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THE ADDISON OF DURHAM

D 000| Initial Comments D 000

The Adult Care Licensure Section conducted an
anual survey from November 8, 2021 to
November 10, 2021 onsite and an exit by
telephone November 12, 2021.

D 113 10A NCAC 13F .0311(d) Other Requirements D 113

10A NCAC 13F .0311 Other Requirements

(d) The hot water system shall be of such size to
provide an adequate supply of hot water to the
kitchen, bathrooms, laundry, housekeeping
closets and soil utility room. The hot water
temperature at all fixtures used by residents shall
be maintained at a minimum of 100 degrees F
(38 degrees C) and shall not exceed 116 degrees
F (46.7 degrees C). This rule applies to new and
existing facilities.

This Rule is not met as evidenced by:

Based on observations, record reviews and
interviews the facility failed to ensure hot water
temperatures at 4 of 6 sinks accessible to
residents (rooms C-3, C-5, C-7 and C-10) were
maintained between 100 degrees Fahrenheit (F)
and 116 degrees F.

The findings are:

Observations of the residents' bathrooms in the
Special Care Unit (SCU) on 11/09/21 between
7:15am and 7:22am revealed:

-At 7:15am, the hot water temperature at the
bathroom sink in resident room C-3 was 121
degrees F.

-At 7:16am, the hot water temperature at the
bathroom sink in resident room C-5 was 121
degrees F.
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-At 7:18am, the hot water temperature at the
bathroom sink in resident room C-7 was 120
degrees F.

-At 7:22am, the hot water temperature at the
bathroom sink in resident room C-10 was 118
degrees F.

Observation with the maintenance staff of
resident's bathrooms in the SCU on 11/19/21
between 9:31am and 9:35am revealed:

-At 9:31am the maintenance staff checked the
water temperature with the thermometer he used
to check water temperatures in the bathroom sink
in room C-3 and got a reading of 120 degrees F.
-At 9:30am the maintenance staff checked the
water temperature with the thermometer he used
to check water temperatures in the bathroom sink
in room C-5 and got a reading of 121 degrees F.
-At 9:32am the maintenance staff checked the
water temperature with the thermometer he used
to check water temperatures in the bathroom sink
in room C-7 and got a reading of 119 degrees F.
-At 9:35am the maintenance staff checked the
water temperature with the thermometer he used
to check water temperatures in the bathroom sink
in room C-10 and got a reading of 117 degrees F.

A calibration of the surveyor's and facility's
Maintenance Director thermometers conducted
using an ice water slurry on 11/09/21 at 9:55am
revealed:

-The surveyor's thermometer read 50 degrees F.
-The Maintenance Director's thermometer read
49 degrees F.

Interview with the resident residing in room C-5
on 11/09/21 at 11:10am revealed:

-She had not noticed the water being too hot.
-The resident had not burned herself with the hot
water.
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Based on observations, interviews, and record
reviews it was determined the resident in room
C-3 was not interviewable.

Based on observations, interviews, and record
reviews it was determined the resident in room
C-7 was not interviewable.

Based on observations, interviews, and record
reviews it was determined the resident in room
C-10 was not interviewable.

Review of the water temperature logbook on
11/09/21 revealed:

-There was documentation of weekly water
temperatures from 09/04/21 to 10/23/21

-Hot water temperatures were taken in rooms
C-12, C-16 and C-18 in the SCU on 09/17/21 with
a reading of 112 degrees F in each room.

-The hot water temperatures were checked once
in the SCU since 09/17/21.

Interview with a personal care aide (PCA) on
11/09/21 at 11:35am revealed:

-She worked in the SCU most of the time.
-She had not noticed the water being too hot.
-She had not noticed any redness, scalding or
burns on the residents from use of hot water.

Interview with a medication aide (MA) on 11/09/21
at 11:40am revealed:

-No resident had complained about hot water
temperatures.

-She had not noticed the water being too hot.
-She had not noticed any redness, scalding or
burns on the residents from use of hot water.

Interview with the Maintenance Director on
11/09/21 at 9:13am and 12:30pm revealed:
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-He had been employed about 4 months.

-There are different boilers for different parts of
the building.

-The water heaters and the circulating pumps had
been serviced since he was hired.

-The facility had some circulating pumps repaired
and others replaced about one month ago.

-He had turned the water down in increments to
attempt to adjust the water temperature.

-The water was cooler in the morning.

-The water temperature was to be between 110 to
111 degrees F.

-He checks water temperatures weekly, rotating
the area of the building that water temperatures
are checked.

-Water temperatures are documented in the
water temperature logbook.

-He had called a plumber today, 11/09/21, to
come and assess the hot water temperature.

Interview with the Maintenance Director on
11/10/21 at 9:10am revealed:

-The plumber came by on 11/10/21 in the am.
-The plumber adjusted the hot water
temperatures because they were too high.

-The water temperatures are within normal range.
-The Maintenance Director had been an
apartment manager about four years prior to
accepting this job.

-The Maintenance Director thought the hot water
temperatures could be as high as 120 degrees F
because that was the limit for hot water
temperatures in the apartments.

Interview with the Administrator on 11/09/21 at
9:14am revealed:

-She was not familiar with the parameters for the
hot water temperatures.

-She had not had any complaints for the residents
or the staff about the hot water temperatures.
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-The Mantenance Director was responsible for
monitoring the hot water temperatures and
ensuring they were within the proper parameters.

Observation of the nurse's station, hallways and
residents' rooms on 11/09/21 at 11:20am
revealed signs alerting residents and staff of
elevated hot water signs were posted.

Recheck of the hot water temperatures in
residents' bathroom on 11/09/21 from 5:09pm to
5:13pm revealed:

-At 5:09pm, the hot water temperature at the
bathroom sink in resident room C-3 was 110
degrees F.

-At 5:07pm, the hot water temperature at the
bathroom sink in resident room C-5 was 110
degrees F.

-At 5:11pm, the hot water temperature at the
bathroom sink in resident room C-7 was 109
degrees F.

-At 5:13pm, the hot water temperature at the
bathroom sink in resident room C-10 was 109
degrees F.

D 270 10A NCAC 13F .0901(b) Personal Care and D 270
Supervision

10A NCAC 13F .0901 Personal Care and
Supervision

(b) Staff shall provide supervision of residents in
accordance with each resident's assessed needs,
care plan and current symptoms.

This Rule is not met as evidenced by:
Based on observation, interviews and record
review, the facility failed to provide supervision for
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1 of 4 residents sampled who had fallen which
resulted in a fracture to her right arm (#4).

The findings are:

Review of Resident #4's current FL2 dated
06/29/21 revealed:

-Diagnoses included fracture of left femur,
vascular dementia without behavior disturbances,
anemia, hypertension, hypothyroidism,
hyperlipidemia, unspecified convulsions and
history of melanoma.

-There was no documentation of ambulatory
status, functional limitations with sight or hearing,
bladder and bowel control or need of personal
care assistance.

Review of Resident #4's FL2 dated 6/28/2021
revealed:

-Resident #4 was constantly disorientated.
-Resident #4 was incontinent of bowel and
bladder.

-Resident #4 verbally communicated her needs.
-Resident #4 needed assistance with bathing and
dressing.

-The section for ambulatory status was blank and
there was no indication of an assistive device.

Review of Resident #4's Resident Register dated
06/29/21 revealed an admission date of 06/30/21.

Review of Resident #4's care plan revealed:
-There was no assessment date on page one of
the care plan.

-Resident #4 was non-ambulatory and required a
wheelchair.

-Resident #4 was incontinent of bowels and
bladder.

-Resident #4 was always disoriented.

-Resident #4 had significant loss of memory.
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-Resident #4's vision and hearing were adequate
for daily activities.

-Resident #4 communicated verbally.

-Resident #4 required supervision for bathing,
extensive assistance for toileting, bathing,
dressing and grooming.

-Resident #4 required limited assistance with
transfers and extensive assistance with
ambulation/locomotion with the use of a
wheelchair.

Observation of Resident #4 on 11/09/21 at
8:15am revealed:

-She was seated in a wheelchair in the living
room.

-There was no cast on her right arm.

Review of Resident #4's incident report
completed by the medication aide (MA) on
09/08/21 revealed:

-Resident #4 was found lying on her right side of
the bedroom floor on 09/08/21 at 4:35am.
-Resident #4 was found on the floor while making
rounds.

-Resident #4 had an unwitnessed fall.

-Resident #4 was not wearing shoes at the time
of the fall.

-Resident #4's physical assessment observed to
have a swollen, discolored wrist.

-Resident $4's Primary Care Provider (PCP) was
notified on 09/08/21 at 5:15am.

-Emergency Medical Services (EMS) was notified
on 09/08/21 immediately.

-Resident #4's family was notified by phone on
09/08/21 at 5:35am.

Review of Resident #4's progress note dated
09/08/21 revealed:

-Resident #4 complained of extreme pain to her
right wrist at 7:30am.
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-Resident #4's right wrist was swollen and
bruised.

-EMS was contacted and resident was
transported to the Emergency Department (ED).

