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C 000 Initial Com
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The Adult Cafe Licensure Section condurted an
annual survey on January 29, 2025,

10A NCAC 13G .0403(a) Qualifications of
Medication Staff

T0ANCAC 13G 0403  QUALIFICATIONS OF
MEDICATION STAFF

(a) Family cgre home stalf who administer
medicalions, hereafter referred to as medication
aides, and their direct supervisors shalt complete
training, clinigal skills validation, and pass the
written examination as set forth in G.S.
131D~4.5B. Hersons authorized by state
occupational ficensure laws to administer
medications gre exempt from this raguirement.

This Rule is fiot met as evidenced by:

s and record reviews, the
ensure 1 of 2 sampled medication
aides (MA) (Jtaff C) who administered
medications fo residents had a medication aide
employment Yerification or documantation of the
state approved 5-hour and 10-hour or 15-hour
medication administration training for adult care
homes.

facility falled

The findings gre:
Review of St3ff C's personnel record on 01/29/25
revealed:
-Staff C was
09114122,
-Staff C passpd the medication aide (MA)
examination ¢n 03/31/08.

-There was Emdicaﬂon administration clinical

ired as the Administrator on

skills checkligt dated 01/25/23.
-There was np medication aide employment
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-She did not fhink she needed to take the S-hour
and 10-hour pr 15-hour medication administration
training sincq she had already passed the MA
examination jn 2008.

-She was no{ aware she needed to provide an
employment perification or take the 5-hour and
10-hour or 1§-hour medication administration

]
revealad : (!
-She was thel facility's Administrator and i "Clh e n@f
administered medication to the residents in the i
facility | U ‘WCL\«L— c,oM\ {)
-Sha passad|the MA axamination in 2009 & o o L\g "
-She had notffworked as a MA continuously since lNe" !LSL
passing the MA examination in 2008, '\Uu

»%uwﬁ

—\—10,)., Lg
eHRIT

3k

training.
C 145 10ANCAC 1BG .D406(a)(5) Other Staff cis
Qualification:
10A NCAC 18G .0406 Other Staff Qualifications
(a) Each persan of a family care home
shall i1 .
(5) have noffindings listed on the North Carolina Hc P el L‘ B %{ v_.,/{
Health Care Personnel Registry according to G.S. Aouwe. Co .13\ ¢
15288, ‘“{0{(446 iy {%Q -A R—?ﬁ ’\Fik
! MAN\\\AJ\SW

This Rule isjnot met as evidenced by: ",\-"\L 4 W’O—L
Based on intprviews and record reviews, the LR e :
facllity failed to ensure 1 of 3 sampled staff “(\*-Q_. g eanc 9\ a7
members (Staff A) had no substantiated findings 2l " -*D
on the North|Carolina Health Care Personined WH
Registry (HOPR) prior to hire at the facilty. : &éa;‘gf o C ' j- g
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The findings pre:

Review of Stpff A's personnel record revealed:
-Staff A was fired as a personal care aide (PCA)
on 06/24/24.

-There was rjo Health Care Parsonnel Registry
(HCPR) chedgk for Staff A.

grooming, meal preparation, claaning. and
transportatiof.

DrISIbIe for compieting HCPR
p facility's staff members.

C 153 10ANCAC 1pG .0501 (a and b)) Personal Care

Tralning And|Competency

T0ANCAC 136G .0501 Personal Care Training
And Competgncy

(a) The facilfty shall assure that staff who provide
or diractly supervise staff who provide personal
care ta residents complete an 80-hour personal
care training land compstency evaluation program
established by the Department. For the purpose
of this Rule, [directly supervise" means being on

! C145

C 153
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duty in the fa

performancs
training and
available on

ility to oversee or direct the

of staff duties. A copy of the 80-hour
ompetency evaluation program is
ne at
dhhs.govidhsr/acisitraining/index, ht

mi#80hr, at rjo cost. The 80-hour personal care
training and gompetency evaluation program
curriculum shall include:

jon and documentation skills:
sing skills, including special

health-relatefl tasks;

(3) activitieg of daily living and personal care
skills;

(4) cognitive, behavioral, and social care;
(5) basic regtorative services; and

(6) residenty’ rights as established by G.S.
131D-21,

(b) The facility shall assure that training specified
in Paragraph (a) of this Rule is compleled within

isign of Health Service Regulation and
ppartment of social services.

This Rule is|not met as evidenced by:

Based on interviews and record reviews, the
facility failed to ensure 2 of 3 sampled staff
members (Sfaff A, Staff B) who provided personal
care 1o residenis completed an 80-hour personal

:r-l'“m..\.w\ \ Crn &
| 2\2\ag @: E-\&N Pe

care training
program.

