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and Medical Examination

10ANCAC 13G .0702 Tuberculosis Test and
Medical Examination

(c) The results of the complete examination are
to be entered on the FL-2, North Carolina
Medicaid Program Long Term Care Services, or
MR-2, North Carolina Medicaid Program Mental
Retardation Services, which shall comply with the
following:

(4) If the information on the FL-2 or MR-2 is not
clear or is insufficient, the administrator or
supervisor-in-charge shall contact the physician
for clarification in order to determine if the
services of the facility can meet the individual's
needs.

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to clarify medication
orders for 1 of 3 residents sampled (#1) including
medications for a blood thinner and constipation.

The findings are:

Review of Resident #1's current FL-2 dated
07/07/21 revealed diagnoses included hemiplegia
and hemiparesis secondary to cerebrovascular
disease, diabetes mellitus, hypertension, anxiety,
and epilepsy.

a. Review of Resident #1's physician's order
dated 07/07/21 revealed:
-There was an order for Aspirin 81mg (Aspirin is
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used to prevent heart attacks and strokes in
people at high risk of them).

-There were no directions on the administration of
the medication.

Telephone interview with the Pharmacist at the
facility's contracted pharmacy on 07/21/21 at
3:58pm revealed:

-He had not received Resident #1's FL-2 dated
07/07/21.

-He did not have a current order for Aspirin 81mg
for Resident #1.

-He had received electronic prescriptions for
Resident #1 on 07/02/21.

Review of Resident #1's skilled nursing facility
(SNF) medication list dated 07/09/21 revealed:
-The summary was dated 07/09/21 and
documented as current medications as of
07/09/21.

-There was an entry for Aspirin EC 81mg
delayed-release give one tablet daily.

-There was documentation as stock for the
number of tablets the resident had on hand to be
sent to the facility upon discharge.

-The medication list was signed by a SNF nurse
and by Resident #1 as to what medications were
being sent with the resident to the facility.

Observation of Resident #1's medication on hand
provided by the medication aide (MA) on 07/21/21
at 11:19am revealed there was no Aspirin 81mg
available to be administered.

Review of Resident #1's medication
administration record (MAR) for
07/09/21-07/21/21 revealed there was no entry or
documentation Aspirin 81mg had been
administered.
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Interview with Resident #1 on 07/21/21 at 3:40pm
revealed:

-She took Aspirin every day at home before her
stroke in August 2020.

-She thought she continued to take Aspirin at the
rehabilitation facility.

-She had not taken Aspirin since she was
admitted to this facility.

-She had not asked the MA about the Aspirin.

Telephone interview with Resident #1's primary
care provider (PCP) on 07/21/21 at 4:50pm
revealed:

-He signed the orders for Resident #1's Aspirin
81mg administer one tablet daily before her
discharge from the rehabilitation facility.
-Resident #1 had a history of strokes and if she
had not received the prescribed dosage of
Aspirin, she was at risk of recurrent strokes.
-He expected Resident #1's medication to be
administered as he had ordered until Resident #1
had established a new provider.

-He had not received any calls to obtain
clarification of Resident #1's medications.

Interview with the Administrator on 07/21/21 at
4:57pm revealed she had not obtained an order
for Resident #1's Aspirin.

Attempted contact with the rehabilitation facility's
discharge planner on 07/21/21 at 3:22pm and
07/22/21 at 9:47am was unsuccessful.

Refer to the telephone interview with the
pharmacy technician at the facility's contracted
pharmacy on 07/22/21 at 9:16am.

Refer to the interview with the Administrator on
07/21/21 at 4:57pm.
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b. Review of Resident #1's physician's order
dated 07/07/21 revealed:

-There was an order for Senokot S 8.6-50mg
(Senokot is a stool softener).

-There were no directions on the administration of
the medication.

Telephone interview with the Pharmacist at the
facility's contracted pharmacy on 07/21/21 at
3:58pm revealed:

-He had not received Resident #1's FL-2 dated
07/07/21.

-He did not have a current order for Senokot for
Resident #1.

-He had received electronic prescriptions for
Resident #1 on 07/02/21.

Review of Resident #1's skilled nursing facility
(SNF) medication list dated 07/09/21 revealed:
-The summary was dated 07/09/21 and
documented as current medications as of
07/09/21.

-There was an entry for Senokot S 8.6-50mg give
two tablets daily.

-There was documentation as stock for the
number of tablets the resident had on hand of
Senokot to be sent to the facility upon discharge.
-The medication list was signed by a SNF nurse
and by Resident #1 as to what medications were
being sent with the resident to the facility.

Observation of Resident #1's medication on hand
on 07/21/21 at 11:19am revealed there was no
Senokot available to be administered.

Review of Resident #1's medication
administration record (MAR) for
07/09/21-07/21/21 revealed there was no entry or
documentation Senokot had been administered.
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Interview with Resident #1 on 07/21/21 at 3:40pm
revealed:

-She was normally "regular" but had been
constipated since she was admitted to the facility.
-She thought her medication was causing her to
be constipated.

-She asked the MA for a laxative on 07/19/21.
-She took Senokot before being admitted to the
facility.

-The MA had not given her a laxative, so she
mentioned it to the Administrator on 07/21/21
when the Administrator was taking her to see a
physician.

-As of this time no one had talked to her further
about a stool softener.

Telephone interview with Resident #1's primary
care provider (PCP) on 07/21/21 at 4:50pm
revealed:

-He signed the orders for Resident #1's Senokot
before her discharge from the rehabilitation
facility.

-Resident #1 took medication that increased her
risk of constipation and she would benefit from a
stool softener.

-He expected Resident #1's medication to be
administered as he had ordered until Resident #1
had established a new provider.

-He had not received any calls to obtain
clarification of Resident #1's medications.

Interview with the Administrator on 07/21/21 at
4:57pm revealed:

-Resident #1 talked to her about a laxative today,
07/21/21.

-Resident #1 was being administered control
medication which could increase her risk of
constipation.

-She had not obtained an order for Resident #1's
Senokot.
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Attempted contact with the rehabilitation facility's
discharge planner on 07/21/21 at 3:22pm and
07/22/21 at 9:47am was unsuccessful.

Refer to the telephone interview with the
pharmacy technician at the facility's contracted
pharmacy on 07/22/21 at 9:16am.

Refer to the interview with the Administrator on
07/21/21 at 4:57pm.

Telephone interview with the pharmacy technician
at the facility's contracted pharmacy on 07/22/21
at 9:16am revealed:

-The Administrator had brought Resident #1's
FL-2 into the pharmacy but she was not sure of
the date.

-She told the Administrator the FL-2 was
incomplete and needed to be clarified.

-She expected the Administrator to obtain
clarification on the medications that did not have
dosing information.

