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The Plan of Correction with addendum was reviewed and acknowledged on 06/21/24. Refer to addendums on pages 1, 2, 2, 4 and 5 of this

Statement of Deficiencies.
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resident's FL2 needed updated, and she filled out
the form for the Administrator.

~The Administrator was responsible for getting the
FL2 signed by the resident's Primary Care
Provider (PCP).

-She was not aware of any chart audits

| completed to ensure resident FL.2s were

| completed annually.

Interview with the Administrator on 04/23/24 at
1:45pm and 5:12pm revealed:

-She was not aware Resident #2'= FL2 had not
been updated since 04/18/23.

| -She was responsible for ensuring the residents'
i FLZs were compieied annuaily.
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10A NCAC 13G 0801 Resident Assessment ;

(b) The facility shall assure an assessment of /H»{ CGre f/ﬁ"‘-f ant

each resident is completed within 30 days

following admission and at least annually : / i I

thereafter using an assessmen instrument ,_ A ﬂﬂﬁﬂ/&ﬁcj Amtaatly , |

established by the Department or an inslrument ] 3 c/ 4 cﬁ? '72 j

approved by the Department based on it 1 53711: 7 e IOL. na;}:

containing at least the same information as 'y CL food i

required on the established instrument. The - i 28 Cox A

assessment to be completed within 30 days _

following admission and annually thereatter shall CBRE P/QH-S

be a funclional assessment to determine a

resident's lavel of funclioning to include

psychosocial well-being, cognitive status and Adder dart_40 —f—a\j &35;./{

physical functioning in activities of daily living. § ‘}_d . Con e B

| Activities of daily living are bathing, dressing, ; 1’4‘3*

personal hygiene, ambulation or locomoion, it Ms .Os bome, fdHun

| transfeming, toileting and eating. The

| assessment shall indicate if the resident requires

| referral lo he resident's physician or oiher . Sho (are Pl Wad—

| licensed health care professional, a provider of 4. [ gfm 04/30/’9_4_'

|
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mental health, developmental disabilities or
substance abuse sarvieas or a comminily
resource.

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facﬂﬂyfailadic ensure a care plan was completed
| annually for 1 of 3 sampled residents (#2).

; The findings are:

j Review of Resident #2's current FL2 dated
| D4/18/23 revealed diagnoses included

l osteoarthrilis, diabetes, and schizoaffective
disorder.

Review of Resident #2's Resident Register
| revealed an admission date of 08/08/19.

* Review of Resident #2's record on 04/23/24
revealed there was not an updated care plan
complefed since 12/06/22.

Interview with the medication aide (MA) on
| U4I23724 at 1 Hdpin and 5.05pm reveaied:
-She was not aware Resident #2's care plan had
nol been updated annually.
~The Administrator informed her when a
resident's care plan needed updated, and she
filled out the form for the Administrator.
-The Administrator was responsible for getting the
care plan signed by the resident's Primary Care
Provider (PCP).

r -She was not aware of any chart audiis
wnpie!!ed o ensure resident care plans were
complefed annually.

interview with the Administrator on 04/23/24 at
1:45pm and 5:12pm revealed:

- A& calendar was

| anv :
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, -She was not aware Resident #2's care plan had
: not been updated since 12/06/22.
‘-shemsmmnﬂthQnsunnamerwdanw

| care plans were compleled annually.

C 375 10ANCAC 13G .1009(a)(1) Phammaceutical Care cars E/L}; c/iV w-f/ {#
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10A NCAC 136 .1009 Pharmaeutical Care 4y

{8} The facllity shall obtain the services of a ;IG&&;M 5_9’ uli'y-‘ci'"&.?
licensed pharmacist, prescribing practitioner or

registered nurse for the provision of ff?/-) gv mn 47 £ ey ew s
pharmaceutical care at least quarterly for f ‘

residents or more irequently as determined by ez C'r?mp/f de o

the Depariment, based on the documentation of i
significant medication problems identified during O N {-ﬂp4 {Ze_s,cl..\,tl-r.
monitoring visits or other investigations in which ~
| the safety of the residents may be at risk. w_f} ﬁffdw fagb”'
' Pharmaceutical care involves the idenification,

prevention and resolution of medication related
problems which includes at least the following: ,/5‘ OB 1y o avs l
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|
|