The findings

[and competency evaluation

jare:

Civision of Health Service Regulation

STATE FORM

SHGJ11



STATEMENT OF DEFICIENC
AND PLAN OF CORRECTION

PRINTED: 02/07/2025
FORM APPROVED

{X1) PROVIDER/SUPPLIER/GLIA
IDENTIFICATION NUMBER:

FCL-053-02

(X2) MULTIPLE CONSTRUCTION

A BUILDING:

B. WiNG

(X3) DATE SURVEY
COMPLETED

01/29/2025

NAME OF PROVIDER OR SUP
MEGGIE'S FCH

PLIER

STREET ADDRESS. CITY, $TATE. 2Ib CODE

619 GLENWOOD DRIVE
SANFORD, NC 27330

(X4) 1D
PREFIX
TAG

(EACH

MARY STATEMENT OF DEFICIENGIES
FICIENCY MUST BE PRECEDED BY FULL

REGULATCRY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TC THE APPROPRIATE
DEFICIENCY)

X8)
COMPLETE
DATE

C 153 Continued Fi

on 08/24/24.
-Staff A had
80-hour P

Telephone in
3:58pm
-He was hi
-His respon!
at the facility
mea| prepa
-He recsived
care tasks
-He had not
program.

Refer to inte
01/20/25 at

2. Review of
-Staff B was

=Staff B had
of an 80 hou

Interview wi
revealed:
-His respon
assisting re
grooming, t
and he was
-The Admini
personal ca
the facility in
-He had not

program.

Refer to intel
01/29/25 at 3

m page 4

1. Review of Staff A's personnel record revealed:
-Staff A was hired as a personal care aide (PCA)

o documentation of completing an
training program.

iew with Staff A on 01/29/25 at
led:
as a PCAin June 2024,
ifities included assisting residents
h bathing, dressing, grooming,
ion, cleaning, and transportation,
a few hours of training on personal

en he gtarted working at the facility.

ken the 80 hour PCA training

iew with the Administrator on
15pm.

taff B's persannel record revealed:

ired on 08/20/22 as the Activities

Director {AD].

documentation of the completion
PCA training program.

Staff B on 01/29/25 at 3:32pm

ilities in the facility included
ents with bathing, dressing
ng, administering medications,
facility's AD.
tor completed training on
tasks with him when he started at
022.
ken the 80 hour PCA training

lew with the Administrator on
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the Administrator on 01/28/25 at |

t aware that facility staff warking as
have the 80 hour PCA training

C171 10ANCAG 1BG .0504(a) Competency Validation c1m

" tasks listed in Subparagraphs (a)
(1) through (2)(28) of Rule .0803 of this
Subchapter, the task may be dejegated to
non-licensed staff or licensed staff not practicing |

in thelr licenged capacity after a licensed health h :
professional has validated the staff person is ' |
competent tq perform the task. i

This Rule is|not met as evidenced by:

Based on interviews and record reviews, the !
facility failed|to ensure 1 of 3 sampled staff (Staff ;
A) had skills competency validation for Licensed :

Health Profassional Support (LHPS) tasks.

Review of Staff A's personnel record revealed:
-Staff A was pired as a personal care aide (PCA)
on 06/24/24,
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Licensed Health Professional
S) skills competency validation,

-Thera was

iew with Staff A on 01/29/25 at

as a PCAin June 2024,
esidents with bathing, dressing,
al preparstion, cleaning, and

dents in the facility required some
assistance with personal care

assistance with transfers,
provide assistance with transfers.
stered nurse) consultant recently
fingerstick blood sugars (FSBS)
completed that task for any

e facility.

the Administrator on 01/29/25 at
jed:

ired as a PCAin June 2024.

aware Staff A needed a LHPS skiils
alidation.

trained him
but he had
residents at

phone interview with the facility's
istered nurse (RN) consultant on
30pm was unsuccessful,

G .0702 Tuberculosis Test and
ination, and Immunizations

ission to a family care home each
be tested for luberculosis disease
with the control measures adopted
isgion for Public Health as specified
41A .0205 including subsequent

i c1m
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This Rule is ot met as evidenced by

by the Comnjission for Public Health.

The findings pre:

Review of Resident #2's current FL2 dated
12/18/24 aled diagnoses included autistic
disorder andjhypertension,

Review of Resident #2's record revealed;
-There was rjo Resident Register for review.

-The admission date listed on the inside cover of
the record was 10/11/24.
-There was mentation of a tuberculosis {TB)

test read on [|0/10/24 with a negative result.
-There was rjo documentation of the date the TB
test was plaged.

