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 D 000 Initial Comments  D 000

The Adult Care Licensure Section conducted an 

annual survey from 02/06/19-02/08/19 and 

02/11/19.

 

 D 188 10A NCAC 13F .0604(e) Personal Care And 

Other Staffing

10A NCAC 13F .0604 Personal Care And Other 

Staffing

(e)  Homes with capacity or census of 21 or more 

shall comply with the following staffing.  When the 

home is staffing to census and the census falls 

below 21 residents, the staffing requirements for 

a home with a census of 13-20 shall apply.

(1)  The home shall have staff on duty to meet 

the needs of the residents.  The daily total of aide 

duty hours on each 8-hour shift shall at all times 

be at least:

(A)  First shift (morning) - 16 hours of aide duty 

for facilities with a census or capacity of 21 to 40 

residents; and 16 hours of aide duty plus four 

additional hours of aide duty for every additional 

10 or fewer residents for facilities with a census 

or capacity of 40 or more residents.  (For staffing 

chart, see Rule .0606 of this Subchapter.) 

(B)  Second shift (afternoon) - 16 hours of aide 

duty for facilities with a census or capacity of 21 

to 40 residents; and 16 hours of aide duty plus 

four additional hours of aide duty for every 

additional 10 or fewer residents for facilities with a 

census or capacity of 40 or more residents.  (For 

staffing chart, see Rule .0606 of this Subchapter.)

(C)  Third shift (evening) - 8.0 hours of aide duty 

per 30 or fewer residents (licensed capacity or 

resident census).  (For staffing chart, see Rule 

.0606 of this Subchapter.)

(D)  The facility shall have additional aide duty to 

meet the needs of the facility's heavy care 

residents equal to the amount of time reimbursed 

 D 188
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 D 188Continued From page 1 D 188

by Medicaid.  As used in this Rule, the term, 

"heavy care resident", means an individual 

residing in an adult care home who is defined as 

"heavy care" by Medicaid and for which the facility 

is receiving enhanced Medicaid payments.

(E)  The Department shall require additional staff 

if it determines the needs of residents cannot be 

met by the staffing requirements of this Rule.

This Rule  is not met as evidenced by:

Based on interviews and record reviews, the 

facility failed to assure the required aide hours on 

8 of 33 shifts sampled from 12/01/18 to 02/07/19 

resulting in inadequate staff to provide personal 

care and supervision of the residents.

The findings are:

Interview with a personal care aide (PCA) on 

02/11/19 at 5:15 pm revealed:

-She worked twelve hour shifts from 6:00 am to 

6:00 pm, and she did not work overtime.

-Some first shift and second shift staff overlapped 

on the work schedule.

-The facility was short of staff when she started, 

but new staff had been hired so they were not 

short on first shift anymore.

-She did not know about third shift; everyone 

seemed to be there when she came in.

-The medication aides (MA) helped the PCAs out 

when needed.

-She felt she had time to get everything done 

during the day.

Interview with a MA on 02/11/19 at 5:25 pm 

revealed:

-She worked twelve hour shifts most days from 
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 D 188Continued From page 2 D 188

6:00 am to 6:00 pm.

-She only worked as a MA, but would pitch in 

during the day and help the PCAs if needed. 

-Overtime was always available for MA work 

because there were not enough MAs to cover the 

shifts on the schedule.

Interview with a second PCA on 02/11/19 at 5:30 

pm revealed:

-Her shifts varied; one shift covered the middle of 

the day to help with residents and another was for 

twelve hours.

-She would come in early or stayed late to cover 

when third or second shift staff called out for 

shifts.

-Staffing had gotten better because "they" (the 

facility) had been hiring.

Interview with a second MA on 02/11/19 at 

6:38pm revealed:

-She usually worked 6:00am-6:00pm; today 

(02/11/19) she was working 16 hours to cover 

second shift.

-She had to work 16 hours last week to cover a 

shift.

Interview with a resident on 02/06/19 at 11:00am 

revealed:

-There was a shortage of staff, but it was usually 

on 3rd shift.

-He was independent with his personal care 

needs until 2-3 weeks ago.

-He needed limited assistance with toileting, 

transferring, ambulation and bathing.

Review of staff time cards, staff schedule, and 

the daily census report dated 12/01/18 revealed:

-There were 73 residents, which required 32 aide 

hours for 1st and 2nd shift and 24 aide hours for 
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3rd shift.

-There were 22.14 aide hours documented for 

3rd shift leaving the shift short 1.83 aide hours. 

Review of staff time cards, staff schedule, and 

the daily census report dated 12/27/18 revealed:

-There were 71 residents, which required 32 aide 

hours for 1st and 2nd shift and 24 aide hours for 

3rd shift.

There were 9.11 aide hours documented for 3rd 

shift leaving the shift short 14.89 aide hours. 

Review of staff time cards, staff schedule, and 

the daily census report dated 12/28/18 revealed:

-There were 72 residents, which required 32 aide 

hours for 1st and 2nd shift and 24 aide hours for 

3rd shift.

-There were 22.24 aide hours documented for 

3rd shift leaving the shift short 1.96 aide hours.

Review of staff time cards, staff schedule, and 

the daily census report dated 01/10/19 revealed:

-There were 71 residents, which required 32 aide 

hours for 1st and 2nd shift and 24 aide hours for 

3rd shift.

-There were 20.25 aide hours documented for 

3rd shift leaving the shift short 3.75 aide hours.

Review of staff time cards, staff schedule, and 

the daily census report dated 01/23/19 revealed:

-There were 69 residents, which required 28 aide 

hours for 1st and 2nd shift and 24 aide hours for 

3rd shift.

-There were 23.50 aide hours documented for 

3rd shift leaving the shift short 0.5 aide hours.

Review of staff time cards, staff schedule, and 

the daily census report dated 02/06/19 revealed:

-There were 68 residents, which required 28 aide 

hours for 1st and 2nd shift and 24 aide hours for 
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 D 188Continued From page 4 D 188

3rd shift.

-There were 19.01 aide hours documented for 

3rd shift leaving the shift short 4.99 aide hours.

Review of staff time cards, staff schedule, and 

the daily census report for 02/07/19 revealed:

-There were 69 residents, which required 28 aide 

hours for 1st and 2nd shift and 24 aide hours for 

3rd shift.

-There were 15.45 aide hours documented for 

3rd shift leaving the shift short 16.55 aide hours.

Attempted interview with the Assistant Resident 

Care Coordinator (ARCC) on 02/11/19 at 5:15pm 

was unsuccessful.

Interview with the Administrator on 02/11/19 at 

4:00pm revealed:

-She knew staff called out, but it was the ARCC's 

responsibility to make sure there was adequate 

staff to provide personal care and supervision of 

the residents. 

-The ARCC would let her know if there was a 

shortage of staff.

-The ARCC was responsible for doing the 

monthly schedule. 

-If staff called out or needed to be added to the 

monthly assignment sheet, the ARCC was 

responsible for making the changes on the 

monthly assignment schedule.

 D 273 10A NCAC 13F .0902(b) Health Care

10A NCAC 13F .0902 Health Care

(b)  The facility shall assure referral and follow-up 

to meet the routine and acute health care needs 

of residents.

 D 273

Division of Health Service Regulation

If continuation sheet  5 of 676899STATE FORM G2TS11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 03/04/2019 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

HAL080026 02/11/2019

NAME OF PROVIDER OR SUPPLIER

THE MEADOWS OF ROCKWELL RETIREMENT CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

612 HIGHWAY 152 EAST

ROCKWELL, NC  28138

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 D 273Continued From page 5 D 273

This Rule  is not met as evidenced by:

Based on observations, interviews and record 

reviews, the facility failed to notify the primary 

care provider (PCP) for 1 of 5 residents (#2), who 

was diagnosed with a closed compression 

fracture of the second lumbar vertebra and 

required 2-person assistance from the staff.

The findings are: 

Review of Resident #2's current FL-2 dated 

6/19/18 revealed:

-Diagnoses included diabetes, lymphedema and 

benign prostatic hyperplasia (BPH).

-Resident #2 was ambulatory with a cane.

-Resident #2 was continent with bowel and 

bladder. 

Review of Resident #2's current Care Plan dated 

01/18/19 revealed:

-Resident # 2 was independent with toileting. 

-Resident #2 required supervision with dressing, 

grooming and transfer.

-Resident #2 required limited assistance with 

eating, ambulation and bathing.

Review of Resident #2's hospital discharge notes 

dated 02/05/19 revealed diagnoses included high 

risk for injury related to fall and closed 

compression fracture of second lumbar vertebra. 

Review of Resident #2's progress notes revealed:

-On 01/23/19 at 6:37pm, Resident #2 fell in his 

bathroom.

-On 01/25/19, Resident #2 had no complaints of 
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 D 273Continued From page 6 D 273

injury concerning this fall.

-On 01/31/19 at 2:40pm, Resident #2 fell in his 

bedroom around 2:30pm, and there was no 

injuries although resident complained of lower 

back pain before the fall.

-Resident #2's Power of Attorney (POA) took the 

resident to the hospital on 01/31/19 because he 

was complaining of lower back pain.

-On 02/04/19 at 3:25pm, Resident #2's POA 

requested the resident be sent out via 911 due to 

resident still complaining of back pain. 

-On 02/05/19 at 1:06pm, the resident came back 

to the facility. 

Interview with Resident #2 on 02/06/19 at 

12:00pm revealed:

-He fell last week on 01/31/19.

-He went to the emergency department (ED) on 

01/31/19, but the doctors could not find anything 

wrong with him.

-He had lower back pain from his fall on 01/31/19.

-He went back to the ED on 02/04/19 and 

returned to the facility on 02/05/19.

-He had a fracture of the lower back.

-He had lost his independence and the staff had 

to help him with toileting, bathing, transfer, 

ambulation, dressing and grooming, 

Review of Resident #2's physical therapist's care 

notes revealed:

-On 02/07/19 at (no time), Resident #2 had a 

physical therapy evaluation following discharge 

from the hospital with fracture of second lumbar 

vertebra.

-The resident had difficulty with speaking and 

leaning to the left side on 02/07/19.

-On 02/08//19 (no time), [Resident #2] was 

unable and to stand and ambulate.

-He was instructed in proper sitting position and 

pressure relief for the prevention of skin 
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 D 273Continued From page 7 D 273

breakdown by the physical 

therapist. 

Interview with the Physical Therapist (PT) on 

02/11/19 at 10:30am revealed:

-The initial referral for physical therapy was sent 

on 02/04/19 by the ED physician.

-Resident #2 was diagnosed as having closed 

compression fracture of second lumbar vertebra.

-The staff should have been cautions and aware 

of the resident's injury.

-Staff should be educated regarding the 

resident's injury.

Interview with the lead supervisor-in-charge on 

02/07/19 at 4:44pm revealed

-She did not know when the resident came back 

from the hospital on 02/05/19, he was diagnosed 

as having closed compression fracture of second 

lumbar vertebra. 

-She did not see the discharge papers for 

Resident #2 on 02/05/19.

-Resident #2 required 2-person assistance with 

incontinence care and transfers since he came 

back from the hospital on 02/05/19.

Observation in Resident #2's room on 02/08/19 at 

8:45am revealed:

-Two staff came into Resident #2's bedroom and 

did incontinence care for the resident.  

-They changed the resident's incontinence brief 

while he was in bed.  

-Two staff assisted the resident with changing his 

tee shirt, shirt and shorts.

-The resident was leaning to the left side. 

-They assisted the resident to his recliner, and 

they used a blanket to cover the lower half of the 

resident's body.
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Interview with a personal care aide (PCA) on 

02/08/19 at 9:39am revealed:

-Staff did incontinent care for Resident #2 in the 

bed.

-It was very hard for two staff to get the resident 

to the bathroom.

