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 D 000 Initial Comments  D 000

The Adult Care Licensure Section conducted an 
annual and follow-up survey on 02/15/23 through 
02/17/23.

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

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.

This Rule  is not met as evidenced by:

 D 273

Based on observations, record reviews and 
interviews, the facility failed to ensure follow-up 
with the primary care provider (PCP) to meet the 
healthcare needs for 1 of 5 sampled residents 
(#1) who had difficulty eating.

The findings are:

Review of Resident #1's current FL2 dated 
06/01/22 revealed:
-Diagnoses included dysphagia (difficulty
swallowing) and esophageal stricture.
-She was intermittently disoriented.
-The diet order was documented as mechanical
soft.

Review of Resident #1's Resident Register 
revealed she was admitted to the facility on 
06/01/22.

Review of Resident #1's hospital discharge 
summary dated 06/01/22 revealed:
-Resident #1 was being discharged from the
hospital to the assisted living facility that day.
-During her hospitalization she had an
esophagogastroduodenoscopy (EGD) (a
procedure using a scope to view the inside of a
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 D 273Continued From page 1 D 273

patient's esophagus, stomach and duodenum) 
and the surgeon dilated her esophagus to an 
8mm balloon.
-During her hospital stay the dietician found
evidence of protein-calorie malnutrition and
recommended Ensure Plus dietary supplements
three times daily.
-Resident #1 had complained of difficulty
swallowing so was evaluated by speech therapy
(ST) who found no concern for oropharyngeal
dysphagia and recommended no further ST
intervention.

Review of Resident #1's diet order dated 
06/01/22 revealed an order for a mechanical soft 
diet with supplements three times daily with 
meals.

Review of Resident #1's diet order dated 11/30/22 
revealed an order for a regular texture diet with 
supplements three times daily with meals.

Review of Resident #1's licensed health 
professional support (LHPS) assessment dated 
01/06/23 revealed documentation that Resident 
#1 was ordered a modified diet with staff 
indicating she was monitored for reminders due 
to dementia but was able to feed herself.

Review of the therapeutic diet list dated 02/15/23 
posted in the kitchen revealed Resident #1 was 
documented as being ordered a regular diet with 
supplements three times daily.

Review of Resident #1's monthly weights from 
June 2022 to February 2023 revealed:
-Her weight upon admission in June 2022 was
documented as 93 pounds.
-Her weight in February 2023 was documented
as 89 pounds.
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 D 273Continued From page 2 D 273

-Her weight from July 2022 to January 2023
ranged from 90 pounds to 94 pounds.

Observation of the lunch meal served on 
02/15/23 at 11:45am revealed:
-Resident #1 was served ice water, iced tea, and
her supplement to drink.
-Resident #1 was served meatloaf that was cut
into small pieces with ketchup drizzled over top of
it, mashed potatoes, cooked carrot slices, a
dinner roll, and a slice of cake.
-At 11:56am, Resident #1 picked up her knife and
broke her meatloaf into smaller pieces.
-Resident #1 ate all the mashed potatoes,
carrots, supplement, and she ate a couple bites
of meatloaf.
-Resident #1 did not cough during the meal and
took time between taking each bite.

Interview with Resident #1 on 02/15/23 at 
11:47am revealed:
-Her meat loaf was broken up, but she still had a
hard time eating it without teeth.
-She needed her meat to be ground up more so
she could swallow it better.
-The staff always helped her cut her food, but it
was not always cut up enough for her to eat it.
-Her doctor was aware of her trouble with eating
meat and told her to just take small bites and eat
slowly.

Second interview with Resident #1 on 02/15/23 at 
2:45pm revealed:
-She was supposed to receive a soft diet because
she did not have any teeth and had a history of
needing to have her esophagus stretched.
-She had dentures, but her mouth structure had
changed, and her dentures no longer fit.
-She was able to eat most foods except for some
meats.
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-She drank a supplement with all her meals and
got enough to eat.

Interview with a medication aide (MA) on 
02/15/23 at 3:07pm revealed:
-Resident #1's family was aware of her
complaints about not being able to chew some of
the meats that were served to her.
-Resident #1's family visited often and usually
brought her foods, like soup, to eat.
-Sometimes Resident #1 would refuse her meal
without trying it, even when staff assisted her with
cutting up her meat into small pieces.
-The kitchen always gave Resident #1 an
alternative meal, such as a peanut butter and jelly 
or a cheese sandwich, if she requested it.
-The MAs were responsible to report resident
concerns to either the Resident Care Coordinator
(RCC) or the Director.
-She had told the previous Director of the facility
about one month prior about Resident #1's
complaints about her meals.
-She did not know if the previous Director had
updated Resident #1's primary care provider
(PCP) about Resident #1's complaints about not
being able to chew meat.
-She had not reported to anyone else about
Resident #1's meal concerns because she had
already reported it to the previous Director.
-Resident #1's power of attorney (POA) was
aware of Resident #1's meal concerns.

Telephone interview with a representative at 
Resident #1's gastroenterologist's office on 
02/16/23 at 11:30am revealed:
-Resident #1 had EGD procedures completed on
05/29/22 and 06/14/22 to stretch her esophagus.
-Resident #1 was scheduled for EGD procedures
in July 2022 and August 2022, but both were
canceled by Resident #1 or her representative.
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 D 273Continued From page 4 D 273

-Resident #1's POA messaged their office on
06/29/22 with a concern that Resident #1 had
ongoing issues with swallowing, but then
cancelled her appointments without giving a
reason.
-Resident #1's POA called their office on 09/21/22 
to reschedule the EGD, but when she was told
that Resident #1 would need an office visit prior to 
scheduling the EGD, she did not schedule the
appointment.
-They did not have a diet recommendation for
Resident #1; generally they recommended their
patients eat whatever they could tolerate.

