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Initial Comments

The Adult Care Licensure Section conducted an
annual and follow-up survey on November 17,
2022.

10A NCAC 13G .0905 (d) Activities Program
10A NCAC 13G .0905 Activities Program

(d) There shall be a minimum of 14 hours of a
variety of planned group activities per week that
include activities that promote socialization,
physical interaction, group accomplishment,
creative expression, increased knowledge and
learning of new skills. Homes that care
exclusively for residents with HIV disease are
exempt from this requirement as long as the
facility can demonstrate planning for each
resident's involvement in a variety of activities.
Examples of group activities are group singing,
dancing, games, exercise classes, seasonal
parties, discussion groups, drama, resident
council meetings, book reviews, music
appreciation, review of current events and
spelling bees.

This Rule is not met as evidenced by:

Based on interviews and observations, the facility
failed to assure a minimum of 14 hours of
planned group activities were planned each week,
that promoted socialization, physical interactions,
group accomplishment, creative expression,
increased knowledge and learning of new skills
for the 6 residents living in the facility.

The findings are:

Observation on 11/17/22 at 8:45 a.m. revealed no
activity calendar was posted at the facility.
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Observation of the facility on 11/17/22 between
the hours of 8:36am. and 3:30pm.
revealed no activities were offered to residents

Interview with a resident on 11/17/22 at 8:39 a.m.
revealed:

-There were no activities at the facility.

-He watched television and smoked cigarettes
most of the time.

Interview with another resident on 11/17/22 at
9:05 a.m. revealed:

-There was no activity calendar in the facility.
-He did not know the last time he had seen an
activity calendar in the facility.

-He watched television and went outside to
smoke.

-The other residents went to a day program
during the weekdays.

Interview with the Co-Administrator on 11/17/22 at
2:04pm revealed:

-There was no activity calendar posted in the
facility.

-He was the Activity Director and he completed
his training in 2021.

-He had not completed an activity calendar in
over two months because of personal events.

-He expected the Supervisor in Charge to
complete activities with the residents.

-He did not know the location of supplies for
activities within the facility.

-He was responsible for doing the monthly activity
calendar at the facility.

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

C 292
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10A NCAC 13G .1004 Medication Administration
(a) A family 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, record reviews, and
interviews, the facility failed to administer
medications as ordered by a licensed prescribing
practitioner for 1 of 3 sampled residents related to
a medication used to treat the symptoms of
certain mood/mental conditions (#1).

The findings are:

Review of Resident #1's current FL-2 dated
03/17/22 revealed:

-Diagnoses included schizoaffective disorder
bipolar type, hypertension, hyperlipidemia,
arthritis, and vitamin D deficiency.

-There was a medication order for fluphenazine
2.5mg (used for the treatment of chronic
psychoses) twice daily at breakfast and at lunch.

Review of Resident #1's six-month physician
orders dated 08/01/22 revealed there was an
order for fluphenazine 2.5mg take one tablet
twice daily at breakfast and lunch.

Review of Resident #1's September 2022 printed
medication administration record (MAR) revealed:
-There was an entry for fluphenazine 2.5mg take
one tablet twice daily at breakfast and lunch,
scheduled at 8:00am and 12:00pm.
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-There was documentation of administration of
fluphenazine 2.5mg from 09/01/22 to 09/30/22 at
8:00am and 12:00pm.

-There was also a column for color with the word
yellow beside 8:00am and white beside 12:00pm.

Review of Resident #1's October 2022 printed
MAR revealed:

-There was an entry for fluphenazine 2.5mg take
one tablet twice daily at breakfast and lunch,
scheduled at 8:00am and 12:00pm.

-There was documentation of administration of
fluphenazine 2.5mg from 10/01/22 to 10/31/22 at
8:00am and 12:00pm.

-There was also a column for color with the word
yellow beside 8:00am and white beside 12:00pm.

Review of Resident #1's printed MAR for
11/01/22-11/17/22 revealed:

-There was an entry for fluphenazine 2.5mg take
one tablet twice daily at breakfast and lunch,
scheduled at 8:00am and 12:00pm.
-Fluphenazine 2.5mg was documented as
administered from 11/01/22 to 11/16/22 at 8:00am
and 12:00pm.

-There was also a column for color with the word
yellow beside 8:00am and white beside 12:00pm.

Review of Resident #1's fluphenazine 2.5mg label
for the 12:00pm dose revealed:

-The label indicated Resident #1's name, color of
the bubble package (white), name of the
medication, dose of the medication, and the time
of administration (noon).

-The dispense date was 11/01/22 and thirty
tablets were dispensed.