-The resident leaned to the left side and 

backward.

-We try to block the view when we change 

Resident #2 in the bed.

-Resident #2 was dependent on staff with toileting 

and incontinence care after he came back from 

the hospital on 02/05/19.

-The PCA had not notified management that 

Resident #2 needed two person assistance since 

he came back from the hospital.

Interview with a second PCA on 02/08/19 at 

2:10pm revealed:

-Resident #2 needed two person assistance with 

incontinence care and toileting after his last fall.

-Staff did incontinent care for Resident #2 in the 

bed because it was hard to take the resident to 

the bathroom.

-She had not notified management that Resident 

#2 need two person assistance with incontinent 

care and ambulation. 

Interview with the Resident Care Director (RCD) 

on 02/08/19 at 11:45am revealed:

-She did not know the resident needed two 

person assistance with incontinent care, 

transferring and ambulation.

-She did not know when the resident came back 

from the hospital on 02/05/19, he was diagnosed 

as having closed compression fracture of second 

lumbar vertebra. 

-She would have probably notified Resident #2's 

PCP of the fracture and to ask if the staff should 

transfer the resident in a certain way.  
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 D 273Continued From page 9 D 273

Interview with the Administrator on 02/08/19 at 

2:00 pm. revealed:

-She did not know Resident #2 needed two 

person assistance with incontinent care, 

transferring and ambulation.

-She did not know when the resident came back 

from the hospital on 02/05/19, he was diagnosed 

as having a closed compression fracture of 

second lumbar vertebra. 

-The RCD was responsible for notifying the PCP.

Attempted telephone interview with Resident #2's 

PCP on 02/11/19 at 10:50am and 02/11/9 at 

2:13pm was unsuccessful.

 D 282 10A NCAC 13F .0904(a)(1) Nutrition and Food 

Service

10A NCAC 13F .0904 Nutrition and Food Service

(a) Food Procurement and Safety in Adult Care 

Homes:

(1) The kitchen, dining and food storage areas 

shall be clean, orderly and protected from 

contamination.

This Rule  is not met as evidenced by:

 D 282

TYPE B VIOLATION

Based on observations and interviews, the facility 

failed to keep maintain the walk-in cooler 

temperature above 45 degrees and keep the food 

storage containers, the walk-in cooler, a reach-in 

freezer, an ice machine, food prep tables, storage 

racks, the kitchen floor, steam table, and food 

transport carts clean and free of contamination.

The findings are:
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 D 282Continued From page 10 D 282

Observation of the kitchen on 02/07/19 at 9:30am 

revealed:

-The bottom shelf of a food prep table was 

covered in food crumbs.

-The flour storage bin was covered in a build-up 

of dirt and grime; the lid was inside the container 

exposing an open bag of flour.

-The sugar storage bin was covered in a build-up 

of dirt and grime.

-The lid of a hard plastic container labeled cereal 

was covered in a build-up of dirt and grime.

-The black gasket inside of the ice machine door 

was missing from the entire length of the door; 

the gaskets on the side of the door were breaking 

apart and loose.

-The interior surface of the ice machine was 

covered in a build-up of black grime; when the 

interior was wiped with a clean white napkin, it 

revealed a reddish slime.

-The ice scoop was laying inside a plastic 

container; there were food crumbs, two straws 

and plastic cups inside the container.

-The inside of a reach-in freezer, used to store 

ice cream, was covered in a two-three inch layer 

of ice.

-There was a bread storage rack with multiple 

loaves of bread laying on trays; the metal rack 

was covered in a build-up of dust and grime.

-There was a build-up of grime on the rim of a 

plastic container that contained kitchen utensils 

and food particles were scattered inside the 

container.

-The ceiling inside the walk-in cooler was covered 

in a build-up of dust and grime.

-The fan cover, inside the walk-in cooler, was 

covered in a build-up of dust and grime; the fan 

outlet was rusted.

-The outlet cover for the walk-in cooler's light was 

rusted; it was above the food on the top shelf of 

the cooler.
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-There was a container of chicken that was being 

thawed for lunch sitting on top of a box of 

potatoes.

-There were three cases of liquid whole eggs on 

the top shelf of the walk-in cooler; there were 

open boxes of fresh vegetables on the shelf 

below the liquid eggs.

-There were six single-use containers that were 

being re-used for storage of food items in the 

walk-in cooler.

-There was a container of sour cream, a 

container of chopped garlic in oil, a container of a 

chicken base and beef base that were not labeled 

to show when they had been opened.

-There were multiple packages of condiments 

and food boxes scattered on the floor between 

the wall and storage racks inside the pantry.

Observation of the walker-in cooler on 02/07/19 

at 9:34am revealed:

-The thermometer on the outside door showed a 

temperature of 53 degrees F.

-The temperature inside the cooler was 62.5 

degrees using a digital thermometer.

-A glass of milk tested from the cooler was 57 

degrees F.

A calibration of the surveyor's thermometer and 

the cook's thermometer was performed using an 

ice water slurry on 02/07/19 at 9:55am. The 

temperature registered 32 degrees F for both 

thermometers.

Observation of the walk-in cooler temperature 

logs revealed:

-On 02/06/19, the morning check was 

documented as 42 degrees F, and the pm-check 

was documented as 48 degrees.

-On 02/07/19, the morning check was 

documented as 48 degrees F.
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Interview with the cook on 02/07/19 at 10:04am 

revealed she took the walk-in cooler's 

temperature today at 6:45am.

Interview with the cook on 02/07/19 at 10:24am 

revealed:

-They did not have a cleaning schedule for the 

kitchen.

-She cleaned the bottom shelves of the food prep 

tables once every two weeks; she cleaned them 

yesterday (02/06/19).

-She swept the pantry every night, and she 

mopped the pantry two times per week.

-She swept the walk-in cooler twice a week, and 

she mopped the walk-in cooler twice a week.

-She was not tall enough to clean the ceiling of 

the walk-in cooler, so the Dietary Manager would 

need to do it.

-She had not cleaned the bread rack; she had 

never thought about it.

Observations on the kitchen 02/07/19 at 9:23 am 

and 10:28 am revealed:

-Five of five wells in the steam table were rusted 

and had a buildup of a brown sticky film in them.

-Three of the wells in the steam table had water 

with food debris floating in them, and two wells 

had dried food debris in them.

-There were food debris, water, and a soft black 

and white film on the plastic food carts used for 

transporting food trays to resident rooms and 

food to the dining room.

-A plastic food cart used for storage of 

miscellaneous dishware had white parchment 

paper on the shelves that had a brown liquid and 

food debris on them; under the parchment paper, 

there was a brown liquid, food debris, and a moist 

black and white substance.
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Observations of the kitchen on 02/07/19 at 10:30 

am revealed:

-There were food and paper debris, a soiled bar 

towel, eating utensils, standing water and a black 

substance that covered the floor under the 

dishwasher.

-The drain under the sink next to the dish 

machine had a one-inch thick buildup of a black 

residue and debris, and multiple small flies.

-A black substance and multiple small files were 

on the baseboard and wall under the dishwasher.

-The pipe that drained the tank on the dishwasher 

did not line up properly with the drain in the floor, 

and when the tank was emptied, excess water 

spilled onto the surrounding floor.

Interviews with a dietary aide on 02/07/19 at 

10:15am and 10:33am revealed:

-She had not cleaned the ice machine; she 

thought the Executive Director (ED) had cleaned 

the ice machine in the fall.

-She thought the lid to the flour bin had been 

broken about six months; she tried to make sure 

the flour bags were closed.

-She had wiped the sugar bin off on 02/06/19 

because she had spilled tea on it; she had never 

deep cleaned the sugar bin.

-She did not know how often the food storage 

bins and containers were cleaned, because the 

Dietary Manager cleaned them.

-She had wiped off the top of the cereal container 

on 02/05/19; she typically wiped them off every 

two-three days or more often as needed.

-Personal care aides cleaned the food carts they 

used, and she would clean carts she used as the 

carts needed it.

-She cleaned the carts at the end of the day, and 

she sprayed them with a degreaser to clean 

them.

-She did not know about a cleaning schedule, 
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because no one had told her about a cleaning 

schedule.

-She noticed the excess water on the floor under 

the dishwasher; the pipe had always drained that 

way.

-The Dietary Manager cleaned the floors under 

the dishwasher.

-She had never seen the Dietary Manager or the 

ED do an inspection of the kitchen.

Interview with the Administrator on 02/07/19 at 

10:54am revealed:

-She was told yesterday (02/06/19) the walk-in 

cooler's temperature was rising; she knew it was 

40 something but did not recall the exact 

temperature.

-She put a work order in with the refrigeration 

company on 02/06/19; a representative from the 

refrigeration company said they would send a 

technician out in the morning (02/07/19).

-She told the staff to keep the door shut and not 

to go in unless they had to.

-When she checked the temperature on 02/07/19 

around 7:00am, it was around 42-43 degrees.

-She told the administrative assistant to have the 

kitchen staff throw away all milk and dairy 

products.

-She did not direct the kitchen staff to dispose of 

the liquid eggs; she thought the liquid eggs were 

shelf stable.

-She was aware the cooler had previous 

problems; it had been repaired "a month or two 

ago".

Interview with the refrigeration technician on 

02/07/19 at 10:09am revealed:

-He received the work order on 02/06/19 at 

1:30pm.

-He had repaired the cooler about 3-months ago.
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Observation of the thermometer utilized by the 

refrigeration technician at 10:30am revealed the 

walk-in cooler's temperature was 48.1 degrees.

Observation of the thermometer utilized by the 

refrigeration technician at 11:50am revealed the 

walk-in cooler's temperature was 36.5 degrees.

Interview with the Dietary Manager on 02/08/19 at 

1:44pm revealed:

-He did not have a cleaning schedule for the 

kitchen.

-When he started working at the facility in the fall 

of 2018 he had deep cleaned the kitchen floor 

and range hood; he expected the staff to "at 

least" maintain the deep cleaning he had done.

-He had noticed on Tuesday, 02/05/19 the floor 

under the dishwasher needed to be cleaned.

-He thought the dietary aide would be responsible 

for cleaning under the dishwasher.

-The ice maker would be cleaned by all the 

kitchen staff; it would be a group effort as they 

were notoriously hard to keep clean.

-The ice machine needed to be cleaned at least 

monthly; it was hard to find time to clean it 

because it needed to be cut off.

-The pantry should be swept every night.

-He had not assigned anyone to clean the 

containers in the kitchen that held the scoop and 

other miscellaneous kitchen items.

-He cleaned the lids of the flour and sugar 

containers two days ago, but he did not clean the 

entire container.

-He had noticed the flour and sugar containers 

needed to be cleaned but had not figured out the 

logistics since the sugar would need to be taken 

out.

-He had not noticed the cereal containers needed 

to be cleaned.

-The walk-in cooler had problems a couple of 
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months ago, and they put bags of ice in the 

walk-in cooler to maintain the temperature.

-If he had been told the walk-in cooler was not 

maintaining the temperature, he would have 

instructed them to put bags of ice in it.

-He cleaned the bread rack about a month ago; 

he had taken the bread rack out back and 

sprayed it down.

-He had noticed the steam table wells needed to 

be replaced.

-The steam table wells were cleaned every night.

Interview with the maintenance staff on 02/07/19 

at 4:00 pm revealed:

-He performed very simple and basic tasks; 

commercial companies were called in for repairs 

on any kitchen equipment.

-He knew about the pipe that drained the 

dishwasher tank, and the pipe did not line up with 

the floor drain causing excess water to spill onto 

the floor.

-He did not know what to do about the excess 

water or the drain alignment.

-He did not clean the dust on the compressor 

motor cover and compressor fan cover in the 

walk-in cooler; a commercial repair company 

cleaned off the dust when they came to do 

repairs on the walk in.