Interview with a MA on 02/16/23 at 12:10pm 
revealed:
-Resident #1 sometimes asked to eat her meals
in the medication room with the MA because she
coughed and hacked while eating.
-She had a conversation with Resident #1's POA
one week prior discussing Resident #1's trouble
eating certain foods and suggested she
reschedule the EGD to have Resident #1's
esophagus stretched again.
-Whoever was working in the dining room always
cut up Resident #1's meats really small.
-Resident #1 always received a mechanical soft
diet.
-She had reported Resident #1's diet concerns to
the previous Director which was about a month
ago.
-Resident #1 ate her full meals, including the
meat, sometimes.
-Sometimes, Resident #1 coughed while she was
eating, but she always had a lot of phlegm to
cough up whether she was eating or not.

Telephone interview with Resident #1's POA on 
02/16/23 at 12:40pm revealed:
-She was aware of Resident #1's complaints
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 D 273Continued From page 5 D 273

about not being able to eat some meats.
-She had scheduled Resident #1 for subsequent
EGDs as recommended by the
gastroenterologist, but Resident #1 asked her to
cancel them and said she did not want to do
those anymore.
-Resident #1 complained about difficulty
swallowing to her a lot, but whenever she offered
to schedule an appointment to address her
concerns, she declined.
-She preferred to coordinate and schedule
Resident #1's appointments and the facility had
offered to transport Resident #1 to appointments
if needed.
-The MAs at the facility had discussed their
concerns about Resident #1's swallowing with
her.
-Resident #1 had been gagging and coughing on
her food for years.
-She was not aware the facility's previous PCP
had written an order for a regular diet in
November 2022.
-She did not think Resident #1 would be able to
eat a regular textured meal.
-She visited Resident #1 during meal times and
when she did, she usually brought in food for
Resident #1 to eat so she was unsure what the
facility had been serving her.
-Resident #1 had dentures, but they no longer fit
in her mouth.
-Resident #1 had lost a couple of pounds since
being admitted to the facility and she did not know
why, because family brought her in a lot of food
and she did not go hungry.
-Resident #1 had not been seen by the
gastroenterologist because she was responsible
for scheduling Resident #1's appointments and
had not scheduled an appointment with the
gastroenterologist.

Division of Health Service Regulation
If continuation sheet  6 of 336899STATE FORM 6QKV11

***
    ***
        ***
            ***
                ***
                    ***
                        ***
                            ***
                                ***
                                    ***
                                         ***
                                              ***
                                                   ***

THIS
PAGE 

INTENTIONALLY
LEFT

BLANK
***
    ***
        ***
            ***
                ***
                    ***
                        ***
                            ***
                                ***
                                    ***
                                         ***
                                              ***
                                                   ***



A. BUILDING: ______________________
(X1)  PROVIDER/SUPPLIER/CLIA

 IDENTIFICATION NUMBER:
STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
 COMPLETED

PRINTED: 03/02/2023 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

HAL029010 02/17/2023
R

NAME OF PROVIDER OR SUPPLIER

GRAYSON CREEK OF WELCOME

STREET ADDRESS, CITY, STATE, ZIP CODE

6781 OLD US HWY 52
LEXINGTON, NC  27295

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 D 273Continued From page 6 D 273

Interview with the Dietary Manager on 02/16/23 at 
1:00pm revealed:
-Resident #1's diet was listed as regular texture,
but she could not eat regular textured meals so
she served her mechanical soft meals per her
request.
-In the past, she had ground up Resident #1's
meats, but Resident #1 did not like meats ground
up and refused to eat it.
-She cut up everything on Resident #1's plate.
-She had talked to the MAs and the Director
before about Resident #1's complaints about her
diet and was told to serve her a mechanical soft
diet.
-She always prepared a peanut butter and jelly
sandwich or a cheese sandwich upon request for
Resident #1 because those were her favorites
and she could eat them easily.

Interview with a personal care aide (PCA) on 
02/16/23 at 1:17pm revealed:
-Since she was admitted to the facility, Resident
#1 had always complained about not being able
to eat the meat on her plate.
-Resident #1 talked to everyone at the facility
about her swallowing problems so they all knew
about it.
-The kitchen served Resident #1 a mechanical
soft diet.
-She had reported to one of the MAs about
Resident #1 not being able to chew or swallow
meat.
-The MA had told her to let Resident #1 know she 
was ordered a mechanical soft diet and that was
what she was served.
-She did not know if the MA had reported
Resident #1's concerns to the RCC or Director.
-She had talked with Resident #1's POA about
her diet concerns about three weeks prior during
one of her visits.
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-Resident #1's POA had not asked the facility to
do anything differently regarding how they served
meals to Resident #1.
-Sometimes she cut up Resident #1's meat into
smaller pieces and she would eat it.
-She sometimes heard Resident #1 clear her
throat while eating but she never coughed or
choked.
-Resident #1 had a lot of phlegm in her chest so
she coughed that up a lot whether she was eating
or not.
-The RCC and Director were both aware of
Resident #1's diet concerns.

Telephone interview with a MA on 02/17/23 at 
9:20am revealed:
-Resident #1 had procedures done to stretch her
esophagus; she thought the procedures were
supposed to be done every 6 months.
-She thought that after Resident #1's last EGD,
the PCP had changed her diet order to regular
texture.
-In January 2023 when she had returned to work,
Resident #1 was swallowing all of her food
without difficulty.
-In the last couple of weeks Resident #1 had
gotten more picky about what food she was
willing to eat.
-She had contacted Resident #1's PCP in
mid-December 2022 regarding Resident #1's
complaints at mealtime.
-Resident #1's POA had also discussed with her
previous PCP that she thought the complaints at
mealtime were attention-seeking behaviors to get
more visitors and outside meals brought in, so
the PCP prescribed a medication for anxiety and
depression.
-The PCP came to the facility every Monday, and
she kept the PCP updated on Resident #1's
swallowing complaints every week.
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 D 273Continued From page 8 D 273

-She updated the PCP verbally during her visits at
the facility, so she did not have documentation of
her notification.

