manner in the resident's
racard in the adult care home and made available
for review by representatives of the Divislon of
Health Service Regulatlon and county
departments of social services:

{1) FL-2 or MR-2 forms and the patient transfer
form or hospltal discharge summary, when
applicable;

(2) Resident Regisier;

(3) racelpt for the following as raquirad in Rule
0704 of this Subchapter:

(A) contract for services, accammodations and
rates;

(B} house rules as spacified in Rule .0704(a)}(2)
of this Subchapter;

(C) Declaration of Resldents' Rlghts (G.5.
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131D-21);

(D) the home's grievance procedures; and

(E) el righls statement;

() resident assessment and care plan;

(5) contacts with the resident's physician,
physiclan service or other llcensed health
professional as required in Rule 0902 of this
Subchapter;

(6) orders or written treatments or proceduras
from a physlcian or other licensed health
professional and their implementation;

(7) documentation of immunizations against
Influenza virus and pneumococcal disease
according to G.S. 131D-6 or the reason the
resident did not receive the immunizations bazed
on this law; and

(8) the Adult Care Home Notice of Discharge and
Adult Care Home Hearlng Request Form If the
resident is being or has been discharged.

Whan a resident leaves the facility for a medical
evaluation, records necessary for that madical
evaluatlon such as Subparagraphs (1), (4), (6),
(6) and {(7) above may ba sent with tha resident.

This Rule is nof met as evidencad by: D 433

Based on resldent records and Interviews, the . .
facility fafled ko maintain resident records that Independent residents will be
wara readily available for review for 1 of 5 educated o reqUIrEd_ )
sampled residents (#3) related to tha residaents dpgumentatlon following providet
vigitz with a mental health provider, visits by 4/24/2026

The findings are: RCD or designee will audit
residents charts that had physician
Review of Resldent #3's current FL2 dated visits fo ensure community has
12/5{25 revealed diagnoses included raceived required documantation
gchizophrenia, sleep apnea, chronic gout,
perlpheral vascular disease, osteoarthritis, type 2
Diviston of Health Service Regalion

STATE FORM aas VUNNAT If continualion ahasl 40 of 42




Apr. 15,2026 2: 19PN No. 9612 P 42

PRINTED: 04/02/2026

FORM APPROVED
Division of Haalth Service Ragulation
STATEMENT OF DEFIGIENGIES {%1) PROVIDER/SUFPLIER/CLIA (%2) MULTIPLE CONSTRUGTION (%) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
HALD22050 B. WING 03/19/2026
NAME OF PROVIDER OR SUPFPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
1425 E MARION STREET
NAVION OF SHELBY
SHELBY, NG 28150
{xa) I " BUMMARY ETATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EAGH DEFIGIENCY MUST RE PRECEDED BY FLILL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETE
TAG REGULATORY GR LEC IDENTIFYING INFORMATION) TAG CROS5-REFERENCED T THE APPROFPRIATE DATE
DEFICIENGY)
D 433 | Continued From page 40 D 433

dlabetes, hypothyroidism, and benlgn prostatic
hyperplasia,

Review of Resldent #3's physiclan order
sumtnary dated 12/05/28 revealed the resldent
had orders for medications to freat mood
disorders and psychosis,

Revlew of Resldent #3% record on 03/17/26
ravaalad;

-Resident #3 was receiving treatment for
pancreatic cancer, chronle obstructive pulmonary
dizseaze (COPD), and congestive heart failure
{CHF}.

-Resldent #3 had a history of schizaphrenla.
-There was no documentation of mental healfh
records in the facility and available for review.

Interview with the Resident Care Diractor (RCD)
on 03/15/26 at 11:40am revealed:

-Res=ident #3 had an outslde mental health
provider who had not provided visit notes,
recommendations or medlcation changes to the
resldent or to the facllity.

-She had not requested mental health notes from
Resldant #3's provider until the state surveyor
rmade the request.

-Resident #3 was last seen by hls mental health
provider in 2025,

-She was nof aware of any medication changes
related to Resident #3's mental health
medlcatlons.

-She did not know mental health records for all
should be mainiained in the facility and available
for review for continulty of care.

Interview with the Adminislrator on 03/19/26 at
revealed she did not realize mantal health
records such as last vights, recommendations,
and medication changes needed fo be part of
Divielon of Health Service Regulalion
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FRINTED: 04/02/2026

FORM AFPPROVED
Division of Health Service Requlation
STATEMENT OF DEFIGIENGIES "1} PROVIDERISUPPLIER/GLIA {¥2) MULTIPLE GONSTRUGTION (X3} DATE SURVEY
AND PLAN OF CORREGTION IDENTIFIGATION NUMEER: A, BUILDING: GOMPLETED
R
HAL023050 B. WING 03110/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
1425 E MARION STREET
NAVION OF SHELBY
SHELBY, NC 28150
(X4} ID SUMMARY STATEMENT DF DEFICIENCIES o FROVIDER'S PLAN OF CORRECTION (8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION EHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENGY)
D 433 | Continued From page: 41 D433

resldent records in the facillly and readily
avallable for review.

Divizlon of Health Sarvice Regulalion )
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NC Division of Health Service Repulation —Adult Care Licensure Section
Plan of Protection
o MY

./ P
} | Facility Name: ,%ﬁbﬂ & -)ﬁﬁ/ﬁaf License i AL~ JZ3 - T5O
Rule Violatlon Clied: 04_ACAE BF Jopd e Mo feadsors ,A/g/,-,,;v::-,[m?[;aw

PLAN OF PROTECTION

What Immediate actlon will the faciiity take fo abate tha violatlons?

v Andit of Ak restdens Pwaswu.h ovidesS | msulba g moaga-\,

' Med Tedn provided T-SErvtL A, O¥LyG e~ 4 Hnsedidn wd.w._qj ‘pj |
P-CD  twerediadthy «

Describe your plans to ensure residents are protected from further risk or additional harm?

| Tn - Serviee T arl el Tedafmides o sbon 4 O¥fy e avhei s,
H v Darsame 0n diasgaing Oy Foaer | Veifidgetaier e futk,
vesdua 1S 0~ Concadvatos Wi et G0 wauwﬂw.
Tn-sonte O Chroldy Blsod fungavs and purope, A voctin
Prodit pecovimd bty Ml T Bube fookvee end. of cift
el amdir Wity ED audit Mmbg

L1

For Unabated Violations (Type A1, Type A2 and Unabated Type B) only:

Please provide a date by which the facllity will be In compliance with the rule area cited {requived). Date; Y l '; IQ’U -
Faclllty staff completing this form:

Lty 2 Blplge BiareSL D 3hlew

Name/Tltle Date DHSR/DSS skaff Date

DHSR/AC 4659 NCDHHS (Rey, 2016/10) Keep copy for fecility file
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