-The Administrator took the FL-2 with her when
she left the pharmacy.

Interview with the Administrator on 07/21/21 at
4:57pm revealed:

-She thought all of Resident #1's medications had
been called into the pharmacy before Resident #1
moving into the facility.

-Originally Resident #1 was scheduled to be
admitted on 07/02/21, and that was why the
prescriptions were called into the pharmacy on
07/02/21.

-When Resident #1 was admitted she came in
with her own medications and she assumed
Resident #1 had what medications she needed.
-She took Resident #1's FL-2 to the pharmacy
after she noticed there were medications on the
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FL-2 but were not on the MARSs; she saw this on
07/16/21.
-The pharmacy technician told her because the
orders were incomplete on the FL-2, the FL-2
could not be used.
-She had contacted the rehabilitation facility to get
the FL-2 updated with dosing information and
was told they could not assist after a resident had
been discharged and the file had already been
closed.
C 323 10ANCAC 13G .1003 (a) Medication Labels C 323

10ANCAC 13G .1003 Medication Labels

(a) Prescription legend medications shall have a
legible label with the following information:

(1) the name of the resident for whom the
medication is prescribed;

(2) the most recent date of issuance;

(3) the name of the prescriber;

(4) the name and concentration of the
medication, quantity dispensed, and prescription
serial number;

(5) directions for use clearly stated and not
abbreviated,;

(6) a statement of generic equivalency shall be
indicated if a brand other than the brand
prescribed is dispensed;

(7) the expiration date, unless dispensed in a
single unit or unit dose package that already has
an expiration date;

(8) auxiliary statements as required of the
medication;

(9) the name, address, telephone number of the
dispensing pharmacy; and

(10)the name or initials of the dispensing
pharmacist.
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This Rule is not met as evidenced by:

Based on observations, interviews, and record
review, the facility failed to ensure medications
that were removed from the original pharmacy
packaging were labeled to identify which resident
the medication was to be administered related to
three insulin pens for 2 of 3 sampled residents
(Residents #1 and #3).

The findings are:

Observation on 07/21/21 at 9:30am of
medications on hand in the refrigerator revealed:
-There was a lockable box that contained three
insulin pens.

-There were two Levemir insulin pens unlabeled
and with no date.

-There was one Novolog pen unlabeled and with
no date.

Interview with the medication aide on 07/21/21 at
11:30am revealed:

-There was only one resident who received
Novolog injections.

-There were two residents who received Levemir
injections.

-She had placed a "white dot" on one of the
Levemir pens by "scraping the label" with her
fingernail, as an identifier.

-The white dot was the size of a pin tip.

-She did not label the Novolog pen because there
was only one resident who took Novolog.

Interview with the Manager on 07/21/21 at
3:10pm revealed:

-All medications required a pharmacy label.
-The insulin could be delivered to the incorrect
resident.
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-Placing a "white dot" on the insulin pen as an
identifier was not appropriate.

Interview with the Administrator on 07/21/21 at
2:30pm revealed:

-Insulin pens should be labeled with the name of
the resident.

-The insulin pens should have a date written on
them with the first day of administration.

-Placing a "white dot" on the insulin pen as an
identifier was not acceptable.

1. Review of Resident #3's FL-2 dated
03/12/2021 revealed diagnosis included diabetes
mellitus type 2.

a. Review of Resident #3's physician's order
dated 03/12/21 revealed:

-There was an order for Novolog (used to treat
diabetes) to inject 13 units subcutaneously after
meals. Hold insulin if fingerstick blood sugar
(FSBS) was below 100.

-There was an order for Novolog sliding scale
insulin (SSI) as follow;

Less than 150 = 0 units

151 - 200 = 2 units

201 - 250 = 3 units

251 - 300 = 4 units

301 - 350 = 6 units

351 - 400 = 8 units

If greater than 400, call Primary Care Provider
(PCP).

Observation of Resident #3's medication on hand
on 07/21/21 at 9:30am revealed:

-There was a box of Novolog Flexpens
dispensed on 06/16/21 with the directions to
inject 13 units under the skin three times daily
before meals and sliding scale and to hold for
glucose less than 100 or if the resident was not
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eating.

-The sliding scale directions were to administer 2
units for FSBS readings of 151-200, 3 units for
FSBS readings of 201-250, 4 units for FSBS
readings of 251-300, 6 units for FSBS readings
of 301-350, and 8 units for FSBS readings of
351-400, and if the FSBS reading was above 400
contact the resident's PCP.

b. Review of Resident #3's physician's order
dated 03/12/21 revealed there was an order for
Levemir 42 units every night.

Observation of Resident #3's medication on hand
on 07/21/21 at 9:30am revealed a box of
Novolog Flexpens dispensed on 06/08/21 with the
directions to inject 42 units at bedtime.

2. Review of Resident #1's current FL-2 dated
07/07/21 revealed diagnoses included hemiplegia
and hemiparesis secondary to cerebrovascular
disease, diabetes mellitus, hypertension, anxiety,
and epilepsy.

a. Review of Resident #1's physician's order
dated 07/07/21 revealed:

-There was an order for Novolog Flexpen
Solution 100 unit/ML.

-There were no directions on the administration of
the medication.

Telephone interview with the Pharmacist at the
facility's contracted pharmacy on 07/21/21 at
3:58pm revealed:

-He had received an electronic prescription for
Novolog Flexpen Solution 100 unit/ML inject 15
units subcutaneously before meals (Used to treat
diabetes) on 07/02/21 for Resident #1.

-He had not received Resident #1's FL-2 dated
07/07/21.

Division of Health Service Regulation
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Review of Resident #1's skilled nursing facility
(SNF) discharge summary dated 07/09/21
revealed:

-The discharge summary was dated 07/09/21 and
documented as active orders as of 07/09/21.
-There was an entry for Novolog Flexpen Solution
100 unit/ML inject 15 units subcutaneously before
meals.

-There was documentation Resident #1 had one
Novolog Flexpen to be sent to the facility upon
discharge.

Observation of Resident #1's medication on hand
on 07/21/21 at 11:19am revealed there was a box
of Novolog Flexpens dispensed on 07/12/21 with
the directions to inject 15 units under the skin
three times daily before meals.

b. Review of Resident #1's physician's order
dated 07/07/21 revealed:

-There was an order for Levemir FlexTouch 100
unit/ml.

-There were no directions on the administration of
the medication.

Telephone interview with the Pharmacist at the
facility's contracted pharmacy on 07/21/11 at
3:58pm revealed:

-He had received an electronic prescription for
Levemir insulin inject 33 units under the skin in
the morning and 42 units at bedtime (used to
treat diabetes) on 07/02/21 for Resident #1.
-He had not received Resident #1's FL-2 dated
07/07/21.