Telephone interview with the RCC on 02/17/23 at 
9:45am revealed:
-Resident #1's current diet order was regular with
a regular texture.
-The kitchen served Resident #1 a regular diet,
but cut all of her food up for her before serving it
to her.
-Resident #1 had reported her swallowing
concerns to her.
-She had discussed Resident #1's swallowing
concerns with her POA, but the POA did not want
to pursue any further intervention such as a ST
evaluation, swallow study or EGD procedures.
-They updated Resident #1's POA on her diet
concerns and eating habits every week when she
was visiting.
-Resident #1's PCP was also made aware
verbally during her time at the facility, but had not
written any new orders because the POA had
declined intervention.
-The facility staff made sure that Resident #1 had
enough to eat either by cutting up the meals they
served her or by offering alternatives and making
sure she drank her supplement.

Telephone interview with the Director on 02/17/23 
at 12:15pm revealed:
-She thought when the previous PCP changed
Resident #1's diet order to regular it had been in
error, but she had not caught the error.
-The kitchen served Resident #1 a mechanical
soft diet.
-Since Resident #1 was admitted to the facility,
she had complained about having trouble
swallowing certain foods.
-She was not aware Resident #1 was still having
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 D 273Continued From page 9 D 273

a hard time swallowing meat even when cut up.
-She was unsure if Resident #1's current PCP
was aware of Resident #1 having trouble with
swallowing.
-She would have expected the MAs to notify her if
Resident #1 was having ongoing issues or
complaints at meal time regarding not being able
to eat meats so that she could notify the PCP.
-She observed the residents at mealtimes
periodically within the previous couple of weeks.
-She had recently observed Resident #1 during
several meals and she ate without complaint and
did not cough or have trouble eating.
-Resident #1 had social anxiety and sometimes
asked the MA if she could eat in the medication
room.

Telephone interview with Resident #1's PCP on 
02/17/23 at 12:25pm revealed:
-She first started working at the facility on
01/11/23, and met Resident #1 for the first time
on 02/13/23.
-Resident #1 had not mentioned any swallowing
concerns or trouble eating to her.
-Resident #1 had diagnoses of dysphagia,
esophageal stricture, and dementia so it was
possible she just did not think to mention it.
-Resident #1 was alert and oriented only to
person and place during her assessment on
02/13/23 so she did not feel she was an accurate
historian.
-The facility staff had not contacted her at all
regarding Resident #1's diet and had not
mentioned any dietary concerns to her when she
was at the facility.
-If she had been notified about Resident #1's
swallowing concerns she would have referred her
to ST, gastroenterology and the dentist.
-She would expect to be notified if a resident had
an ongoing concern about swallowing.
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 D 273Continued From page 10 D 273

-The possible risk of harm for Resident #1 would
be obstruction versus aspiration if she was
served a regular texture diet and could not
swallow it.
-She agreed with the facility's decision to serve
Resident #1 a mechanical soft diet despite being
ordered a regular diet.

Telephone interview with the Administrator on 
02/17/23 at 1:00pm revealed:
-She was aware of Resident #1's swallowing
concerns.
-Resident #1's previous PCP changed her diet to
regular texture because Resident #1 had
requested it.
-Resident #1's diet had since been changed back
to mechanical soft per Resident #1's request.
-Resident #1's current PCP was not aware of her
swallowing concerns because she was unsure if
the new PCP had met Resident #1 yet.
-The MAs or PCAs would be responsible for
reporting dietary concerns to the RCC or Director,
and she thought they had.
-She talked with the kitchen staff and advised
them to serve Resident #1 foods that she could
eat.
-Resident #1's current PCP should have been
notified by either the RCC or Director about her
diet and swallowing concerns prior to her first
meeting the resident so that they could discuss it
during their visit.

 D 317 10A NCAC 13F .0905 (d) Activities Program

10A NCAC 13F .0905 Activities Program
(d) There shall be at least 14 hours of a variety
of planned group activities per week that include
activities that promote socialization, physical
interaction, group accomplishment, creative

 D 317
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expression, increased knowledge, and learning of 
new skills. 

This Rule  is not met as evidenced by:
Based on observations, interviews, and record 
reviews, the facility failed to ensure a minimum of 
14 hours per week of planned group activities for 
the residents.

The findings are:

Review of the February 2023 facility activity 
calendar revealed:
-Sunday football on 02/05/23 and Superbowl
Sunday on 02/12/23 with no times listed.
-Movie and popcorn at 3:00pm on 02/11/23 (no
duration of time for the activity listed).
-Puzzles at 3:00pm on 02/06/23 and 02/20/23 (no 
duration of time for the activity listed).
-Heart making at 10:00am, coloring handouts
from 1:00pm to 2:00pm on 02/13/23 and
02/27/23.
-Happy Valentines Day on 02/14/23 with no times
listed.
-There were no activities listed on the calendar
for 02/15/23 and 02/16/23.

Observations on 02/15/23 and 02/16/23 at 
various times throughout the day revealed there 
were no group activities being conducted for 
residents.

Observation of the activities room at 10:10am on 
02/15/23 revealed: 
-There were jigsaw and crossword puzzles
available on tables and shelves.
-There were adventure, autobiographical,
romance and travel books available on a shelf.

Division of Health Service Regulation
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The Administrator/Director shall ensure 
the activity program shall have at least 
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 as 
stated in rule 10A NCAC 13F .0905 (d). 
A new staff member was appointed to 
head the activity program. A calendar 
was updated and posted with 14hrs of 
planned activites per week. Facility Staff 
had Residents rights training 3/28/23. 
Facility Staff met with Ombudsman at 
facility on 3/28/23, discussing activity 
calendar and upcoming activity events 
and improvement in activity program. 
The Administrator/DIrector will monitor 
the activity program  to ensure 
compliance using an Activity Program 
monitoring form.
The Administrator/Director will monitor 
weekly X 3, biweekly X 3, monthly X 3, 
then quarterly thereafter.
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-There were trivia, dice and board games
available on shelves.
-Coloring sheets and colored pencils and crayons
were available on a table.

