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10ANCAC 13G .0310 Storage Areas

(b) There shall be separate locked areas for
storing cleaning agents, bleaches, pesticides,

and other substances which may be hazardous if

ingested, inhaled or handled. Cleaning supplies
shall be supervised while in use.

This Rule is not met as evidenced by:
Based on observations, record review, and
interviews, the facility failed to ensure cleaning

products including bleach were stored in a locked

area, resulting in hazardous chemicals being

accessible to residents who were diagnosed with

dementia.
The findings are:

Observation of the facility on 01/25/24 between
8:30am-10:05am and 4:30pm-6:30pm revealed:
-Multiple cleaning products were sitting at eye
level, on top of a bookcase in the hallway.

-The bookcase was in the hallway between the
resident rooms, bathroom, and dining room.
-There was a 2.53-quart bottle of bleach, a
1.32-gallon of a multi-purpose cleaner, and two
1-quart spray bottles of an all-purpose cleaner
with bleach.

-The residents walked past the cleaning products |
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Review of the labels of the chemicals revealed

various warnings including avoiding contact with

skin and eyes, could be a skin and eye irritant,
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resident could "get hold" of the chemicals and ey
. il 2\
ingest them or get in their eyes. ‘
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10ANCAC 13G .0901 Personal Care and d wed. Savve O A ot
Supervision l F:L‘Z (,(\/ ‘e
(a) Family care home staff shall provide personal 1 YQQL\LX -
care to residents according to the residents' care | 0‘} \VBPQ 10\ @)
plans and attend to any other personal care ;
needs residents may be unable to attend to for 1 ™
themselves. < Wﬂ“ﬂé V\SUQ\ \“%\DSQ C\
Aot toeits oy
This Rule is not met as evidenced by: l
Based on observations, interviews, and record | ' S‘\ C\“’ J\’D b@ Qbmp\{'\’éd
reviews, the facility failed to provide personal care \]\
for 1 of 3 sampled residents (#1) related to ' &\C V‘“\\ W\Cﬂ m
toenails that needed to be trimmed. | (Y SOy Wi WU m
The findings are: ' (\'Cf “’\%“MO\\
: g | AN KA Wit TN
Review of Resident #1's current FL-2 revealed: ‘ \'"
-The FL-2 was not dated or signed. ‘ ‘ Cﬁ“’\ miﬂv
-The diagnoses included dementia, chronic Pﬂ \3\3{, 1 it
obstructive pulmonary disease, and acute : W ('ﬁ Q“ D\W v W \)
respiratory failure. AR YYF\\LP.; N OW“‘ ey
-She was intermittently confused. W “n e \qaﬁ)_,
-She was ambulatory and continent of bowel; 3\ (« A
there was no documentation for bladder. (\lm hﬁ\\\ aw
-She required assistance with bathing, feeding, C\DCUWH\) \(1 S\ACVT\)
and dressing \ "
| Aecwngs roming
Review of Resident #1's Resident Register 1
revealed an admission date of 09/22/22
Review of Resident #1's current plan of care
dated 01/25/23 revealed:
-Resident #3's skin was normal.
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10A NCAC 13G .0902 Health Care

(b) The facility shall assure referral and follow-up
to meet the routine and acute health care needs |
of residents.

(
[
l
|
l
l
This Rule is not met as evidenced by: |
Based on observations, record reviews, and !
interviews the facility failed to ensure referral and |
follow-up to meet the acute healthcare needs of 1 i
of 3 residents (#3) with a diagnosis of diabetes
related to failing to contact the primary care l
provider (PCP) for finger stick blood sugar |
(FSBS) per parameters. i
I
r
[
I
r
i

The findings are:

Review of Resident #3's current FL-2 dated
12/29/23 revealed diagnoses included diabetes,
hypertension, and dementia. |
Review of Resident #3's signed physician's

orders dated 12/29/23 revealed an order to check
FSBS three times daily and contact the PCP for
FSBS greater than 400 or less than 80.