Review of Resident #1's skilled nursing facility
(SNF) discharge summary dated 07/09/21
revealed:

-The discharge summary was dated 07/09/21 and

Division of Health Service Regulation
STATE FORM 6899 3PHX11 If continuation sheet 11 of 44



PRINTED: 08/10/2021

FORM APPROVED
Division of Health Service Requlation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
FCL09234 B. WING 07/22/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2305 GLASCOCK STREET
ROSE HILL # 2 RALEIGH, NC 27610
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
C 323 | Continued From page 11 C 323
documented as active orders as of 07/09/21.
-There was an entry for Levemir insulin inject 33
units under the skin in the morning and 42 units
at bedtime.
(used to treat diabetes).
-There was documentation Resident #1 had % of
a Levemir pen to be sent to the facility upon
discharge.
Observation of Resident #1's medication on hand
on 07/21/21 at 11:19am revealed a box of
Levemir insulin pens dispensed on 07/10/21 with
the directions to inject 33 units under the skin in
the morning and 42 units at bedtime.
C 330 T0ANCAC 13G .1004(a) Medication C 330

Administration

10A NCAC 13G .1004 Medication Administration
(a) Afamily 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:

Based on observations, interviews, and record
reviews, the facility failed to ensure medication
was administered as ordered for 3 of 3 sampled
residents (#1, #2, and #3) related to an
anti-anxiety medication (#1), blood pressure
medication (#2), and antipsychotic medication
(#3).

The findings are:
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1. Review of Resident #1's current FL-2 dated
07/07/21 revealed:

-Diagnoses included hemiplegia and hemiparesis
secondary to cerebrovascular disease, diabetes
-There was an order for Xanax 0.25mg (used to
treat anxiety).

-There were no directions on the administration of
the medication.

Telephone interview with the Pharmacist at the
facility's contracted pharmacy on 07/21/21 at
3:58pm revealed:

-He had received an electronic prescription for
Xanax 0.5mg take one-half tablet every eight
hours as needed on 07/02/21 for Resident #1.
-Xanax 0.5mg was dispensed on 07/12/21 with
directions to administer one-half a tablet every
eight hours as needed; there were 90 one-half
doses dispensed.

Review of Resident #1's skilled nursing facility
(SNF) discharge summary dated 07/09/21
revealed:

-The discharge summary was dated 07/09/21 and
documented as active orders as of 07/09/21.
-There was an entry for Xanax 0.25mg administer
one tablet every eight hours as needed.

-There was documentation Resident #1 had sixty
tablets of Xanax to be sent to the facility upon
discharge.

Observation of Resident #1's medication on hand
provided by the medication aide (MA) on 07/21/21
at 11:19am revealed:

-There was a small plastic container that had a
bubble that had been torn from a resident's
medication punch card.

-The bubble was labeled unused and contained
two small white oblong tablets and two one-half
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pink tablets.

-The MA identified the two one-half pink tablets
as Resident #1's Xanax.

Interview with the MA on 07/21/21 at 11:19am
revealed the medication punched was scheduled
to be administered two more times today,
07/21/21.

Second observation of Resident #1's medications
on hand on 07/21/21 at 2:52pm revealed:

-There was a punch card dispensed on 07/12/21
for 90 tablets of Xanax 0.50 mg (1/2 tablets).
-The directions were to administer every eight
hours as needed.

-There were 84 of 90 tablets available to be
administered.

Review of Resident #1's controlled substance log
revealed:

-The directions were to administer Xanax 0.5mg
take one-half tablet every eight hours as needed.
-There was documentation Xanax was
administered once on 07/09/21 and 07/10/21.
-There was documentation Xanax was
administered three times on 07/11/21 and
07/14/21, once on 07/16/21, and three times a
day on 07/19/21, and once on 07/20/21.

-There was documentation Xanax was scheduled
to be administered three times a day as
evidenced by the control log had entries for three
times daily with times entered as 5:00am, 1:00pm
and 9:00pm for 07/21/21 and dates entered for
three times per day for 07/22/21-07/29/21.

Review of Resident #1's medication
administration record (MAR) for
07/09/21-07/21/21 revealed:

-There was an entry for Xanax 0.5mg take one
half a tablet as needed for anxiety.
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-The documentation was the same as the control
log for the same dates.

-There was no documentation for the reason the
Xanax was administered or if it was effective.

Interview with Resident #1 on 07/21/21 at 3:41pm
revealed:

-She took Xanax when she was anxious, scared,
or felt nervous.

-She asked for Xanax sometimes but "not that
much."

-She asked for Xanax today, 07/21/21, because
she felt nervous.

-She could not remember the last time she had
asked for Xanax before today.

-She had never asked for Xanax more than once
a day.

Interview with the MA on 07/21/21 at 4:45pm
revealed:

-She administered Resident #1's Xanax every
eight hours.

-The MA pointed at the label for the Xanax and
said, "see every eight hours."

Telephone interview with Resident #1's primary
care provider (PCP) on 07/21/21 at 4:50pm
revealed:

-He signed the orders for Resident #1's Xanax to
be administered as needed, before her discharge
from the rehabilitation facility.

-He had not ordered Resident #1's Xanax to be
administered three times daily.

-Resident #1 should not be administered Xanax
three times per day because it would increase her
risk of falls, especially since Resident #1 already
had balance deficits because of a stroke.

Interview with the Administrator on 07/21/21 at
4:57pm revealed:
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-Resident #1 had an order for % tablet of Xanax
every 8 hours as needed.

-Resident #1 had to ask for Xanax to be
administered.

-If Resident #1 asked for the medication for more
than 7 days in a row, the PCP would be contacted
to discuss the medication being scheduled.

-She did not know Resident #1's Xanax had been
administered every 8 hours.

-The MA should only administer Resident #1's
Xanakx if the resident asked for the medication.
-The MA should have documented information on
the MAR for the reason the medication had been
administered and if it was effective.

2. Review of Resident #2's current FL-2 dated
03/12/21 revealed diagnoses included bipolar
disorder, chronic back pain, hyperthyroidism,

lithium toxicity, and hypertension.

a. Review of Resident #2's physician's order
dated 03/12/21 revealed an order for Propranolol
HCL 40mg three times a day. (Propranolol HCL is
used to treat high blood pressure).

Review of Resident #2's medication
administration record (MAR) dated
05/20/21-06/18/21 revealed:

-There was an entry for Propranolol 40mg take
one tablet three times a day with a scheduled
administration time of 8:00am, 12:00pm, and
8:00pm.

-There was documentation Propranolol 40mg
was administered on 05/20/21 at 8:00am.
-There was no other documentation Propranolol
40mg was administered from 05/20/21-06/18/21.
-There was documentation by the pharmacy
Propranolol was not in the refill blister pack.