-He did not clean the ice machine in the kitchen; 

the kitchen staff cleaned the ice machine located 

in the kitchen.

Interview with the Administrator on 02/08/19 at 

4:56pm revealed:

-She expected the dietary staff to label foods 

when they were opened; whoever opened the 

item was responsible for labeling it.

-She was not aware single-use containers could 

not be re-used.

-She had looked at the ice machine about a 
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month ago.

-She expected the ice machine to be drained and 

cleaned monthly.

-She had not noticed the build-up of dirt and 

grime on the bread carts.

-She visually looked at the pantry to make sure 

the shelves were clean and food had been dated 

and rotated; she had not noticed the packages 

between the shelving and wall.

-She had ordered new food carts because the old 

ones were stained; the staff was not supposed to 

be using the old food carts.

-She expected all kitchen staff to take 

responsibility for keeping the kitchen clean.

-She expected the dietary aide to keep the area 

around the dishwasher and the dining room 

clean.

-The cook was responsible for the kitchen area.

-She expected the cook to clean the flour and 

sugar containers; she was not sure if the cook 

knew to clean the flour and sugar containers.

-There was no cleaning schedule for the kitchen; 

the kitchen cleaning needed to be assigned.

______________________________

The facility failed to assure foods being stored 

and served to residents were protected from 

contamination. The facility's failure resulted in the 

walk-in cooler being maintained less than 45 

degrees and a red substance being inside the ice 

machine, which resulted in the risk for foodborne 

illness. This failure was detrimental to the health, 

safety, and welfare of the residents and 

constitutes a Type B Violation.

______________________________

The facility provided a plan of protection in 

accordance with G.S. 131D-34 on 02/08/19 for 

this violation.

THE CORRECTION-DATE FOR THE TYPE B 

VIOLATION SHALL NOT EXCEED MARCH 28, 
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2019.

 D 288 10A NCAC 13F .0904(b)(3) Nutrition And Food 

Service

10A NCAC 13F .0904 Nutrition And Food Service

(b) Food Preparation and Service in Adult Care 

Homes:

(3) Hot foods shall be served hot and cold foods 

shall be served cold.

This Rule  is not met as evidenced by:

 D 288

Based on observations and interviews, the facility 

failed to assure hot foods were maintained hot 

until served to the residents who received meals 

in their rooms.

The findings are:

Interview with a resident on 02/07/19 at 8:39am 

revealed:

-He ate all of his meals in his room.

-His meals were always cold; he wished his 

meals were hotter.

-His breakfast plate served today (02/07/19) was 

not hot.

-His grits were cold and stuck together. 

Observation of the kitchen on 02/07/19 from 

12:00pm to 12:31pm revealed:

-Plates were provided to the residents who ate in 

the dining room first; when the residents in the 

dining room had all been served the cook 

prepared the plates for residents who ate in their 

rooms.

-The first plate was prepared at 12:19pm; the 

plate was placed on a tray and covered with a lid.

-The last plate was plated at 12:31pm; there was 

 

Division of Health Service Regulation

If continuation sheet  19 of 676899STATE FORM G2TS11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 03/04/2019 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

HAL080026 02/11/2019

NAME OF PROVIDER OR SUPPLIER

THE MEADOWS OF ROCKWELL RETIREMENT CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

612 HIGHWAY 152 EAST

ROCKWELL, NC  28138

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 D 288Continued From page 19 D 288

a total of 14 plates.

-The trays were then placed on an uncovered 

multi-tiered cart for transport from the kitchen to 

the individual resident rooms.

Observation of the steam table on  02/07/19 at 

12:31pm revealed a resident's plate was removed 

from the cart as a test tray and the  chicken was 

99 degrees, the rice was 107 degrees and the 

mixed vegetables were 105 degrees.

Review of the food temperature log for food held 

on the steam table on 02/07/19 revealed:

-The chicken was 200 degrees at 11:10am.

-The rice was 180 degrees at 11:15am.

-The vegetable medley was 175 degrees at 

11:15am. 

Interview with the cook on 02/07/19 at 12:31pm 

revealed:

-She always checked the temperature of the food 

on the steam table before preparing plates at 

each meal.

-She did not re-check the temperature before 

preparing to go meals; she had never checked 

the temperature of the plated food served to 

residents in their rooms.

Interview with a second resident 02/07/19 at 

12:40pm revealed:

-He at his meals in his room.

-His lunch meal service today (02/07/19) was 

cold, especially the rice and vegetables.

-He would like for his meals to be hot.

-He had not told anyone he would like his meals 

to be hotter.

Interview with a third resident on 02/07/19 at 

12:45pm revealed:

-He had been eating his meals in his room for the 
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past "couple of weeks."

-The meals served in the room were not as hot as 

the meals served in the dining room.

-The residents in the dining room were served 

first so naturally, their meals would be hotter.

-He had not complained to staff the room meals 

were not served hot; he would like for his meals 

served in his room to be hot.

Interview with a personal care aide (PCA) on 

02/07/19 at 12:48pm revealed:

-She delivered meals to residents who ate in their 

rooms.

-No one had complained to her the meals were 

not hot.

Interview with a medication aide (MA) on 

02/07/19 at 12:51pm revealed:

-No one had complained to her, but she had 

noticed at times meals were cool.

-She took the meals back to the kitchen and 

asked them to reheat the meal.

-The residents deserved warm meals.

Interview with a second MA on 02/07/19 at 

12:59pm revealed:

-She had told the kitchen that the meals served in 

the resident rooms were not hot at times.

-The kitchen staff told her the plate was hot when 

it left the kitchen.

-She told the kitchen staff the plate was not hot 

when it was delivered to the residents' rooms.

-It took time to go from the kitchen to each 

resident room and the meals cooled off; she 

hoped they would figure out a way to make sure 

the meals served in the rooms stayed hot.

Interview with a second PCA on 02/07/19 at 

1:40pm revealed:

-She had noticed the food on the plates was 
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steaming in the kitchen and thought they probably 

needed to cool down before they were delivered 

to the residents' rooms.

-No one had complained to her when she 

delivered the meals to the rooms.

Interview with the Dietary Manager on 02/07/19 at 

1:44pm revealed:

-It took him about 20 minutes to serve the 

residents in the dining room.

-When he was finished preparing the plates 

served to the residents who ate in the dining 

room, he would start preparing the plates for 

residents who ate in their rooms.

-He had not checked the temperature of the food 

before preparing the plates for the residents who 

ate in their rooms; he had not thought about it.

-He knew the food would cool down on the trip to 

the residents' rooms.

-He would like a way to transport food to keep it 

warm.

Interview with the Administrator on 02/07/19 at 

4:56pm revealed:

-She had observed the hall trays being plated 

during rounds.

-A while back she had noticed the trays were 

plated and the staff was then preparing the 

drinks.

-She told the staff to always prepare everything to 

go before the food was plated so as soon as the 

plate was ready the tray could be delivered.

-She expected the food temperature to be 

checked to assure the food was at the right 

temperature before plating the food for residents 

who ate in their rooms.

-She expected the cook and the PCAs to think 

about the timeliness of tray delivery. 
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Observation of two residents' trays on 02/07/19 at 

8:45 am revealed there was a lid on the plate, but 

not a warmer or heat source under the plate and 

the tray was delivered on an open cart. 

Interviews with a resident on the A Hall on 

02/07/19 at 8:45 am and 1:45 pm revealed:  

-Her grits were cold at breakfast.

-Her soup was "not hot enough" at lunch.

-Her food was cold most days; she would enjoy 

her food more if it were warmer.

-She choose not to eat in the dining room, 

because she preferred to eat in her room.

-She told the staff her food was cold if they 

checked on her, but no one ever did anything 

about the cold food.

-She complained about her cold food to staff 

when they would pick up her tray; they would say 

they were sorry.

-Her food could always be warmer.

Interview with a second resident on the A Hall on 

02/07/19 at 9:00 am revealed: 

-Her grits were so cold she picked them up with 

her fingers to eat them.

-Her muffin was so cold and hard she "could 

break a tooth on it".

-Her food was cold, she wished it was warmer; 

she liked her food hot.

-She never told staff; she just ate it because they 

did not do anything about it anyway.

Interview with a third resident on the A Hall on 

02/08/19 at 10:45 am revealed:

-His coffee was always cold and most days his 

food was not hot by the time he got his tray.

-His food was hot when he went to the dining 

room to eat; he really wanted to go back to the 

dining room to eat again.

-He did not like his food, especially his coffee 
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cold.

-He wanted hot coffee.

-He told staff his food was cold but he had 

already eaten it by the time he told someone.

Interview with the Dietary Manager on 02/07/19 at 

1:45 pm revealed:

-He had never thought about the food delivery to 

rooms and the food getting cold.

-The food was "going to get cold on the trip to the 

room regardless". 

-He had never checked the temperature of food 

after it was plated to go to rooms.

-He did not know if there were complaints about 

cold food from residents; if there was a complaint, 

the staff were supposed to bring the plate back to 

the kitchen to reheat in the microwave.

 D 310 10A NCAC 13F .0904(e)(4) Nutrition and Food 

Service

10A NCAC 13F .0904 Nutrition and Food Service

(e)  Therapeutic Diets in Adult Care Homes:

(4)  All therapeutic diets, including nutritional 

supplements and thickened liquids, shall be 

served as ordered by the resident's physician.

This Rule  is not met as evidenced by:

 D 310

Based on observations, interviews, and record 

reviews, the facility failed to ensure therapeutic 
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diets were served as ordered for 1 of 2 residents 

sampled (#7) with physician's orders for a pureed 

diet. 

The findings are:

Review of Resident #7's current FL2 dated 

01/09/19 revealed:

-Diagnoses included chronic kidney disease 

stage three, anxiety, coronary artery disease, 

depression, diabetes mellitus, dyskinesia, 

hypertension, and osteoporosis.

-There was an order for a no added salt diet 

(NAS).

Review of Resident #7's subsequent diet order 

dated 01/19/19 revealed a no added table salt  

(NATS), pureed diet.

Review of progress notes dated 01/28/19 

revealed:

-Resident #7 had been seen by a 

gastroenterologist for weight loss related to 

achalasia.

-Assessment included gastroesophageal reflux 

disease (GERD), achalasia, pharyngoesophageal 

dysphagia and underweight.

-A percutaneous endoscopic gastrostomy (PEG) 

tube was recommended, but Resident #7 

refused; no diet order changes were made.

Interviews with Resident #7 on 02/06/19 and 

02/07/19 at 3:45 pm and 12:20 pm revealed:

-He was served broth three times a day for his 

meals.

-He thought he was on a regular diet but was not 

sure.

-He had been served a liquid diet since his 

admission date in December 2018.

-He got a nutritional shake three times a day and 
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sometimes got ice cream or yogurt for a snack.

-He was sick and tired of eating broth every day 

and wanted to eat "real food" again.

-He had asked staff for "real food" but was told he 

had to eat broth because he would throw up if he 

ate real food.

-He had not thrown up in a long time so he did 

not understand why he was only served broth.

Review of the menus for a pureed diet revealed:

-The breakfast menu for a pureed diet on 

02/07/19 was 6 oz of pureed hot cereal, 2 oz of 

pureed sausage, 4 oz of pureed fresh fruit, half of 

a pureed english muffin and 6 oz of 100% fruit 

juice.

-The lunch menu for a pureed diet on 02/07/19 

was 8 oz of pureed baked breadcrumbed 

chicken, 4 oz of mashed potatoes with 2 oz of 

gravy, 4 oz of pureed vegetabel medley, 2 oz of 

pureed dinner roll, 4 oz of chocolate pudding and 

8 oz of beverage of choice.

