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(@) Upon admission to a family care home each
resident shall be tested for tuberculosis disease
in compliance with the control measures adopted
by the Commission for Health Services as
specified in T0A NCAC 41A .0205 including
subsequent amendments and editions. Copies of
the rule are available at no charge by contacting
the Department of Health and Human Services,
Tuberculosis Control Program, 1902 Mail Service
Center, Raleigh, North Carolina 27699-1902.

This Rule is not met as evidenced by:

| Based on record reviews and interviews, the

facility failed to ensure 2 of 3 sampled residents
(#2 and #3) had completed tuberculosis (TB)
testing upon admission in compliance with the
control measures adopted by the Commission for
Public Health.

The findings are:

1. Review of Resident #2's current FL-2 dated
08/31/20 revealed diagnoses included severe
maijor depressive disorder, gastroesophageal
reflux disease (GERD), coronary artery disease,
high blood pressure, urinary incontinence, vitamin
B12 deficiency, and allergic rhinitis.

Review of Resident #2's Resident Register
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revealed there was an admission date of
09/02/17.

Review of Resident #2's record revealed:
-There was documentation of one TB skin test
that was read on 03/01/20.

-There was no documentation of a second TB
skin test.

Attempted interview with Resident #2 on 06/02/21
at 2:57pm revealed Resident #2 was not
interviewable.

Refer to the telephone interview with the
Administrator on 06/02/21 at 3:47pm.

2. Review of Resident #3's current FL-2 dated
04/21/21 revealed diagnoses included
schizophrenia and hyperlipidemia.

Review of Resident #3's Resident Register
revealed there was an admission date of
09/22/20.

Review of Resident #3's record revealed:
-There was documentation of one TB skin test
that was read on 01/08/21.

-There was no documentation of a second TB
skin test.

Interview with Resident #3 on 06/02/21 at
12:38pm revealed he had two TB tests, but he did
not remember the dates.
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revealed there was an admission date of
09/02/17.

Review of Resident #2's record revealed:
-There was documentation of one TB skin test
that was read on 03/01/20.

| -There was no documentation of a second TB

skin test.

Attempted interview with Resident #2 on 06/02/21
at 2:57pm revealed Resident #2 was not
interviewable.

Refer to the telephone interview with the
Administrator on 06/02/21 at 3:47pm.

2. Review of Resident #3's current FL-2 dated
04/21/21 revealed diagnoses included
schizophrenia and hyperlipidemia.

Review of Resident #3's Resident Register
revealed there was an admission date of
09/22/20.

Review of Resident #3's record revealed:
-There was documentation of one TB skin test
that was read on 01/08/21.

-There was no documentation of a second TB
skin test.

Interview with Resident #3 on 06/02/21 at
12:38pm revealed he had two TB tests, but he did
not remember the dates.

Refer to the telephone interview with the
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revealed there was an admission date of
09/02/17.

Review of Resident #2's record revealed:
-There was documentation of one TB skin test
that was read on 03/01/20.

-There was no documentation of a second TB
skin test.

Attempted interview with Resident #2 on 06/02/21
at 2:57pm revealed Resident #2 was not
interviewable.

Refer to the telephone interview with the
Administrator on 06/02/21 at 3:47pm.

2. Review of Resident #3's current FL-2 dated
04/21/21 revealed diagnoses included
schizophrenia and hyperlipidemia.

Review of Resident #3's Resident Register
revealed there was an admission date of
09/22/20.

Review of Resident #3's record revealed:
-There was documentation of one TB skin test
that was read on 01/08/21.

-There was no documentation of a second TB
skin test.

Interview with Resident #3 on 06/02/21 at
12:38pm revealed he had two TB tests, but he did
not remember the dates.

Refer to the telephone interview with the
Administrator on 06/02/21 at 3:47pm.

Telephone interview with the Administrator on
06/02/21 at 3:47pm revealed:
-Both residents' TB test results were in their
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-She would review the residents' records and fax
the TB test results to the surveyor on 06/03/21.
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-There was an order for metoprolol succinate
(used to treat high blood pressure) 50mg daily.
-There was an order for pantoprazole (used to
treat digestive problems) 40mg daily.