-There were ho other TB tests available for
review,

Interview with the Administrator on 01/29/25 at
12:35pm aled:

-Resident #2 was admitted to the facility on
10/11/24 from home.

-Residents required to have one TB test at
admission.

-Residents usually had their second step TB test
within the firgt 2 months of admission.

-She was regponsible for ensuring residents had
two step TB festing.

1 C 202
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Continued Ffom page 8
{ taken Resident #2 to have his

Based on obpervations, interviews, and record

10A NCAC 1BG .0702 (e) Tuberculosie Test and
Megical Examination

10A NCAC 1BG .0702 Tuberculosis Test And
Medical Examination and Immunizations

(e) The resut of the medical examination
required in PRragraph (b) of this Rule shalf be
documentedjon the North Carolina Medicaid Adult
Care Home FL-2 form which is available at no
cost on the Department’s Medicaid website at
https:#medigaid.ncdhhs.govimedia/6549/opan,
The Adult Cdra Home FL-2 shall be signed and
dated by the|physician or physician extender
completing the medical examination. The medical
examination phall include the following:

s identification information, including
name, date of birth, sex, admission
date, countyjand Medicaid number, current
agdress, physiclan's name and

assistance npeds, frequency of physician visits,
alus, functional limitations,
information related to activities and social needs,
neurological slatus including orders for

therapeutic glets;
4) speclalk;e factors, including physician

orders for blgod pressure, diabetic urine testing,

i C202

C 208
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physical the
bowel and bl

Based on o

sampled res
order.

The findings

(7) additiongt Information as determined by the
physician or physician extender to be necessary
for the care gf the resident,

This Rule isfnot met as evidenced by:

reviews, the facility failed to ensure 3 of 3
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py, range of motion exercises, a

der program, a restorative feeding
therapy, and restraints;

medications, including the nams,

e, frequency and route of

of each medication;

x-rays or laboratary tests

the physician or physician
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rvations, interviews, and record

1. Review of|Resident #1's current FL2 dated

Review of Resident #1's racord revealed:

-There was gn FL2 dated 10/14/24 with no diet
order listed.
-There was
order listed.

FL2 dated 01/03/24 with no diet
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Review of the facility's lunch menu for 01/20/25
revealed lungh consisted of cheese pizza, salad,
lime sherbet,water, and beverage of choice.

Observation pf the lunch meat on 01/29/25 from
11:58am to 112:15pm revealed:

-Residant #1|was served an individual sized
cheese pi a cup of vegetabie soup, water,
and sugar fruit punch,

-Resldent #1/ate approximately 80% of his meal,
-Resident #1|did not eat dessert.

Interview with Resldent #1 on 01/29/25 at
11:03am revealed:

-He did not fgllow a special diet.

-He tried to gvoid eating sugar when possibie.
-He enjoyed the food at the facility, and everyone
at the facilitylwas served the same food at
mezltimes.

Second interyiew with Resident #1 on 01/29/25 at
12:16pm ed he was offered dessert at
meals but dig not want any dessert for lunch
today, 01/29425,

Telephone inferview with a medical assistant at
Resident #1's primary care provider's (PCP)
office on 01/28/25 at 1:56pm revealac:

-She was ungure what type of dists were offered
at the facility

-The PCP did not list a diet on Resident #1's FL2
datad 12/15/4,

Interview with the Administrator an 01/29/25 at
12:35pm aled:

-The residen}s’ diet orders should be listed on the
residents’ FLi2s.

-The facllity did not have a separate form for
residents’ digt orders,

. C208
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-Resident #1|was on a low sugar diet because he
had diabetes|mellitus.

-Resident #1 was admitted in 2023 and had
always followed a low sugar diet.

-She was nof aware Resident #1's last 3 FL2s did
not have Resgident #1's diet listed.

Attempted tefephone interview with Resident #1's
primary care provider (PCP) on 01/29/25 at
1:56pm was Unsuccessful.

2, Review of Resident #2's current FL2 dated
12/18/24 revealed:
-Diagnoses included autistic disorder and

primary care|provider (PCP) on 01/29/25 at
1:49pm was junsuccessful.

Based on obpervations, interviews, and record
reviews, Resident #2 was nol interviewable.

3. Review of|Resident #3's current FL2 dated
03/21/24 revpaled:
-Diagnoses ipcluded Down's syndrome,

T Pockow added oS
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10ANCAC 13G .0801 Resident Assessment
¢ home shall assure that an initial
each resident is completed within

Based on inferviews and record reviews, the
facility failed to ensure the Resident Register was
completed fgr 2 of 3 sampled residents (#2, #3).