Observation of the breakfast and lunch meal 

service on 02/07/19 at 8:05 am and 12:00 pm 

revealed:

-At 8:05 am, Resident #7 was served cream of 

chicken soup in three bowls; each bowl contained 

about ten ounces of soup and three, six ounce 

cups of coffee.

-Resident #7 consumed 100% of his meal by 8:15 

am.

-At 12:00 pm, Resident #7 was served cream of 

chicken soup in two bowls; each bowl contained 

about ten ounces of soup and three, six ounce 

cups of coffee.

-Resident #7 consumed 100% of his meal by 

12:15 pm.

Observation of the diet list hanging in the kitchen 

on 02/07/19 at 10:23 am revealed the diet list did 
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not have a date and Resident #7 was listed as a 

NATS diet. 

Interview with a personal care aide (PCA) on 

02/06/19 at 8:10 am revealed:

-Resident #7 was on a liquid diet.

-He always ate thickened broth for all his meals.

-He would throw up if he ate regular food.

Interview with a representative of the 

gastroenterologist office on 02/08/19 at 10:05 am 

revealed:

-Resident #7 was seen on 01/28/19 for 

dysphagia, weight loss and achalasia.

-Resident #7 was ordered a nutritional 

supplement three times a day.

-A recommendation for a PEG tube was given but 

Resident #7 refused to have a PEG tube.

-A follow up for more test at a local hospital was 

scheduled for March 2019.

-There were no diet orders given and no changes 

made for Resident #7 on the 01/28/19 visit.

Interview with the Resident Care Director (RCD) 

on 02/08/19 at 10:50 am revealed:

-She was not sure what diet Resident #7 was 

supposed to be on; he vomited so facility staff 

changed his diet to liquid.

-The physician knew Resident #7 vomited when 

he ate.

-She did not know how long he had been on a 

liquid diet.

-She had not contacted Resident #7's physician 

to request a diet order change.

-She did not know Resident #7 was only being 

served broth or soup for all of his meals.

-Resident #7 ate so fast she never saw what he 

was served.

-She did not know what was on the pureed diet 

menu.
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-The kitchen staff would know what diet Resident 

#7 was supposed to be on.

Telephone interview with Resident #7's  Nurse 

Practitioner (NP) on 02/08/19 at 11:45 am 

revealed:

-She last saw Resident #7 on 01/30/19 and he 

had gained weight.

-She had scheduled a follow up appointment for 

Resident #7 with a digestive specialist at a local 

hospital for March 2019.

-She had ordered a full liquid diet for Resident #7 

before a scheduled procedure on 01/28/19, but 

he ate out of the vending machine and the 

procedure had to be rescheduled.

-She had not rescheduled the procedure but he 

was still evaluated on 01/28/19.

-She had intended for Resident #7 to be on the 

full liquid diet only for the two weeks prior to the 

procedure, but not longer than two weeks.

-She did not know Resident #7 was still on a full 

liquid diet; he did not complain to her.

-She was concerned Resident #7 was served 

only soup or broth three times a day.

-She did not remember if she had an order for 

Resident #7 to be on a pureed diet. 

-She was going to go through her notes to find 

current diet orders for Resident #7 and send 

them to the RCD.

Interviews with the Executive Director (ED) on 

02/08/19 at 12:25 pm and 3:20 pm revealed:

-She thought Resident #7 was on a puree diet at 

one time but he was currently on a full liquid diet.

-Resident #7 asked staff for broth so he would 

not throw up.

-She thought the kitchen staff had a menu for full 

liquid diet to follow on the diet spread sheet.

-She could not locate the full liquid diet on the diet 

spread sheet.
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-She did not know how the kitchen staff knew 

what to serve a resident on a full liquid diet.

-She did not know Resident #7 got broth or soup 

three times a day; it was not acceptable to serve 

Resident #7 the same thing every meal.

-The kitchen staff would have been given a form 

with the diet change and the form was kept in a 

book in the kitchen.

-She kept a diet list with updated diet changes, 

and she periodically gave the updated diet list to 

the kitchen staff.

-She did not put a current date on the diet list 

when she gave it to the kitchen staff.

-She found the current diet order for Resident #7 

at 3:20 pm and gave it to the kitchen staff.

-Resident #7 had an order for a pureed diet dated 

01/19/19.

Interview with the cook on 02/08/19 at 2:10 pm 

revealed:

-Resident #7 was only served cream of chicken 

soup, because he had gotten tired of chicken 

broth.

-Resident #7 had never been served anything but 

broth, thickened broth or cream of chicken soup.

-Resident #7 had been at the facility for a little 

longer than a month.

-She had a diet list but a month ago the 

medication aide (MA) told her the physician 

wanted Resident #7 to be on a liquid diet.

-The diet list had Resident #7 on a NATS diet.

-The MA would fill out a form for diet changes 

when the physician changed a diet order, and 

give the kitchen staff a copy to put in a book and 

the ED would give the kitchen staff a list of 

residents and diets.

-The MA called the cook and told her about the 

liquid diet for Resident #7. 

-She did not know the difference between a 

pureed diet and a liquid diet.
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-Resident #7 never complained about "eating just 

soup"; she thought he liked it.

 D 358 10A NCAC 13F .1004(a) Medication 

Administration

10A NCAC 13F .1004 Medication Administration

(a)  An adult care home shall assure that the 

preparation and administration of medications, 

prescription and non-prescription, and treatments 

by staff are in accordance with:

(1)  orders by a licensed prescribing practitioner 

which are maintained in the resident's record; and

(2)  rules in this Section and the facility's policies 

and procedures.

This Rule  is not met as evidenced by:

 D 358

TYPE B VIOLATION

Based on observations, interviews, and record 

reviews, the facility failed to assure administration 

of medications as ordered by a licensed 

prescribing practitioner for 3 of 6 sampled 

residents (#3, #4, and #6) related to vitamin 

supplements, medications for treating mental 

health disorders, constipation, allergies, memory 

loss, blood pressure, cholesterol, and breathing, 

a medication to replenish intestinal flora, and an 

antibiotic (#6); an appetite stimulator (#3); and an 

anti-anxiety medication (#4).
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The findings are:

1.  Review of Resident #6's current FL2 dated 

02/05/19 revealed:

 -Diagnoses included hypertension, 

hyperlipidemia, coronary artery disease, 

Alzheimer's, and chronic obstructive pulmonary 

disease (COPD).

-Medication orders included orders as follows:

-Norvasc 5 mg daily, lisinopril 20 mg every 

morning, and metoprolol tartrate 25 mg twice a 

day were ordered for treating elevated blood 

pressure.

-Aspirin (for circulation) 81 mg daily, Zyrtec (for 

allergies) 5 mg daily, Thera tab (vitamin 

supplement) daily and vitamin D3 (vitamin 

supplement) 1000 international units daily, Aricept 

(for memory) 10 mg at bedtime, Ilotycin 

ophthalmic ointment (an antibiotic ointment) 

applied at bedtime to each eye, miralax (for 

constipation) 17 gm in water/fluid daily, Pravachol 

(for lowering cholesterol) 40 mg daily, Seroquel 

(for mental health disorders) 50 mg at bedtime, 

lactobacillus acidophilus (to replenish intestinal 

flora) three times a day, and Zoloft (for mental 

health disorders ) 50 mg daily, were ordered.

-Spiriva Handihaler 18 mcg inhale the contents of 

one capsule daily and Advair diskus 250/50 mcg 

inhale one puff twice a day were ordered to treat 

COPD.

-Doxycycline hyclate (an antibiotic to treat 

infection) 100 mg twice a day and meclizine HCL 

25 mg three times a day as needed for dizziness. 

-There was a handwritten prescription order for 

doxycycline 100 mg twice a day for 10 days as 

well included on the FL2.

Observation of the medication pass on 02/07/19 

at 8:35am revealed:
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-The medication aide (MA) for the 300 Hall was 

administering medications outside the dining 

room. 

-Resident #6 walked past the MA and inquired if 

he could get his medications.  

-The MA stated his medications were not 

available for administration yet.

Interview with Resident #6 on 02/07/19 at 9:45am 

revealed:

-He had been at the facility for two days.

-He had not been administered any of his 

medications since coming to the facility.

-MAs had been telling him the pharmacy had not 

sent his medications.

-He needed his breathing medications because 

he had COPD.

-He was not sure of all the medications he was 

ordered.

-He had been in a facility but left on 02/05/19.

-He was seen by his doctor on the way to this 

facility.

-He had not experienced any shortness of breath.

-He was not sure why the physician ordered an 

antibiotic.

Review of Resident #6's Resident Register 

revealed the admission date to the facility was 

02/05/19.

Telephone interview with the pharmacy's medical 

record representative on 02/07/19 at 12:05pm 

revealed:

-The pharmacy staff entered all physician's 

orders into the facility electronic medication 

administration record (eMAR) system.

-The pharmacy had received Resident #6's FL2 

and orders at 5:47pm on 02/06/19 in the fax 

room.

-Medical record staff processed orders on the 
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eMARs until 5:00pm.

-Resident #6's faxed information (FL2 and 

prescription orders) were received in medical 

records at 10:30am and were in a stack of orders 

to be entered into the computer system.

-The facility received daily deliveries of 

medications.

-Residents' medications orders needed to be 

processed by the pharmacy before 2:30pm to be 

received in the same day drug order.

-Resident #6's medications should be entered in 

the eMAR system and show up for approval 

today.  

-Orders needed to be approved and released by 

a staff at the facility before the orders showed up 

on the residents' eMARs for the MA staff to see.

Interview with the lead MA on 02/07/19 at 

12:30pm revealed "[Resident #6's name] 

medications will be here today."

Telephone interview with a pharmacist at the 

contract pharmacy on 02/07/19 at 12:50pm 

revealed:

-He had documentation of Resident #6's faxed 

FL2 orders received 02/06/19 at 5:47pm.

-He did not have the physician order for 

doxycycline hyclate 100 mg twice a day for 10 

days.

-The pharmacy would be processing Resident 

#6's medication orders today, however the 

medications may not go out until 02/08/19 if the 

orders were not in the system before cut-off.

Interview with a second MA on 02/07/18 at 

1:00pm revealed:

-MAs worked twelve hour shifts (6:00am to 

6:00pm).

-The Executive Director (ED) or the Resident 

Care Director (RCD) were responsible to process 
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orders received for new admissions, including 

sending orders to the contract pharmacy for 

adding to the resident's eMAR.

-The MA could not see medication orders in the 

eMAR system until the ED or RCD approved and 

released the orders.

-Resident #6 did not have medication orders for 

the MA to administer medications in the eMAR 

system.

-She worked the night shift (6:00pm to 6:00am) 

on 02/05/19 when Resident #6 was admitted to 

the facility.

Observation of medications on hand for 

administration for Resident #6 on 02/07/19 at 

4:50pm revealed:

-Resident #6 had medications from a local 

back-up pharmacy.  

-Miralax powder 765 grams was dispensed on 

02/06/19.

-Metoprolol tartrate 25mg for a quantity of sixty 

tablets was dispensed on 02/06/19.

-Pravastatin (generic Pravachol) 40 mg for a 

quantity of thirty tablets was dispensed on 

02/06/19.

-Lisinoril 20 mg for a quantity of thirty tablets was 

dispensed on 02/06/19.

-Amlodipine (generic Norvasc) 5 mg for a quantity 

of thirty tablets was dispensed on 02/06/19.

-Sertraline 50 mg for a quantity of thirty tablets 

was dispensed on 02/06/19.

-Seroquel 50 mg for a quantity of thirty capsules 

was dispensed on 02/06/19.

-Zyrtec (generic) one-half of a 10 mg for a 

quantity of fifteen tablets was dispensed on 

02/06/19.

-Acidophilus tablets for a quantity of ninety tablets 

was dispensed on 02/07/19.