Observation of a female resident on 02/15/23 at 
10:15am revealed the resident entered the 
activities room and took a copy of a crossword 
puzzle from a shelf.

Interview with a resident on 02/15/23 at 10:15 am 
revealed:
-There were no group activities offered in the
facility except an occasional party and church
service.
-She worked the jigsaw and word puzzles on her
own, the staff did not organize any group
activities.

Interview with a second resident on 02/15/23 at 
3:35pm revealed:
-There was usually not anything written on the
activities calendar.
-The staff at the facility did not conduct any
activities with the residents.
-The only activity that had been provided was
bingo and music by a church group, and that was
not every day.
-She would participate if the facility had
scheduled group activities like crafts.

Interview with a third resident on 02/15/23 at 
3:47pm revealed:
-There were not any scheduled activities for
residents to go to.
-There was a church that had services on
Sundays and someone who played music
sometimes on Monday.
-No facility staff did any activities with the
residents.
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-They had bingo sometimes, but her vision
prevented her from participating.
-She liked to play piano and sing.

Interview with a staff on 02/15/23 at 3:50pm 
revealed:
-The Director was conducting activities
occasionally, once a week or so.
-Sometimes the Director would have her do crafts
with residents.
-Churches came in and did bingo 1 time a week
and played music.
-There was not  a designated person to conduct
activities for residents, but that the facility was
trying to hire someone.

Interview with a fourth resident on 02/16/23 at 
3:30pm revealed:
-She did not know who was supposed to do
activities for the residents.
-She did not go to the activity room for books,
puzzles or games because she had her own
books and sudoku.
-She would have liked to participate in daily
activities if the facility offered them.

Interview with a fifth resident on 02/16/23 at 
3:36pm revealed:
-The only activity he had seen was bingo provided
by a church group.
-He did not go to the activity room for books,
puzzles or games.
-He liked gardening.
-He would participate in daily activities if the
facility offered them.

Interview with a second staff  on 02/16/23 at 
1:30pm revealed:
-She did not know who was responsible to
maintain the activities calendar.
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-She assumed one of the medication aides (MA)
were responsible to conduct activities with the
residents, but that MA worked second shift now.
-She had not seen any staff conduct any group
activities with the residents and she had not lead
any group activities for the residents.
-Churches came to provide bingo and music for
the residents once a week, and a gentleman
came to play music occasionally in the dining
room.
-The last activity she remembered was bingo
about a month ago.

Interview with a visitor on 02/16/23 at 9:25am 
revealed he visited 1-2 times a week and there 
were no activities conducted, only Sunday church 
services.

Interview with a second visitor on 02/15/23 at 
9:30am revealed she visited the facility 1-2 times 
per week and the only activities she had seen 
was a church group having services on Sundays. 

Interview with the Resident Care Coordinator 
(RCC) on 02/16/23 at 3:40pm revealed:
-The Activities Director (AD) had been out of the
facility for about 2 weeks.
-The Director would be responsible for making up
the activities calendar since the previous AD had
not return.
-She was the RCC, but also acted as the
secretary, MA/SIC and Assistant Director.
-She and staff tried to conduct activities on the
schedule, even if it was something small every
day.
-The facility hosted a Super Bowl and Valentine's
Day party for residents in the past week.
-Other activities included fingernail painting,
birthday bingo and movies.
-Church groups came every Sunday morning and
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every other Wednesday evening, and a 
gentleman came to play music for residents once 
a week.

Interview with the Director on 02/16/23 at 3:45pm 
revealed:
-She was certified as an Activity Director (AD) and
was responsible to maintain the activities
calendar and conduct resident group activities
since the previous AD was no longer with the
facility as of a couple weeks ago.
-She had a staff write the activities that were on
the calendar now.
-Staff had a Valentine's Day party this week for
the residents.
-Other activities were buddy walks around the
facility grounds on Thursdays, current events,
memory games and puzzles in the activity room.
-She would have staff conduct current events in
the dining room during their breaks which usually
last about 15 minutes each time.
-A church came to conduct bible study for about 2
hours on Sunday morning around 7:00am and
another church came at 10:00am for church
service.
-She and the staff had not conducted any
activities this week because it got busy.
-She hoped to train the secretary/SIC as AD to
prepare for her own certification within the next
few weeks.

Interview with the Administrator on 02/17/23 at 
12:55pm revealed:
-They canceled activities because some residents
had COVID-19 in mid-January 2023 until early
February 2023.
-Groups did not want to come in when the facility
posted a notice of COVID-19 positive
residents/staff in the facility.
-The Director was responsible to maintain the
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activities calendar and to ensure residents were 
provided group activities scheduled each week.
-She expected 14 hours of activities to be
planned and carried out by staff.

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

 D 358

Based on observations, record reviews, and 
interviews, the facility failed to administer 
medications as ordered for 1 of 5 sampled 
residents (Residents #4) regarding a pain 
medication patch.

The findings are:

Review of Resident #4's current FL2 dated 
07/01/22 revealed:
-Diagnoses included dementia without behaviors,
vision loss of the right eye, anemia, essential
hypertension, and hyponatremia.
-There was an order for lidocaine 5% patch apply
up to 2 patches and wear up to 12 hours.