The findings| are:
1. Review of Resident #2's current FL2 dated

12/18/24 aled dlagnoses included autistic
disorder and hypartension.

c230 |
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C206 Continued Ffom page 12 ' c206
generalized gnxiety disorder, hypothyroidism, and i
right leg pain|. |
-There was rjo diet order listed. |
Interview with the Administrator on 01/29/25 at |
12:35pm revealed:
-The residents’ diet orders should be listed on the i
residenis’ FL|2s,
-The facility ¢id not have a separate form for
residents' digt orders.
-Resident #3 was on a regular diet.
-She did notfknow Resident #3's diet order was
not listed onfthe FL2,
Aftempted tdlephane interview with Resident #3's '
primary care| provider (PCP) on 01/28/25 at ;
1:53pm was|unsuccessful. ‘
Based on tions, intarviaws, and record i
reviews, Regident #3 was not interviewable. ;
€230 10A NCAC 13G .0801(a) Resident Assessment
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€230 Cortinued Frgm page 13

Review of Resident #2's record revealed:
-There was ng Resident Register available for
review,
-There was ap admission date of 10/11/24 listed
on the inside fover of the record.

b sible for ensuring the Resident
mpleted for residents admitted to

~Resident #2
10/11/24.
-Resident #2 p

as admitted to the facility on

id not have a Resident Register; it

esident #3’s current FL2 dated
ied diaghoses included Down's

Review of Resident #3's record revealed:

-There was np Residenl Register available for
review,
-Resident #3|was discharged from a hospital on
04/07/24.

interview with the Administrator on 01/29/25 at
12:35pm revealed:

-She was regponsible for ensuring the Resident
Register was completed for residents admitted to
the facility.
-The Residest Register was completed when the
resident was|admitted to the facility.

-Resident #3 was admitted to the facility from a
local hospita on 04/07/24.

-Resident #3 did not have a Resident Register; it
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must have been an oversight. E
1 . i -
C231 10ANCAC 13G .0801(b) Resident Assessment F - QH Ao ?6—32
10ANCAC 13G .0801Resident Assessment O ssessed,
(b) The facilify shall assure an assessment of cb‘\\;;_, o L’S‘QM A
each resident is completed within 30 days [ 7* - |
following adngission and at least annually : = %. é‘
thereafter using an assessment instrument : ATy :
established by the Department or an instrument I s . YA SR .
approved by fhe Departmant based on it 3 =
containing atjleast the same information as ; MX\’\ WN .
: i wnK
required on the established instrurment. The : -
assessment {o be completed within 30 days : \,a—\ﬁ,\, Mg_,\LQ QLUV“-
following adrission and annually thereafter shall i :
be & functiongl assessment to determine a ; ! Q_,M M\G%
rasident's leviel of functioning to include ' ! Q , £ w _ A
psychosocial well-being, cognitive status and | '“&Q_, | PN & &
physical fundtioning in activities of daily living. ! '®) 'n Q
Activities of dally living are bathing, dressing, | ; 0 ﬁ') e &)
personal hygiene, ambulation or locomotion, . : |
transferring, Joileting and eating. The | ess ?"‘c‘
assessment ghall indicate if the resident requires ! m‘ M
referral to thé resident's physician or other , 2ryo ) N
licensed heajth care professional, a provider of |
mental heaith, developmental disabilities or |
substance abuse services or a community
resource. |
| ; - ;
. t g Res:ided oucessomal
This Rule is|not met as evidenced by: i
Based on inferviews and record reviews, the : Aoa Ol url
iy : i \Wan
faciiity falledjto ensure 2 of 2 residents (#1, #3) ;
had a care flan completed within 30 days of i wildl weXa dwre
admission uging a complete assessment f ) e
instrument. ! :
The finding are: ' ke =
@ ndin ‘ I ok i= i e -
| i
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1. Review of Raesident #1’s current FL2 dated
baled diagnoses included type 2

Review of Resident #1's Resident Register
revealed an gdmission date of 08/14/23.

Review of Resident #1's care plan revealed:
-There was rjo page 1 of the care plan.
-Regldent #1 was independent with eating,
tolleting, ambulation, dressing, grooming, and
transfers, ang required supervision with bathing.
-A registered nurse (RN) signed the care plan on
04/18/24.
-Resident #1's primary care provider (PCP)
signed the cire plan on 05/03/24,

Review of Rgsident #1's record revealed there
were no other care plans for raview.

Interview with Resident #1 on 01/29/25 at
11:03am revealed:

-He was admitted to the facility over a year ago.
-He was indgpendent with eating, bathing,

led:

-Resident #] was independent with eating,
toileting, ambulation, dressing, grooming, and
transfers, and required set-up assistance for

-She was ufisure where the first page of Resident
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PRINTED: 02/07/2025

unable to corpe to the facility on a regular
schedule dug to personal matters.