{1) an on-site medication review for sach resident
which includes at least the following: ke o |
(A) the review of information in the resident's ﬁ“” sche d""{‘i EA B&'M‘Wg'
record such as diagnoses, history and physical, op Q‘I‘ ‘
discharge summary, vital signs, physician's Vis,

orders, progress notes, izboratory values and

cutrent medication aﬁm’ﬁiﬁ aclel endum 4o taq C .:.7{

ine medications a ministered -+
mﬁ ensure that anf; ::‘melred aid:s / kﬁs g:‘ beenl, Rdnti m;)lhjdl/

effects, potential and actual medication reaction &
i s e 0(‘,/1{/24— wf’/a’- & ﬂ‘(
identified and reported to the appropriate 0"'

| prescribing practitioner, and, o MW -
| (B) making recommendations for change, i i | ek iy afﬂ

__________ [ T
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outcomes and ensuring that the appropriate JMM MINts -;LLA}D‘D LJ /
prescribing practitioner is so informed; and, '56}1 W .
(C) documenting the results of the medication AL e “f
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review in the resident’s record;
i

This Rule is not met as evidenced by:
Based on interviews and record reviews the
facility failed to ensure a licensed pharmacist,
j provider or registered nurse completed a
| quarterly on-site medication review for 3 of 3
sampled residents (#1, #2, and #3).

The findings are:

| 1. Review of Resident #1's current FL2 dated
02/07/24 revealed:
-Diagnoses included bipolar 1 disorder and
memuory loss.

| -Resident #1 was admitted to the facility on

| 1101723,

Review of Resident #1's record on 04/23/24
revealed:

{ -Resident #1 was admitted to the facility on
1101423,

- -There were no medication reviews available for
review.

Refer to interview with the mediation aide (MA) on
| 04123724 at 5:05pm.

Refer to interview with the Administrator on
| 04123124 at 1:45pm and 5:12pm,

2. Review of Resident #2's current FL2 dated
04/18/23 revealed:

-Diagnoses included ostecarthritis, diabetes, and
schizoaffective disorder,

-Resident #2 was admitied to the facility on
08116119,

| Review of Resident #2's record on 04/23/24
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revealed there were two medication raviews,
dated 08/23/22 and 09/22/23, available for
review.

Refer to interview with the mediation aide (MA) on
| 04/23/24 at 5:05pm.

i Refer to interview with the Administrator on |
| 04/23/24 at 1:45pm and 5:12pm. a

3. Review of Resident #3's current FL2 dated ;
11/26/23 revealed: {

| -Diagnoses included post (after) stroke

l adjusiment disorder, major depression disorder _
and type 2 diabetes. |
-Resident #3 was admitled o the facility on ;
07124i23. ;

Review of Resident #3's record on 04/23/24
I revealed:
| -Resident #3 was admitted to the facility on i
i 07124123, '
| ~There were no medication reviews available for :
| Teview.

Refer to interview with the mediation aide (MA) on
04/23/24 at 5:05pm.,

Refer to interview with the Administrator on
04/23/24 at 1:45pm and 5:12pm.

interview with the MA on 04/23/24 at 5:05pm
revealed:

| -The Administrator was responsible for ensuring
medication reviews were completed quarterly.
-She was not aware of any chart audits
completed to ensure medication reviews were

completed quarterly.

 Interview with the Administrator on 04/23/24 at i
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* 1:45pm and 5:12pm revealed:
-She scheduled resident pharmacy reviews with
the confracted pharmacy when they were due.
| -She called the pharmacy that day {04/2324) and i
Iwasmformadmephaﬂmcistmmdmefaukhfs |
medication reviewe was not working that day. |
~-She was not aware the last pharmacy review
was completed 08/22/23. |
-She was responsible for ensuring medication
reviews were completed quarterly. i
1
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1
|
1
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