Review of Resident #4's Medication 
Administration Record (MAR) for December 2022 
revealed:
-There was an entry for lidocaine 5% patch apply

Division of Health Service Regulation
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The Administrator/Director shall assure 
that the preparation and administration of 
medications, prescription and non-
prescription, and treatments by staff are 
in accordance with: orders by a licensed 
prescribing practitioner which are 
maintained in the resident's record; 
DHSR rules and the facility's policies. 
Training with Medication Aides/
Supervisors on 3-28-23 including review 
of facility medication ordering policy and 
procedures. Documentation of training 
will be kept at the facility for review.  The 
Administrator/Director will monitor 
medication pass periodically to ensure 
medications are being administered 
according to rule 10A NCAC 
13F .1004(a). Monitoring will be done 
using a monitoring tool designed by the 
Administrator. Administrator/Director will 
monitor for compliance weekly X 3, 
biweekly X 3, monthly X 3, then quarterly 
thereafter. Documentation will be kept at 
the facility for review.
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up to 2 patches topically every day (may wear up 
to 12 hours) scheduled for application at 8:00am.
-There was documentation lidocaine patches
were applied for 31 of 31 opportunities.
-There was no entry for the removal of the
patches and no documentation when the patches
were removed.

Review of Resident #4's MAR for January 2023 
revealed:
-There was an entry for lidocaine 5% patch apply
up to 2 patches topically every day (may wear up
to 12 hours) scheduled for application at 8:00am.
-There was documentation lidocaine patches
were applied for 31 of 31 opportunities.
-There was no entry for the removal of the
patches and no documentation when patches
were removed.

Review of Resident #4's MAR for 02/01/23 
through 02/15/23 revealed:
-There was an entry for lidocaine 5% patch apply
up to 2 patches topically every day (may wear up
to 12 hours) scheduled for application at 8:00am.
-There was documentation lidocaine patches
were applied for 14 of 15 opportunities.
-There was no entry for the removal of the
patches and no documentation when patches
were removed.

Observation of the medications available for 
Resident #4 on 02/16/23 at 12:54pm revealed 
there were no lidocaine patches available.

Interview with a medication aide (MA) on 
02/16/23 at 12:55pm revealed:
-Resident #4 refused to have her lidocaine patch
applied this morning.
-Resident #4's lidocaine patch was not available
in the facility this morning.
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-MAs had to contact the facility's contracted
pharmacy to reorder Resident #4's lidocaine
patches.
-The MA documented she applied lidocaine
patches on 02/13/23 and 02/14/23, but the
patches were not available.
-She reordered the patches on 02/15/23, but they
had not arrived with the medications delivered
from the pharmacy yet.
-The lidocaine patches should have been
reordered 4 to 5 days prior to Resident #4 running 
out.
-She did not know why Resident #4's lidocaine
patches were not reordered prior to her running
out.
-"It gets hectic around here sometimes."

Interview with a second MA on 02/16/23 at 
3:37pm revealed:
-Lidocaine patches had to be reordered from the
pharmacy.
-Medications that needed to be reordered should
have been reordered 5 days prior to running out.
-She worked on second shift when the lidocaine
patches should be removed.
-Resident #4 had not had lidocaine patches on to
take off since she started working at the facility in
July 2022.
-She did not tell anyone Resident #4 did not have
the lidocaine patches applied and there was no
where to document it on the MAR.
-She figured everyone knew Resident #4 did not
have lidocaine patches.
-She did not call the pharmacy to inquire about
the order for lidocaine patches and she did not
know why she did not call.
-She did not know who was responsible for
contacting the pharmacy about medications that
were not available in the facility.
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Interview with the pharmacist at the facility's 
contracted pharmacy on 02/16/23 at 4:01pm 
revealed:
-Resident #4 had a current order for lidocaine
patches 5% apply up to 2 patches and wear up to
12 hours.
-The order for lidocaine patches had 12 refills, but
they had to be reordered by the facility staff when
needed.
-Lidocaine patches were dispensed to the facility
on 07/14/22 with a of 60 patches.
-There were no subsequent dispense dates or
requests for refills from the facility until 02/16/23.

Interview with Resident #4 on 02/16/23 at 4:28pm 
revealed:
-She had pain in her back every once in a while,
but it was nothing she could not tolerate.
-The MAs used to apply a pain patch to her back,
but they had not applied the pain patch in a long
time and; she did not remember when MAs last
applied a pain patch.
-She was not currently in any pain.

Telephone interview with a MA on 02/17/23 at 
9:19am revealed:
-Resident #4 had lidocaine patches the week
prior to 02/17/23, but she often refused to have
them applied.
-She last applied a lidocaine patch to Resident #4
on Thursday, 02/09/23 at 8:00am and there were
3 patches remaining.
-She did not reorder Resident #4's lidocaine
patches and she was not sure if Resident #4 ran
out of patches.
-MAs usually reordered the lidocaine patches
when there were about 5 patches remaining.
-It usually only took 1 day for the patches to be
delivered to the facility once ordered.
-She thought lidocaine patches were last
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dispensed by the pharmacy around the end of 
January 2023.
-Resident #4 complained of pain often when she
was first admitted to the facility (July 2022), but
she did not complain much about having pain
now.

Telephone interview with the Resident Care 
Coordinator (RCC) on 02/17/23 at 9:45am 
revealed:
-She did not know Resident #4 did not have
lidocaine patches available in the facility for
administration.
-MAs were responsible for reordering Resident
#4's lidocaine patches when there was a 3-day
supply remaining.
-If Resident #4 needed a new prescription for the
lidocaine patches or if there was a problem with
getting the patches reordered, the MAs should
have informed her or the Director.
-The MAs should have contacted the pharmacy to 
find out why they had not been dispensed.