Attempted telephone interview with the facility's i
conlracted RN consuitant on 01/29/25 at 2:30pm '
was unsuccessful,

2. Review of Resident #3's current FL2 dated
03/21/24 revealed diagnoses included Down's
syndrome, generafized anxiety disorder,
hypothyroidigm, and right leg pain. i

psident #3's record revealed: ;
Resident Register for review. |
was discharged from the hospital on

grooming, apd was independent with transfers.

-A registered nurse (RN) signed the care pian on !
04118724, i
-Resident #3's prmary care provider (PCP) ’
signed the care plan on 05/23/24. i

Interview with the Administrator on 01/29/25 at i

12:35pm revealed: i :
-Resident #3 needed extensive assistance with : '
bathing, limited assistance with tcilsting, '
supervision with dressing and grooming, and was
independen} with eating, ambulation, and '

FORM APPROVED
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C231 Continued Frpm page 16 - C231
#1's care plap was. '
-She was noljaware the RN consukant did not i
complete all 3 aagas of the care plan.
~The RN congultant who completed Ressdent #1's
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page 17

ure where the first page of Resident
was,

aware the RN consultant did not
pages of the care plan.

aware the care plan should be

, Care plan, and care provided for
uiring one or mere of the following
e tasks:

and removing ace bandages, TED
, and braces and splints;
technigues for residents with
roblems;

r bladder training programs lo regain

. suppositories, break-up and

|

|
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Continued Ffom page 18

removal of fecal impactions, and vaginal

ing and emptying of the urinary
and cleaning around the urinary

hysictherapy or postural drainage;
(7) clean diessing changes, excluding packing
pplication of prescribed enzymatic
gents;

{(8) collecting and testing of fingerstick blood

ell-established colostomy or

. For the purpose of this Rule,
phed colostomy or ileostomy” means

pressure ulcers, up to and including
gssure ulcer, which is a superficial

weil-astablighed gastrostomy feeding tube. For
the purposq of this Rule, "well-established

(19) care of well-established tracheostomy, not lo

|
| ¢as2
1
!
i
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C252 Continued Fi

include endojracheal suctioning. For the purpose :
of this Rule, Twell-established tracheostomy” !
means the sthma is well-healed and the airway is l
i
i

bm page 19 C252

feedings thrgugh a well-established gastrostomy
feeding tube jin accordance with Subparagraph :

{a)(14) of thi$ Rule; l

(21) the monjtoring of continuous positive air

pressure devices (CPAP and BIPAP); ; :
{22) application of prescribed heat therapy; ; t
(23) apptication and removal of prosthetic devices |

except as used in post-operative treatment for
shaping of tHe extremity;

{24) ambulation using assistive devices that ]
requires phygical assistance; l
{25) range of motion exercises;

(28) any other prescribed physical or occupational

@ | tasks armrdmg to the scope of
stablished in the Nursing Praclice I
@k promulgated under that Act in 21 |

| :"‘m‘*z\ita:ﬁh ke

This Rule ig not met as evidenced by: :
Based on inferviews and record reviews, the ; d‘°~L
facility failed to ensure a Licensed Heaith

al Support (LHPS) evaluation was ,
1

(#1) with LI
{FSBS) and
injection.

S tasks of fingerstick blood sugars
medication by subcutaneous

Division of Health Service Regllation
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Continued Ffom page 20
The findings |are:

Review of Resident #1's currant FL2 dated
12/15/24 aled:

-Diagnoses included type 2 diabetes mellitus,
hypertel , gastroesophageal! reflux disease,
glaucoma, ahd bilateral dry eyes.

-There was gn order to check fingerstick blood
sugar (F ) three times daily.

-There was an order for Lispro insulin-sliding
scale {Lisprq insulin is a short-acting injectable
medication ysed to lower biood sugar levels at
mealtimes).

Review of Rpsident #1's undated insulin sliding
scale instrugtions revealed:

-There instructions to check FSBS before
every meal including breakfast, lunch, and dinner.
-If FSBS 0-200, ne units, 201-250= 4 units,
261-300= 6 pnits, 301-350= 8 units, 351-400= 10
units, greater than 400= call primary care provider
{PCP) less than 50- drink orange juice or eat
something and call MD, if symptoms
persist or worsen call 911,

Review of Resident #1's November 2024
medication gdministration record (MAR) revealed:
-There was jan entry for Lispro insulin see sliding
scale scheduled for 7:00am, 12:00pm, and
8:00pm.