Review of Resident #3's January 2024

medication administration record (MAR) from |
01/01/24-01/25/24 revealed: ‘
-There was an entry to check FSBS three times |
per day with a scheduled administration time of |
8:00am, 12:00pm, and 4:00pm. '
-The entry included contacting the PCP for FSBS |
greater than 400 or less than 80.

-There was documentation Resident #3's FSBS
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following in the resident's record:
(3) written procedures, treatments or orders from

and

(4) implementation of procedures, treatments or
orders specified in Subparagraph (c)(3) of this
Rule.

This Rule is not met as evidenced by:
TYPE A2 VIOLATION

Based on observations, interviews, and record
reviews, the facility failed to ensure physicians'
orders were implemented for 2 of 3 sampled
residents (#1, #2) related to an order for dressing
changes for a wound (#1),and an order for daily
blood pressure checks for a resident who was
experiencing elevated blood pressures (#2).

The findings are:

1. Review of Resident #1's current FL-2 revealed:
-The FL-2 was not dated or signed.

-The diagnoses included dementia, chronic
obstructive pulmonary disease, and acute
respiratory failure.

-She was intermittently confused.

-She was ambulatory and continent of bowel,
there was no documentation for bladder.

-She required assistance with bathing, feeding,
and dressing

(c) The facility shall assure documentation of the |

a physician or other licensed health professional,
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\
|
Review of Resident #1's Resident Register |
revealed an admission date of 09/22/22. 5

Review of Resident #1's current plan of care
dated 01/25/23 revealed:

-Resident #3's skin was normal.

-Resident #3 required extensive assistance with
eating, toileting, ambulation, bathing, dressing,
grooming/personal hygiene, and transferring.

Observation of the facility on 01/25/24 at various
times between 8:30am-10:00am revealed:
-Resident #1 fed herself, cleaned the table area
where she ate, and took her dishes to the sink.
-Resident #1 was able to independently move |
from bed to chair. \
-Resident #1 walked without assistance or an
assistive device.

-Resident #1 was able to put her shoes on and off
independently.

Review of Resident #1's wound care clinic 1
after-visit summary dated 10/25/23 revealed: |
-New wound care orders this week; continue
home health for wound care. f
-The wound location was the sacrum. |
-Home health was to change the dressing on I
Mondays and Wednesdays; Hydrofera blue (used
for wounds that were undermining and tunneling, |
wicked bacteria-laden exudate (fluid), slough, &
debris away from the wound into the dressing
through capillary flow; facilitated healing and 1
aided in comfort. Inhibited the growth of bacteria |
that could lead to infection with broad-spectrum
antibacterial protection) was to be lightly packed
into the wound bed.

-The secondary dressing was to apply a silicone |
border over the primary dressing as directed.

Review of Resident #1's wound care clinic

4o o P
¢nanges
o 40 e, ARS ==
wn vequasy @ fay wi¥)

2|Azd

Division of Health Service Regulation
STATE FORM

L]