-Meclizine 25 mg for a quantity of sixty tablets 

was dispensed on 02/07/19.
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-Aspirin 81 mg enteric coated for a quantity of 

thirty tablets was dispensed on 02/07/19.

-Vitamin D3 1000 iu for a quantity of thirty 

capsules was dispensed on 02/07/19.

-Aricept 10 mg for a quantity of thirty capsules wa 

dispensed on 02/07/19.

-Ilotycin ophthalmic oint for a quantity of 3 

gramswas dispensed on 02/07/19.

-Daily-Vite for a quantity of thirty tablets was 

dispensed on 02/07/19.

There was no Spiriva, Advair 250/50 or 

doxycycline hyclate 100 mg available for 

administration.

Interview with the ED on 02/07/19 at 2:00pm 

revealed:

-She was working when Resident #6 was 

admitted around 3:00pm on 02/05/19.

-She was responsible for admitting the resident 

including arranging for his medications to be 

available.

-Resident #6 did not bring any medications with 

him from his previous facility.

-The ED recognized that Resident #6's 

medication were not going to be able to be sent 

by the contract pharmacy because it was past the 

order cut-off of 2:30pm.

-The admission of Resident #6 took longer than 

anticipated, so the ED asked the Resident Care 

Director (RCD) to fax Resident #6's medication 

orders to the local back-up pharmacy for delivery 

on 02/06/19.

-The back-up pharmacy had difficulty processing 

Resident #6's medication orders because 

Resident #6's insurance rejected most of the 

medications for early refills due to the medication 

being filled by the previous facility.

-The back-up pharmacy prepared some of 

Resident #6's medications but because the 

pharmacist was trying to get the rejected 
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medications to process through Resident #6's 

insurance, the medications already prepared 

were not given to the delivery driver and did not 

come to the facility on 02/06/18.

-She was aware Resident #6 had medications for 

COPD and an antibiotic but she waited for the 

medications until the pharmacy delivered the 

medications on 02/07/19.

-The RCD did not send Resident #6's FL2 to the 

contract pharmacy until after processing hours on 

02/06/18; therefore Resident #6's medications 

were not showing up in the eMAR system 

because the contract pharmacy told her they 

processed orders as received.

-The facility could generate handwritten MARs for 

Resident #6 since the resident did not have 

medications appearing in the eMAR system and 

no handwritten MAR hand been generated 

previously.

-The back-up pharmacy staff had told her the 

medications needing authorization were over 400 

dollars and the resident was not able to pay that 

amount.

-She was not sure why the antibiotic (doxycycline 

100 mg) was not sent as of 02/07/18 but she 

would call the pharmacy and tell them the facility 

would pay for antibiotic to be filled.

Interview with the second MA on 02/07/18 at 

4:30pm revealed:

-Resident #6's medications were brought to the 

facility after lunch by a driver for the occasional 

back-up pharmacy.

-Resident #6 still did not have medications 

appearing in the eMAR system for administration.

-The ED or RCD were responsible to assure 

medications were on the residents' eMARs when 

the medications came in from the pharmacy.

-She would make a handwriten paper MAR to get 

Resident #6's medications started tonight 
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(02/07/19).

Interview with the Resident Care Director (RCD) 

on 02/07/19 at 5:00pm revealed:

-The ED had processed Resident #6's admission 

on 02/05/19.

-The ED gave her Resident #6's FL2 on 02/05/19 

after the 5:00 pm cut-off for processing 

paperwork to the contract pharmacy.

-On 02/06/19, the RCD faxed Resident #6's FL2 

to the back-up pharmacy per instructions from the 

ED.

-The RCD got busy on 02/06/19 and did not fax 

Resident #6's FL2 to the contract pharmacy until 

late in the day (she did not realize it was after 

5:00pm).

-The staff at the back-up pharmacy dispensed 

part of the medications on 02/06/19; however the 

pharmacist did not give the medications to the 

delivery driver for the back-up pharmacy before 

he left on 02/06/19.  

-Resident #6 received no medications from the 

back-up pharmacy on 02/06/19.

-The staff at the back-up pharmacy had to obtain 

prior authorization for part of Resident #6's 

medications because the medications were filled 

less than one month ago for the resident while 

residing at another facility.

-On 02/07/19, the medications came from the 

back-up pharmacy except doxycycline 100 mg, 

Advair 250/50 inhaler and Spriva Handihaler.  

-The pharmacy was still working on the prior 

authorization for the inhalers.

-Resident #6's medications were still not showing 

up in the eMAR system for the MA to administer.

-The RCD had spoken with the order entry staff at 

contract pharmacy 2 to 3 times today (02/07/19) 

requesting Resident #6's medications be entered 

in the eMAR system.

-The ED would be responsible to approve and 
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release the medications when they were entered 

in the eMAR system.

-Paper MARs would be transcribed tonight 

(02/07/19) for Resident #6 to start receiving his 

medications.

Review of Resident #6's handwritten MAR for 

Februaury 2019 revealed:

-Miralax powder 17 gm mixed in liquid was 

transcribed on the MAR, scheduled for 

administration at 8:00am and documented as 

administered at 8:00am on 02/08/19.

-Metoprolol tartrate 25mg was transcribed on the 

MAR, scheduled for administration at 8:00 am 

and 8:00 pm and documented as administered at 

8:00pm on 02/07/19 and at 8:00am on 02/08/19.

-Pravastatin 40 mg was transcribed on the MAR, 

scheduled for administration at 8:00pm and 

documented as administered at 8:00pm on 

02/07/19.

-Lisinoril 20 mg was transcribed on the MAR, 

scheduled for administration at 8:00am and 

documented as administered at 8:00am on 

02/08/19.

-Norvasc 5 mg was transcribed on the MAR, 

scheduled for administration at 8:00 am and 

documented as administered at 8:00am on 

02/08/19.

-Sertraline 50 mg was transcribed on the MAR, 

scheduled for administration at 8:00pm and 

documented as administered at 8:00pm on 

02/07/19.

-Seroquel 50 mg was transcribed on the MAR, 

scheduled for administration at 8:00 pm and 

documented as administered at 8:00 pm on 

02/07/19.

-Zyrtec 10 mg one-half tablet every day was 

transcribed on the MAR, scheduled for 

administration at 8:00am and documented as  

administered at 8:00am on 02/08/19.
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-Lactobacillus acidophilus was transcribed on the 

MAR, and listed for three times a day three times 

a day and documented as administered at 

8:00pm on 02/07/19 and at 8:00am on 02/08/19.

-Meclizine 25 mg was transcribed on the MAR, 

and listed for three times a day as needed with no 

documentation for administration.

-Aspirin 81 mg enteric coated was transcribed on 

the MAR, scheduled for administration at 8:00am 

and documented as administered  at 8:00am on 

02/08/19.

-Vitamin D3 1000 iu was transcribed on the MAR, 

scheduled for administration at 8:00am and 

documented as administered at 8:00am on 

02/08/19.

-Aricept 10 mg was transcribed on the MAR, 

scheduled for administration at 8:00 pm and 

documented as administered at 8:00pm on 

02/07/19.

-Ilotycin ophthalmic ointment apply each eye at 

night was transcribed on the MAR, scheduled for 

administration at 8:00pm and documented as 

administered at 8:00pm on 02/07/19.

-Daily-Vite was transcribed on the MAR, 

scheduled for administration at 8:00 am and 

documented as administered at 8:00am on 

02/08/19.

-Spiriva handhaler was transcribed on the MAR, 

scheduled for administration at 8:00 am and 

documented as administered at 8:00am on 

02/08/19.

-Doxycycline hyclate 100 mg was transcribed on 

the MAR, scheduled for administration at 8:00am 

and 8:00pm and documented as administered at 

8:00am on 02/08/19.

-Advair 250/50 diskus one puff two times a day 

was transcribed on the MAR, but there was no 

documentation for administration.

Interview with Resident #6's guardian on 02/07/19 
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at 6:00pm revealed:

-She brought Resident #6 to the facility on 

02/05/19.

-The guardian scheduled a visit with his primary 

care physician's Nurse Practitioner (NP) to obtain 

a new FL2 and medication orders for the resident 

on 02/05/19.

-The previous facility would not send Resident 

#6's medications with the resident.

-Resident #6 had informed her today (02/07/19) 

that he had not been administered any of his 

medications since he came.

-Resident #6 needed the antibiotic because the 

NP had concerns that Resident #6 may have a 

lower respiratory infection and wanted to treat it 

early since the resident had COPD affecting his 

breathing. 

 

Telephone interview with Resident #6's primary 

care physician on 02/08/19 at 3:13pm revealed:

-Resident #6 was seen at the clinic on 02/05/19 

for a transition from one facility to the present 

facility at the request of the resident's guardian.

-Resident #6 had signs of a lower respiratory 

infection and was ordered doxycycline 100 mg 

twice a day for infection.

-Resident #6's medications, especially the 

antibiotic, should have been started at least by 

the following day after admission.

-The resident needed his medications for mental 

stability and to prevent his COPD symptoms 

(difficulty breathing) from flaring up.

-The facility notified the PCP on 02/08/19 

Resident #6 started receiving his medication late 

(02/07/19) and the antibiotic was started on 

02/08/19; Advair 250/50 diskus was being held up 

by the resident's insurance.

Review of the facility's policy on medication 

administration and starting new medication orders 
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revealed:

-Medications fall into 3 categories- stat, antibiotic, 

routine.

-Stat or "emergency" orders shall be started with 

2 hours of the order with medications from 

back-up pharmacy.

-Antibiotics shall be started no later than 9:00 am 

of the following day unless the order is marked 

urgent.

-Routine orders, if ordered before 5:00 pm, shall 

be started with the next regularly scheduled dose 

following the next regular pharmacy delivery. 

After 5:00 pm, medications started no later than 

the regularly scheduled dose following the regular 

pharmacy delivery of the next day.

Refer to the interview with a MA on 02/11/19 at 

10:30am.

Refer to the interview with another MA on 

02/11/19 at 12:00pm.

Refer to interview with a third MA on 02/11/19 at 

3:15pm.

Refer to interview with the Executive Director on 

02/11/19 at 3:20pm.

2. Review of Resident #4's current FL2 dated 

01/10/19 revealed diagnoses included 

hypoglycemia, hypertension, anxiety disorder, 

unspecified bladder disorder, unspecified anemia, 

hypokalemia and abdominal hernia without 

obstruction.

Review of Resident #4's physician's order dated 

01/10/19 revealed an order for Lorazepam 

concentrate 0.5ml three times a day at 8:00 am, 

2:00 pm, and 8:00 pm. (Lorazepam is used to 

treat anxiety).
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Review of Resident #4's hospice Primary Care 

Physician (PCP) order dated 01/16/19 revealed 

an order to Lorazepam take one 0.5mg tablet 

three times daily.

Review of Resident #4's mental health provider's 

visit summary dated 01/17/19 revealed:

-There was an order to discontinue Lorazepam 

0.5ml three times a day.

-There was an order to start Lorazepam 0.5ml at 

3:00pm and 8:00pm.

-There was an order to start Lorazepam 0.25ml 

every morning.

Review of Resident #4's January 2019 eMAR 

revealed there was an entry dated 01/28/19 for 

Lorazepam prefilled syringes administer 0.25ml 

once daily with administration scheduled at 

8:00am; Lorazepam 0.25ml was documented as 

administered at 8:00am from 01/29/19-01/31/19.

Review of Resident #4's February 2019 eMAR 

revealed:

-There was an entry for Lorazepam prefilled 

syringes take 0.25ml once daily with 

administration scheduled at 8:00am.

-Lorazepam 0.25ml was documented as 

administered at 8:00am 9 out of 11 opportunities 

from 02/01/19-02/11/19; Resident #4 refused or 

was too sedated to administer Lorazepam 2 of 11 

opportunities.