<There wasjan entry for FSBS scheduled for
7:00am, 12{00pm, and 6:00pm.

-Lispre insulin was documented as administered
per sliding gcale instructions from 11/01/24 to
11/30/24.

-Resident #1's FSBS were documented at
7:00am, 12|00pm, and 6:00pm from 11/01/24 to
11/30/24 arjd ranged from 64-420.

Review of Resident #1's December 2024 MAR

| 252
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revealed:
-There was ap entry for Lispro insulin see sliding

scale scheduled for 7:00am, 12:00pm, and
6:00pm. -

-There was ah entry for FSBS scheduled for
7:00am, 12: , and 6:00pm.

-Lispro insulip was documented as administered
per sliding scale instructions from 12/01/24 to
12/31/24.

-Resident #1% FSBS were documented at

7:00am, 12. , and 6:00pm from 12/01/24 to
12/31/24 andranged from 61-340,

Review of Resident #1's January 2025 MAR
revealed:

-There was an entry for Lispro insulin see sliding
scale scheduled for 7:00am, 12:00pm. and
6:00pm.

-There was gn entry for FSBS scheduled for
7:00am, 12:00pm, and 6:00pm.

-Lispro insulip was documented as administered
per sliding sdaie instructions from 01/01/25 to
01/29i25.

-Resident #1/s FSBS were documented at
7:00am, 12:00pm, and 6:00pm from 01/01/25 to
01/28/25 and ranged from 60-330.

Review of Resident #2's record revealed:
~There was g Licensed Health Professional
Support (LHPS) evaluation dated 04/18/24 with

| .
| The dodkor :
P}ul-z:ai R RS SKLMFNﬁ
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e b

i i ok
no LHPS tasks checked, and documentation of | aL«Lj f}xf) e
FSBS stablejon FSBS checks and subcutaneous | - . M‘u’k O =
insutin, | L \org e l‘\\\u
;Zr:: ;vwm o other LHPS evaluations available e a bee i .S‘{'! ;k? y L3
Interview with Resident #1 on 01/29/25 at Oun \Q.o\u.\
11:03am revealed: i
-He lived at the facility for over a year. r ‘:ﬁ Ng QJ(;___,&‘ £
~The facility $taff checked his FSBS three times ‘

Division of Health Service Regufation
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c a7

daily.
-The facility staff administered an insulin injection
if his blood sugar was elevated.

Interview the Administrator on 01/29/25 at
12:35pm reyealed:
-The residests’ LHPS evaluations should be

the facility once but did not complete the
paperwork, po she had to find another RN
consultant,
-She had a pew RN consultant, but she was
unable to e to the facility on a regular
schedule dye to personal matters.

Atlempted tplephone interview with the facility's
contracted fegistered nurse (RN) consultant on
01/29/25 at[2:30pm was unsuccessful,

10A NCAC [i3G .1002 (c) Medication Orders
10A NCAC [t 3G .1002 Medication Orders

¢) The medication orders shall be complete and
include the foliowing:

(1) medication name;

{2) stre of medication;

{3) dosagg of medication to be administered;

{4) route of administration;

(5) specifi¢ directions of use, including frequency
of administration; and

(8) if orderpd on an as needed basis, a stated
indication fgr use.
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This Rule is|not met as evidenced by:
Based on obiervations, interviews, and record
reviews, the facility failed to ensure residents'
ders were complete for 2 of 3
esidents (#1, #2) including a medication
o btood sugar levels (#1) and a
sed to pravent or treat vitamin
deficiency (4

1. Review
12/15/24 revp H
-Diagnoses hncluded type 2 diabetes mellitus,
hypertension), gastroesophageal reflux disease,
glaucoma, anhd bilateral dry eyes.

«There wes an order to check fingeratick blood
sugar (FSBY) three times daily.

~There was @n order for Lispro insulin-sliding
scale (Lisprg insulin is a short-acting injectable
madication ysed to lower blood sugar levels at
mealtimes).
-There were|no instructions for the dose, route, or

Resident #1's current FL2 dated

sident #1's undated Insulin sliding
ions revealed:
g instructions to check FSBS before

’l—\;\(_ \m.su.b}- o<y
e 2stEb A fladl e A

~

Py C\edite Sealla s L
F s ol wassd 2’““\?'%
T "“‘-“S\tggwu_,. a—e. o
Welhdad adl an Ba MAR 4

Tha M.;Q\\ wshe sy is

k. L Covvec L

Ot g dow
M..Nz.