Review of Resident #4's progress note dated
09/08/21 revealed Resident #4 returned to the
facility with a cast to her right arm/wrist.

Review of Resident #4's record on 09/10/21
revealed:

-There was no emergency room report from her
visit on 09/08/21.

-There were no follow up visit reports with the
Orthopedic Doctor.

-There was an appointment scheduled with the
Orthopedic Doctor on 09/28/21.

Interview with the Special Care Director (SCD) on
11/10/21 at 8:05am revealed:

-Resident #4 had an unwitnessed fall in her room.
-The third shift staff found her on the floor and
called EMS.

-Resident #4 had her cast removed on 09/28/21
at the doctor's office.

Interview with the Health and Wellness Director
(HWD) on 11/10/21 at 5:13pm revealed:

-An online incident report would be completed
when a resident falls.

-Once the incident report was completed the
HWD and the Administrator would get notification
of the report.

Interview with the Administration on 11/10/21 at
11:34am revealed:

-She was not sure what happened to Resident #4
when she broke her arm.

-She did not know why the incident report stated
that third shift called EMS

Division of Health Service Regulation
STATE FORM 6899 YFZV11 If continuation sheet 8 of 59



PRINTED: 12/07/2021

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:
HAL032133 B. WING 11/12/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4713 GARRETT ROAD
THE ADDISON OF DURHAM
DURHAM, NC 27707
(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)

D 270 | Continued From page 8 D 270

-She knew Resident #4 returned from the ED with
as soft splint and her family took her to have a
hard cast placed about a week later.

Attempted telephone interview with EMS
personnel on 11/12/21 at 11:15am was
unsuccessful.

Telephone interview with the former SCD on
11/12/21 at 10:55am revealed:

-Her work schedule was Monday through Friday,
8:00am - 5:00pm.

-She was the manager of the SCU.

-She was responsible for the day to day
operations in SCU.

-She worked first shift on 09/08/21.

-She came in to work between 7:00am and
8:00am.

-She was made aware of Resident #4's fall by
third shift personnel when she arrived to work on
the morning of 09/08/21.

-Third shift staff reported that they did not see any
injuries immediately after the fall.

-Resident #4 complained of pain to her right wrist
with bruising noted during first shift rounds on
09/08/21.

-EMS was notified around 7:30am and Resident
#4 was transferred to the ED of the local hospital.
-EMS had not been notified prior to the MA
notifying them around 7:30am.

-Resident was sent to ED on 09/08/21 during first
shift.

Telephone interview with a former personal care
aide (PCA)/MA on 11/12/21 at 2:21pm revealed:
-She worked third shift on 09/07/21.

-She was the only staff who worked third shift in
the SCU on 09/07/21.

-She worked third shift in SCU the morning
Resident #4 was found on the floor.

Division of Health Service Regulation
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-She found Resident #4 lying on the floor around
4:30am on 09/08/21.

-She summoned the MA from the Assisted Living
(AL) to assist her in the assessment and getting
Resident #4 off the floor.

-The MA from the AL was training the PCA/MA in
the SCU.

-The MA from the AL assisted the PCA/MA in
completing the incident report.

-Resident #4 did not complain during the
assessment.

-EMS was not notified on third shift.

-She thought Resident #4 could get out of bed by
herself.

-The nurse was called and since there was no
injury there was no need to call EMS.

Interview with the SCD on 11/12/21 at 1:47am
revealed:

-He started as the SCD on Monday, 11/08/21.
-He worked as a second shift MA prior to
becoming the SCD.

-He worked second shift the day Resident #4 fell,
09/08/21.

-He received her back into the facility from the
ED.

-Resident #4 returned with a soft splint on her
right wrist.

-Resident #4 did not have a fall mat in place.
-Resident #4 did not have a bed/chair alarm in
place.

-Rounds should be made every hour in the SCU.
-Rounds should be made every 15-30 minutes on
a resident who has fallen.

-There was no document that rounds are made.

Telephone interview with the nurse from the
orthopedic clinic on 11/12/21 at 2:42pm revealed:
-Resident #4 was being followed due to her wrist
fracture.

Division of Health Service Regulation
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-She was seen in the clinic by a Physician's
Assistant (PA) on 10/26/21 to have her cast
removed.

Telephone interview with a MA on 11/12/21 at
2:51am revealed:

-She worked third shift on 09/07/21.

-She was the MA in the AL.

-The PCA/MA in the SCU came and got me when
she found Resident #4 on the floor.

-We assisted Resident off the floor and back to
bed.

-Resident #4 was not complaining of any pain at
the time we assisted her back to bed.

-EMS was not called on third shift.

Interview with Resident #4's family member on
11/12/21 at 8:28am revealed:

-She was fearful Resident #4 would fall again.
-She fell trying to get out of bed and go to the
bathroom.

-She did not know how long Resident #4 was on
the floor before a staff member found her.

-She was taken to the ED around 8:00am on
09/08/21.

-They placed a soft splint on her right wrist
because it was fractured.

-The cast was removed about two weeks ago.
-Resident #4's bed had been lowered.

-She did not have a fall mat by her bed or a bed
alarm on her bed.

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

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.
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This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to ensure referral and follow-up for 2
of 2 sampled residents (#2, #4) including
follow-up for a psychiatry referral (#2) and an
occupational therapy referral (#4).

The findings are:

1. Review of Resident #2's current FL2 dated
07/20/21 revealed diagnoses included dementia,
major depression disorder, hypertension,
hyperlipidemia, coronary artery disease, seizures,
traumatic subdural hemorrhage and diabetes.

a. Review of Resident #2's physician orders
dated 09/01/21 revealed there was a referral for
psychiatry.

Interview with Resident #2 on 11/10/21 at
10:00am revealed she could not remember if she
had seen the psychiatrist.

Interview with the Special Care Director (SCD) on
11/10/21 at 2:10pm revealed:

-He was not aware of a psychiatry referral for
Resident #2.

-The Health and Wellness director (HWD) would
handle all referrals.

Interview with the Health and Wellness Director
(HWD) on 11/10/21 at 5:13pm revealed:

-The Primary Care Provider (PCP) from the
contracted doctor's agency would make the
referral within the contracted doctor's agency.
-The contracted doctor's agency would contact
the family to inform them of the ordered referral.
-If the family agreed with the referral, then the
referral would be scheduled.

-Once the referral visit was made, the facility
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would receive documentation of the visit and any
orders.

-There was no follow within the facility to see that
referrals were made.

-The facility needed follow-up to ensure all
referrals were done timely.

Telephone interview with the Administrator on
11/10/21 on 6:16pm revealed:

-The HWD was responsible for referral and follow
up.

-The HWD would notify the family of the referral.
-The family would be responsible for making the
appointment and transportation.

-If the HWD was not available, the Administrator
would be responsible for referral and follow-up.

2. Review of Resident #4's current FL2 dated
06/29/21 revealed:

-Diagnoses included fracture of left femur,
vascular dementia without behavior disturbances,
anemia, hypertension, hypothyroidism,
hyperlipidemia, unspecified convulsions and
history of melanoma.

-There was no documentation of ambulatory
status, functional limitations with sight or hearing,
bladder and bowel control or need of personal
care assistance.

Review of Resident #4's incident report
completed by the medication aide (MA) on
09/08/21 revealed:

-Resident #4 was found lying on her right side of
the bedroom floor on 09/08/21 at 4:35am.
-Resident #4 was found on the floor while making
rounds.

-Resident #4 had an unwitnessed fall.

Review of Resident #4's progress note charted at
11:00am dated 09/08/21 revealed:
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-Resident #4 complained of extreme pain to her
right wrist at 7:30am.

-Resident #4's right wrist was swollen and
bruised.

-Emergency Medical Services (EMS) was
contacted and resident was transported to the
Emergency Department (ED).

Review of Resident #4's progress note charted at
10:49pm on 09/08/21 revealed Resident #4
returned to the facility with a cast to her right
arm/wrist.

Review of Resident #4's record on 11/109/21
revealed:

-There was no documentation of follow-up visits
with orthopedic.

-There were no orthopedic visit notes to review.

Telephone interview with the nurse from the
orthopedic clinic on 11/12/21 at 2:42pm.
-Resident #4 was being followed due to her wrist
fracture.

-Resident #4 was seen in the clinic by a
Physician's Assistant (PA) on 10/26/21 to have
her cast removed

-Resident #4 had a referral for occupational
therapy (OT).

-The OT referral was sent to the facility with
Resident #4.

-Resident #4 was seen by the orthopedic doctor
on 09/28/21 but that was regarding a previous hip
fracture.

Telephone interview with the contracted facility's
home health agency on 11/12/21 at 3:32pm
revealed:

-All orders are faxed from the facility.

-The facility staff would usually call to ensure the
order was received.
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-The contracted facility's home health agency had
not received an OT order for Resident #4.

Interview with Special Care Director (SCD) on
11/10/21 at 2:10am revealed:

-The referrals were handled by the Primary Care
Provider (PCP) or the Health and Wellness
Director (HWD).

-He did not know that Resident #2 had a referral
for OT.