Telephone interview with the pharmacist at the
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facility's contracted pharmacy on 07/21/21 at
12:52pm revealed:

-Propranolol 40mg was filled on 03/12/21 for 90
tablets and the prescription had no refills.

-He had requested a refill on 05/11/21 from
Resident #2's primary care provider (PCP) but did
not receive a response from the PCP until
06/18/21.

-He did not see any documentation the facility
had contacted the pharmacy to request a refill for
the medication.

Telephone interview with a pharmacy technician
with the facility's contracted pharmacy on
07/22/21 at 9:16am revealed:

-Resident #2's Propranolol 40mg was not
dispensed for the 05/20/21 dispensing because
there were no refills.

-When the last refill was filled the pharmacy
requested refills on the Propranolol.

-If the refill was not received and it was time for
the next dispensing a second refill request would
be sent to the PCP.

-If a refill was still not received the facility would
be notified.

-The facility was notified but she had not
documented the date she had notified the facility
a refill was needed.

-The facility staff would be expected to contact
the PCP and assist with obtaining a new
prescription for the medication.

-A new prescription was received on 06/18/21 for
Resident #2's Propranolol and the dosage was
changed to 60mg daily.

-The entry for Resident #2's Propranolol 40mg
was not discontinued off Resident #2's MAR
dated 05/20/21-06/18/21 but did have a note
indicating the medication was not in the bubble
pack dispensed.

-She did not think the area for documentation
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would have an "X" over the area to be
documented when the notification was added.
-She verified the entry for the medication would
not place an "X" on the area to be documented
on the MAR.

Interview with Resident #2 on 07/21/21 at 2:49pm
revealed:

-He took medication every day, but he did not pay
attention to the medication administered.

-He did not know if he had missed any medication
from 05/20/21-06/18/21.

-He did not know what his blood pressure was,
and no one had taken his blood pressure "lately."
(He did not recall the last time his blood pressure
had been checked)

Interview with the medication aide (MA) on
07/21/21 at 4:15pm revealed:

-She had documented she administered Resident
#2's Propranolol on 05/20/21 at 8:00am by
mistake.

-Resident #2's Propranolol had been
discontinued.

-She had not contacted the pharmacy about
Resident #2's Propranolol because she thought it
had been discontinued.

-She referenced the notification on the MAR by
the pharmacy Propranolol was not in the refill
blister pack.

Interview with the Manager on 07/21/21 at
6:38pm revealed:

-She tried to check last month's MARs against
the current month's MARSs.

-If there were no refills on the medication, the
pharmacy usually sent a fax letting her know a
refill was needed.

-She did not recall receiving a fax related to
Resident #2's Propranolol.
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Interview with the Administrator on 07/21/21 at
6:38pm revealed:

-When the medication was dispensed to the
facility each month, she expected the MA to notify
her if a medication was not dispensed.

-No one had notified her Resident #2's
Propranolol had not been dispensed.

-She had reviewed Resident #2's MAR and she
thought the medication had been dispensed, and
the MA had failed to document on the MAR
because usually if a medication was not
dispensed the MAR would be blocked out by an
"

Attempted telephone interview with Resident #2's
PCP on 07/21/21 at 4:45pm was unsuccessful.

b. Review of Resident #2's physician's order
dated 03/12/21 revealed an order for Amlodipine
5mg daily. (Amlodipine is used to treat high blood
pressure).

Review of Resident #2's medication
administration record (MAR) dated
05/20/21-06/18/21 revealed:

-There was an entry for Amlodipine 5mg take one
tablet daily with a scheduled administration time
of 8:00am.

-There was documentation Amlodipine 5mg was
administered on 05/20/21 at 8:00am.

-There was no other documentation Amlodipine
5mg was administered from 05/20/21-06/18/21.
-There was documentation by the pharmacy
Amlodipine was not in the refill blister pack.

Review of Resident #2's MAR dated
06/19/21-07/21/21 revealed:

-There was an entry for Amlodipine 5mg take one
tablet daily with a scheduled administration time
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of 8:00am.

-There was documentation Amlodipine 5mg was
administered daily from 06/19/21-07/21/21 at
8:00am.

Observation of Resident #2's medication on hand
on 07/21/21 at 11:33am revealed:

-There was a bubble pack of medication that had
been torn from the punch card.

-The bubble pack was labeled with Resident #2's
name, date of 07/21/21, Wednesday morning,
and the bubble pack contained Amlodipine 5mg.

Telephone interview with the pharmacist at the
facility's contracted pharmacy on 07/21/21 at
12:52pm revealed:

- Amlodipine 5mg was filled on 03/12/21 for 30
tablets and the prescription had no refills.

-He had requested a refill on 05/11/21 from
Resident #2's primary care provider (PCP) but did
not receive a response until 06/18/21.

-He did not see any documentation the facility
had contacted the pharmacy to request a refill for
the medication.

Telephone interview with a pharmacy technician
with the facility's contracted pharmacy on
07/22/21 at 9:16am revealed:

-Resident #2's Amlodipine 5mg was not
dispensed for the 05/20/21 dispensing because
there were no refills.

-When the last refill was filled the pharmacy
requested refills on the Amlodipine.

-If the refill was not received and it was time for
the next dispensing a second refill request would
be sent to the resident's primary care provider
(PCP).

-If a refill was still not received the facility would
be notified.

-The facility was notified but she had not
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documented the date when she had notified the
facility a refill was needed.

-The facility staff would be expected to contact
the PCP and assist with obtaining a new
prescription for the medication.

-A new prescription was received on 06/18/21 for
Resident #2's Amlodipine 5mg.

Interview with Resident #2 on 07/21/21 at 2:49pm
revealed:

-He took medication every day, but he did not pay
attention to the medication administered.

-He did not know if he had missed any medication
between 05/20/21-06/18/21.

-He did not know what his blood pressure was,
and no one had taken his blood pressure "lately."
(He did not recall the last time his blood pressure
had been checked)

Interview with the medication aide (MA) on
07/21/21 at 4:15pm revealed:

-She had documented she administered Resident
#2's Amlodipine on 05/20/21 at 8:00am by
mistake.

-Resident #2's Amlodipine had been
discontinued.

-She had not contacted the pharmacy about
Resident #2's Amlodipine because she thought it
had been discontinued.

-She referenced the notification on the MAR by
the pharmacy Amlodipine was not in the refill
blister pack.

Interview with the Manager on 07/21/21 at
6:38pm revealed:

-She tried to check last month's MARs against
the current MARs.

-She did not see Resident #2's Amlodipine had
not been documented as administered.