Observation of Resident #1's medications on
hand on 11/17/22 at 12:26pm revealed:
-There were 23 fluphenazine 2.5mg tablets
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available in a white plastic bubble package.

-Each tablet was encased in a bubble that was
labeled with the name of the medicine, date of the
year, and time of administration.

-The noon dose of fluphenazine 2.5mg for
11/17/22 was still in the bubble package.

Observation of the facility on 11/17/22 from
8:36pm to 2:40pm revealed Resident #1 was not
at the facility.

Telephone interview with a representative from
Resident #1's facility contracted pharmacy on
11/17/22 at 1:36pm revealed:

-Resident #1's Primary Care Provider (PCP)
ordered fluphenazine 2.5mg twice daily at
breakfast and lunch on a six-month physician
order summary dated 08/01/22.

-Sixty tablets were dispensed on 10/03/22 and
11/01/22 for the breakfast and lunch doses.
-The packages for the medication were color
coded based on the time of administration.

-A yellow bubble package was a morning dose, a
white bubble package was a noon dose, and a
blue bubble package was an evening dose.

Interview with the Co-Administrator on 11/17/22 at
2:30pm revealed:

-He expected medications to be administered as
ordered.

-He expected medications to be documented and
signed for as the medications were administered.
-He expected the medication aides (MA) to
compare the medications with the MAR and
administer to the right resident at the right time.
-He expected MAs to administer medications to
one resident at the time.

-He knew 4 residents attended a day program.
-These residents were usually back at the facility
by 2:30pm.
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-The residents were not at the facility at that time,
2:35pm.

-Residents who had medications scheduled for
12:00pm, received their medications when they
returned from the day program.

-He knew medications could be administered one
hour before and one hour after the scheduled
time of administration.

-He had not thought about the time residents who
had medications scheduled for 12:00pm and
attended the day program.

-He planned to speak with the MAs to come up
with a plan for administering medications to
residents who had medications scheduled at
noon but were away from the facility.

-He planned to discuss the issue with Resident
#1's PCP.

-He expected the MAs to notify the Supervisor in
Charge to make her aware of the conflict in the
time of administration for Resident #1's
fluphenazine.

-The MAs were responsible for ensuring
medications were given as ordered by the PCP.

Attempted telephone interview with Resident #1's
Primary Care Provider (PCP) on 11/17/22 at
1:53pm was unsuccessful.

Attempted telephone interview with a MA on
11/17/22 at 2:36pm was unsuccessful.

Attempted telephone interview with another MA
on 11/17/22 at 3:23pm was unsuccessful.

G.S. § 131D-45 G.S. § 131D-45. Examination
and screening for

G.S. § 131D-45. Examination and screening for
the presence of controlled substances required
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for applicants for employment in adult care
homes.

(a) An offer of employment by an adult care home
licensed under this Article to an applicant is
conditioned on the applicant's consent to an
examination and screening for controlled
substances. The examination and screening shall
be conducted in accordance with Article 20 of
Chapter 95 of the General Statutes. A screening
procedure that utilizes a single-use test device
may be used for the examination and screening
of applicants and may be administered on-site. If
the results of the applicant's examination and
screening indicate the presence of a controlled
substance, the adult care home shall not employ
the applicant unless the applicant first provides to
the adult care home written verification from the
applicant's prescribing physician that every
controlled substance identified by the
examination and screening is prescribed by that
physician to treat the applicant's medical or
psychological condition. The verification from the
physician shall include the name of the controlled
substance, the prescribed dosage and frequency,
and the condition for which the substance is
prescribed. If the result of an applicant's or
employee's examination and screening indicates
the presence of a controlled substance, the adult
care home may require a second examination
and screening to verify the results of the prior
examination and screening.

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to ensure 1 of 2 staff (staff B) had no
examination and screening for the presence of
controlled substances completed upon hire.

The findings are:
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Review of Staff B's personnel record revealed:
-She was hired on 04/02/14 as a Supervisor in
Charge (SIC).

-There was a consent for a drug screen dated
05/01/14.

-There was no drug screening for the presence of
controlled substances.

Interview with Staff B on 11/17/22 at 9:30am
revealed she had worked at the facility since
04/02/14.

Interview with the Co-Administrator on 11/17/22 at
2:38pm revealed:

-Staff C was hired as a medication aide (MA).
-The Administrator or the lead SIC reviewed the
personnel records.

-He did not know the last time the personnel
records were reviewed.

-He did not know Staff B did not have a drug
screening in her record.

-He and the Administrator were responsible for
ensuring staff had a completed drug screening for
the presence of controlled substances in their
personnel record.
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