-There was an order for Ativan (used to treat
anxiety) 1mg in the morning and afternoon.
-There was an order for Ativan 2mg at night.
-There was an order for Advair Diskus (used to
treat asthma symptoms) 250/50micrograms
(mcg) inhale two puffs twice a day.

-There was an order for Keppra (used to treat
seizures) 100mg/milliliter (ml) solution take 10mi
twice a day.

-There was an order for Cogentin (used to treat
symptoms of Parkinson's disease) 1mg twice a
day.

-There was an order for Invega (used to treat
schizophrenia) 9mg at night.

Review of Resident #1's medication
administration record (MAR) for June 2021 on
06/02/21 revealed:

-There was an entry for metoprolol succinate
50mg scheduled for administration at 8:00am.
-There was an entry for pantoprazole 40mg
scheduled for administration at 8:00am.

-There was an entry for Ativan 1mg scheduled for
administration at 8:00am and 2:00pm.

-There was an entry for Ativan 2mg scheduled for
administration at 8:00pm.

-There was an entry for Advair Diskus 250/50mcg
inhale two puffs scheduled for administration at
8:00am and 8:00pm.

-There was an entry for Keppra 100mg/ml
solution take 10ml scheduled for administration at
8:00am and 8:00pm.

-There was an entry for Cogentin 1mg scheduled
for administration at 8:00am and 8:00pm.

-There was an entry for Invega 9mg scheduled
 for administration at 8:00pm.
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-There was documentation all 8:00am
medications had been administered from
06/01/21-06/03/21.

-There was documentation the 8:00pm dose of
Ativan 2mg had been administered from
06/01/21-06/02/21.

-There was documentation the 8:00pm dose of
Invega 9mg had been administered from
06/01/21-06/02/21.

Refer to the interviews with the Medication Aide
(MA) on 08/02/21 at 10:48am and 3:00pm.

Refer to the telephone interview with the
Administrator on 06/02/21 at 3:47pm.

2. Review of Resident #2's current FL-2 dated
08/31/20 revealed:

-Diagnoses included severe major depressive
disorder, gastroesophageal reflux disease
(GERD), coronary artery disease, high blood
pressure, urinary incontinence, vitamin B12
deficiency, and allergic rhinitis.

-There was an order for aspirin (used as a blood
thinner) 81mg daily.

-There was an order for Zyrtec (used to treat
allergy symptoms) 10mg daily.

-There was an order for Prilosec (used to treat
GERD) 20mg daily.

-There was an order for oxybutinin (used to treat
urinary incontinence) 5mg daily.

-There was an order for fish oil (used to treat
heart disease) 1000mg daily.

-There was an order for Prozac (used to treat
depression) 4mg (40mg was documented on
Resident #2's medication administration record
(MAR).) daily.

-There was an order for Flomax (used to treat
urine flow) 0.4mg daily.

-There was an order for Vitamin B-12 1000mg
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-There was an order for Abilify (used to treat
mental health conditions) 10mg daily.

-There was an order for Midodrine (used to treat
low blood pressure) 5mg three times a day.
-There was an order for Zocor (used to treat high
cholesterol) 40mg at bedtime.

-There was an order for Remeron (used to treat
depression) 30mg at bedtime.

-There was an order for Topamax (used to treat
mental health conditions) 50mg at bedtime.

Review of Resident #2's medication
administration record (MAR) for June 2021 on
06/02/21 revealed:

-There was an entry for aspirin 81mg scheduled
for administration at 8:00am

-There was an order for Zyrtec 10mg scheduled
for administration at 8:00am.

-There was an order for Prilosec 20mg scheduled
for administration at 8:00am.

-There was an order for oxybutinin 5mg
scheduled for administration at 8:00am.

-There was an order for Prozac 40mg scheduled
for administration at 8:00am.

-There was an order for Abilify 10mg scheduled
for administration at 8:00am.

-There was an order for Midodrine 5mg
scheduled for administration at 8:00am, 12:00pm,
and 8:00pm.

-There was an order for Flomax 0.4mg scheduled
for administration at 8:00pm.

-There was an order for Vitamin B-12 1000mg
scheduled for administration at 8:00pm.