-If there were no refills on the medication, the
Division of Health Service Regulation
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pharmacy usually sent a fax letting her know a
refill was needed.

-She did not recall receiving a fax related to
Resident #2's Amlodipine.

-The last time Resident #2's Amlodipine was filled
the medication had six refills remaining so the
medication should have been dispensed on
05/18/21.

Interview with the Administrator on 07/21/21 at
6:38pm revealed:

-When the medication was dispensed to the
facility each month, she expected the MA to notify
her if a medication was not dispensed.

-No one had notified her Resident #2's
Amlodipine had not been dispensed.

-She had reviewed Resident #2's MAR and she
thought the medication had been dispensed, and
the MA had failed to document on the MAR
because usually if a medication was not
dispensed the MAR would be blocked out by an
"

Attempted telephone interview with Resident #2's
PCP on 07/21/21 at 4:45pm was unsuccessful.

3. Review of Resident #3's current FL-2 dated
03/12/21 revealed:

-Diagnoses included schizophrenia
disorder/bipolar type, intellectual and
developmental disabilities, diabetes mellitus type
2, gastroesophageal reflux disorder,
hypertension, glaucoma, hyperlipidemia, vitamin
d deficiency, dizziness, incontinence.

-There was an order for risperidone 2 mg, take
1mg in the morning and 2mg in the evening (used
to treat schizophrenia and bipolar disorder).

Review of Resident #3's physician's order dated
05/10/21 revealed:
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-Discontinue risperidone 1mg every morning.
-Administer risperidone 2mg every evening.

Review of Resident #3's medication
administration record (MAR) dated 05/01/21 to
05/19/21 revealed:

-There was an entry for risperidone 2mg, take
one-half tablet in the morning at 8:00am and one
tablet in the evening at 8:00pm.

-Risperidone 1mg was documented as being
administered at 8:00am daily from 05/01/21 to
05/11/21.

-Risperidone 2mg was documented as being
administered at 8:00pm nightly from 05/01/21 to
05/19/21.

-There was a handwritten entry to discontinue
risperidone 1mg every morning at 8:00am on
05/11/21.

Review of Resident #3's MAR dated 05/20/21 to
06/18/21 revealed:

-There was an entry for risperidone 2mg take one
tablet at 8:00pm nightly.

-Risperidone 2mg was documented as being
administered at 8:00pm nightly from 05/20/21 to
06/18/21.

Review of Resident #3's MAR dated 06/19/21 to
07/18/21 revealed:

-There was an entry for risperidone 2mg, take
one-half tablet every morning at 8:00am and one
tablet in the evening at 8:00pm.

-Risperidone 1mg was documented as being
administered at 8:00am daily from 06/19/21 to
07/18/21

-Risperidone 2mg was documented as being
administered at 8:00pm nightly from 06/19/21 to
07/18/21.

Review of Resident #3's MAR dated 07/19/21 to
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08/07/21 revealed:

-There was an entry for risperidone 2mg, take
one tablet at 8:00pm nightly.

-Risperidone 2mg was documented as being
administered at 8:00pm nightly on 07/19/21 and
07/20/21.

Telephone interview with the Pharmacist at the
facility's contracting pharmacy on 07/21/21 at
12:51pm revealed:

-The current order as of 05/10/21 for Resident
#3's risperidone was 2mg every night.

-There was an order to discontinue Resident #3's
risperidone 1mg every morning written on
05/10/21.

-The entry for risperidone 2mg, take one-half
tablet every morning at 8:00am was inadvertently
entered on the MAR for pharmacy cycle dated
06/19/21 to 07/18/21.

-Risperidone 1mg had been inadvertently
dispensed in the multi-dose package for Resident
#3's morning medications for the pharmacy cycle
dated 06/19/21 to 07/18/21.

-He did not know risperidone 1mg, that was
discontinued on 05/11/21, had been dispensed on
06/19/21 for administration until 07/21/21.

-He did not know how this order was entered on
the MAR after being discontinued.

Interview with the medication aide (MA) on
07/21/21 at 2:55pm revealed:

-She was responsible for checking the existing
MARs against the new pharmacy cycled MARs
for accuracy.

-She would verify the new pharmacy cycled MAR
with the thirty-day supply of medication.

-She would notify the Manager if an inaccuracy
was noted.

-She did not notice the inaccuracy of the MAR
dated 06/19/21 to 07/18/21.
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Interview with the Manager on 07/21/21 at
3:10pm revealed:

-She and the MA were responsible for verifying
the MARs each cycle for accuracy.

-She and the MA would compare the new MAR to
the medications for accuracy.

-She would return the medications to the
pharmacy if inaccurate.

-She did not notice the inaccuracy on the MAR
dated 06/19/21 to 07/18/21.

-The Administrator would audit the MARs every
couple of months.

Telephone interview with the Administrator on
07/21/21 at 2:30pm revealed:

-The staff should be comparing MARs from one
pharmacy cycle to the next pharmacy cycle for
accuracy of MARs.

-All inaccuracies on the new MAR should be
marked out with one line and handwritten
correctly on the new MAR.

-The staff should notify the pharmacy of the
inaccuracy.

-The facility would rely on the contracted
pharmacy to provide accurate MARs.

-The last time the Administrator audited was in
April.

Attempted telephone interview with Resident #3's
Mental Health Provider on 07/21/21 at 1:14pm
was unsuccessful.

C 336/ 10ANCAC 13G .1004(f)(2) Medication C 336
Administration

10ANCAC 13G .1004 Medication Administration
(f) If medications are prepared for administration
in advance, the following procedures shall be
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implemented to keep the drugs identified up to
the point of administration and protect them from
contamination and spillage:

(2) Medications not dispensed in a sealed and
labeled package as specified in Subparagraph (1)
of this Paragraph are kept enclosed in a sealed
container that identifies the name and strength of
each medication prepared and the resident's
name;

This Rule is not met as evidenced by:

Based on observations, interviews, and record
review, the facility failed to ensure medications
prepared for administration in advance were kept
enclosed in a sealed container that identified the
name and strength of each medication and the
resident's name for 2 of 3 sampled residents
(Residents #1 and #2) whose medications were
prepared in advance.

The findings are:

Observation of the resident's medication on hand
on 07/21/21 at 11:19am revealed:

-The medication aide (MA) obtained two
containers from the staff bedroom.

-There was a small plastic container that had
multiple individual bubble packages of medication
that had been torn from the original medication
punch card.

-There was a bubble that had been torn from a
resident's medication punch card; the bubble was
labeled unused and contained two small white
oblong tablets and two one-half pink tablets.
-There was a second bubble that had been torn
from a resident's medication punch card; the
bubble was labeled unused and contained one
half of a small white oblong tablet.