Interview with the Resident Care Coordinator
(RCC) on 11/10/21 at 4:00pm revealed the HWD
followed up on referrals.

Interview with the HWD on 11/10/21 at 5:13pm
revealed:

-The facility would contact the family to inform
them of the referral.

-If the family agreed with the referral, then the
referral would be faxed to the Home Health
Agency.

-Once the referral visit was made, the facility
would receive documentation of the visit.
-There was no follow up within the facility to see
that referrals were made.

-The facility needed follow-up to ensure all
referrals were done timely.

Telephone interview with the Administrator on
11/10/21 on 6:16pm revealed:

-The HWD was responsible for referral and follow
up.

-The HWD would notify the family of the referral.
-The family would be responsible for making the
appointment and transportation.

D 276| 10A NCAC 13F .0902(c)(3-4) Health Care D 276
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10A NCAC 13F .0902 Health Care

(c) The facility shall assure documentation of the
following in the resident's record:

(3) written procedures, treatments or orders from
a physician or other licensed health professional;
and

(4) implementation of procedures, treatments or
orders specified in Subparagraph (c)(3) of this
Rule.

This Rule is not met as evidenced by:

Based on observations, interviews and record
reviews, the facility failed to ensure physician
orders were implemented for 1 of 5 (#1) sampled
residents regarding physician orders for
thrombo-embolus deterrent (TED) hose.

The findings are:

Review of Resident #1's current FL-2 dated
01/26/21 revealed diagnoses included coronary
artery disease, aortic stenosis and carotid
stenosis.

Review of Resident #1's physician orders dated
02/18/21 revealed there was an order to apply
TED hose every morning and remove every
evening.

Review of Resident #1's September 2021
electronic medication administration record
(eMAR) revealed:

-There was an entry for TED hose scheduled to
be applied daily in the morning at 8:00am and
remove daily in the evening at 8:00pm.

-There was documentation TED hose were
applied and removed daily.

Review of Resident #1's October 2021 eMAR
revealed:
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-There was an entry for TED hose scheduled to
be applied daily in the morning at 8:00am and
remove daily in the evening at 8:00pm.

-There was documentation TED hose were
applied and removed daily.

Review of Resident #1's November 2021 eMAR
revealed:

-There was an entry for TED hose scheduled to
be applied daily in the morning at 8:00am and
remove daily in the evening at 8:00pm.

-There was documentation TED hose were
applied and removed daily.

Observation of Resident #1 on 11/08/21 from
7:59am to 4:53pm revealed her TED hose were
not applied.

Observation of Resident #1 on 11/09/21 at
10:32am revealed her TED hose were not
applied; she did not have them on.

Observation of Resident #1 on 11/10/21 at
1:00pm revealed her TED hose were not applied.

Telephone interview with Resident #1's family
member on 11/09/21 at 10:56am revealed he was
not aware Resident #1 was ordered TED hose,
but it did make since to him because she had
swelling in her legs in the past.

Interview with the medication aide (MA) in the
Special Care Unit (SCU) on 11/09/21 at 12:34pm
revealed none of the residents in the SCU had
orders for TED hose; if a resident did have an
order for TED hose the MAs were responsible for
applying them and documenting on the eMAR.

Interview with the SCU Manager on 11/10/21 at
2:35pm revealed:
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-The MAs were responsible for applying TED
hose on the residents and for removal.

-Refusals should be documented on the eMAR.
-If the MA could not find the TED hose, they
should let him, or the Resident Care Coordinator
(RCC) know they could not be found.

-The evening MA should document when the TED
hose were not on the resident to be removed.

-He was not aware Resident #1's TED hose were
not being applied.

Interview with the RCC on 11/10/21 at 4:36pm
revealed:

-The MAs were responsible for applying and
removing TED hose.

-If the resident refused let the MA apply the TED
hose then the MA should try again and if the
resident still refused to let the MA apply them then
the MA would document the refusal on the eMAR.
-If the TED hose were removed by the resident
during the day then the MA should document that
on the eMAR as well.

-The SCU manager was supposed to monitor the
residents to ensure the TED hose had been
applied.

-She was not aware the resident's TED hose
were not being applied.

Interview with the Director of Health and Wellness
(DHW) on 11/10/21 at 5:36pm revealed:

-The MAs were supposed to apply and remove
the residents TED hose.

-The RCC and the SCU manager were supposed
to monitor the residents at least three times a
week to ensure the resident's TED hose were
applied.

Interview with the Administrator on 11/10/21 at
6:25pm revealed:
-TED hose and compression socks should be
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applied and removed as ordered.

-Refusals to let the MA apply TED hose and
compression socks should have been
documented on the eMAR by the MAs.

-She expected the PCP's orders to be followed;
compression socks and TED hose were ordered
for a reason.

-The SCU manager should be monitoring the
residents to make sure the TED hose and the
compression socks were applied.

-Resident refusals and removals of TED hose
and compression socks should be documented
on the eMAR.

Attempted telephone interview with Resident #1's
primary care provider (PCP) on 11/10/21 at
10:28am was unsuccessful.

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

Based on observations, interviews, and record
reviews, the facility failed to administer
medications as ordered for 2 of 3 residents (#2,
#4) observed during the morning medication pass
including errors with the administration of an
insulin, an anti-depressant, a laxative and a
powder for yeast (#2); omission of a blood
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pressure medication (#4) and for 2 of 5 residents
sampled for record review including errors with
administration of an insulin based on finger stick
blood sugar readings (#2) and an ointment for
skin irritations, a laxative and an as needed
laxative (#5).

The findings are:

1. The medication error rate was 12.5% as
evidenced by the observation of 5 errors out of 40
opportunities during the 8:00am/9:00am
medication passes on 11/09/21.

a. Review of Resident #2's current FL2 dated
07/20/21 revealed diagnoses included dementia,
major depression disorder, hypertension,
hyperlipidemia, coronary artery disease, seizures,
traumatic subdural hemorrhage and diabetes.

1. Review of Resident #2's current FL2 dated
07/20/21 revealed there was an order for
paroxetine 40mg (used for depression) daily.

Review of a discharge summary dated 08/19/21
revealed:

-There was an order for paroxetine 40mg, take %2
tablet (20mg) daily for three days the discontinue
on 08/22/21.

-The first dose had been administered in the
hospital on 08/19/21 at 9:05am.

Review of the physician's order dated 09/01/21
revealed there was an order for paroxetine 10mg
daily.

Review of the physician's order dated 10/19/21
revealed there was an order for paroxetine 20mg
daily.
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Observation of the 8:00am medication pass on
11/09/21 at 8:25am revealed:

-The medication aide (MA) prepared 11 oral
medications; paroxetine 40mg being one of them.
-She administered Resident #4's 11 oral
medications with a cup of water in the resident's
room.

-She documented administration of all
medications including paroxetine 20mg.

Observation of Resident #2's medication on hand
on 11/09/21 at 10:45am revealed:

-The blister pack containing paroxetine 40mg was
grouped with the other 10 oral medications.

-The blister pack containing paroxetine 40mg was
dispensed on 7/19/21 with 11 tablets remaining of
22 tablets dispensed.

Review of Resident #2's electronic medication
administration record (eMAR) for November 2021
revealed:

-There was an entry for paroxetine 20mg daily at
8:00am.

-There was documentation that the paroxetine
20mg was administered at 8:00am.

Telephone interview with a pharmacy technician
at the facility's contracted pharmacy on 11/10/21
at 9:45am revealed:

-There was a current order for paroxetine 20mg
daily.

-The pharmacy dispensed 30 tablets of
paroxetine 20mg on 11/02/21.

-The pharmacy dispensed 17 tablets of
paroxetine 20mg on 10/20/21.

-The pharmacy dispensed 30 tablets of
paroxetine 10mg on 09/29/21.

-The pharmacy dispensed 30 tablets of
paroxetine 10mg on 09/01/21.

-The pharmacy dispensed 3 tablets on paroxetine
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20mg on 08/19/21.
-The pharmacy dispensed 30 tablets of
paroxetine 40mg on 07/27/21.

Telephone interview with the pharmacist at the
facility's contracted pharmacy on 11/10/21 at
9:55am revealed:

-Paroxetine was used to treat depression or
anxiety.

-Multiple missed doses could increase behaviors
and withdrawal.

Telephone interview with the Primary Care
Provider (PCP) on 11/10/21 at 10:15am revealed:
-Paroxetine was used as an anti-depressant.
-Resident #2 was currently on 20mg of
paroxetine.

-The facility had notified him that paroxetine
40mg was administered on the morning of
11/09/21.

-Administration of too much paroxetine can cause
a decrease in sodium.

-Upon discharge from the hospital, paroxetine
40mg was discontinue on 08/22/21.

-She had restarted paroxetine 10mg the first
week of September 2021.

-Paroxetine had been increased to paroxetine
20mg about mid-October 2021.

Interview with a MA on 11/09/21 at 11:40am
revealed:

-She was not paying attention when she
administered paroxetine 40mg instead of what
was ordered.

-Discontinued medications should not be on the
medication cart.

-Discontinued medications should be removed
from the medication cart and returned to the
pharmacy.