Telephone interview with Resident #4's Primary 
Care Provider (PCP) on 02/17/23 at 12:23pm 
revealed:
-She began working at the facility on 01/11/23.
-She last saw Resident #4 on 02/13/23 and
Resident #4 reported to her that she "was doing
just fine."
-Resident #4 had an order for lidocaine 5% patch
apply up to 2 patches and ware up to 12 hours.
-The order for lidocaine patches was in place
prior to her seeing Resident #4 as a patient; she
needed to update the order for lidocaine patches
to be more specific.
-She did not know staff had not been applying
any patches to Resident #4.
-She reviewed the MARs prior to visiting Resident
#4 and the MARs were documented Resident
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#4's lidocaine patches had been administered.
-She expected the facility to apply the lidocaine
patches daily as ordered.
-She expected the facility to reach out to her if
they were not applying the lidocaine patch or had
trouble getting the patches from the pharmacy.

Telephone interview with the Director on 02/17/23 
at 12:42pm revealed:
-She did not know Resident #4 did not have
lidocaine patches available for administration and
that the lidocaine patches had not been
dispensed from the pharmacy since July 2022.
-MAs were responsible for reordering medication
5 days prior to the medication running out.
-She expected MAs to reach out to the pharmacy
if the lidocaine patches were not in the facility to
find out why they had not been delivered.
-She expected MAs to contact Resident #4's PCP 
to advise staff if lidocaine patches had not been
administered.
-She expected MAs to administered medication
as ordered by her PCP.

Telephone interview with the Administrator on 
02/17/23 at 12:57pm revealed:
-She expected MAs to reorder medication 5 days
prior to the medication running out.
-She did not know Resident #4's lidocaine
patches were not available for administration and
had not been dispensed by the pharmacy since
July 2022.
-If Resident #4's lidocaine patches were not
available in the facility, she expected MAs to
reach out to the pharmacy, Resident #4's PCP
and to the Director.

 D 367 10A NCAC 13F .1004(j) Medication 
Administration

 D 367
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10A NCAC 13F .1004 Medication Administration
(j) The resident's medication administration
record (MAR) shall be accurate and include the
following:
(1) resident's name;
(2) name of the medication or treatment order;
(3) strength and dosage or quantity of medication
administered;
(4) instructions for administering the medication
or treatment;
(5) reason or justification for the administration of
medications or treatments as needed (PRN) and
documenting the resulting effect on the resident;
(6) date and time of administration;
(7) documentation of any omission of
medications or treatments and the reason for the
omission, including refusals; and,
(8) name or initials of the person administering
the medication or treatment.  If initials are used, a
signature equivalent to those initials is to be
documented and maintained with the medication
administration record (MAR).

This Rule  is not met as evidenced by:
Based on record reviews, observations, and 
interviews, the facility failed to ensure the 
medication administration records were accurate 
for 1 of 5 sampled residents (#5) including 
inaccurate documentation of a short-term 
expectorant medication, a short-term 
anti-inflammatory medication, and an anti-anxiety 
medication. 

The findings are:

Review of Resident #5's current FL2 dated 
01/14/22 revealed diagnoses included physical 
deconditioning, cognitive decline, macrocytic 
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resident's medication administration record 
(MAR) shall be accurate and include the 
following: resident's name; name of the 
medication or treatment order; strength and 
dosage or quantity of medication 
administered; instructions for administering 
the medication or treatment; reason or 
justification for the administration of 
medications or treatments as needed (PRN) 
and documenting the resulting effect on the 
resident; date and time of administration; 
documentation of any omission of medications 
or treatments and the reason for the omission, 
including refusals; and, name or initials of the 
person administering the medication or 
treatment.  All MARs for every resident were 
reviewed for accuracy by facility Director/Lead 
Med Aide on 03-29-23. Training with 
Medication Aides/Supervisors on 3-28-23 
including review of facility medication policy 
and procedures. Documentation of training 
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Administrator/Director will monitor medication 
pass periodically to ensure medications are 
being administered according to rule 10A 
NCAC 13F .1004(j). Monitoring will be done 
using a monitoring tool designed by the 
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monitor for compliance weekly X 3, biweekly 
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review.
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anemia, hypertensive urgency, stage 3 chronic 
kidney disease, and hyperlipidemia. 

a. Review of Resident #5's physician's order
dated 01/10/23 revealed an order for Mucinex (a
short-term expectorant used to loosen and thin
mucus in the airways) 600mg 1 tablet twice a day
for 10 days.

Review of Resident #5's Medication 
Administration Record (MAR) for January 2023 
revealed there was no entry for Mucinex 600mg 1 
tablet twice a day for 10 days and no 
documentation Mucinex had been administered.

Telephone interview with a representative from 
the facility's contracted pharmacy on 02/15/23 at 
2:47pm revealed Mucinex 600mg ER 1 tablet 
twice daily for 10 days was dispensed to the 
facility on 01/11/23 with a quantity of 20 tablets.

Interview with a medication aide (MA) on 
02/16/23 at 9:07am revealed:
-The Resident Care Coordinator (RCC) was
responsible for reviewing new medication orders,
sending the orders to the pharmacy, and provided 
a copy of the new medication order to the MA on
duty to enter on the MAR.
-She remembered the order for Mucinex for
Resident #5, and she documented she
administered Mucinex to Resident #5.
-She did not know where the MAR documentation
was for the administration of Mucinex for
Resident #5.

Interview with a MA on 02/16/23 at 1:07pm 
revealed:
-The pharmacy entered medications on the MAR.
-If there were new medication orders after the
MAR was printed by the pharmacy, the MAs were 
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responsible for writing an entry for the new order 
on the MAR to document administration.
-She did not remember writing an entry for
Mucinex onto Resident #5's MAR.
-She remembered seeing Mucinex on the MAR
and documenting when she administered
Mucinex.
-She did not know where the MAR documentation
was for Mucinex.

Telephone interview with the Resident Care 
Coordinator (RCC) on 02/17/23 at 9:45am 
revealed:
-MAs were responsible for reviewing entering new 
medication orders on the MAR.
-She, one of the MAs, or the Director reviewed
the MARs on the same day a new order was
received to ensure the order had been entered on
the MAR.
-She did not know the order for Mucinex was not
entered on the MAR or documented as
administered.