-There was an order for fish oil 1000mg
scheduled for administration at 8:00pm.

-There was an order for Zocor 40mg scheduled
for administration at 8:00pm.

-There was an order for Remeron 30mg
scheduled for administration at 8:00pm.
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-There was an order for Topamax 50mg at
bedtime scheduled for administration at 8:00pm.
-There was documentation all 8:00am
medications had been administered from
06/01/21-06/03/21.

-There was documentation the 8:00pm dose of
Flomax 0.4mg had been administered from
06/01/21-06/02/21.

-There was documentation the 8:00pm dose of
Vitamin B-12 had been administered from
06/01/21-06/02/21.

-There was documentation the 8:00pm dose of
fish oil 1000mg had been administered from
06/01/21-06/02/21.

-There was documentation the 8:00pm dose of
Zocor 40mg had been administered from
06/01/21-06/02/21.

-There was documentation the 8:00pm dose of
Remeron 30mg had been administered from
06/01/21-06/02/21.

-There was documentation the 8:00pm dose of
Topamax 50mg had been administered from
06/01/21-06/02/21.

Refer to the interviews with the Medication Aide
(MA) on 06/02/21 at 10:48am and 3:00pm.

Refer to the telephone interview with the
Administrator on 06/02/21 at 3:47pm.

3. Review of Resident #3's current FL-2 dated
04/21/21 revealed:

-Diagnoses included schizophrenia and
hyperlipidemia.

-There was an order for Depakene (used to treat
mental health conditions) 250mg/5 milliters (ml)
take 10ml in the morning and at noon.

-There was an order for Depakene 250mg/5ml
take 15ml at bedtime.

-There was an order for Inderal (used to treat
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high blood pressure) 10mg twice a day.
-There was an order for docusate (a stool
softener) 100mg twice a day.

-There was an order for Lipitor (used to treat high.

cholesterol) 20mg at bedtime.
-There was an order for Clozaril (used to treat
schizophrenia) 250mg at bedtime.

Review of Resident #3's medication
administration record (MAR) for June 2021 on
06/02/21 revealed:

-There was an entry for Depakene 250mg/5ml
take 10ml scheduled for administration at 8:00am
and 12:00pm.

-There was an order for Depakene 250mg/5m
take 156ml scheduled for administration at
8:00pm.

-There was an order for Inderal 10mg scheduled
for administration at 8:00am and 8:00pm
-There was an order for docusate 100mg
scheduled for administration at 8:00am and
8:00pm.

-There was an order for Lipitor 20mg scheduled
for administration at 8:00pm.

-There was an order for Clozaril 250mg
scheduled for administration at 8:00pm.

-There was documentation all 8:00am
medications had been administered from
06/01/21-06/03/21.

-There was documentation all 8:00pm
medications had been administered from
06/01/21-06/02/21.

Refer to the interviews with the Medication Aide
(MA) on 06/02/21 at 10:48am and 3:00pm.

Refer to the telephone interview with the
Administrator on 06/02/21 at 3:47pm.

Interviews with the MA on 06/02/21 at 10:48am
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and 3:00pm revealed:

-She routinely prepared the all residents'
medications before the administration time and
placed it into separate containers in the
medication storage drawer.

-She routinely pre-charted the administration of
medication on the residents' MARs after placing
the residents' medication in containers labeled
with each resident's name.

-If a resident did not take the medication, she
would document an exception note on the
resident's MAR.

-The Administrator was aware that she routinely
pre-charted the administration of medication on
the residents' MARs.

-The Administrator did not say anything to her
about her practice of pre-charting on the MARs.
-She pre-charted the administration of medication
on the MARs knowing that there was a possibility
that a medication might not be administered to a
resident.

Telephone interview with the Administrator on
06/02/21 at 3:47pm revealed:

-She knew the MAs were pre-pulling the
residents' medication.

-The MAs should document the administration of
medication on the MAR after they have
administered the medication to a resident.

-She did not know the MA was documenting the

| administration of medication on the MAR before

- administering the medication to the residents.