Division of Health Service Regulation
STATE FORM 6899 YFZV11 If continuation sheet 22 of 59



PRINTED: 12/07/2021

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:
HAL032133 B. WING 11/12/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4713 GARRETT ROAD
THE ADDISON OF DURHAM
DURHAM, NC 27707
(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)

D 358 | Continued From page 22 D 358

Refer to interview with a MA on 11/09/21 at
11:40am.

Refer to interview with Health and Wellness
Director on 11/10/21 at 5:44pm.

Refer to interview with the Administrator on
11/10/21 at 6:53pm.

2. Review of Resident #2's physician orders
signed 11/02/21 revealed there was an order for
Toujeo SoloStar (used to control elevated blood
sugar) Subcutaneous Solution Pen-injector 300
unit/ml inject 22 units daily.

Observation of the 8:00am medication pass on
11/09/21 at 8:25am revealed the medication aide
did not administer Toujeo SoloStar Subcutaneous
Solution Pen-injector 300 unit/ml inject 22 units
daily.

Review of Resident #2's electronic medication
administration record (eMAR) for November 2021
revealed:

-There was an entry for Toujeo SoloStar 22 units
daily at 8:00am.

-There was no documentation that Toujeo
SoloStar 22 units was administered at 8:00am.

Observation of Resident #2's medication on hand
on 11/09/21 at 10:45am revealed:

-There was a Toujeo SoloStar pen-injector in the
top drawer of the medication cart.

-The Toujeo SoloStar pen-injector was labeled
with Resident #2's name.

-The Toujeo SoloStar pen-injector had 100unit/ml
remaining in the pen.

Telephone interview with a pharmacy technician
at the facility's contracted pharmacy on 11/10/21
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at 9:45am revealed:

-There was a current order for Toujeo Solostar
injection pen.

-The pharmacy dispensed a 56-day supply on
09/16/21.

-The pharmacy dispensed a 56-day supply on
07/27/21.

Telephone interview with the pharmacist at the
facility's contracted pharmacy on 11/10/21 at
9:55am revealed:

-Toujeo Solostar is a long acting insulin.
-Omission of Toujeo Solostar could cause an
increase in the resident's blood sugar.

Telephone interview with the Primary Care
Provider (PCP) on 11/10/21 at 10:15am revealed:
-Toujeo Solostar is a long acting insulin used to
control blood sugar.

-The resident's blood sugar could increase
without daily administration.

Refer to interview with a medication aide (MA) on
11/09/21 at 11:40am.

Refer to interview with Health and Wellness
Director on 11/10/21 at 5:44pm.

Refer to interview with the Administrator on
11/10/21 at 6:53pm.

3. Review of Resident #2's physician order dated
11/02/21 revealed there was an order for
polyethylene glycol 3350 (used as a laxative) oral
powder 17gm/scoop.

Observation of the 8:00am medication pass on
11/09/21 at 8:25am revealed the medication aide
did not administer Polyethylene glycol 17gms.
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Review of Resident #2's electronic medication
administration record MAR) for November 2021
revealed:

-There was an entry for polyethylene glycol
17gms in 8 ounces of fluid daily at 8:00am.
-There was no documentation that polyethylene
glycol 17gms was administered at 8:00am.

Observation of Resident #2's medication on hand
on 11/09/21 at 10:45am revealed:

-There was a bottle of polyethylene glycol 238
grams in the bottom drawer of the medication
cart.

-The bottle was labeled with Resident #2's name.
-The bottle of polyethylene glycol was about a
third full.

Telephone interview with a pharmacy technician
at the facility's contracted pharmacy on 11/10/21
at 9:45am revealed:

-There was a current order for polyethylene glycol
17gm daily.

-The pharmacy dispensed 1 bottle (238gms) on
08/11/21.

Telephone interview with the pharmacist at the
facility's contracted pharmacy on 11/10/21 at
9:55am revealed;

-Polyethylene glycol was used for constipation.
-He was not concerned with missing one dose but
missing multiple doses could increase
constipation.

Telephone interview with the Primary Care
Provider (PCP) on 11/10/21 at 10:15am revealed:
-Polyethylene glycol was used for constipation.
-The resident should not have problems with
constipation with missing one dose.

Refer to interview with a medication aide (MA) on
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11/09/21 at 11:40am.

Refer to interview with Health and Wellness
Director on 11/10/21 at 5:44pm.

Refer to interview with the Administrator on
11/10/21 at 6:53pm.

4. Review of Resident #2's physician order dated
11/02/21 revealed there was an order for Nystop
external powder 100000 unit/gm (used to treat
skin irritations).

Observation of the 8:00am medication pass on
11/09/21 at 8:25am revealed the medication aide
did not administer Nystop external powder.

Review of Resident #2's electronic medication
administration record (eMAR) for November 2021
revealed:

-There was an entry Nystop external powder
100000 unit/gm topically to stomach and breast
folds at 8:00am.

-There was no documentation that Nystop
external powder was administered at 8:00am.

Observation of Resident #2's medication on hand
on 11/09/21 at 10:45am revealed:

-There was a bottle of Nystop External Powder
located in the top drawer of the medication cart.
-The bottle of Nystop External Powder had a
pharmacy label with Resident #2's name.

-The bottle of Nystop External Powder was
dispensed on 07/27/21.

Telephone interview with a pharmacy technician
at the facility's contracted pharmacy on 11/10/21
at 9:45am revealed:

-There was a current order for Nystop powder
daily.
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-The pharmacy dispensed 1 30gm bottle on
07/27/21.

Telephone interview with the pharmacist at the
facility's contracted pharmacy on 11/10/21 at
9:55am revealed:

-Nystop Powder was used to treat yeast of the
skin.

-The areas of the skin could worsen if Nystop
powder was not used as ordered.

Telephone interview with the Primary Care
Provider (PCP) on 11/10/21 at 10:15am revealed:
-Nystop Powder was used to treat yeast
infections.

-If the yeast infections were not treated daily it
may cause some discomfort to the resident.

Refer to interview with a medication aide (MA) on
11/09/21 at 11:40am.

Refer to interview with Health and Wellness
Director on 11/10/21 at 5:44pm.

Refer to interview with the Administrator on
11/10/21 at 6:53pm.

B. Review of Resident #4's current FL2 dated
06/29/21 revealed diagnoses included fracture
left femur, vascular dementia without behavioral
disturbance, anemia, hypertension,
hypothyroidism, hyperlipidemia, unspecified
convulsions, history of melanoma.

Review of Resident #4's physician orders dated
10/26/21 revealed there was an order for
amlodipine besylate 10mg (used to treat elevated
blood pressure) daily.

Observation of the 8:00am medication pass on
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11/09/21 at 7:40am revealed:

-The medication aide (MA) prepared 10 oral
medications; amlodipine besylate 10mg was not
included.

-She administered Resident #4's 10 oral
medications with a cup of water in the resident's
room.

-She documented administration of all
medications including amlodipine besylate 10mg.

Review of Resident #4's November 2021
electronic medication administration record
(eMAR) revealed:

-There was an entry for amlodipine besylate
10mg one tablet daily scheduled for
administration at 8:00am.

-There was documentation amlodipine besylate
10mg was administered on 11/09/21 at 8:00 am.

Observation of Resident #4's medication on hand
on 11/19/21 at

-The blister pack containing amlodipine besylate
10mg was grouped with the other 10 oral
medications.

-The blister pack containing amlodipine besylate
10mg was dispensed on 11/04/21 with 26 tablets
remaining of 30 tablets dispensed.

Telephone interview with a pharmacy technician
at the facility's contracted pharmacy on 11/10/21
at 9:45am revealed:

-There was an order for amlodipine besylate
10mg daily.

-The pharmacy dispensed 30 tablets on 08/13/21.
-The pharmacy dispensed 30 tablets on 11/04/21.
-The facility started cycle fill about one month
ago.

-Prior to cycle fill, they called the pharmacy when
medication was needed.
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Telephone interview with the Pharmacist at the
facility's contracted pharmacy on 11/10/21 at
9:55am revealed:

-Amlodipine besylate was used to treat
hypertension.

-If one dose was missed, he would not be
concerned but if more than one was missed the
resident could have issues with elevated blood
pressure.

Refer to interview with a medication aide (MA) on
11/09/21 at 11:40am.

Refer to interview with Health and Wellness
Director on 11/10/21 at 5:44pm.

Refer to interview with the Administrator on
11/10/21 at 6:53pm.

Interview with a medication aide (MA) on 11/09/21
at 11:40am revealed:

-Today, 11/09/21, was her second day
administering medications in the Speical Care
Unit (SCU).

-She was hired on 11/02/21 an was orientated to
the medication cart on 11/03/21.

-The Resident Care Coordinator (RCC) worked
with her about an hour before being called away.
-She had never worked with the electronic
medication administration record (eMAR)
documentation system.

-She was nervous because she was being
observed during medication pass.

-The medication cart was disorganized.

-There were four drawers of medications to
search through to attempt to find the medication.
-She was getting frustrated because she could
not find the medications she needed to
administer.

-She was not paying attention as she should.
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-Discontinued medications should not be on the
medication cart.