Telephone interview with the Director on 02/17/23 
at 12:42pm revealed:
-MAs were responsible for adding new
medication orders to the paper MAR to document
administration.
-She did not know Mucinex had not been entered
on the MAR or documented as administered in
January 2023.
-She expected MAs to document medication
administration immediately after the medication
was administered.

Telephone interview with the Administrator on 
02/17/23 at 12:57pm revealed:
-MAs were responsible for adding new
medication orders to the MAR.
-She, the Director, or the RCC reviewed the MAR
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the same day to ensure the new medication order 
had been added.
-She expected MAs to document administration
of all medications administered.
-She did not know Mucinex had not been entered
or documented as administered on Resident 5's
MAR.

b. Review of Resident #5's Primary Care
Physician's Care Note dated 01/11/23 revealed
an order for dexamethasone (an
anti-inflammatory medication used to treat or
prevent lung injury from inflammation) 6mg 1
tablet daily for 5 days.

Review of Resident #5's Medication 
Administration Record (MAR) for January 2023 
revealed there was no entry for dexamethasone 
6mg 1 tablet daily for 5 days and no 
documentation dexamethasone had been 
administered.

Telephone interview with a representative from 
the facility's contracted pharmacy on 02/15/23 at 
2:47pm revealed dexamethasone 6mg 1 tablet 
daily for 5 days was dispensed to the facility on 
01/12/23 with a quantity of 5 tablets.

Interview with a medication aide (MA) on 
02/16/23 at 9:07am revealed:
-The Resident Care Coordinator (RCC) was
responsible for reviewing new medication orders,
sending the orders to the pharmacy, and provided 
a copy of the new medication order to the MA on
duty to enter on the MAR.
-She remembered the order for dexamethasone
for Resident #5, and she documented she
administered dexamethasone to Resident #5.
-She did not know where the MAR documentation
was for the administration of dexamethasone for
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Resident #5.

Interview with a MA on 02/16/23 at 1:07pm 
revealed:
-The pharmacy entered medications on the MAR.
-If there were new medication orders after the
MAR was printed by the pharmacy, the MAs were 
responsible for writing an entry for the new order
on the MAR to document administration.
-She did not remember writing an entry for
dexamethasone onto Resident #5's MAR.
-She remembered seeing dexamethasone on the
MAR and documenting when she administered
dexamethasone.
-She did not know where the MAR documentation
was for dexamethasone.

Telephone interview with the Resident Care 
Coordinator (RCC) on 02/17/23 at 9:45am 
revealed:
-MAs were responsible for reviewing entering new 
medication orders on the MAR.
-She, one of the MAs, or the Director reviewed
the MARs on the same day a new order was
received to ensure the order had been enter on
the MAR.
-She did not know the order for dexamethasone
was not entered on the MAR or documented as
administered.

Telephone interview with the Director on 02/17/23 
at 12:42pm revealed:
-MAs were responsible for adding new
medication orders to the paper MAR to document
administration.
-She did not know dexamethasone had not been
entered on the MAR or documented as
administered in January 2023.
-She expected MAs to document medication
administration immediately after the medication
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was administered.

Telephone interview with the Administrator on 
02/17/23 at 12:57pm revealed:
-MAs were responsible for adding new
medication orders to the MAR.
-She, the Director, or the RCC reviewed the MAR
the same day to ensure the new medication order
had been added.
-She expected MAs to document administration
of all medications administered.
-She did not know dexamethasone had not been
entered or documented as administered on
Resident 5's MAR.

c. Review of Resident #5's current FL2 dated
12/02/22 revealed there was an order for
lorazepam 0.5mg 1 tablet every 8 hours as
needed.

Review of Resident #5's Medication 
Administration Record (MAR) for December 2022 
revealed:
-There was an entry for lorazepam 0.5mg 1 tablet
every 8 hours as needed.
-There was documentation lorazepam was
administered 22 times on 12/02/22, once on
12/06/22, 12/07/22, twice on 12/10/22, twice on
12/11/22, twice on 12/15/22, twice on 12/17/22,
once on 12/18/22, once on 12/20/22, once on
12/22/22, once on 12/24/22, once on 12/25/22,
once on 12/27/22, once on 12/28/22, once on
12/29/22, once on 12/30/22, and twice on
12/31/22.

Review of Resident #5's Controlled Substance 
Count Sheets (CSCS) dated 11/15/22, 12/06/22, 
and 12/27/22 revealed:
-The pharmacy label on each sheet documented
an order for lorazepam 0.5mg 1 tablet every 8
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hours as needed.
-There was documentation lorazepam was signed
out 25 times in December 2022 once on
12/01/22, once on 12/03/22, once on 12/06/22,
once on 12/07/22, twice on 12/10/22, twice on
12/11/22, twice on 12/15/22, twice on 12/17/22,
once on 12/18/22, once on 12/19/22, once on
12/20/22, once on 12/22/22, once on 12/24/22,
once on 12/25/27, once on 12/27/22, one on
12/28/22, once on 12/29/22, twice on 12/30/22
and twice on 12/31/22.

There were documentation discrepancies 
between the CSCSs and the MAR for December 
2022 on 12/01/22, 12/02/22, 12/03/22, 12/19/22, 
and 12/30/22. (The MAR did not match the 
CSCS.)

Review of Resident #5's MAR for January 2023 
revealed:
-There was an entry for lorazepam 0.5mg 1 tablet
every 8 hours as needed.
-There was documentation lorazepam was
administered 26 times twice on 01/01/23, twice
on 01/02/23, twice on 01/07/23, twice on
01/08/23. twice on 01/09/23, twice on 01/10/23,
twice on 01/13/23, once on 01/17/23, once on
01/20/23, twice on 01/21/23, once on 01/24/23,
once on 01/25/23, once on 01/27/23, twice on
01/28/23, twice on 01/29/23, and once on
01/30/23.