A& N S ‘ 4
‘\ g \o e o\ iy
(v :—;j‘\

Division of Health Service Reglation
STATE FORM

SHGJ 1 continuation shest 24 of 33




STATEMENT OF DEFICIENC
AND PLAN OF CORRECTION

PRINTED: 02/07/2025
FORM APPROVED

(X1) PROVIDER/SUPFLIERCLIA
IDENTIFICATION NUMBER.

FCL-083-02

(X2} MULTIPLE CONSTRUGTIGN

A, BUILDING: - -

B. WING

(X3} DATE SURVEY
COMPLETED

01/20/2028

NAME OF PROVIDER OR SURPLIER

MEGGIE'S FCH

STREET ADDRESS, CITY, STATE, ZIP CODE
619 GLENWOOD DRIVE
SANFORD, NC 27330

(X4) 1D
PREFIX
TAG

5 Y STATEMENT OF DEFICIENCIES
(EACHIDEFICIENCY MUST BE PRECEDED BY FULL
REGULITORY CR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION
PREFIX
TAG

DEFICIENCY)

(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPRCPRIATE

1XB)

DaTE

C 317

Continued H
251-300= 86

page 24

nits, 301-350= 8 units, 351-400= 10
ar than 400= call primary care provider
han 50- drink orange juice or eat

eet and call MD, if symptoms
prsen call 911.
's name was not on the instructions,

something
persist or
-Resident #

sident #1's November 2024
medication sidministration record (MAR) revesled:
~There was jan entry for Lispro insulin see sfiging
scale scheduled for 7:00am, 12:00pm, and
6:00pm,
-There was an entry for FSBS scheduled for
7:00am, 1200pm, and 6:00pm.

-Lispro insufin was documented as administered
per sliding gcale instructions from 11/01/24 to
11/30/24.
-Resident #{'s FSBS were documented at
00pm, and 6:00pm from 11/01/24 to
angd rnnged from 64-420,

Review of Resident #1's Decamber 2024 MAR
revealed:
-There was (an entry for Lispro insufin see sliding
scate scheduled for 7:00am, 12:00pm, and
6:00pm.
~There was|an entry for FSBS scheduled for
7:00am. 12{00pm, and 6:00pm.

-Lispro insulin was documented as administered
per sliding gcale instructions from 12/01/24 to
12/31/24.
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1

~There was ah entry for Lispro insulin see sliding

scale scheduled for 7:00am, 12:00pm, and
6:00pm.,

-There was ah entry for FSBS scheduled for
7:00am, 12:00pm, and 6:00pm.

lih was documented as administered i
per sliding scple instructions from 01/01/25 to s :

scale order.

Interview witt the Administrator on 01/28/25 at
12:35pm

-Residents’ medication orders were listed on the

-When a resiflent received medication urders. the

-When Resident #1 was admitted to the facility in
2023, she contacted his PCP for Resident #1's
sliding scale jnsulin orders,
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-She receivegd the sliding scale insulin instructions
from Resident #1's PCP and the order had not
changed since Resident #1 was admitted fo the i
facility.
-Resident #] was the only resident in the facility
on insulin, i \ g
-She was nqt aware when the FL2 was updated ! p( nean S d.\»j ol
that the conjplete sliding scale Insulin order \
should be ofi the medication list on the FL2. @,W—v 1\\\ s

Telephone ifterview with a medical assistant at

Resident #1's PCP office on 01/28/25 at 1:56pm: | "—T\,\L —Ea\.c.g,\n&fl_\ L.
-Resident #'s siiding scale insulin orders of if |
( S &N :,»..ML u‘b-j

FSBS was (-200, no units, 201-250= 4 units,
251-300= 8units, 301-350= 8 units, 351-400= 10
units, greater than 400= call primary care provider ! W \4 Lo G

{PCP) less than 50- drink orange juice or eat . ..
something gweel and call MD, if symptoms } -e&“_.g
prsen calt 911 were the correct insulin :

persisi or

orders.

-When the PCP office updated Resident #1's : ) - .- Ly
FL2, the office did not normally list the shiding i c,kf)«& PR Lany
scale insulif instructions on the FL2, e o~ ¢ |

facliity’s coftracted pharmacy on 01/28/25 at |
evicaled sliding scals insulin orders on : ;
AL2s should have the dosage and :

-There was an order for Vitamin D3 take 1 tablet

Diviaton of Health Service Regulation
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daily (Vitamin| D3 is a supplement used 1o treat or

prevent vitamin deficiency). |

-There was np dosage of Vitamin D3 to be

administered !