-Discontinued medications should be removed
from the medication cart and returned to the
pharmacy.

Interview with the Health and Wellness Director
(HWD) on 11/09/21 at 12:35pm revealed:

-All discontinued medications were to be pulled
from the medication cart immediately upon being
discontinued.

-There was no reason to administration of
medications were omitted since all the
medications were on the eMAR.

-The MAs had to be more careful when
administering medications to ensure they have
the correct medication.

-She expected the MAs to follow the doctor
orders.

Interview with the Administrator on 11/10/21 at
6:53pm revealed:

-When discontinued medication were left on the
cart it would increase chances of a medication
error.

-All discontinued medications should be removed
from the medication cart immediately.

-All medications should be administered as
ordered.

-The MAs should give medications as they were
taught.

-All residents have to the right to have their
medications administered as ordered.

-Some MAs may need to go through medication
administration training again.

2. Review of Resident #2's current FL2 dated
07/20/21 revealed diagnoses included dementia,
major depressive disorder, hypertension,
hyperlipidemia, coronary artery disease, seizures,
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traumatic subdural hemorrhage, diabetes.

Review of Resident #2's current FL2 dated
07/20/21 revealed:

-There was an order for Humulin R 100u/ml (used
to control manage blood sugar) 10units
subcutaneously before meals if blood glucose is
greater than 150.

-There was an order to check fingerstick blood
sugar (FSBS) three times a day before meals.

Review of Resident #2's September 2021
electronic medication administration record
(eMAR) revealed:

-There was an entry for Humulin R 100unit/ml
inject 10 units subcutaneously before meals if
blood glucose is greater than 150.

-There was an entry for FSBS checks three times
a day at 7:30am, 11:30am and 4:30pm.

-On 09/12/21 at 11:30am, there was
documentation of a blood sugar reading of 150
and 10 units of insulin was documented as
administered.

-On 09/13/21 at 7:30am, there was
documentation of a blood sugar reading of 150
and 10 units of insulin was documented as
administered.

-On 09/13/21 at 11:30am, there was
documentation of a blood sugar reading of 149
and 10 units of insulin was documented as
administered.

-On 09/15/21 at 11:30am, there was
documentation of a blood sugar reading of 187
and 0 units of insulin was documented as
administered.

-On 09/17/21 at 11:30am, there was
documentation of a blood sugar reading of 150
and 10 units of insulin was documented as
administered.

-On 09/23/21 at 11:30am, there was
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documentation of a blood sugar reading of 145
and 10 units of insulin was documented

as administered.

-On 09/23/21 at 4:30pm, there was
documentation of a blood sugar reading of 150
and 10 units of insulin was documented as
administered

-On 09/25/21 at 7:30am, there was
documentation of a blood sugar reading of 149
and 10 units of insulin was documented as
administered.

-On 09/26/21 at 11:30am, there was
documentation of a blood sugar reading of 150
and 10 units of insulin was documented as
administered.

-On 09/27/21 at 7:30am, there was
documentation of a blood sugar reading of 158
and 0 units of insulin was documented as
administered.

-On 09/29/21 at 7:30am, there was
documentation of a blood sugar reading of 187
and 0 units of insulin was documented as
administered.

Review of Resident #2's October 2021 eMAR
revealed:

-There was an entry for Humulin R 100unit/ml
inject 10 units subcutaneously before meals if
blood glucose is greater than 150.

-There was an entry for FSBS checks three times
a day at 7:30am, 11:30am and 4:30pm.

-On 10/01/21 at 7:30am, there was
documentation of a blood sugar reading of 168
and 0 units of insulin was documented as
administered.

-On 10/01/21 at 4:30pm, there was no
documentation of a blood sugar reading and no
documentation that insulin was administered.
-On 10/03/21 at 11:30am, there was
documentation of a blood sugar reading of 149
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and 10 units of insulin was documented as
administered.

-On 10/05/21 at 4:30pm, there was
documentation of a blood sugar reading of 147
and 10 units of insulin was documented

as administered.

-On 10/06/21 at 11:30am, there was
documentation of a blood sugar reading of 150
and 10 units of insulin was documented as
administered.

-On 10/06/21 at 4:30pm, there was no
documentation of a blood sugar reading and no
documentation that insulin was administered.
-On 10/07/21 at 7:30am, there was
documentation of a blood sugar reading of 150
and 10 units of insulin was documented as
administered.

-On 10/11/21 at 7:30am, there was
documentation of a blood sugar reading of 223
and 0 units of insulin was documented as
administered.

-On 10/12/21 at 11:30am, there was
documentation of a blood sugar reading of 149
and 10 units of insulin was documented as
administered.

-On 10/14/21 at 11:30am, there was no
documentation of a blood sugar reading and 0
units of insulin was documented as administered.
-On 10/17/21 at 4:30pm, there was
documentation of a blood sugar reading of 150
and 10 units of insulin was documented as
administered.

-On 10/18/21 at 11:30am, there was no
documentation of a blood sugar reading and 10
units of insulin was documented as administered.
-On 10/21/21 at 11:30am, there was
documentation of a blood sugar reading of 149
and 10 units of insulin was documented as
administered.

-On 10/22/21 at 11:30am, there was no
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documentation of a blood sugar reading and 10
units of insulin was documented as administered.
-On 10/22/21 at 4:30pm, there was
documentation of a blood sugar reading of 149
and 10 units of insulin was documented as
administered.

-On 10/31/21 at 11:30am, there was no
documentation of a blood sugar reading and 0
units of insulin was documented as administered.

Review of Resident #2's November 2021 eMAR
revealed:

-There was an entry for Humulin R 100unit/ml
inject 10 units subcutaneously before meals if
blood glucose is greater than 150.

-There was an entry for FSBS checks three times
a day at 7:30am, 11:30am and 4:30pm.

-On 11/06/21 at 4:30pm, there was no
documentation of a blood sugar readings and 0
units of insulin was documented as administered.

Interview with the Resident Care Coordinator
(RCC) on 11/09/21 at 5:16pm revealed:

-She worked as a medication aide (MA) when
needed.

-She was familiar with Resident #2 and the
fingerstick and insulin order.

-When the FSBS was checked, the reading would
be recorded in the eMAR.

-Once the FSBS was recorded, there were two
choices given; administer 10 units of insulin or
administered 0 units of insulin.

-The MA would choose the correct insulin
administration based on the FSBS readings.
-Once the amount of insulin was chosen, that was
the amount of insulin documented as give.

-She did not understand why the readings of the
amount of insulin administered were incorrect
based on the FSBS.

-She knew that the eMAR screen would "jump" at
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times and the selection would change from 10
units to 0 units or 0 units to 10 units.

-She always administered the correct amount of
insulin.

Refer to interview with Health and Wellness
Director (HWD) on 11/10/21 at 5:44pm.

Refer to interview with the Administrator on
11/10/21 at 6:53pm.

3. Review of Resident #5's current FL2 dated
09/10/21 revealed diagnoses included recurrent
syncope, atrial fibrillation, hypertension,
hyperlipidemia, chronic anticoagulation,
tachy-brachy syndrome, elevated troponin, and
acute cystitis.

a. Review of Resident #5's current FL2 dated
09/10/21 revealed there was an order for
Restasis ophthalmic emulsion 0.05% (used to
treat dry eyes) one drop in each eye twice a day.

Review of Resident #5's physician's orders dated
11/09/21 revealed there was an order for
Restasis ophthalmic emulsion 0.05% one drop in
each eye twice a day.

Review of Resident #5's September 2021
electronic medication administration record
(eMAR) revealed:

-There was an entry for Restasis ophthalmic
emulsion 0.05% one drop in each eye twice a day
at 8:00am and 8:00pm.

-There was documentation Restasis ophthalmic
emulsion had been administered twice a day
starting on 09/20/21 at 8:00pm.

Review of Resident #5's October 2021 eMAR
revealed:
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-There was an entry for Restasis ophthalmic
emulsion 0.05% one drop in each eye twice a day
at 8:00am and 8:00pm.

-There was documentation Restasis ophthalmic
emulsion had been administered twice a day at
8:00 and 8:00pm the month of October.

Review of Resident #5's November 2021 eMAR
revealed:

-There was an entry for Restasis ophthalmic
emulsion 0.05% one drop in each eye twice a day
at 8:00am and 8:00pm.

-There was documentation Restasis ophthalmic
emulsion had been administered twice a day
starting from 11/01/21 to 8:00am on 11/09/21.

Observation of Resident #5's medications on
hand on 11/10/21 at 1:23pm revealed:

-There was a box of Restasis ophthalmic
emulsion in the top drawer of the medication cart.
-The box of Restasis had a pharmacy label with
Resident #5's name.

-The pharmacy dispensed 60 single use vials on
09/17/21.

-There were 13 single use vials remaining.

Refer to interview with Health and Wellness
Director (HWD) on 11/10/21 at 5:44pm.

Refer to interview with the Administrator on
11/10/21 at 6:53pm.

b. Review of Resident #5's current FL2 dated
09/10/21 revealed there was an order for
polyethylene glycol 17gms (used as a laxative)
daily.

