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The facility must employ or obiain the ssrvices of
a licensed phanmacist who establishes a system
of records of recelpt and dispasition of all
controlled drugs in sufficient dedail to enabla an
aceurate raconciliation; and determines that drug
recorde are in order and that an account of all
centrolled drugs is maintained and periodically
reconciled,

Crugs and biologicals used in the facility musl ba
labeled in accordance wilh currently accepled
professional principles, and include the
appropriate accessory and cautionary
instruclions, and the explration date when
applicable,

In accardanpce wilh State and Faderal laws, tha
facifity must store all drups and biclopleals in
locked compartments under proper temperature
controls, and permit only autherized personnel to
have access to the keys,

The facifity must provide separately locked,
permanently affixed compartments for etorage of
controlled drugs Fisted in Schedule |l of the
Comprehansive Drug Abuse Prevention and
Control Act of 1576 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems In which the
quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is nol mel as evidenced
by:
Pased on observatlons, record reviews, and staff

CENT
TRIAD CENTER HIGH POINT, NC 27262
[Hd) D SLUMMARY STAYEMENT OF DEFICIENCIES [} PROVIDER'S PLAN OF CORRECTION 1NE)
PREFI (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE cowPLETION
TAG REGULATORY OR LSC IDEHTWlNGIPFGREW*QW TAG LROSSREFERENCED T0 THE APFROPRIATE DATE
DEFICIENCY)
F 431 | 483.60(b), (d). (¢) DRUG RECORDS, E 434 The filing of this plan of correction
ss=t | LABEL/STORE DRUGS & BIOLOGICALS does not constitute an admission that

the deficiencies alieged, did in fact
exist. This plan of correction is filed
as evidence of the facility's desire 10
comply with the regulations and to
provide high quality resident care.

F431

1. Expired treatment meadications
in 1 Morth treatment cart were
discarded appropriately. All

other treatment medications not
stored as specified by the manufac-
ture were discarded appropriately.
All other treatment carts were
audited for expired treatment
medications as well as discharged
resident’s treatments. An audit
was completed of resident rooms
to ensure there were no treatment
medications at bed side,

2. Licensed nurses were in-serviced on
monitoring expired treatment
medications on 1-13-14,

Omni Care Pharmacy

representative did a complete

audit on all treatment carts

in the facility for expired

treatment medications,

on 1-14-14,

LA ORATORY IRECTOR'S OR PROVIDER/GUPPLIER REPMW?E'B EIGNATURE J {%8] DATE
{E&tmp, 2/ _J‘//

Any deficiency slalsmant anding with an astarsk {*) danates aueﬁclené which the |n:|if;1u'§n mﬁ.@,‘hu:m from umgm providing it iy delanmined that
olher caleguardy provide suficiant protecton to the patienis. (See instructions ) Excepl lor nureing hemea, (he findings staved above are discioaabie B0 daye
fallowwing e dede of survey whather or nol @ plan of comection is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days folleing the date thege dacumants aie made swadabie lo the facility, Il defciencies arm citad, an epproved phan of correction is requiake 1o contnved

PrOGIam pardpatien,
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DEFIGIENGY)
F 431 Conlinued From page 1 F431] 3 Unit Manager/designee
imterviews [he faclity failed 1o ensure they will check the treatment
properly securad, stored, and/or removed from en
setvice medications for 4 of 4 residents {residents carts weekly for 8
#3, #4, #5, & #6) discharged from the facility, weeks and monthly for two
The findings Include: maonths,
A review of the facilily’s policies and procadures . .
entilled - 6.3 Storage and Expiralion Dating of 4. The DNS will be responsible
Drugs and Biologicals, Syringss, and Neadias, over the audits and the audits will
daled 08/01/2002 wilh revision on 05/16/2011, be brought to the Pl meeting
ads in part
reads in pa monthly for analysis and evaluation. 102/06/14

Paragraph 2.2 - All drug and biclogicals including
freatment iteme are securely stored in a locked
cablnetcarl or locked medication room,
inaccessible by petients and visitors.