[0A NCAC i3G. 1008 AEIET,
C 369 10A NCAC 13G .1008 (c) Controlled Substances C 369 ) o -1 i
Cowdyg lled  Suvbstawce s

10A NCAC 13G .1008 Controlled Substances )
T+ is foe wespowsibility

¢) Controlled substances that are expired,
discontinued or no longer required for a resident

o oo cudm;m;sﬁcdw
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shall be returned to the pharmacy within 90 days
of the expiration or discontinuation of the
controlled substance or following the death of the
resident. The facility shall document the
resident's name; the name, strength and dosage
form of the controlled substance; and the amount
returned. There shall also be documentation by
the pharmacy of the receipt or return of the
controlled substances.

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to assure an expired
controlled substance, Perocet, was returned to
the pharmacy for 1 of 2 residents sampled (#2)
who was prescribed controlled substances.

The findings are:

Review of Resident #2's current FL-2 dated
08/31/20 revealed:

-Diagnoses included severe major depressive
disorder, gastroesophageal reflux disease
(GERD), coronary artery disease, high blood
pressure, urinary incontinence, vitamin B12
deficiency, and allergic rhinitis.

-There was an order for Percocet (a controlled
substance used to treat pain) 5-325mg take every
six hours as needed for pain.

Observation of medications on hand for Resident
#2 on 06/02/21 at 12:05pm revealed:

-There was one pill bottle with a label indicating
60 Percocet 5-325mg tablets were dispensed
from the pharmacy on 11/23/18.

-The label indicated the tablets were to be

| discarded after 11/23/19.
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tablets in the pill bottle. ,/j{u%wd o fte P W’Wm%
Review of the controlled substance (CS) log for T el P ivod covdio lle
Resident #2's Percocet 5-325mg revealed: ; ot s s o
-There was one CS log for Percocet 5-325mg. o, if,_g,fw;,%@ waus V@'W) 87 d {'D
-The space on the form for quantity received was - |
blank vt LY and e
-There was no signature documenting who ’Pv@ §’ "
signed in the medication. oA dode,d  vwep ved
-There were 23 doses documented as et dote ‘ iD
administered from 11/23/18-10/10/19. ! oo ow WS
-There were six doses documented as Pew coved P Ooft :
administered from 02/14/21-05/18/21. hoo (/9 " "fOYQd ()
Llioeyed  aed 168
) _ - L@X“JP’\ %
Review of Resident #2's medication . 1’ .
administration records (MARs) for April-May 2021 A ,Twu li &3
revealed: ~ IR AP / ’
. R ; ; ) D@
-There were handwritten entries for Percocet _ M/p miwStredovy JZ"'UE’( Dl Ucﬂ elé /Z/
5-325mg take one tablet by mouth twice a day as 75"‘9/ 5 f, u(L
needed. U o o el
-There were no doses of Percocet documented o ‘a«i’) o T (y [‘39 :
as administered in April 2021, which did not i codio ws QS’TOV@J
coincide with the CS log; the CS log documented M ftee M
one dose of Percocet was administered on y ’E\)@
04/17/21 at 12:45pm. iw e waa [ tg ‘
-There were three doses of Percocet documented R P =
as administered on 05/15/21, 05/16/21, and on 3o ey anm, Wi “ be U«V"/C{(A t‘y
05/1821, which coincided with the CS log. Gl AL e
. NS T8 [ foflol
Interview with a pharmacist from the facility's o) { e m e,dﬂ/t v NP{ @)Cf.
contracted pharmacy on 06/02/21 at 1:35pm " ) 3
revealed: J( o 06 anwd Wi [l W/{L Urw fz
-The pharmacy had not dispensed Percocet # ‘
5-325mg for Resident #2. _ g ~SE, & o ( o
-Staff should not have been administering the ﬂ/\)CW mwy ’{t\,j & (’LP “}C%
expired Percocet to Resident #2. e, 1 .
-The expired Percocet would have an 80-90% WC&{ req(u o8t new m@o@to i OLS.
effective rate for treating pain.
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Interview with Resident #2 on 06/02/21 at 2:57pm
revealed he did not remember receiving Percocet
for treatment of pain.
Interview on 06/02/21 at 3:00pm with the
medication aide (MA) who had documented the
administration of Resident #2's Percocet
5-325mg revealed:
-She administered Percocet to Resident #2 when
he complained of pain.
-She did not look at the expiration date when she
administered Resident #2's Percocet.
-The Administrator or the facility's Registered
Nurse (RN) was responsible for making sure the
residents' medications were current.
Interview with the Administrator on 06/02/21 at
3:47pm revealed:
-She "sometimes" reviewed the residents'
medications.
-She had not come across "too many" expired
medications.
-She had not reviewed the residents’ medications ]
this year. g[\:{; }2!
-The RN was responsible for checking the i
residents' medication. joA NCAC (3 G. 701 , -
‘ et Dyvoneutiow ¢ Coudro
Attempted telephone interview with the RN on c) !WT@' oW Prevewn
06/02/21 at 4:06pm was unsuccessful. ‘ .
The stoff ot Pandorow jw UYTOW
€ 612] 10ANCAC 13G .1701 (c) Infection Prevention & c612 » T
Control Program (temp) (vay e Vi d} o 9@ we w::?&,{ "h 0 v i@
10ANCAC 13G .1701 INFECTION oducodiow om d tamwg | OW
PREVENTION AND CONTROL PROGRAM )
(c) When a communicable disease outbreak has NN, 1OW 0o us c[ md’ re ’@fo}"m«, ,
been identified at the facility or there is an M V(’h o dyol :P
emerging infectious disease = i ey + Ay o ; )
qp P . ; {< 1’4 )V ) ; A DL y
threat, the facility shall ensure implementation of e Visitor GOVID  Stvegu "i(' ’CC}
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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 observations and interviews, the facility
failed to ensure recommendations and guidance
established by Centers for Disease Control and
Prevention (CDC) during the global coronavirus
(COVID-19) pandemic were implemented and
maintained to provide protection and reduce the
risk of transmission and infection as related to
visitor screening.