Observation of medications on hand for Resident 

#4 on 02/08/19 revealed there were no 0.25ml 

prefilled syringes available for administration.

Interview with a medication aide (MA) on 

02/08/19 at 9:22am revealed Resident #4 did not 

have any 0.25ml prefilled syringes; she thought 
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they had been ordered.

Telephone interview with a representative from 

the facility's contracted pharmacy on 02/08/19 at 

2:19 pm revealed:

-They received a prescription request on 01/28/19 

for Lorazepam 0.5ml and a second prescription 

on 01/28/19 for Lorazepam 0.25ml.

-The first prescription was filled for Lorazepam 

0.5ml and when they ran the second prescription 

for Lorazepam 0.25ml it was rejected because it 

was too early to fill.

-Because they had run the prescriptions 

separately, the insurance rejected it.

-When a prescription was rejected a sheet was 

automatically generated and sent to the facility 

with an explanation as well as a date of when it 

could be re-ordered; the pharmacy did not keep 

copies of the rejection notice.

-The facility staff were responsible for following 

up on rejection notices.

-The prescription for 0.25ml was never 

dispensed.

Second observation of medications on hand on 

02/11/19 at 10:54am revealed 11 prefilled 

Lorazepam 0.5ml syringes in a plastic bag.

Interview with the first shift MA on 02/11/19 at 

10:56am revealed:

-Resident #4 had 1 plastic bag of prefilled 

syringes of Lorazepam; there were no other 

prefilled syringes for Resident #4.

-She had administered a prefilled syringe of 

Lorazepam to Resident #4 this morning.

-She did not realize the morning dosage for 

Resident #4 was different from the 3:00pm and 

8:00pm scheduled dosages.

-She did not compare the MAR to the syringes 

because Resident #4 had always been on the 
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same dose.

Telephone interview with a MA on 02/11/19 at 

2:47pm revealed:

-They had received a prescription for Resident #4 

from the hospice primary care provider (PCP).

-The mental health provider wrote new 

prescriptions for Resident #4, but staff were told 

to not pay attention to the mental health 

provider's prescriptions because the hospice PCP 

was covering Resident #4's care; this was not 

clarified.

-The mental health provider scanned her 

prescriptions directly to the pharmacy.

-The hospice PCP gave a hard prescription to the 

facility on the day of her visit and the facility staff 

would fax the hard prescription to the pharmacy.

-Resident #4 had been prescribed tablets but 

would either refuse to take the tablets or would 

spit the tablets out, so they changed back to the 

prefilled syringes.

-She had not noticed the dosage for the morning 

had changed; Resident #4 had always been given 

the same dose.

-She did not recall seeing a rejection notice for 

Resident #4's Lorazepam 0.25ml.

Telephone interview with Resident #4's hospice 

PCP on 02/11/19 at 5:01pm revealed:

-The mental health provider had changed the 

order, but she nor Resident #4's hospice care 

manager had noted the change.

-She never changed the order for Resident #4 

and expected her to receive 0.5ml three times a 

day and prn as needed.

Telephone interview with Resident #4's mental 

health provider on 02/12/19 at 6:01pm revealed:

-She was trying to get Resident #4 off so much 

medication.
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-Her goal was to get Resident #4 down to 

Lorazepam 0.25ml four times a day.

-She had decreased the morning dose of 

Lorazepam from 0.5ml to 0.25ml on her last visit 

(01/17/19).

-She expected the MAs to execute the order she 

had written.

-She was no longer seeing Resident #4 because 

the hospice PCP had taken over her care in 

February 2019.

Interview with the Executive Director on 02/11/19 

at 4:25pm revealed:

-She expected the MAs to pay closer attention to 

their medication pass.

-If the MAs had seen they only had 0.5ml prefilled 

syringes of Lorazepam they should have 

administered the dose on the MAR and wasted 

the other half.

-The MA, Resident Care Director or Administrator 

should have contacted the hospice PCP or 

pharmacy for clarification.

-When the MA called the hospice PCP to notify 

her of the medication error, the hospice PCP said 

it was not an error and that was the dosage she 

expected Resident #4 to have been administered 

and to discontinue all orders written by the mental 

health provider.

Based on observations, record reviews and 

interviews, it was determined Resident #9 was 

not interviewable.

Refer to the interview with a MA on 02/11/19 at 

10:30am.

Refer to the interview with another MA on 

02/11/19 at 12:00pm.

Refer to the interview with a third MA on 02/11/19 
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at 3:15pm

Refer to the interview with the Executive Director 

on 02/11/19 at 3:20pm.

3. Review of Resident #3's current FL-2 dated 

01/08/19 revealed:

-Diagnoses included spinal stenosis, atrial flutter. 

Fusion of spine, arthrodesis status and major 

depression.

-Megastrol acetate 400mg/10ml take 10ml daily 

(used to treat loss of appetite).

Review of Resident #3's January 2019 eMAR 

revealed:

-There was an entry for Megastrol acetate 

400mg/10ml take 10ml daily with administration 

scheduled at 9:00am.

- Megastrol acetate 400mg/10ml was 

documented as administered at 9:00am 19 out of 

23 opportunities from 01/09/19-01/31/19.

-There was an entry for Megastrol acetate 

400mg/10ml scheduled for administration at 

9:00am and documented as not administered at 

9:00am on 01/09/19-01/12/19; due to awaiting 

delivery and waiting on medication to come in will 

follow up with pharmacy about medication.

Review of Resident #3's February 2019 eMAR 

revealed:

-There was an entry for Megastrol acetate 

400mg/10ml take 10ml daily with administration 

scheduled at 9:00am.

- Megastrol acetate 400mg/10ml was 

documented as administered at 9:00am 5 out of 

11 opportunities from 02/01/19-02/11/19.

-There was an entry for Megastrol acetate 

400mg/10ml scheduled for administration at 

9:00am and documented as not administered at 

9:00am on 02/06/19-02/11/19; due to awaiting 

delivery.
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Observation of Resident #3's medications on 

hand on 02/08/19 at 2:30pm revealed Megastrol 

acetate 400mg/10ml was not available for 

administration.

Observation of Resident #3's medications on 

hand on 02/11/19 at 10:30 am revealed Megastrol 

acetate 400mg/10ml was not available for 

administration.

Interview with Resident #3 on 02/11/19 at 10:35 

am revealed he had not been given his Megastrol 

acetate 400mg/10ml over the weekend of 

02/08/19-02/10/19.

Telephone interview with a representative from 

the facility's contracted pharmacy on 02/08/19 at 

3:11 pm revealed:

-The pharmacy had only dispensed the Megastrol 

acetate 400mg/10ml 10ml daily once on 

01/08/19, for a quantity of 240 ml which was 

enough for 24 days.

-The facility was responsible to contact the 

contracted pharmacy if medications were not sent 

to the facility by the next day after the orders were 

faxed.

Interview with Resident #3's Nurse Practitioner 

(NP) on 02/11/19 at 3:30 pm revealed:

-She expected for medications to be given as 

ordered.

-She expected to be notified after one day of 

missed medications.

-She did not know that Resident #3 had missed 

10 doses of megestrol 10 ml daily.

-The facility had contacted her that morning 

regarding sending the pharmacy a new order for 

the medication.  
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Refer to the interview with a MA on 02/11/19 at 

10:30am.

Refer to the interview with another MA on 

02/11/19 at 12:00pm.

Refer to the interview with another MA on 

02/11/19 at 3:15pm.

Refer to the interview with the Executive Director 

on 02/11/19 at 3:20pm.

_____________________

Interview with a medication aide (MA) on 02/11/19 

at 10:30 am revealed:

-The MA was responsible for reordering 

medications.

-Medications were to be reordered when seven 

doses were left.

-The sticker was pulled off the medication 

package and faxed to the pharmacy or hand 

written and faxed to the pharmacy.

Interview with another MA on 02/11/19 at 12:00 

pm revealed:

-The MAs were responsible for reordering the 

medications when there were seven doses left. 

-The MAs faxed the reorder request to the 

pharmacy and kept the confirmation sheets in a 

note book at the nurse's station.

-The MAs were to fax updated orders and signed 

orders to the pharmacy as well.

-Refill requests and new medication orders had to 

be submitted to the pharmacy by 1:00 pm to 

receive the medication on the same day by 5:30 

pm pharmacy delivery.

-Refills requested after 1:00 pm would not be 

received from the pharmacy until the next day. 

Interview with third MA on 02/11/19 at 3:15 pm 

revealed:
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-The MAs were responsible for reordering the 

medications when there were seven doses left.

-The MAs were responsible for the cart audits to 

check for medication refills needed, expired 

medication, narcotic count and medications that 

needed to be sent back to the pharmacy.

-The cart audits were done by the MAs on each 

shift on Tuesday, Thursday and Sunday of each 

week.

-The Resident Care Director (RCD) would provide 

the MA with a list of what resident medications to 

check that day.

-The MAs were to turn the completed audit form 

back in to the RCD.

-The last cart audit was a week to two weeks ago.

Interview with the Executive Director (ED) on 

02/11/19 at 3:20 pm revealed:

-The MAs were responsible for completing the 

cart audits.

-The RCD was responsible for making sure the 

cart audits had been completed.

-The RCD and all the MAs had just completed a 

cart audit two weeks ago.

-The MAs were expected to notify the pharmacy 

to find out why a medication was not on hand and 

find out the status of that medication.

-The MAs were expected to document in the 

resident's progress notes on the computer when 

the pharmacy was contacted regarding 

medication not being on hand and the status of 

the medication.

_________________________________

Based on observations, interviews, and record 

reviews, the facility failed to assure medications 

were administered as ordered for 3 of 6 sampled 

residents (#3, #4, and #6) related to a 3 day delay 

before the administration of vitamin supplements, 

medications for treating mental health disorders 

which can cause episodes of panic or anxiety, 
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medication for constipation which can cause 

discomfort or impaction, medication for allergies, 

medication for memory loss, medications for 

blood pressure which can cause increased risk 

for stroke, medication for cholesterol, 

medications for breathing in a resident with 

COPD which can cause shortness of breath and 

restriction of activity, and an antibiotic which can 

cause failure in treating an infection for Resident 

#6; an appetite stimulator which can result in 

increased weight loss for Resident #3; and an 

anti-anxiety medication which can result in 

agitation for Resident #4. This failure was 

detrimental to the health, safety, and welfare of 

the residents and constitutes a Type B Violation.

_______________________________

The facility provided a plan of protection in 

accordance with G.S. 131D-34 on 02/07/19 for 

this violation.

CORRECTION DATE FOR THE TYPE B 

VIOLATION SHALL NOT EXCEED MARCH 28, 

2019.

 D 375 10A NCAC 13F .1005(a) Self-Administration Of 

Medications

10A NCAC 13F .1005 Self -Administration Of 

Medications

(a)  An adult care home shall permit residents 

who are competent and physically able to 

self-administer their medications if the following 

requirements are met:

(1) the self-administration is ordered by a 

physician or other person legally authorized to 

prescribe medications in North Carolina and 

documented in the resident's record; and

(2) specific instructions for administration of 

prescription medications are printed on the 

 D 375
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medication label.

This Rule  is not met as evidenced by:

Based on observations, record reviews, and 

interviews, the facility failed to assure 1 of 1 

residents sampled (#8) had physicians' orders to 

self-administer an anti-fungal shampoo and an 

anti-fungal cream.

The findings are:

Review of Resident #8's current FL-2 dated 

01/09/19 revealed:

-Diagnoses included chronic obstructive 

pulmonary disease (COPD), diabetes, anxiety, 

gerd, hypertension, neuropathy, major depression 

and alcohol abuse.

-The resident was semi-ambulatory with a 

wheelchair and required personal care assistance 

with bathing and dressing.