Review of Resident 5's physician's orders dated
11/09/21 revealed there was an order for
polyethylene glycol 17gms daily.
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Review of Resident #5's September 2021
electronic medication administration record
(eMAR) revealed:

-There was an entry for polyethylene glycol mix
17gms in liquid daily at 8:00am.

-There was documentation polyethylene glycol
mix 17gms was administered from 09/21/21 to
09/30/21.

Review of Resident #5's October 2021 eMAR
revealed:

-There was an entry for polyethylene glycol mix
17gms in liquid daily at 8:00am.

-There was documentation polyethylene glycol
mix 17gms was administered from 10/01/21 to
10/31/21.

Review of Resident #5's November 2021 eMAR
revealed:

There was an entry for polyethylene glycol mix
17gms in liquid daily at 8:00am.

-There was documentation polyethylene glycol
mix 17gms was administered from 11/01/21 to
11/10/21.

Observation of Resident #5's medications on
hand on 11/10/21 at 1:23pm revealed:

-There were 2 bottles of polyethylene glycol in a
drawer in the bottom of the medication cart.
-Each bottle had a pharmacy label with Resident
#5's name.

-The 2 bottles of polyethylene glycol were
dispensed on 09/17/21.

-Each bottle contained 238 grams of medication
for a total of 476 total grams.

-Two bottles of polyethylene at 238 grams each
would last 48 days.

Refer to interview with Health and Wellness
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Director (HWD) on 11/10/21 at 5:44pm.

Refer to interview with the Administrator on
11/10/21 at 6:53pm.

c. Review of Resident #5's current FL2 dated
09/10/21 revealed there was an order for
Bisacodyl 5mg take two tablets every day as
needed.

Review of Resident 5's physician's orders dated
11/09/21 revealed there was an order for
Bisacodyl 5mg (used as a laxative) take two
tablets every day as needed.

Review of Resident #5's September 2021
electronic medication administration record
(eMAR) revealed:

-There was an entry for Bisacodyl 5mg take two
tablets every day as needed.

-There was documentation Bisacodyl 5mg take
two tablets were administered on 09/23/21,
09/25/21 and 09/26/21.

Review of Resident #5's October 2021 eMAR
revealed:

-There was an entry for Bisacodyl 5mg take two
tablets every day as needed.

-There was no documentation Bisacodyl 5mg
take two tablets were administered in October
2021.

Review of Resident #5's November 2021 eMAR
revealed:

-There was an entry for Bisacodyl 5mg take two
tablets every day as needed.

-There was no documentation Bisacodyl 5mg
take two tablets were administered through
11/10/21.
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Observation of Resident #5's medications on
hand on 11/10/21 at 1:23pm revealed:

-There was a blister pack of bisacodyl 5mg in the
second drawer of the medication cart.

-The pharmacy dispensed 20 tablets on 09/17/21.
-There were 10 tablets remaining in the blister
pack.

-There were 6 tablets documented as being
administered in September 2021.

-There are four tablets unaccounted for.

Refer to interview with Health and Wellness
Director (HWD) on 11/10/21 at 5:44pm.

Refer to interview with the Administrator on
11/10/21 at 6:53pm.

Interview with the Health and Wellness Director
(HWD) on 11/09/21 at 12:35pm revealed:

-The medication aides (MA) had to be more
careful when administering medications to ensure
they have the correct medication.

-She expected the MAs to follow the doctor
orders.

-She expected the documentation to be correct
based on what was administered.

-The facility recently started an auto refill for all
pills in blister packs, except for narcotics.

-All narcotics, creams, eye drops, inhalers and
liquids had to be called in to the pharmacy.

Interview with the Administrator on 11/10/21 at
6:53pm revealed:

-All medications should be administered as
ordered.

-The MAs should give medications as they were
taught.

-All residents have to the right to have their
medications administered as ordered.
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-Some MAs may need to go through medication
administration training again.

D 371 10A NCAC 13F .1004(n) Medication D 371
Administration

10A NCAC 13F .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.

This Rule is not met as evidenced by:

Based on observations and interview, the facility
failed to ensure infection control measures were
implemented as evidenced by a medication aide
(MA), who placed pills into her ungloved, bare
hand prior to administration and applied a
medicated patch with ungloved, bare hands.

The findings are:

Observation of the morning medication pass on
11/09/21 at 7:45am revealed:

-The medication aide (MA) initiated preparing
medications for administration to a resident.
-The MA prepared 12 pills for administration to a
resident.

-The MA punched 12 pills from the blister packs
into a medication cup.

-The MA poured the pills from the medication cup
into her left, ungloved, bare hand.

-The MA picked up each pill from her left,
ungloved, bare hand, one by one, with her right,
ungloved, bare hand, counting each one and
returning to the medication cup.
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Observation of the morning medication pass on
11/09/21 at 8:14am revealed:

-The MA initiated preparing medications for
administration to a resident.

-The MA prepared 11 pills and 1 medicated patch
for administration to a resident.

-The MA punched 11 pills from the blister packs
into a medication cup.

-The MA poured the pills from the medication cup
into her left, ungloved, bare hand.

-The MA picked up each pill from her left,
ungloved, bare hand, one by one, with her right,
ungloved, bare hand, counting each one and
returning to the medication cup.

-The MA removed the back from the medicated
patch with her ungloved, bare hand to apply on a
resident.

Interview with the MA on 11/09/21 at 11:40am
revealed:

-She placed the pills in her bare hand to count
them.

-She should not have placed the pills in her bare
hand.

-She was nervous because she was being
observed during medication pass.

-She should have poured the pills from the cup
onto a pill counter to count the pills.

-She did not know if there was a pill counter on
the medication cart in the Special Care Unit
(SCU).

-She should have donned gloves if she was going
to touch the medications.

-She should have donned gloves when applying a
medicated patch to avoid contamination of the
medication and getting medication on her skin.

Interview with the Health and Wellness Director
(HWD) on 11/09/21 at 12:35pm revealed:
-She did not recommend wearing gloves when
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counting pills because of the powder on the
gloves.
-She did not approve of placing pills in bare
hands.

-The MA should have used a pill counter that is
located on all medication carts.

-Infection control training is completed on the first
day of employment for new employees then
annually.

-Infection control would be offered more
frequently if incidents occur which continually
break infection protocol.

-She taught the infection control training class.

Interview with the Administrator on 11/10/21 at
6:47pm revealed:

-Infection Control Training is completed for each
employee upon hiring and annually thereafter.
-The HWD conducts the Infection Control
Training.

-If needed, an Infection Control Training class can
be taught at any time.

-The MAs should follow infection control protocol.
-The MAs should never handle residents'
medications with their bare hands.

D 387 10A NCAC 13F .1007 (b) Medication Disposition D 387
10A NCAC 13F .1007 Medication Disposition

(b) Medications, excluding controlled
medications that are expired, discontinued,
prescribed for a deceased resident or
deteriorated shall be stored separately from
actively used medications until disposed of.

This Rule is not met as evidenced by:
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Based on record reviews, observations and
interviews, the facility failed to ensure
discontinued medications were stored separately
from actively used medications for 2 of 5 sampled
residents (#2, #5).

The findings are:

1. Review of Resident #2's current FL2 dated
07/20/21 revealed diagnoses included dementia,
major depression disorder, hypertension,
hyperlipidemia, coronary artery disease, seizures,
traumatic subdural hemorrhage and diabetes.

a. Review of Resident #2's current FL2 revealed:
-There was an order for paroxetine 40mg (used
to treat depression) daily.

Review of Resident #2's discharge summary
dated 08/19/21 revealed:

-There was an order for paroxetine 40mg take %2
tablet daily for 3 days; discontinue paroxetine
after 08/22/21 dose.

Review of Resident #2's physician's orders
signed 09/01/21 revealed:

-There was an order to restart paroxetine 10mg
daily.

Review of Resident #2's physician's orders
signed 10/19/21 revealed:
-There was an order for paroxetine 20mg daily.

Observation of the medications available for
administration for Resident #2 on 11/08/21 at
4:00pm revealed:

-There was a blister pack of paroxetine 20mg on
the medication cart with Resident #2's current
medications.

-The facility's contracted pharmacy dispensed 17
tablets of paroxetine 20mg on 10/26/21.
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-There were 12 tablets remaining on 11/08/21.
-There was a blister pack of paroxetine 40mg on
the medication cart with Resident #2's current
medications.

-The facility's contracted pharmacy dispensed 30
tablets of paroxetine 40mg on 07/27/21.

-There were 13 tablets remaining.

-There was a second blister pack of paroxetine
40mg on the medications cart with Resident #2's
current medications.

-Another pharmacy dispensed 22 tablets of
paroxetine 40mg on 07/19/21.

-There were 12 tablets remaining on 11/08/21.

b. Review of Resident #2's current FL2 dated
07/20/21 revealed:

-There was an order for cinnamon 500mg (used
as a dietary supplement) 2 tablets daily.

Observation of the medications available for
administration for Resident #2 on 11/8/21 at
4:00pm revealed:

-There was a blister pack of cinnamon capsules
500mg on the medication care with Resident #2's
current medications.