Review of Resident #5's CSCSs dated 12/27/22, 
01/10/3, and 01/19/23 revealed:
-The pharmacy label on each sheet documented
an order for lorazepam 0.5mg 1 tablet every 8
hours as needed.
-There was documentation lorazepam was signed
out 37 times and in January 2023 twice on
01/01/23, twice on 01/02/23, once on 01/04/23,
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twice on 01/07/23, twice on 01/08/23, once on 
01/09/23, once on 01/10/23, once on 01/11/23, 
twice on 01/12/23, twice on 01/13/23, twice on 
01/14/23, once on 01/15/23, once on 01/16/23, 
once on 01/17/23, twice on 01/20/23, twice on 
01/21/23, twice on 01/22/23, once on 01/24/23, 
once on 01/25/23, once on 01/26/23, once on 
01/27/23, twice on 01/28/23, twice on 01/29/23, 
once on 01/30/23, once on 01/31/23, and 1 tablet 
was documented as wasted on 01/20/23.

There were documentation discrepancies 
between the CSCSs and the MAR for January 
2023 on 01/04/23, 01/08/23, 01/10/23, 01/11/23, 
01/12/23, 01/14/23, 01/15/23, 01/16/23, 01/20/23, 
01/22/23, and on 01/31/23.  (The MAR did not 
match the CSCS.)

Review of Resident #5's MAR for February 2023 
revealed:
-There was an entry for lorazepam 0.5mg 1 tablet
every 8 hours as needed.
-There was documentation lorazepam was
administered 8 times between 02/01/23 and
02/14/23 once on 02/01/23, once on 02/02/23,
once on 02/03/23, once on 02/06/23, twice on
02/11/23, once on 02/12/23, and once on
02/14/23.
01/30/23.

Review of Resident #5's CSCSs dated 01/19/23 
and 2/10/23 revealed:
-The pharmacy label on each sheet documented
an order for lorazepam 0.5mg 1 tablet every 8
hours as needed.
-There was documentation lorazepam was signed
out 9 times between 02/01/23 and 02/14/23 once
on 02/01/23, once on 02/02/23, twice on
02/03/23, twice on 02/11/23, once on 02/12/23,
and once on 02/14/23.
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There were documentation discrepancies 
between the CSCSs and the MAR for 02/01/23 
through 02/14/23, on 02/03/23, and on 02/06/23. 
(The MAR did not match the CSCS.)

Interview with a medication aide (MA) on 
02/16/23 at 12:40pm revealed:
-She documented on the CSCS and on the MAR
when she administered controlled substances.
-She then compared the medication available to
the CSCS to ensure they matched.
-The Resident Care Coordinator (RCC) was
responsible for reviewing the CSCS and the
MARs to ensure they matched.
-She had not noticed any discrepancies between
the CSCS and the MARs.

Interview with the Special Care Unit Coordinator 
(SCUC) on 02/16/23 at 4:40pm revealed:
-When she administered lorazepam for Resident
#5, she documented on the MAR and on the
CSCS.
-She thought the Director or RCC reviewed the
CSCSs and compared them to the MAR at the
end of each month.
-She had not noticed any discrepancies between
Resident #5's CSCS and the MAR.
-Sometimes she did not document on the MAR
immediately and went back to document later
because it got busy.
-She may have forgotten to document on the
MAR when she administered Resident #5's
lorazepam.
-She he did not review the CSCSs and the MARs
for accuracy.

Telephone interview with a MA on 02/17/23 at 
9:19am revealed:
-She thought the RCC conducted MAR reviews,

Division of Health Service Regulation
If continuation sheet  31 of 336899STATE FORM 6QKV11

***
    ***
        ***
            ***

***
***

***
***

***
***

***
***

***
THIS
PAGE 

INTENTIONALLY
LEFT

BLANK
***
    ***
        ***
            ***

***
***

***
***

***
***

***
***

***



A. BUILDING: ______________________
(X1)  PROVIDER/SUPPLIER/CLIA

 IDENTIFICATION NUMBER:
STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
 COMPLETED

PRINTED: 03/02/2023 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

HAL029010 02/17/2023
R

NAME OF PROVIDER OR SUPPLIER

GRAYSON CREEK OF WELCOME

STREET ADDRESS, CITY, STATE, ZIP CODE

6781 OLD US HWY 52
LEXINGTON, NC  27295

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 D 367Continued From page 31 D 367

but she did not know how often.
-When she administered controlled substances,
she documented on the MAR as well as the
CSCS.
-During COVID-19 outbreaks in the facility, there
was a problem with the MAs signing the MAR in
addition to the CSCS.
-She had not noticed the MAR did not match the
CSCSs in December 2022, January 2023, or
February 2023.

Interview with the RCC on 02/17/23 at 9:45am 
revealed:
-One of the MAs was responsible for reviewing
the MARs every Thursday for accuracy.
-She had not reviewed Resident #5's CSCS and
MAR to ensure they matched and were accurate.

Telephone interview with the Director on 02/17/23 
at 12:42pm revealed:
-She did not know the documentation of Resident
#5's lorazepam on the CSCS did not match the
documentation on the MAR.
-She expected MAs to review the CSCS and the
MAR at the change of each shift to ensure
accurate documentation.
-She expected MAs to document on the CSCS
and on the MAR immediately after medication
administration.

Telephone interview with the Administrator on 
02/17/23 at 12:57pm revealed:
-Controlled substances were to be documented
on the on the CSCS, but she did not know if MAs
documented administration of controlled
substances on the MAR.
-She expected all medications administered to be
documented as administered on the MAR.
-MAs were to document signed out of controlled
substances on the CSCS and on the MAR when
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medication was administration so they would not 
forget.
-She, the Director, or the RCC was responsible
for reviewing the MARs for accuracy.
-She did not know Resident #5's CSCS and MAR
did not match for his lorazepam administration.
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