-There was a third bubble that had been torn from
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a resident's medication punch card; the bubble
was labeled unused and contained two round
white tablets.

Interview with the medication aide (MA) on
07/21/21 at 11:19am revealed:

-If the residents had individual punch cards for
medication, she punched the tablets from the
original punch card, and placed the individual
tablets into an unused bubble pack.

-She did not label the unused bubble pack, but
she knew who the medication belonged to and
when to administer the medication.

1. Review of Resident #1's current FL-2 dated
07/07/21 revealed diagnoses included hemiplegia
and hemiparesis secondary to cerebrovascular
disease, diabetes mellitus, hypertension, anxiety,
and epilepsy.

Review of Resident #1's physician's order dated
07/07/21 revealed:

-There was an order for Xanax 0.25mg (used to
treat anxiety).

-There were no directions on the administration of
the medication.

Telephone interview with the Pharmacist at the
facility's contracted pharmacy on 07/21/11 at
3:58pm revealed:

-He had received an electronic prescription for
Xanax 0.5mg take one-half tablet every eight
hours as needed on 07/02/21 for Resident #1.
-He had not received Resident #1's FL-2 dated
07/07/21.

Review of Resident #1's discharge summary
dated 07/09/21 revealed:

-The discharge summary was dated 07/09/21 and
documented as active orders as of 07/09/21.
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-There was an entry for Xanax 0.25mg administer
one tablet every eight hours as needed.

-There was documentation Resident #1 had sixty
tablets of Xanax to be sent to the facility upon
discharge.

Observation of Resident #1's medication on hand
provided by the medication aide (MA) on 07/21/21
at 11:19am revealed:

-There was a small plastic container that had a
bubble that had been torn from a resident's
medication punch card.

-The bubble was labeled unused and contained
two small white oblong tablets and two one-half
pink tablets.

-The MA identified the two one-half pink tablets
as Resident #1's Xanax.

Interview with the MA on 07/21/21 at 11:19am
revealed the medication punched was scheduled
to be administered two more times today,
07/21/21.

Second observation of Resident #1's medications
on hand on 07/21/21 at 2:52pm revealed:

-There was a punch card dispensed on 07/12/21
for 90 tablets of Xanax 0.50 mg (1/2 tablets).
-The directions were to administer every eight
hours as needed.

-There were 84 of 90 tablets available to be
administered.

Review of Resident #1's medication
administration record (MAR) revealed Resident
#1's Xanax had been documented as
administered on 07/21/21 at 8:00am.

Review of Resident #1's controlled substance log
revealed Resident #1's Xanax had been
administered at 5:00am.
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Refer to the interview with the Manager on
07/21/21 at 7:18pm.

Refer to the interview with the Administrator on
07/21/21 at 7:20pm.

2. Review of Resident #2's FL-2 current FL-2
dated 03/12/21 revealed:

-Diagnoses included bipolar disorder, chronic
back pain, hyperthyroidism, lithium toxicity, and
hypertension.

-There was a medication order for Lorazepam
1mg three times daily.

Observation of Resident #2's medication on hand
provided by the medication aide (MA) on 07/21/21
at 11:19am revealed:

-There was a small plastic container that had a
bubble that had been torn from a resident's
medication punch card.

-There was a bubble that had been torn from a
resident's medication punch card; the bubble was
labeled unused and contained two round white
tablets.

-The MA identified the two round white tablets as
Resident #2's Lorazepam.

Second observation of Resident #1's medications
on hand on 07/01/21 at 2:52pm revealed:

-There was a punch card dispensed on 07/01/21
for 60 tablets of Lorazepam 1mg take one tablet
three times daily; there were 25 of 60 tablets
available.

-There was a second punch card dispensed on
07/01/21 for 30 tablets of Lorazepam 1 mg take
one tablet three times daily; there were 30 of 30
tablets available.

Review of Resident #2's medication
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administration record (MAR) revealed Resident
#2's Lorazepam had been documented as
administered on 07/21/21 at 8:00am.

Review of Resident #2's controlled substance log
revealed Resident #2's Lorazepam had been
administered at 8:00am.

Refer to the interview with the Manager on
07/21/21 at 7:18pm.

Refer to the interview with the Administrator on
07/21/21 at 7:20pm.

Interview with the Manager on 07/21/21 at
7:18pm revealed:

-She did not know the MA was popping controlled
medication out of the original package into
another package that was not labeled with the
resident's name and medication information.
-The medications should be identified with the
resident's name and all information required.

Interview with the Administrator on 07/21/21 at
7:20pm revealed she expected all medications to
be kept in the original packaging until the time of
administration.

C 346 10ANCAC 13G .1004(n) Medication C 346
Administration

10A NCAC 13G .1004 Medication Administration
(n) The facility shall assure that medications are
administered in accordance with infection control
measures that help to prevent the development
and transmission of disease or infection, prevent
cross-contamination and provide a safe and
sanitary environment for staff and residents.

Division of Health Service Regulation
STATE FORM 6899 3PHX11 If continuation sheet 30 of 44



PRINTED: 08/10/2021

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
A. BUILDING:
FCL09234 B. WING 07/22/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2305 GLASCOCK STREET
ROSE HILL # 2
RALEIGH, NC 27610
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
C 346 | Continued From page 30 C 346

This Rule is not met as evidenced by:

Based on observations, record reviews, and
interviews, the facility failed to ensure
medications were administered in accordance
with infection control measures as evidenced by
staff not using gloves, washing hands, or using
sanitizer before and after checking a glucometer
with a test strip containing blood then
administering insulin for a resident (#1) at the
dining room table and then serving food for
resident consumption.

The findings are:

Observation on 07/21/21 at 11:55am revealed:
-The medication aide (MA) placed fingerstick
blood sugar (FSBS) supplies on dining room table
where residents were seated for lunch.

-The MA did not wash her hands or don gloves.
-The MA did not wipe Resident #1's finger with an
alcohol wipe.

-The MA pricked Resident #1's finger with a
disposable lancet and placed the lancet on the
table.

-The MA walked to the desk to retrieve gloves.
-The MA picked up the same disposable lancet
from the table and pricked Resident #1's finger
two additional times because of lack of blood.
-The MA donned gloves.

-The MA placed the FSBS testing strip in the
glucometer and placed the blood droplet onto the
tip of testing strip.

-The MA picked up a Novolog pen and
administered insulin into the abdomen of the
resident at the dining room table.

-The MA did not clean the injection site with
alcohol.

-The MA gathered supplies and removed them
from the dining room table.

-The MA removed gloves and did not wash or
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sanitize her hands.
-The MA went to the kitchen, picked up a plate,
and served Resident #1 her lunch.