DSOKZ14

If continuation sheet 10 of 37



Division of Health Service Regulation

PRINTED: 02/07/2024
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING COMPLETED
R
FCL017061 B. WING 01/26/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
HIGHER STANDARD ASSISTED LIVING ;ﬁ;‘:ﬁté" g
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{C 249} Continued From page 22 | {C 249}
x Z‘\‘\‘L‘Y
The facility provided a plan of protection in }
accordance with G.S. 131 D-34 on 01/26/24.
THE CORRECTION DATE FOR THE TYPEA2 |
VIOLATION SHALL NOT EXCEED FEBRUARY f
25, 2024.
| be
‘ : 5 (Vmﬂs\)o\ﬁ Ct\’ltf‘ﬂ wil
C 311 10ANCAC 13G .0909 Residents' Rights ’ c3n | 5(,\(\((3\1\4(& {\0( a ey AN
10A NCAC 13G 0909 Resident Rights rme s o the evend
A family care home shall assure that the rights of A OF
all residents guaranteed under G.S. 131D-21, } ‘\TC\"\SPSHCT\"QY\ \S quQ G,
Declaration of Residents' Rights, are maintained \ cang il «d \Nf\h Hesn VF”“
and may be exercised without hindrance. } 0 <peshd Salf \Ml\
|
This Rule is not met as evidenced by: : Avangs P vesidnt 1o ,
Based on observations and interviews, the facility | Y. H‘ «ma\\m
failed to ensure residents' rights were maintained ' Q A\t wed
related to being treated with consideration and “ l(ll\f}’-d oV tane A
respect by requiring all the residents leave the N \f] Y\D‘\"L’e’\%@(
facility and go with other residents to their , W et 0\)& I~
appointments. 1 OV\ e Lo Avranspot: )
The findings are: | ve(s\ Aoy o “‘P\:z‘" v“QS' ' 'e‘\ dan\S
SU(“ Q
Interview with the medication aide on 01/25/24 at | C\Q\E( m& an%t ol o
10:08am revealed a resident had an appointment | re (la\ $€,
and the transportation had not arrived to take the | \NQL\ \F G\ WQ’)\CKYT‘S
resident so she was going to have to take all the 0
residents with her to the resident's appointment. | ?ﬁb“&ﬁ(@c}yﬁ;\ﬁu‘ SN
Observation of the facility on 01/25/24 between | j
10:08am-10-16am revealed all the residents were | -kt VDV\ALS \NM\Q
loaded into the facility's van and left the facility. S ’{T.?( VesiAd 5P
Observation of the facility on 01/25/24 at 4:30pm Ujk“ @m)\ s ec.
revealed the staff member and residents returned | Nic, il \V\'ﬁﬁ necl 0(
to the facility. \)Jd,ﬂ ARSe CUL(H\\S o QLW
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Interview with a resident on 01/25/24 at 4:39pm !
revealed:
-They had to go with other residents when they !
had appointments every time aresidenthadan |
appointment. ‘
-She understood residents had appointments, but |
there seemed to be a better way to handle it, so
all the residents did not have to "load up and go."
-She had arthritis and osteoporosis and it hurt to
sit for an extended period.

’ C 311 ‘
i
\

Interview with a second resident on 01/25/24 at
4:49pm revealed:

-He wished he did not have to go with other
residents to their appointments.

-He would rather stay at the facility.

-Today, 01/25/24, was a very long day. 1

Interview with a third resident on 01/25/24 at
4:51pm revealed: \
-The residents were not able to stay at the facility | F
when someone had an appointment unless there | ‘
was a staff member at the facility, so the only
time they did not have to go to an appointment ‘ ‘
was when a resident was transported by a local

(o0
Interview with a fourth resident on 01/25/24 at
4:54pm revealed:
-They usually went with other residents to an |

transportation company.
appointment or to run errands once or twice a ‘

-He preferred to stay at the facility.
week.

-She usually did not mind going on these outings ' ‘
but today, 01/25/24, her foot was hurting from ‘

sitting in the van so long, and because she had to

walk on the foot without an assistive device.

-She was supposed to be non-weight bearing on

her foot after a recent injury.
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Administration
10A NCAC 13G .1004 Medication Administration

(f) If medications are prepared for administration
in advance, the following procedures shall be
implemented to keep the drugs identified up to
the point of administration and protect them from
contamination and spillage:

(1) Medications are dispensed in a sealed
package such as unit dose and multi-paks that is
labeled with the name of each medication and
strength in the sealed package. The labeled
package of medications is to remain unopened
and kept enclosed in a capped or sealed
container that is labeled with the resident's name,
until the medications are administered to the
resident. If the multi-pak is also labeled with the
resident’'s name, it does not have to be enclosed
in a capped or sealed container,