-The facility's contracted pharmacy dispensed 60
capsules of cinnamon 500mg on 10/07/21.
-There were 34 capsules remaining on 11/08/21.

Review of physician's orders dated 10/19/21
revealed there was an order to discontinue
cinnamon 500mg 2 tablets daily.

c. Review of Resident #2 current FL2 dated
07/20/21 revealed there was an order for Exelon
1.5mg (use to treat symptoms of dementia) twice
a day.

Review of physician's orders dated 10/29/21
revealed there was an order to discontinue
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Exelon 1.5mg twice a day.

Observation of the medications available for
administration for Resident #2 on 11/8/21 at
4:00pm revealed:

-There was a blister pack of Exelon 1.5mg in the
medication cart with Resident #2's current
medications.

-The facility's contracted pharmacy dispensed
Exelon 1.5mg 60 capsules on 10/07/21.

-There were 39 remaining capsules on 11/08/21.

d. Review of Resident #2's current FL2 dated
07/20/21 revealed:

-There was an order for hyoscyamine 0.125mg
(use to treat stomach or intestinal problems)
daily.

Review of Resident #2's discharge summary
dated 08/19/21 revealed:

-There was an order to discontinue hyoscyamine
0.125mg daily.

Observation of the medications available for
administration for Resident #2 on 11/8/21 at
4:00pm revealed:

-There was a blister pack of hyoscyamine
0.125mg in the medication cart with Resident #2's
current medications.

-The facility's contracted pharmacy dispensed
hyoscyamine 0.125mg 30 tablets on 07/27/21.
-There were 11 tablets remaining on 11/08/21.

D 465 10A NCAC 13F .1308(a) Special Care Unit Staff D 465

10A NCAC 13F .1308 Special Care Unit Staff

(a) Staff shall be present in the unit at all times in
sufficient number to meet the needs of the
residents; but at no time shall there be less than
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one staff person, who meets the orientation and
training requirements in Rule .1309 of this
Section, for up to eight residents on first and
second shifts and 1 hour of staff time for each
additional resident; and one staff person for up to
10 residents on third shift and .8 hours of staff
time for each additional resident.

This Rule is not met as evidenced by:
TYPE B VIOLATION

Based on record reviews and interviews, the
facility failed to ensure the minimum number of
staff were present at all times to meet the needs
of residents residing in the Special Care Unit
(SCU) for 12 of 12 shifts sampled on 09/8/21,
11/08/21 and 11/10/21.

The findings are:

Review of the facility's current license effective
01/01/21 revealed the facility was licensed as a
special care unit (SCU) facility with a capacity of
36 beds.

Review of the facility's resident census report
dated 09/08/21 revealed there was a SCU census
of 18 residents, which required 18 staff hours on
first and second shift and 16.4 staff hours on third
shift.

Review of the staff schedule dated 09/08/21
revealed there was one personal care aide (PCA)
scheduled for first, second and third shifts for the
SCU.

Review of the punch detail records for staff dated
09/08/21 revealed:

-There were 8 staff hours provided on the first
shift, with a shortage of 10 hours.
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-There were 8 staff hours provided on the second
shift, with a shortage of 10 hours.

-There were 8 staff hours provided on the third
shift, with a shortage of 8.4 hours.

Review of care notes and incident /accident
reports for 09/08/21 revealed:

-A resident was found on the floor in her room at
4:30am.

-She was transported to the hospital by
emergency medical services (EMS) at 7:30am
after complaining of extreme pain and her right
wrist was swollen and bruised.

-The resident returned from the hospital around
7:40pm with a cast on her right arm/wrist.

Review of the facility's resident census report
dated 11/08/21 revealed there was a SCU census
of 17 residents, which required 17 staff hours on
first and second shift and 15.6 staff hours on third
shift.

Review of the staff schedule dated 11/08/21
revealed there was one PCA scheduled for first,
second and third shifts for the SCU.

Review of the punch detail records for staff dated
11/08//21 revealed:

-There were 8 staff hours provided on the first
shift, with a shortage of 9 hours.

-There were 8 staff hours provided on the second
shift, with a shortage of 9 hours.

-There were 8 staff hours provided on the third
shift, with a shortage of 7.6 hours.

Observation of the SCU on 11/08/21 from 9:56am
to 3:00pm revealed there was one PCA and one
medication aide (MA) working.

Review of the facility's resident census report
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dated 11/10/21 revealed there was a SCU census
of 17 residents, which required 17 staff hours on
first and second shift and 15.6 staff hours on third
shift.

Review of the staff schedule dated 11/10/21
revealed there was one PCA scheduled for first,
second and third shifts for the SCU.

Review of the punch detail records for staff dated
11/10/21 revealed:

-There were 8 staff hours provided on the first
shift, with a shortage of 9 hours.

-There were 8 staff hours provided on the second
shift, with a shortage of 9 hours.

-There were 8 staff hours provided on the third
shift, with a shortage of 7.6 hours.

Observation in the Special Care Unit (SCU) on
11/10/21 at 7:15am revealed:

-The census on the SCU on 11/10/21 was 17
residents.

-There was one medication aide (MA) and one
personal care aide (PCA) at the nursing station.
-The MA/supervisor (MA/S) brought a contracted
PCA to the nurse's station and introduced her to
the facility PCA as her help for the day.

-The contracted PCA informed the facility PCA
that she was not a contracted employee but the
private duty PCA for a resident.

Interview with a first shift PCA on 11/08/21 at
9:54am revealed:

-The first shift hours were 7:00am - 3:00pm, the
second shift hours were 3:00pm - 11:00pm and
the third shift hours were 11:00pm - 7:00am.
-She worked first shift in the SCU and sometimes
there was another PCA that would come in, but
she was alone today, 11/08/21.
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Interview with a MA on 11/08/21 at 4:22pm
revealed the MAs worked 12-hour shifts; 7:00am
to 7:00pm and 7:00pm to 7:00am.

Interview with a second first shift PCA on
11/09/21 at 8:50am revealed:

-Usually there was only one PCA working at a
time on the SCU.

-The one PCA did "it all" for the residents and it
was hard to get everything done when she
worked alone on the SCU.

-Certain MAs would help between administering
medications but most of the time the MAs did not
help with resident care on the SCU.

Interview with a second shift PCA on 11/10/10/21
at 3:30pm revealed:

-There had been only one PCA and one MA
working on second shift for a long time.

-She had to put all the residents to bed by herself.

Interview with the Resident Care Coordinator
(RCC) on 11/10/21 at 4:36pm revealed:

-There were days when there was only one MA
for the whole facility for second shift and third
shift.

-When the MA was done administering
medication, they were supposed to help with
resident care in the SCU side of the facility.
-When there were 2 PCAs in the building on
second shift, one worked the AL and one worked
on the SCU.

Interview with the Special Care Director (SCD) on
11/10/21 at 2:03pm revealed:

-The SCU had one PCA and one MA on first shift
and sometimes 2 PCAs.

-The facility was struggling with staffing levels but
had used agency help and had hired more staff in
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October 2021.

-The third shift PCA was responsible for getting a
certain number of residents up in the morning
and brushing their teeth, washing their face,
changing their briefs and clothes.

-It was hard to provide care to all the residents
when there was only one PCA working.

Interview with the same PCA on 11/10/21 at
8:30am revealed:

-She was the only PCA in the SCU this morning,
11/10/21.

-She did not know if anyone else was coming in
to work with her.

-She had asked management but had not been
given an answer.

-She was the only PCA on first shift on 11/08/21.
-She worked by herself frequently on first shift.
-She would get residents out of bed for breakfast,
serve breakfast, provide showers and assist with
personal care needs.

Telephone interview with a former PCA/MA on
11/12/21 at 2:21pm revealed:

-She was employed about 1 1/2 months.

-She was a full-time employee.

-Her last day of employment was 08/23/21.

-She normally worked third shift as a PCA.

-She was training on third shift as a MA.

-She worked as a PCA and trained for MA during
the same shift.

-The MA who floated between AL and SCU was
training her.

-There were usually two staff on third shift, a MA
who floated between AL and SCU and a PCA who
worked SCU.

-Occasionally there was a second PCA on third
shift.

-No one from management worked third shift to
help meet staffing requirements the 1 1/2 months
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she worked on third shift.

Telephone interview with a MA on 11/12/21 at
2:49pm revealed:

-She had worked at the facility 4 years,
intermittently.

-She worked 12 hours shifts, 7:00pm to 7:00am.
-The MAs worked 12 hours shifts since
10/01/2021.

-The PCAs continued to work 8 hour shifts.

-She would administer medications to residents in
the AL and SCU.

-There should be another MA to cover one unit
from 7:00pm to 11:00pm, then she would cover
both.

-She was the only MA from 7:00pm to 11:00pm
the evening of 11/11/21.

-She was the only MA from 11:00pm to 7:00am
the night of 11/11/21.

-There was only one PCA on the SCU from
11:00pm to 7:00am the night of 11/11/21.

-There was 1 MA and 1 PCA for both AL and SCU
on third shift most of the time.