Review of Resident #2's primary care provider's

(PCP) order daied 11/12/24 revealed there was

an arder for \fitamin D3 1000 units take 1 capsule

Observation pf Resident #2's medications an

hand on 01 5 at 1:15pm revealed: i
-Resident #1|had a bottle of Vitamin D3 1000 j
units with a quantity of 90 capsules dispensed on .
1112124, i
-Resident #2(had 9 Vitamin D3 1000 unit :
capsules '

11/30/24, i
Review of Resident #2's December 2024 MAR
revealed l
There was ah entry for Vitamin D3 1000 units 1

capsule dally scheduled for 9:00pm:. |
-Vitamin D3 [1000 units was documented as ;
administereq daily at 9:00pm from 12/01/24 to |

12/31/24, | '
Review of Resident #2's January 2025 MAR '

revealed:

There was an entry for Vitamin D3 1000 units 1

capsule dally schaduled for 9:00pm. :
=Vitamin D3 [1000 units was documented as ;
administereq daily at 9:00pm from 01/01/25to
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01/28/25.

Interview the Administrator on 01/28/25 at
12:35pm revealed:

-Residents’ medication orders were listed on the
FL2 form.
-When a regjdent received medication orders, the
orders ware|sent to the pharmacy and filed in the
chart,
~She was regponsible for checking the medication
orders and KL2s for accuracy.

-She did nof notice Resident #2's Vitamin D3
order on thej current FL2 did not have a dosage

erview with a pharmacist from the
acted pharmacy on 01/29/25 at 2:31
pm revealed the medication orders on residents'
have the dosage of the medication
included,

Based on observations, interviews, and record
abidant #2 was not interviewable.,

Attempted telephone interview with Resident #2's
PCP on 01/28/25 at 1:49pm was unsuccessful.

10A NCAC 113G .1009(a)(1) Pharmaceutical Care

10A NCAC [13G .1009 Pharmaceutical Care
(a) The fadlity shall obtain the services of a
liconsed pharmacist, prescribing practitioner or
registered durse for the provision of
pharmaceutical care at least quarterly for
residents of more frequently as determined by
t. based on the documentation of
ation problems identified during
menitoring rsats or other investigations in which
the safety df the residents may be at risk.

Cc 317

C375
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resolution of madication related
includes at Jeast the following:

(1) an on-site|medication review for each resident
at least the following:

of information in the resident's
diagnoses, history and physical,

notes, laboratery values and
inistration records, including
on administration records, to

identified and reported to the appropriate
prescribing itioner; and,
{B) making rgcommendations for change, if
necessary, based on desired medication
outcomes angl ensuring that the appropriate
aclitioner is 8o informed; and,
ng the results of the medication
ident's record,

facility failed o ensure a licensed pharmacist,
prescribing practitioner, or registered nurse
conducted gyarterly an-site medication reviews
for 3 of 3 sarhpled residents (#1, #2, #3).

The findings fare:

1. Review of|Resident #1's current FL2 dated
12115/24 aled diagnoses included type 2
diabetes mefitus, hypertension,
gastrcesophageal reflux disease, glaucoma, and
bilateral dry pyes.
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aware that quarterly medication
are required.
-She had noj requested for a pharmacist from the

Resident #1 was admitted to the
facility, she fook Resident #1's medications and
medication grders to the facility's contracted
pharmacy anhd the pharmacist reviewed Resident

-Shortly afte

2. Review of Rasident #2's current FL2 dated
eyealed diagnoses included autistic

-There was jan admission date of 10/11/24 on the
inside covet of the record.

-There werg no quarterly medication reviews
available fof review.

Interview with the Administrator on 01/208/25 at
12:35pm aled:

€375
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tionreviews

quarterty 3
-Resident #2 had no quarterly medication i
reviews.

L3
g ]
gneralized anxiety disorder, : : C:»-J"\.ik 20_4 L 5 - S

for ownv # 2 rendul

-Reaident #3/was admitted to the facility on een 2
04107124, e~ ool Q{'-(—\'L},
-There were ho quarterly medication reviews y
avaitable for feview. M &Q&\%\\D\, R
Interview with the Administrator on 01/29/25 at : X \V*O*-' L2 P?\’MW &
12:35pm revpaled ; ! oS

i revpaled: " )
-She was nof aware that quarterly medication & N p\lL\_NQ,q} Ao
reviews werg required. : Q_eo_:\ g y
-She had nof requested for a pharmacist from the , | ~ach o

to lete ! I < P N TP i ~ R
m:rm o \ ! ’%\m% L-‘:‘lq

jracted pharmacy on 01/28/25 at
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-The pharmgcy conducted quarterly medication !
reviews for facilities when the facility had a
contract for pharmacy services.
-5he was urjsure who conducted the quarterly
medication reviews for the facility.
-8he had no} conducted any medication reviews
for the facility.
|
|
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i
|
I
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