Interview with the MA on 07/21/21 at 12:30pm
revealed:

-She was nervous having someone watch her.
-She did wash her hands before starting FSBS.
-She forgot to don her gloves when she did the
FSBS.

-She should have used a new lancet with each
finger stick.

-She knew to clean finger prior to FSBS check.
-She knew to clean the injection site with an
alcohol swab before administering insulin.

Interview with the Manager on 07/21/21 at
3:10pm revealed;

-The MA should wash her hands and don gloves
when performing FSBS and injections.

-The MA should clean the resident's finger with an
alcohol wipe prior to being pricked.

-The MA should only use a lancet once then
discard it.

-If a second and third prick were needed, a new
lancet should have been used.

-The MA should clean the injection site with an
alcohol wipe prior to insulin injection.

-All injections should be done in private.

Telephone interview with Administrator on
07/21/21 at 2:30pm revealed:

-The MA should have washed her hands and
donned gloves before and after performing
FSBS.

-The MA should have used alcohol wipes to clean
the finger prior to FSBS and the abdomen prior to
insulin injection.

-Insulin injections should never be given at the
dining room table.
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10ANCAC 13G .1006 Medication Storage

(b) All prescription and non-prescription
medications stored by the facility, including those
requiring refrigeration, shall be maintained in a
safe manner under locked security except when
under the immediate or direct physical
supervision of staff in charge of medication
administration.

This Rule is not met as evidenced by:

Based on observations and interviews, the facility
failed to ensure residents' medications was
maintained in a safe manner under locked
security.

The findings are:

Observation of the resident's medication on hand
on 07/21/21 at 11:19am revealed:

-The medication aide (MA) obtained two
containers from the staff bedroom.

-There was a small plastic container that had
multiple individual bubble packages of medication
that had been removed from the original
medication punch card.

-There was a bubble that had been torn from a
resident's medication punch card; the bubble was
labeled unused and contained two small white
oblong tablets and two one-half pink tablets.
-There was a second bubble that had been torn
from a resident's medication punch card; the
bubble was labeled unused and contained one
half of a small white oblong tablet.

-There was a third bubble that had been torn from
a resident's medication punch card; the bubble
was labeled unused and contained two round
white tablets.
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Observation of the residents' medication on hand
on 07/21/21 at 11:25am revealed:

-The MA returned the medication to the shelf in
the staff bedroom.

-The room was not locked and was accessible to
the residents.

Observation of the staff bedroom on 07/21/21 at
1:42pm revealed the resident's medication was
on the shelf; the room was unlocked.

Observation of the MA's staff room on 07/21/21 at
various times between 11:19am-4:00pm revealed
the door into the staff bedroom was open and
unlocked.

Interview with the medication aide (MA) on
07/21/21 at 5:35pm revealed:

-She removed the multi-dose packs for each
resident from the locked medication closet every
morning for the entire day and placed the
medications in a basket.

-She placed the basket on a shelf in the staff
bedroom.

-She did not want to unlock the medication closet
door multiple times during the day.

-She was aware that medications had to be
locked.

-She made a mistake.

Interview with the Manager on 07/21/21 at 3:10
pm revealed:

-The MA pulls the medications for the day every
morning from the locked medication closet.
-The medication was kept in a basket on a shelf
in the staff bedroom.

-The staff bedroom door was always closed.
-She did know the medications needed to be
locked.
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Interview with the Administrator on 07/21/21 at
6:57pm revealed:
-She was unaware that MA was removing
medications for the day from the locked
medication closet every morning and placing the
medications in a basket in the staff bedroom.
-All medications should be locked.
C 358 10ANCAC 13G .1006 (g) Medication Storage C 358

10A NCAC 13G .1006 Medication Storage

(g) Medications shall not be stored in a
refrigerator containing non-medications and
non-medication related items, except when
stored in a separate container. The container
shall be locked when storing medications unless
the refrigerator is locked or is located in a locked
medication area.

This Rule is not met as evidenced by:

Based on observations and interviews, the facility
failed to ensure medications, including insulins
that were stored inside the kitchen food
refrigerator were kept in a locked container.

The findings are:

Observation on 07/21/21 at 9:30am of the
refrigerator in the kitchen revealed:

-There were two boxes of Novolog injectable
pens.

-There were four boxes of Levemir injectable
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pens.
-Three boxes of the insulin pens were stored in
the butter tray on the refrigerator door.

-Three boxes of the insulin pens were placed in a
zip lock bag on the inside of the door.

-There was one gallon of milk.

-There were two heads of lettuce.

-There was one bag of carrots.

-There were four tomatoes.

-The refrigerator was accessible to the residents.

Interview with the medication aide (MA) on
07/21/21 at 9:30am revealed:

-Some of the non-medication items belonged to
the residents and some to the staff.

-The refrigerator in the kitchen was where all
refrigerated medications were kept.

-The unlocked medication box was to small to
hold the refrigerated medication.

Interview with the Manager on 07/21/21 at
3:10pm revealed:

-All the medications in the refrigerator were to be
locked.

-She was in the process of replacing the lockbox
in the refrigerator with a larger lockbox.

Interview with the Administrator on 07/21/21 at
2:30pm revealed:

-She knew that refrigerated medications were to
be locked in a separate box if stored with
non-medication in the same refrigerator.

-The Manager would be obtaining a larger
lockbox for the refrigerated medications.

10A NCAC 13G .1008 (b) Controlled Substances

10A NCAC 13G .1008 Controlled Substances

C 358

C 368
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(b) Controlled substances may be stored
together in a common location or container. If
Schedule Il medications are stored together in a
common location, the Schedule Il medications
shall be under double lock.

This Rule is not met as evidenced by:

Based on observations, record reviews, and
interviews the facility failed to ensure a schedule
Il controlled substance was stored under a double
lock for 1 of 1 sampled resident (#1).

The findings are:

Observation of the resident's medication on hand
on 07/21/21 at 11:19am revealed:

-The medication aide (MA) obtained two
containers from the staff bedroom.

-There was a small plastic container that had
multiple individual bubble packages of medication
that had been removed from the original
medication punch card.

-There was a bubble that had been torn from a
resident's medication punch card; the bubble was
labeled unused and contained two small white
oblong tablets and two one-half pink tablets.
-There was a second bubble that had been torn
from a resident's medication punch card; the
bubble was labeled unused and contained one
half of a small white oblong tablet.

-There was a third bubble that had been torn from
a resident's medication punch card; the bubble
was labeled unused and contained two round
white tablets.

Interview with the medication aide (MA) on
07/21/21 at 11:19am revealed:
-If the residents had individual punch cards for
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medication, she punched the medication into the
unused bubble packs.

-She did not label the unused bubble pack, but
she knew who the medication belonged too and
when to administer the medication.

