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D 000/ Initizl Comments D000 ,
Response to the cited deficiencles do not
. . constitute an admission or agreement by ths

The Adult Care Licensure Slgctlgn conducted a facility of the truth of the facts alleged or

follaw up survey and complaint investigation on conclusions set forth in the Statement of

09/26/23 to 09/27/23, Deficlencies or Corrective Action Report.

The Plan of Correction is prepared soley as
D 394 10A NCAC 13F 1008 (¢ & d) Controfied D 394 as matter of compliance with State Laws

Substance

10A NCAC 13F .1008 Controlled Subsfance

(c) Controlled substancas that are expirad,
discontinued or no longer required for a resident
shall be retumed 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 nams, 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 tha
controlled substances.

{d) If the pharmacy will not accept the return of a
controlled substance, the administrator or the
administrator's designee shall dastroy the
controlled substance within 90 days of the
expiration or discontinuation of the controlled
substance or following the desth of the resident.
The destruction shall be witnessed by a licensad
pharmacist, dispensing practiticner, or designes
of a licensed pharmacist or dispensing
practitioner. The destruction shall be conducted
so that no person can use, administer, sell or give
away the controiled substance, Records of
conirolled substances destroyed shall include the
resident's name; the name, strength and dosage
form of the controllad substance; the amount
destroyed; the method of destruction; and, the
signature of the administrator or the
administrator's designee and the signature of the
licensed pharmacist, dispensing practitioner or

10A NCAC 13F .1008(c & d) Controlled
Substance

Commmunity has implemented naw system
regarding disposal and/or destruction of
controlled substances.

Resident Care Coordinator (RCC) andfor
Memory Care Coordinator (MCC) will conduct
weekly Medication Cart audits.

Community Executive Director {ED), Area
Clinical Director (ACD), and/or Regional
Director (RDO) will conduct random
Madication Cart Audits ic assure any
expired, discontinued cr no longer required
meadications are pulled from cart,

Any expired, discontinued, or no longer
required controlled substances

will be removed for medication

cart and secured in a locked box RCC office.

Community ED will assure keys to lock box
are maintained in a secure location.

Controiled Substances will be disposed of
and/or destreyed at the community with two
witnesses,
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designee of the licensed pharmacist or
dispensing practitioner.

This Rule is not met as evidenced by;

Based on intarviews and record reviews, the
facility failed to ensure destruction of controlled
substances were witnassed by a licensed
pharmacist, dispensing practitioner, or designee
of licensed pharmacist or dispensing practitioner.

The findings are;

Raview of the facility's policy on cantrolled
substance dispesal dated November 2018
revealed all controlled substancas remaining in
the facility after a rasident has been dischargad,
ar the order Is discontinued, are disposed of in
the facility as ailowead by state law. :

Review of the facility's policy on medication
handling upon the discharge or death of 2
resident dated September 2021 revealed
medications including controlled substances shall
be destroyed at the facility as it refates to
discontinuation of medication or following the
death of the resident,

Review of the facility's controlled substance
destruction record dated 05/05/23 to 09/16/23

The disposalfdestruction of controlled
substances will be completed by either

an Area Clinical Director (RN), Provider (RN),
or Pharmacy Consuitant during en site

visits along with the

Executive Director or Resident Care
Coordinator as the second witness,

The community will assure the above
disposal/destruction is completed within
80 days of the expiration or discontinuation,

The Community will assure that records

of controlfed substances destroyed include
the residents name, name of the medication,
strength, and dosage form of the controlled
substance, amount destroyad, method of
destruction, and the signatures of the RNs,
or Pharmacy Consultant as well as the
witness,

Destruction Records will be maintained in
a binder in the Rasidant Care Coordinator
office and reviewsd by the Ragional
Dirsctor of Operations (RDO) or
Divisicnal VP of Operations during on site
visits.

Medication Staff have been trained on
controlled substances, to include but not
limited to what to do and who to notify

if medication is discontinued or expired.
Training Conducted by ACD (RN)

Executive Director, RCC and MCC have
been in-serviced on the process sumounding
Controlled Substances and Disposal of
Controlled Medications.

Training Conducied by ACD (RN)
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revealed:

~The destruetion form included documentation of
destruction of controlled substances for 7
residents.

~The form included the residents name, the
prescription number, the drug name and strength,
the quantity destroyed, the date of the
destruction, the methed of destructicn, the facility
administrator or designee to sign as a witness to
the destruction, and the consultant pharmacist or
pharmacy designee to sign as a witness to the
destruction.

-Chemical destruction was documented as used
for the destruction of all of the controlled
substances documented on the form.

Interview with the Residant Care Coordinator
(RGC) on 09/27/23 at 2:04pm revealed:

~The facility's contracted pharmacy was
out-of-state and did not accepted the retumn of
controlled substances.

-The facility destroyed controllad substances at
the facility using the chemical destruction method.
-Destruction of controlled substances was
required to bs witnessed by two facility
administrative staff,

Telephone interview with a pharmacist at the
facility's contracted pharmacy on 09/27/23 at
3:29pm revealad:

-The pharmacy did not accept returns of
controlled substances.

-The facility was rasponsible for destroying
controlled substances utilizing chemical
destruction at the facility.

-The facility was requirad to utilize a two parsen
witness of the controlled substance destruction.
-He did not know the regulation required a
pharmacist, dispensing practioner, or designee of
a licensed pharmacist or dispensing practitioner
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o witness the destruction with the administrator
or administrator's designee,

A second telephone interview with the same
pharmacist at the facility's contracted phamacy
on 08/27/23 at 4:13pm revealad:

-The pharmacy's policy was to destroy controlled
substances in accordance with state law,

-He was going to amend the controlled substance
policy to include controlled substance destruction
would occur weekly with a licensed nurse as a
witness to the destruction.

interview with the Administrator on 08/27/23 at
4:20pm revesled:

-The facility's contracted pharmacy would not
accepf the return of controlled substances.
-Destruction of controlled substances occourred at
the facility utilizing chemical destructicn with 2
two-staff witness of the destruction.
~Administrative staff were supposed to act as
witnesses of controlled substance destruction.
~They had not been using a ficensed pharmacist,
dispensing practitioner, cr designee of a
dispensing practitioner to withass the destruction
of controlled substances.

-The pharmacy agreement they ware in
designated their staff as the pharmacy designes
for the purposes of controlled substance
destruction.
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