The findings are:

Observation upon entry to the facility on 06/02/21
at 9:00am revealed:

-The Supervisor-in-Charge (SIC) was wearing a
facemask.

-The SIC did not ask COVID-19 screening
questions or conduct a temperature assessment.
-There were no COVID-19 screening
questionnaires near the entry.

-There was not a log for documenting COVID-19
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screening near the entry.

Observation on 06/02/21 at 4:07pm revealed:
-There was a visitor screening log in a notebook
on the desk in the MA's workstation.

-There were spaces for documenting the visitor's
temperature, exposure to COVID-19, and current
symptoms of COVID-19.

-The most recent entry in the log was dated
04/30/21

Review of the CDC guidance related to interim
infection prevention and control
recommendations for healthcare personnel
(HCP) dated 02/23/21 revealed:

-Symptom screening remained an important
strategy to identify those who could have
COVID-19 so appropriate precautions could be
implemented.

-A process was to be established to ensure
everyone entering a facility was screened for
signs and symptoms of COVID-19 or exposure to
others with suspected or confirmed COVID-19
infection.

Review of the CDC guidance related to interim
infection prevention and control
recommendations to prevent the spread of
COVID-19 in long-term care facilities (LTCF)
dated 03/29/21 revealed visitors to a facility were
to be screened for COVID-19 symptoms and
exposure to others with suspected or confirmed
COVID-19 infection prior to entry.

Review of the CDC updated healthcare infection
prevention and control recommendations in
response to the COVID-19 vaccination dated
04/27/21 revealed visitors to a facility should be
screened and restricted from visiting, regardless
of their vaccination status, if they have signs and
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symptoms of COVID-19 or prolonged close
contact with someone with suspected or
confirmed COVID-19 infection.

Interview with the SIC on 06/02/21 at 3:00pm
revealed:

-When she began working at the facility in
February 2021, the Administrator instructed her
on how to screen visitors to the facility.

-She was to take the temperature of anyone who
came into the facility and make sure they wore a
facemask and used hand sanitizer.

-She "forgot" to take the surveyor's temperature.

Interview with the Administrator on 06/02/21 at
3:47pm revealed:

-There was supposed to be a clipboard with a
sign-in log on the table near the entry.

-The SIC had been instructed in February 2021
on screening visitors who came to the facility.
-The SIC should have known to screen for fever
and COVID-19 symptoms.
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