Paragraph 12 - All discontinued drugs and
binlngicals for expired or discharged patients are
stored separately, away from use, until destroyed
or refurned to the provider,

On 01/13/2014 al 2:25 p.m. an observation of
rasidant # 1 was conducted. The resident was
awake bul could not verbally respond to
queslions due fo his severa cognitive daficit.
Staff member # 3 Indicated the resident was not
cognitively aware and remained in @ vegetative
state. Anobservation of the bedside {able
revealed wound care products including
bandages, gauze, wraps ele, o traat the
resident’s mulliple pressure ulcars. Also an the
bedside table was an open tube, with no cap, of
Y used of Silvar Sulladiazine (Sivadene) Cream
1% (lot # B1323 ewplration date 0272016
dispansed by the phamacy on 09/03/2013). The
prascription medication had an Ry label attachad
indicating the medication was prescribed for
resident # 4,
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A review of tha Traatmenl Administration Record
(TAR) for resident #1 Indicated the resident was
recaiving the medication - Silver Sulfadiazine
(Silvadene) Cream 1% as 8 wound care
traalment to hie right ankle. The TAR indicated
tha wound care for resident #3's right ankle was
signed off as being completed on 01/12/2014 by
the weekend nurse, staff member #4. There was
no documentation to indicata the wound care that
was due on 01/132014 hed been intiatad or
canducied,

On 01/13/2014 al 2:40 p.m. anh interview was
conducted with the unit manager, etaff member
#5. Staff member #5 indicated resident #4 was
not a current resident at the faciity and had bean
discharped some time ago, maybe 8 month or
two and she was nol sure how the prescription
Silvadene madication came o be in resident #3's
room and on resident #3's bedside table with the
othar wound care products, Staff member #5
observed the open tube of Silvadene medication
on resident #3'% bedside table and indicated i
was not prascribed for resident #3 but wag
prescribed for resident #4 and should not have
been in tha room. Staff member #5 indicaled she
was not sure if the medication had been used on
resident # 3 or not,

Areview of the facllity’s admission and discharge
loge indicaled resldant #4 was discharged on
09/0472013 (4 months prior to this obsarvation)

On 0171372014 al 3:10 p.m. an cbsarvation of the
wound caraffreatment cart was made with the unit
manager (staff member #5) and the facility's
Corporate Nursing Consultant. The observation

revealed there wera 5 prascription medications in
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Continued From page 3

the cart that had no name or pharmacy labaling
on them to indicate which resident they were
prescribed for, when thay weare preccribed, or
when they were dispensed, Three ndditional
medications prescribed for the following residents
were found comingled with current residenl
medications in the treatment cart and were
indicated by staff membar #5 lo be prescribed for
resldents who had been discharged from the
facility:

Resident #3 (discharged 11/19/2013) - 1 tube of
Clofrimazole 1% cream)

Resident #5 (discharged 08/30/2013) - 1 tube of
Clotrimazole and Belamelhasone cream
Resident #6 (dischurged 11/11/2013) - 1 tuba of
Voltaren Gel 1% cream

Staff member #5 indicated rasidants #5, #6, and
#7 had been discharged some time ago but could
not &tate when. Further observation of the unit's
wound care/ireatment carnt with the unit manager
and the corporate consultant revealad there was
no Silvadene cream prescribed for reaident #3
available for use on tha carf. Stafl member #5
was asked If thera was any where else residenl
#1's medication could be and she indicaled the
medication would only be placed in the wound
careftreaiment cart as a new tube would not be
ordered until the old lube was smply.