 Review of Resident #8's physician's order dated 

09/05/18 revealed:

-An order for Ketoconazole 2% shampoo (used to 

treat scalp irritations) 10 ml apply on the skin 

twice a day, apply 5 to 10 ml to facial hair, lather, 

leave on for 3 to 5 minutes and rinse twice weekly 

for four weeks. 

-An order for Ketoconazole 2% cream (used to 

treat scalp irritations) apply to affected area twice 

a day for four weeks. 

-There was no documentation on the order for 

self-administration.

Observation of Resident #8's room on 02/06/19 at 

11:59am revealed:

-There was a four once bottle of Ketoconazole 
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 D 375Continued From page 51 D 375

2% shampoo in the resident's recliner.

-There was a one gram tube of Ketoconazole 2% 

cream in the resident's recliner.

Review of Resident #8's December 2018, 

January 2019 and February 2019 electronic 

medication administration record (eMARs) 

revealed:

-There was no entry for Ketoconazole 2% 

shampoo and no documentation of 

administration.

-There was an entry for Ketoconazole 2% cream 

and no documentation of administration.

Interview with Resident #8 on 02/06/19 at 4:10 

pm revealed:

-The shampoo was kept in his room.

-He had the cream and shampoo in his room for 

at least six months. 

-He applied the cream and shampoo to his face 

and head when he showered at least 3 times per 

week. 

-No staff helped him when he used the cream or 

shampoo.

-He planned to shower today and use the cream 

and shampoo. 

-He did not know if his physician ordered the 

shampoo and cream to administer himself but he 

did.

Interview with a medication aide (MA) on 

02/08/19 at 11:00am revealed:

-She was not aware of any residents having 

medication in their room.

-No resident should have any medication in their 

room unless they have a self-administration 

order.

-Shampoos and creams were to be taken in to 

the resident's room, administered by a MA, and 

returned to the medication cart, not left in the 
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 D 375Continued From page 52 D 375

residents' rooms. 

-All staff have been told to remove any 

medication in the resident's room unless the 

resident had a self-administration order. 

Interview with another MA on 02/08/19 at 11:05 

am revealed:

-She was not aware Resident #8 had the 

Ketoconazole 2% shampoo and cream 

medication in his room.

-Shampoos and creams were to be taken in to 

the resident's room, administered by a MA, and 

then returned to the medication cart, not left in the 

residents' rooms. 

Interview with Resident #8's Nurse Practitioner 

(NP) on 02/11/19 at 3:30 pm revealed:

-The Ketoconazole 2% shampoo and cream were 

ordered in September 2018 for 4 weeks.

-She did not know Resident #8 was still using the 

medication.

-She expected for the medication to be 

administered as ordered.

Interviews with the resident care director (RCD) 

on 02/08/19 at 10:28 am and 10:50am revealed:

-There was no residents at the facility that 

self-administered medication.

-She did not know if the facility had a 

self-administer policy.

-She was not aware Resident #8 had the 

Ketoconazole 2% shampoo and Ketoconazole 

2% cream in his room and was self-administering 

the medication.

-The Ketoconazole 2% shampoo and cream were 

ordered in September 2018 and was ordered to 

be used for 4 weeks and should have been 

discontinued.

-No medication should be kept in the residents' 

rooms unless the resident had a 
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 D 375Continued From page 53 D 375

self-administration order. 

Interview with the Executive Director (ED) on 

02/08/19 at 11:11am revealed:

-She did not know Resident #8 had the 

Ketoconazole 2% shampoo and cream in his 

room and was self-administering the medication. 

-She did not know the order for the Ketoconazole 

2% shampoo and cream was for four weeks and 

should have been discontinued. 

-The RCD was responsible for reviewing orders. 

The Facility's self-administration policy and 

procedure was not made available for review. 

(What is not provided format? Cannot find in SOD 

Formatting)

 D 382 10a NCAC 13F .1006 (f) Medication Storage

10a NCAC 13F .1006 Medication Storage

(f)   Medications requiring refrigeration shall be 

stored at 36 degrees F to 46 degrees F (2 

degrees C to 8 degrees C).

This Rule  is not met as evidenced by:

 D 382

Based on observation and interview the facility 

failed to assure medications requiring 

refrigeration were stored between 36 degrees 

Fahrenheit (F) to 46 degrees F.

The findings are: 

Observation of the facility's medication 

refrigerator in the medication room on A Hall on 

02/07/19 at 2:30 pm revealed:

-A refrigerator temperature of 19 degrees F on 
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 D 382Continued From page 54 D 382

the facility thermometer located in the lower left 

corner of the refrigerator. 

-Medications noted being stored in the in the 

refrigerator included, Humira Pen 40 mg/0.8ml 

(used to treat auto-immune disease) (one 

unopened pen syringe ), Levermir Flextouch 

100UN (used to control high blood sugar) (nine 

unopened pen syringes), Novolog mix 70/30 flex 

pens (used to control high blood sugars) (five 

unopened pen syringes), Novolog 100units/1ml 

(used to control high blood sugars) (nine 

unopened vails), Aplisol 10 test 5tu/0.1ml (is a 

medication used to assess for tuberculosis) (one 

opened vial dated opened on 1/23/19), Victoza 

0.6mg/0.1ml pen (used to improve blood sugars) 

(two unopened pen syringes), Novolog 70-30 

100units/ml (used to control high blood sugars) 

(six unopened vials),brovana15mcg/2ml 

inhalation solution (used to prevent and decrease 

wheezing and shortness of breath) (directions to 

store between 36degrees F and 46 degrees F, 

four unopened packets), Latanoprost ophthalmic 

solution 0.0005% 125mcg/2.0ml (used to treat 

high pressure in the eye) (nine unopened bottles) 

and Bepreve ophth 1.5% (used to treat itchy eyes 

caused by allergies) (six unopened bottles).

-Observation of the insulin, Novolog 100units/1ml, 

on 02/07/19 at 2:30 pm revealed the insulins 

contained no crystals or clumps. 

Interview with the medication aid (MA) on 

02/07/19 at 2:10 pm revealed:

-She did not know that temperature in the 

medication refrigerator needed to be checked. 

-She had not checked the temperature in the 

medication refrigerator since returning to work at 

the facility a year ago.

-She had not seen a refrigerator temperature log 

for the medication refrigerators.

-She did not know who was responsible for 
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 D 382Continued From page 55 D 382

monitoring the temperature in the medication 

refrigerators.

Interview with another MA on 02/07/19 at 2:30pm 

revealed:

-She did not know how long the temperature in 

the A Hall's medication refrigerator was 19 

degrees F.

-She had defrosted the medication refrigerator on 

A Hall on the afternoon of 02/06/19 due to a 

"huge" block of ice had formed around the top of 

the refrigerator and the block of ice was getting 

larger.

-While defrosting the refrigerator, she did not 

change the temperature dial setting, but had only 

unplugged the refrigerator.

-The medication refrigerator was to be plugged 

back in by the second shift MA around 6:00 pm 

on 02/06/19.

-The medications in the refrigerator were stored 

in the medication refrigerator on C Hall during 

defrosting of the medication refrigerator on A Hall 

and were returned to the medication refrigerator 

on A-hall when defrosting was completed. 

-She had not done a temperature check nor a 

temperature log at all.

 

Interview with third MA on 02/11/19 at 6:33 pm 

revealed:

-She had plugged the medication refrigerator 

back in on 02/07/19 at 4:00 am and had adjusted 

the temperature dial on the refrigerator. 

-She had returned the medications to the 

medication refrigerator on A Hall around 5:00 am 

on 02/07/19 after checking the temperature on 

the thermometer that read 37 degrees F.

-She did not recheck the temperature because 

she left at 5:45 am on 02/07/19.

-The MAs were not responsible for checking the 

medication refrigerator temperatures. 
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 D 382Continued From page 56 D 382

Interview with the resident care director (RCD) on 

02/07/19 at 5:30 pm revealed:

-She did not know the A Hall medication 

refrigerator temperature was not within the 

required temperature range of 36-46 degrees F. 

-She did not know if anyone was responsible for 

checking the medication refrigerator temperature.

-She did not know if there was a temperature log 

for the medication refrigerator.

-She would have expected the MAs to check the 

temperature in the medication refrigerator.

Interview with the Executive Director (ED) on 

02/07/19 at 2:50 pm revealed:

-She did not know the A Hall medication 

refrigerator temperature was not within the 

required temperature range of 36-46 degrees F.

-There was no log being done to monitor the 

temperature in the medication refrigerators for at 

least the last six months.

-She expected the MAs on third shift to check the 

temperature in the medication refrigerators each 

night.

-She was going to start a log sheet to monitor the 

temperature in the medication refrigerators.

 D911 G.S. 131D-21(1) Declaration of Residents' Rights

G.S. 131D-21  Declaration of Resident's Rights

Every resident shall have the following rights:

1.  To be treated with respect, consideration, 

dignity, and full recognition of his or her 

individuality and right to privacy.

This Rule  is not met as evidenced by:

 D911

Based on observations, interviews and record 

reviews, the facility failed to assure were 2 of 5 
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 D911Continued From page 57 D911

sampled residents were treated with  dignity and 

right to privacy as evidence by (#5) not having a 

portable oxygen tank for six days and not being 

able to leave his room during that time period and 

(#2) not having incontinent care provided in a 

dignified and private manner.

The findings are:

1.  Review of Resident #5's current FL-2 dated 

01/07/19 revealed:

-Diagnoses included chronic obstructive 

pulmonary disease, helicobacter pylori, gastro 

esophageal reflux disease (GERD), abnormal 

gait, muscle weakness, paranoid schizophrenia, 

and respiratory failure.

-Resident #5 was semi-ambulatory and used a 

wheel chair.

-Resident #5 was on oxygen at 2 liters per minute 

(LPM) continuous.

Review of Resident #5's current care plan dated 

01/16/19 revealed:

-Resident #5 was semi-ambulatory with the use 

of a wheel chair and was able to transfer himself 

with assistance as needed.

-Resident #5 was on oxygen at 2 LPM.

Review of Resident #5's current licensed health 

professional support review (LHPS) dated 

12/07/18 revealed:

-Resident #5 was semi-ambulatory with 

assistance transferring as needed.

-Resident #5 needed to inhale nebulizer 

medication by machine, every six hours as 

needed.

-Resident #5 was on oxygen administration at two 

LPM continuous flow.

Interview with Resident #5 on 02/06/19 at 11:50 
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 D911Continued From page 58 D911

am and on 02/08/19 at 11:30am revealed:

-He had to use oxygen all the time; he had been 

on oxygen for over three years.

-He had been out of portable oxygen since 

02/03/19 and had not been able to leave his 

room.

-He could get around on his own with portable 

oxygen tanks, but not without the oxygen tanks.

-He liked to eat in the dining room, go to the 

activity room for coffee and go to the vending 

machines, but could not go anywhere without 

portable oxygen.

-He had not been able to eat in the dining room 

and had to eat his meals and snacks in his room.

-He missed eating his meals in the dining room 

and "can not wait until he can go to the dining 

room again".

-He wanted to be able to leave his room, because 

he did not like having to stay in his room all day.

-No one asked him why he was eating in his 

room.

-He had told staff he wanted to go out, but staff 

told him he was out of oxygen tanks.

-He did not know if oxygen had been ordered for 

him; he asked staff when it was coming in and no 

one knew.

 

Observation on 02/06/19 at 12:00 pm revealed:

-Resident #5 had to use an oxygen concentrator 

plugged into an outlet in his room.

-There was an empty portable oxygen tank 

secured on the back of Resident #5's wheelchair.

Interview with the medication aide (MA) on 

02/07/19 at 12:55 pm revealed:

-She was responsible for ordering portable 

oxygen tanks for Resident #5, and she did not 

have a system for ordering replacement oxygen 

tanks.