-The management team did not assist with
staffing on third shift.

-She had worked 10 to 11 nights by herself on
third shift prior to 10/01/21, covering AL and SCU.
-She did not recall working any by herself since
10/01/21.

-The facility used agency staffing before,
however, the agency staff did not like to come
back.

Interview with the SCD on 11/10/21 at 2:10pm
revealed:

-He had been the SCD since Monday, 11/08/21.
-He was a MA prior to accepting the SCD
position.

-He had worked as a MA since May 2021 until
11/08/21.
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-The schedule was completed by the Health and
Wellness Director (HWD) and the RCC.

-He was not involved with scheduling at this time.
-He was not sure if scheduling would be part of
his responsibility.

-Once the schedule was initiated, but incomplete,
it would be posted for staff to sign up for extra
shifts.

-The HWD handled all the call outs.

-Call outs were managed by asking on-duty staff
to stay over.

-The facility had been fully staffed for about two
weeks.

-There have been times there was only one MA
for the entire facility on first shift.

-The MAs started working 12 hour shifts on
10/01/21.

-The PCAs continued to work 8 hour shifts.
-Second shift would staff one PCA for AL and one
PCA for SCU.

-After 11:00pm there would only be one MA and
one PCA for both units.

-The third shift PCA was responsible for getting a
certain number of residents up in the morning
and brushing their teeth, washing their face,
changing their briefs and clothes.

-It was hard to provide care to all the residents
when there was only one PCA working.

-The facility struggled with staffing but had used
agency help and had hired more staff in October
2021.

-The facility started using a staffing agency on
10/15/21.

-The facility used a MA once and PCAs multiple
times from the staffing agency.

-The agency staff would only cover first and
second shifts.

-There was only one PCA in the SCU today,
11/10/21.
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Telephone interview with the current SCD on
11/12/21 at 1:47pm revealed:

-The SCU should be staffed with 2 PCAs on third
shift.

-The AL and SCU were staffed with 1 MA on third
shift who floated from AL to SCU.

-The SCU should be staffed with 2 PCAs and 1
MA on second shift.

-The management staff would cover shifts when
needed.

-The management staff did not have to work the
floor very often.

-He would cover shifts when he had to.

Interview with the HWD on 11/10/21 at 5:44pm
revealed:

-She was responsible for the schedule.

-She started making the schedule about the
middle of October 2021.

-First shift and second shift in the SCU was
staffed with 2 PCAs.

-Third shift in the SCU was staffed with 1 PCA.
-The MAs should assist with personal care.
-The MAs should assist at mealtime.

-She had trouble staffing two PCAs for first and
second shift.

-There had been no issues staffing one PCA on
third shift for the entire facility.

-The MA was expected to assist with personal
care on all shifts.

-She could not recall anytime that there was only
1 PCA on first or second shift.

Interview with the Administrator on 11/10/21 at
6:19pm revealed:

-She had the chart in her office for ratio
requirements.

-Staffing should be two PCAs and one MA for 18
residents in the SCU.

-If one staff had to leave the SCU the staff would
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call for management to come to the SCU to cover

staffing.

-There were two PCAs in the SCU on first shift on

11/08/21.

-The rule was "if you are by yourself you call

management".

Telephone interview with a former SCD on
11/12/21 at 10:55am revealed:

-She was the former SCD of the SCU.

-Her last day of employment was 09/17/21.

-She was responsible for the day to day
operations of the SCU.

-Her work schedule was Monday through Friday,
8:00am - 5:00pm.

-She came in to work between 7:00am and
8:00am.

-Staffing for third shift should consist of two PCAs
and one MA.

-The third shift MA managed the medication
administration for the AL and SCU.

-There should be one PCA in the SCU and one
PCA for the AL.

-Third shift was usually staffed with one MA and
one PCA.

-The MA would float from AL to SCU and the PCA
would work the SCU.

-There had been a staff shortage for a while.
-She did not work third shift.

-The management team did not work third shift.

The facility failed to ensure the minimum number
of staff were always present on all 3 shifts in the
Special Care Unit (SCU) for 12 of 12 shifts
sampled on 09/8/21, 11/08/21 and 11/10/21. First
and second shift were short staffed on 3 of 3 days
sampled with time shortages from 28 hours. The
facility's failure to provide enough staffing to meet
the needs of the residents in the SCU was
detrimental to the health, safety, and welfare of
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the residents and constitutes a Type B Violation.

The facility provided a plan of protection in
accordance with G.S. 131D-34 on 11/12/21 for
this violation.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED DECEMBER
27, 2021.

D 612 10A NCAC 13F .1801 (c) Infection Prevention & D612
Control Program (temp)

10ANCAC 13F .1801 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.

This Rule is not met as evidenced by:

Based on record reviews and interviews, the
facility failed to ensure recommendations and
guidance established by the Centers for Disease
Control (CDC), and the North Carolina
Department of Health and Human Services (NC
DHHS) were implemented and maintained to
provide protection to Assisted Living (AL) and
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Special Care Unit (SCU) residents during the
global coronavirus (COVID-19) pandemic as
related to the screening of residents.

The findings are:

Review of the Centers for Disease Control and
Prevention (CDC) Interim Infection Prevention
and Control Recommendations to prevent
SARS-CoV-2 (COVID-19) spread in Nursing
Homes and Long-Term Care Facilities dated
09/10/21 revealed residents should be actively
monitored daily for fever, and symptoms
consistent with COVID-19.

Review of the North Carolina Department of
Health and Human Services (NC DHHS)
COVID-19 Long Term Care (LTC) Infection
Control Assessment and Response Tool for local
health department (LHD) dated 10/2020 revealed
staff and residents should be screened daily for
fever, signs and symptoms of COVID-19.

Interview with a resident on 11/08/21 at 9:05am
revealed the staff did not check her temperature
daily.

Review of temperature logs dated September
2021, October 2021 and November 2021
revealed the resident's vital signs were taken
monthly and recorded in the electronic medication
administration record. (eMAR)

Interview with a personal care aide (PCA) on
11/09/21 at 11:35am revealed:

-Resident's vital signs were checked monthly by
the PCA.

-The medication aide (MA) would check vital
signs if they were required more than monthly.
-She did not check resident temperatures daily.

Division of Health Service Regulation
STATE FORM 6899 YFZV11 If continuation sheet 56 of 59



PRINTED: 12/07/2021

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:
HAL032133 B. WING 11/12/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4713 GARRETT ROAD
THE ADDISON OF DURHAM
DURHAM, NC 27707
(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)

D 612 | Continued From page 56 D612

-No one had asked her to check resident
temperatures daily.

Interview with a MA on 11/09/21 at 11:40pm
revealed:

-The MAs were responsible for checking the
resident's vital signs monthly.

-She was not checking residents' temperature
daily.

-The residents' temperature was not on the
eMAR to check daily.

-If there was an order for residents' vital signs to
be checked more frequently it would be entered
into the eMAR.

Interview with the Special Care Director (SCD) on
11/09/21 at 5:00pm revealed:

-Resident's vital signs were obtained monthly by
the 10th of the month.

-Resident's vital signs would be checked more
frequently if ordered by the PCP.

Telephone interview with the Clinical Operating
Manager (COM) on 11/10/21 at 11:00am
revealed:

-The residents' temperature should be taken and
recorded daily.

-The requirements changed months ago to stop
checking resident's temperatures every shift to
checking residents' temperatures daily.

Interview with the Resident Care Coordinator
(RCC) on 11/10/21 at 4:25pm revealed:

-The resident's temperatures were not checked
daily.

-We stopped daily temperature checks when the
COVID-19 resident come out of isolation round
March 2021.

-The MAs checked vital signs monthly.

-The staff monitor residents for headaches, runny
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nose, coughing, vomiting and breathing issues.
-If the residents have symptoms, we would check
their temperature.

Interview with the Health and Wellness Director
(HWD) on 11/10/21 at 5:44pm revealed:
-Resident temperatures were not being taken
weeKkly.

-She did not know why residents' temperatures
were not being taken daily.

-She was not aware that residents' temperatures
needed to be taken daily.

Interview with the Administrator on 11/10/21 at
6:57pm revealed:

-Daily temperatures were not being checked on
the residents.

-If a resident exhibited signs and symptoms of
COVID we would check their temperature.
-The state stopped daily temperatures months
ago.

-She was informed by the COM that residents'
temperatures checks were changed from being
checked every shift to every daily several months
ago but were never stopped.

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

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.

This Rule is not met as evidenced by:
Based on observations, interviews and record
reviews, the facility failed to ensure residents
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received care and services which were adequate,
appropriate and in compliance with relevant
federal and state laws and rules and regulations
related to adequate staffing levels in the Special
Care Unit.

The findings are:

1 Based on record reviews and interviews, the
facility failed to ensure the minimum number of
staff were present at all times to meet the needs
of residents residing in the Special Care Unit
(SCU) for 12 of 12 shifts sampled on 09/8/21,
11/08/21 and 11/10/21. [Refer to Tag D0465, 10A
NCAC 13F .1308(a) Special Care Unit Staffing
(Type B Violation)].
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