Aveview of the facility's admission and discharge
logs indicated the noted residents were
discharged on:

Resldent #3 {discharged 11/19/2013)

Resident #5 (discharged 08/30/2013)

Resident #6 (discharged 11/11/2013)

On 01/13/2014 at 3:40 p.m. an interview was

F 431
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Confinued From page 4

conducted via phone with the weekend nurse,
staff member # 4. The nursa indicated sha had
worked this past weekend (01/41-12/2014) and
did the wound cara treatment for resident 81 on
0122014, The nurse indicaled she took the
resident’s madication (Silvadens) out of tha
resident's night sland drawer with his dressings
ae she knew thal's where thay were being kept by
the othar nursas when she did maldent #1°s
wound care on the weekends., The nurse
indicated she used all of resident #1's Sivadens
madication in the fube ghe took sl of residant
#1's night stand. Staff member #4 Indicated the
{ube of Silvadena cream had reeldant #1% name
on the tubs and did rot know how residant #4'%
medication came 1o be in the room/on the
bedside table of resident #1. Staff member #4
indicated sha did nol order more Silvadene cream
when she used the last of resident #1's
medication. She Indicated she knew she was
supposed to arder more from the pharmacy bul
just forgot and didn't know why since she used
the last of the medication fram the ube. Staff
member #4 indicated she placed all of resident
#1's dressings back into his night stand when she
finished doing hiz wound care.

On 0111312014 at 3:50 p.m. an interview was
conducted with staff member #3 who was
assigned to care for resident #1 on 01/13/2014.
Staff member #3 indicated she was the floor
nurse for resident #1 almost every day including
today, Staff member #3 Indicated she had not
done resident #1's wound care loday as she was
going to do it right before she gol off ehift at 3:00
p.m. Staff member #3 indicatad she had takan
some of resident #1's medications, dressings,
and roller geuzes oul of the wound carafreatment
curt and resident #1's night stand and placad

F 431

FORM CME-256T (02641 Pravious Viefslone Obsciels

Evant 10; QG

Facdiy 1D 625288

IF conlinuation anesl Page Sofd




AFR-B2-2814 16:22 Froem: TRIAD CARE To: 19197338274 Page:7-7

Bl AN B APH W T WPl 0 et vhd s SRR R ERU T WCVY [L ¥} =l's | FGRM A.FIPRGMED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (Xt} PROVIDERSUPPLIERICLEA (M2 MULTIFLE CONSTRUCTION [%3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETEQ
c
3a5172 b WS 01/14/2014
MAME OF PROVIDER OR SUPPLIER STREET ADDAESS, CITY. $TATE, 2IF CODE
- TOF NORTH ELWM STREET
1AD CENTER HIGH POINT, NC 27262
oy SUMMARRY BTATEMENT OF DEFICIEMCIES ] FROMIDER'S FLAM OF CORRECTION g
PHEFIK (EALH DEFICIENCY MUST BE PRECEDED BY Full PREFIX (EACH CORRECTIVE ACTION SHOULD BE EOHDLETION
Tag REGULATORY OR LEC IDENTIFYING IMFORMATION) TAG CROSS-AEFERENCED TO THE APPROPRIATE narg
DEFICIENGY)
F 431 | Conlinued From paga 5§ F 431

them on the resident’s bed side table, Staff
member #3 indicaled she did not know where the
tube of Silvadens cream lor resident #4 came
from or how it got onto the badside table of
regident #1. Staff member #3 indicaled she had
not dona resident #1°s wound care todey as she
was wailing to do hiz wound care right before she
got off ehifl as he was the hardest of ali of the
residents to do because of his mulliple wounds.
Staff member #3 indicated they had baen keeping
some of realdent #1's wound care supplies in the
resident’s bed side night stand prior to today
which was not locked or secured in any fashion,

On 01/14/2014 at 5:25 p.m. an interview was
conducled with the facility's ACON, The ADON
indicated it was her and the facility's expactation
that all medicatlons belonging to or prescribed for
residents who were discharged or explred ware
removed from the medication cars and wound
care freatment cart and either tumed back inlo
the phammacy or destroyed, Medications were
nol to be left (comingled) with current resident's
medications or used on resident's they wers not
prescribed for. The DON also indicated all
prescription and over the counter madicalions
were supposed o be locked up when nof being
use and not kept in any unsecura place where
rasidents or visitors might have access.
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