-She only ordered portable oxygen tanks for 
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 D911Continued From page 59 D911

Resident #5 when he needed more by calling the 

oxygen supply company.

-She ordered oxygen tanks for Resident #5 

twelve at a time.

-She ordered oxygen tanks for Resident #5 in 

advance so he did not run out of oxygen.

-She did not know he was out of oxygen; she 

thought he had more tanks in storage.

-She went to the oxygen storage room and 

confirmed all of Resident #5's tanks were empty.

- Resident #5 was "usually good" and told staff 

when his tank was empty and he needed another, 

but he would forget to turn off the tanks when he 

was done with them.

-No one had notified her she needed to order 

oxygen for Resident #5.

-She could not remember the last time she 

ordered portable oxygen tanks for Resident #5, 

and she did not document when she ordered 

oxygen tanks for anyone.

-Resident #5 "usually did go out and about during 

the day", but she had not noticed he had not left 

his room lately.

-She would order oxygen tanks that day for 

Resident #5, but did not know when the oxygen 

supply company would deliver them.

Observations on 02/07/19 at 12:55 pm revealed:

-There were eleven empty portable oxygen tanks 

for Resident #5 in a designated storage room.

-The MA called an oxygen supply company and 

ordered twelve oxygen tanks for Resident #5.

Telephone interview with a representative from 

the oxygen supply provider on 02/08/19 at 8:53 

am revealed:

-The last time portable oxygen tanks had been 

ordered for Resident #5 was 10/19/18, and twelve 

tanks had been ordered and delivered.

-The facility staff were responsible for calling in 
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 D911Continued From page 60 D911

an order for oxygen as needed for Resident #5.

-The delivery drivers for the oxygen supply 

company routinely checked empty and full tanks 

when they made other deliveries.

-The delivery driver had asked facility staff about 

Resident #5's oxygen supply.  

-The delivery driver made note in November 2018 

that he had inquired at the facility about oxygen 

needs for Resident #5, and was told by facility 

staff Resident #5 did not need oxygen. 

-Oxygen had been ordered routinely on 07/31/18, 

08/31/18, 09/19/18, and 10/10/18, twelve tanks at 

a time were ordered and delivered.

-The oxygen supply company had received an 

order by phone for twelve tanks on 02/07/19 but 

could not give a guaranteed delivery date; 

02/12/19 would be the latest the oxygen tanks 

would be delivered.

Telephone interview with Resident #5's guardian 

on 02/08/19 at 9:40 am revealed:

-She had been at the facility for a visit with 

Resident #5 that morning; she came to see him 

every other Friday.

-Resident #5 had a portable oxygen tank when 

she saw him two weeks ago, but he did not have 

a portable oxygen tank on her visit on 02/08/19.

-No one from the facility had called to let her 

know Resident #5 was out of portable oxygen 

tanks and was confined to his room.

-Resident #5 told her he had been without 

portable oxygen tanks for longer than three days 

and did not like being in his room all the time.

-Resident #5 did not like eating in his room; he 

missed going to the dining room to eat.

-Resident #5 told his guardian that staff had told 

him tanks had been ordered the day before and 

would be at the facility that day.

-Resident #5 liked to go to the dining room to eat, 

and he liked to go to the activity room.
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-Resident #5 liked to  get hot coffee and go to the 

vending machines on his own.

-She was frustrated for Resident #5 because she 

knew Resident #5 liked his freedom.

-Resident #5 had run out of portable oxygen 

when he first moved into the facility in April 2018.

-She did not complain to anyone about the lack of 

portable oxygen. 

Interview with the Resident Care Director (RCD) 

on 02/08/19 at 11:05am revealed:

-She knew Resident #5 was on continuous 

oxygen and used portable oxygen tanks.

-She knew Resident #5 liked to go out of his 

room and move around the facility; she could not 

remember the last time she saw him out of his 

room.

-She did not know Resident #5 was out of 

portable oxygen; sometimes he did not tell staff 

when he was out of oxygen.

-She did not know Resident #5 had been 

confined to his room for five days because he 

was out of portable oxygen.

-She tried to go around and ask residents if they 

needed anything during the day, but she had not 

been able to check on any residents the last few 

days.

-Sometimes Resident #5 forgot to turn off his 

portable oxygen tanks when he was done with 

them and wasted oxygen.

- Replacement oxygen tanks were not on an 

automatic delivery schedule.

-MAs were responsible for monitoring oxygen 

tanks and ordering replacement as needed.

-She would make sure Resident #5 would get 

oxygen delivered that day.

Interview with a personal care aide (PCA) on 

02/08/19 at 11:20 am revealed:

-She had been told that morning that Resident #5 
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did not have portable oxygen.

-Resident #5 went in and out of his room all day 

long when he had a portable oxygen tank to use.

-The MA told her to take Resident #5 his lunch 

tray to his room the day before.

-She never thought to ask Resident #5 if he 

needed a new oxygen tank, because sometimes 

he would tell her.

-She did not know how long he had been without 

portable oxygen.

-She asked residents why they were eating in 

their rooms, but she did not ask Resident #5.

-She did not have a key to the oxygen storage 

room; she told the MA if a resident needed a new 

oxygen tank.

Telephone interview with Resident #5's Nurse 

Practitioner (NP) on 02/08/19 at 11:50 revealed:

-The NP last saw Resident #5 about a week ago.

-Resident #5 was not very active but "got around 

on his own".

-Resident #5 needed portable oxygen tanks to 

leave his room.

-She was not aware Resident #5 was out of 

portable oxygen tanks, and her expectation was 

for the facility to have portable oxygen tanks 

available for Resident #5.

Interview with the Executive Director (ED) on 

02/08/19 at 12:55 pm revealed:

-Resident #5 was not a "social butterfly" but he 

did get out and around the facility. 

-She could not recall the last time she had seen 

Resident #5 out of his room.

-Resident #5 needed portable oxygen tanks to 

leave his room, but she did not know he was out 

of portable oxygen tanks.

-MAs were responsible for calling the oxygen 

supply company for full oxygen tanks when 

residents needed replacements; she did not know 
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how often deliveries were made.

-The PCAs were supposed to encourage 

residents to eat in the dining room and were 

supposed to ask residents why they were eating 

in their room; she did not know why Resident #5 

was not asked why he was eating in his room.

-No one told her Resident #5 was eating in his 

room or that he was out of portable oxygen tanks.

-She would make sure he had a tank by the end 

of the day.

Observation on 02/08/19 at 2:25 pm revealed 

Resident #5 had a new portable oxygen tank and 

was going down the hall toward the vending 

machines.   

2. Review of Resident #2's current FL-2 dated 

6/19/18 revealed:

-Diagnoses included diabetes, lymphedema and 

benign prostatic hyperplasia (BPH).

-Resident #2 was continent with bowel and 

bladder. 

Review of Resident #2's current Care Plan dated 

01/18/19 revealed:

-Resident # 2 was independent with toileting. 

-Resident #2 required supervision with dressing, 

grooming and transfer.

-Resident #2 required limited assistance with 

eating, ambulation and bathing.

Observation in Resident #2's room on 02/08/19 at 

8:45am revealed:

-Two staff came into Resident #2's bedroom and 

did incontinence care for the resident.  

-They changed the resident's incontinent brief 

while he was in bed, and there was no privacy 

curtain.

-The resident's roommate was lying in the bed 

next to the wall with his face toward the wall. 

Division of Health Service Regulation

If continuation sheet  64 of 676899STATE FORM G2TS11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 03/04/2019 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

HAL080026 02/11/2019

NAME OF PROVIDER OR SUPPLIER

THE MEADOWS OF ROCKWELL RETIREMENT CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

612 HIGHWAY 152 EAST

ROCKWELL, NC  28138

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 D911Continued From page 64 D911

-Two staff assisted the resident with changing his 

tee shirt, shirt and shorts.

-The resident was leaning to the left side. 

-They assisted the resident to his recliner, and 

they used a blanket to cover the lower half of the 

resident's body.

Interview with Resident #2 on 02/08/19 at 9:00am 

revealed he was upset because he had lost his 

independence.

Interview with a personal care aide (PCA) on 

02/08/19 at 9:39am revealed:

-PCAs did incontinent care for Resident #2 in the 

bed.

-It was very hard for two staff to get the resident 

to the bathroom.

-The resident leaned to the left side and 

backward.

-The PCAs block the roommate's view by 

standing in front Resident #2 when they change 

the resident in the bed.

Interview with a second PCA on 02/08/19 at 

2:10pm revealed PCAs did incontinent care for 

Resident #2 in the bed because it was difficult to 

take the resident to the bathroom.

Interview with a medication aide (MA) on 02/11/19 

at 10:00am revealed:

-She knew the resident required two person 

assistance for incontinent care.

-She did not know PCAs had been doing 

incontinent care for Resident #2 in the bed.

-If incontinent care was done in the bed, it should 

be done under the cover to protect Resident #2's 

privacy. 

Interview with the Resident Care Director (RCD) 

on 02/08/19 at 11:45am revealed:

Division of Health Service Regulation

If continuation sheet  65 of 676899STATE FORM G2TS11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 03/04/2019 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

HAL080026 02/11/2019

NAME OF PROVIDER OR SUPPLIER

THE MEADOWS OF ROCKWELL RETIREMENT CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

612 HIGHWAY 152 EAST

ROCKWELL, NC  28138

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 D911Continued From page 65 D911

-She did not know the resident required 

incontinent care.

-Staff should protect Resident #2's privacy during 

incontinent care in the bed by using a sheet or 

taking the resident to the bathroom for incontinent 

care.

Interview with the lead supervisor on 02/08/19 at 

3:50pm revealed:

-She knew Resident #2 required 2-person 

assistance for incontinent care.

-Staff should protect the resident's privacy during 

incontinent care by shutting the door and using a 

sheet to protect the resident's privacy if changed 

in the bed.

 

Interview with the Administrator on 02/08/19 at 

2:00 pm. revealed: 

-She did not know Resident #2 required 2-person 

assistance for incontinent care.

-She did not know staff had being doing 

incontinence care for Resident #2 in the bed.

-Staff should be taking the resident to the 

bathroom for incontinence care to protect the 

resident's privacy.

 D912 G.S. 131D-21(2) Declaration of Residents' Rights

G.S. 131D-21  Declaration of Residents' Rights

Every resident shall have the following rights:

2.  To receive care and services which are 

adequate, appropriate, and in compliance with 

relevant federal and state laws and rules and 

regulations.

 D912
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This Rule  is not met as evidenced by:

Based on observations, interviews and record 

reviews, the facility failed to assure every resident 

received care and services which were adequate, 

appropriate, and in compliance with relevant state 

laws and rules related to nutrition and food 

service and medication administration. 

The findings are:

1.  Based on observations and interviews, the 

facility failed to keep maintain the walk-in cooler 

temperature above 45 degrees and keep the food 

storage containers, the walk-in cooler, a reach-in 

freezer, an ice machine, food prep tables, storage 

racks, the kitchen floor, steam table, and food 

transport carts clean and free of contamination.  

[Refer to Tag 0282 10A NCAC 13F .0904(a) 

Nutrition and Food Service (Type B Violation)]

2. Based on observations, interviews, and record 

reviews, the facility failed to assure administration 

of medications as ordered by a licensed 

prescribing practitioner for 3 of 6 sampled 

residents (#3, #4, and #6) related to vitamin 

supplements, medications for treating mental 

health disorders, constipation, allergies, memory 

loss, blood pressure, cholesterol, and breathing, 

a medication to replenish intestinal flora, and an 

antibiotic (#6); an appetite stimulator (#3); and an 

anti-anxiety medication (#4).  [Refer to Tag 0358 

10A NCAC 13F .1004(a) Medication 

Administration (Type B Violation).]
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