Observation of the MA's staff room on 07/21/21 at
various times between 11:19am-4:00pm revealed
the door into the room was open and unlocked.

Review of Resident #1's current FL-2 dated
07/07/21 revealed:

-Diagnoses included hemiplegia and hemiparesis
secondary to cerebrovascular disease, diabetes
mellitus, hypertension, anxiety, and epilepsy.
-There was an order for Oxycodone HCL15mg (a
narcotic used to treat severe pain).

Observation of Resident #1's medication on hand
provided by the medication aide (MA) on 07/21/21
at 11:19am revealed:

-There was a small plastic container that had a
bubble that had been torn from a resident's
medication punch card.

-The bubble was labeled unused and contained
two small white oblong tablets and two one-half
pink tablets.

-The MA identified the white oblong tablets as
Resident #1's Oxycodone.

Second observation of Resident #1's medication
on hand on 07/21/21 at 2:52pm revealed:

-There were two medication punch cards in a
locked closet.

-The medication was in a black box that was not
locked.

-One of the punch cards was dispensed on
07/12/21 for 30 tablets of Oxycodone 15mg; there
were 30 of 30 tablets.

-The second punch card was dispensed on
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07/12/21 for 60 tablets of Oxycodone 15mg; there
were 43 of 60 tablets.

-There was one small oblong white tablet
remaining in the bubble labeled unused that had
been torn from a resident's medication punch
card.

Interview with the medication aide (MA) on
07/21/21 at 5:35pm revealed:

-She removed controlled medication from the
blister packs for each resident from the locked
medication closet every morning for the entire
day and placed the medication in a basket.
-She placed the basket on a shelf in the staff
bedroom.

-She did not want to unlock the medication closet
door multiple times during the day.

-She was aware that controlled medications had
to be double locked.

-She made a mistake.

Telephone interview with the pharmacist at the
facility's contracted pharmacy on 07/21/21 at
1:00pm revealed:

-All controlled medications should be double
locked.

-The controlled medications should not be
removed from the original packaging until the
time of administration.

Interview with the Manager on 07/21/21 at 3:10
pm revealed:

-She was unaware that controlled medications
were being pulled every morning for the day from
the locked medication closet.

-All controls need to be locked.

-She was unaware that the controlled medication
lockbox was broken.

-The staff should have informed her of the broken
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lockbox.
Interview with the Administrator on 07/21/21 at
6:57pm revealed:
-All narcotics should be double locked.
-She was unaware that MA was removing
medications for the day from the locked
medication closet every morning and placing
them in a basket in the staff bedroom.
-She did not know the narcotic lock box was
broken.
-The MA should have let the Manager know the
lockbox was broken.
-The narcotics should not be removed from the
lockbox until the time of administration.
C 612 10ANCAC 13G .1701 (c) Infection Prevention & | C 612

Control Program (temp)

10ANCAC 13G .1701 INFECTION
PREVENTION AND CONTROL PROGRAM

(c) When a communicable disease outbreak has
been identified at the facility or there is an
emerging infectious disease

threat, the facility shall ensure implementation of
the facility ' s IPCP, related policies and
procedures, and published

guidance issued by the CDC; however, if
guidance or directives specific to the
communicable disease outbreak or

emerging infectious disease threat have been
issued in writing by the NCDHHS or local health
department, the specific

guidance or directives shall be implemented by
the facility.
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This Rule is not met as evidenced by:

Based on observations and interviews, the facility
failed to ensure recommendations and guidance
by the Centers for Disease Control (CDC) and the
North Carolina Department of Health and Human
Services (NCDHHS) were implemented during
the global Coronavirus (COVID-19) pandemic as
related to COVID-19 screening of staff, visitors
and residents.

The findings are:

Review of the current CDC guideline for the
prevention and spread of the Coronavirus
Disease in long term care (LTC) facilities dated
03/29/21 revealed:

-All essential visitors should be screened for the
presence of fever and symptoms of the virus
when entering the building.

-A strong infection prevention and control
program is critical to protect both residents and
healthcare personnel.

Review of the NCDHHS guidelines for the
prevention and spread of the Coronavirus
Disease in LTC facilities dated 05/05/21 revealed:
-Recommended routine infection prevention
control (IPC) practices during the COVID-19
pandemic included screening anyone entering a
healthcare facility for signs and symptoms of
COVID-19.

-Establishing a process to ensure visitors entering
the facility are assessed for symptoms of
COVID-19.

-Screening for fever and symptoms should also
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be incorporated into daily assessments of all
admitted residents.

Observation of the front table on 07/21/21 at
8:40am revealed;

-There was a sign-in and sign-out book for the
residents and visitors.

-There was no thermometer or documentation log
at the front door for temperature checks.

-There was no questionnaire at the door for
visitors to complete.

Review of the temperature log revealed the last
documented temperature checks for residents
were on 11/23/20.

Interview with four residents on 07/21/21 between
8:55am-9:02am revealed:

-No one had checked their temperature at the
facility.

-It had been a very long time since anyone had
checked their temperature; they could not recall
the last time their temperature had been checked.
-No one asked screening questions about
symptoms of COVID-19.

Interview with the medication aide (MA) on
07/21/21 at 4:45pm revealed:

-She had not checked the resident's temperature
today.

-She did not recall the last time she had checked
the resident's temperature.

-She did not check the temperature of the
residents who returned from the day program
today.

-She forgot to check the surveyor's temperatures
upon entrance to the facility.

Interview with the Manager on 07/21/21 at
4:02pm revealed:
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-The residents had received the coronavirus
vaccine.

-All visitors should complete the questionnaire
and have a temperature reading obtained upon
entrance to the facility.

-All temperature readings were documented.
-The thermometer, temperature log, and
questionnaire were removed from the front
entrance in April 2021 when the facility was
painted.

-She did not know the residents were to be
screened daily.

-She knew residents returning from an outing
were to be screened.

-She knew visitors were to be screened.

Interview with the Administrator on 07/21/21 at
6:51pm revealed:

-All residents and staff were vaccinated.

-The staff was expected to take the temperature
and ask screening questions of all visitors.

-The visitor should wear a mask if not vaccinated.
-She thought the screening for residents was only
if the resident was sick.

-She had participated in a COVID-19 webinar in
May 2021, and she thought if all the residents
were vaccinated for COVID-19, temperatures
were only needed if a resident was symptomatic.

Telephone interview with a physical therapist with
the facility's contracted home health agency on
07/22/21 at 11:10am revealed she was not
screened for COVID-19 upon entry into the
facility.

Telephone interview with an occupational
therapist with the facility's contracted home health
agency on 07/22/21 at 12:16pm revealed she was
not screened for COVID-19 upon entry into the
facility.
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