(2) Medications not dispensed in a sealed and
labeled package as specified in Subparagraph (1)
of this Paragraph are kept enclosed in a sealed
container that identifies the name and strength of
each medication prepared and the resident's
name;

(3) Aseparate container is used for each
resident and each planned administration of the
medications and labeled according to
Subparagraph (1) or (2) of this Paragraph; and
(4) All containers are placed together on a
separate tray or other device that is labeled with
the planned time for administration and stored in

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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C 335 10ANCAC 13G .1004 (f) (1-4) Medication C 335 s d\ c,((\\ o \,L)\\\ Le 2\ \

a locked area which is only accessible to staff as ‘

specified in Rule .1006(d) of this Section.

This Rule is not met as evidenced by:

d wavo oppve’ ady
\C(\Q;ﬁirc\\sewm\ e ouPS
nn¢diaz\Y bQQW.Q
>Cldﬂ’\\n\3\1\(\ Yo Yesideny:
Stakt ol can Bne
'Y?S\ctm\— W Q¥tme G

SUALY TrsenVe ch
W%\c\mé ke e\ |
redicaion. (nediCATe will
A e duomanted (5

‘(v\t'hmfs\’mfld o the M.

Division of Health Service Regulation

STATE FORM

DOKZ14 If continuation sheet 26 of 37



Division of Health Service Regulation

PRINTED: 02/07/2024
FORM APPROVED

their medication and then document the
medication had been administered.

-It was a "great concern" that the residents'
medications were left out.

C 353 10ANCAC 13G .1006 (b) Medication Storage

10A NCAC 13G .1006 Medication Storage

(b) All prescription and non-prescription
medications stored by the facility, including those
requiring refrigeration, shall be maintained under
locked security except when under the direct
physical supervision of staff in charge of
medication administration.

This Rule is not met as evidenced by:

failed to ensure medications were maintained
locked and secured when not supervised by staff.

The findings are:

Observation of the facility on 01/25/24 between
8:30am-10:00am revealed:

-There was a room to the left of the side entrance
that had a bed, a computer desk, a tall black
cabinet with the doors open, and a second
smaller cabinet to the left of the door.

-The door to the room was open.

-Inside the tall black cabinet were multiple
individual bins of medication labeled with the
resident's names

-Residents were sitting in the living room and at
the dining room table.

-The medication aide (MA) was in and out of the
room.

-The MA went down the hall while residents were
present in the vicinity of the medication room.

Based on observations and interviews, the facility
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Interview with the MA on 01/26/24 at 10:41am ‘

revealed: \

-She did not recall the last time she had locked
the medication cabinet or the controlled
medication lock box.

-She had not locked them in the past two days,
she could not answer why she had not locked the '
medication.

Telephone interview with the Administrator on
01/26/24 at 11:28am revealed:

-Medication should be locked in the medication
closet located in the staff room.

-The medication closet should always be locked.
-Controlled medication should be in a locked ‘
container and then locked in the medication
closet to make it double-locked. ’
-He was concermned medication was not locked
and the importance and danger of medications

being out, opened, and accessible to the ’
residents. '

- (koA scstance

C 387 10ANCAC 13G .1008(a) Controlled Substances | C367 |y~ AVON W e A

2\ \ad
10ANCAC 13G .1008 Controlied Substances 1o appreprdtely \w\md
(a) Afamily care home shall assure a readily \vw_d\c&hﬁh Q\,\PS \ Y b@\ 1Y

retrievable record of controlled substances by l \ﬂ\g\—m
documenting the receipt, administration and | \‘ﬂm adm wil)
disposition of controlled substances. These | e adeny” 6\'0{4 ey

records shall be maintained with the resident's
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record and in such an order that there can be ‘ {meﬂ)
accurate reconciliation. ‘,\—\\0{ e dicotion W\C(_\A
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Based on observations, interviews, and record | doc,uma’\\ L_e i)
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receipt and administration of the medication for 3
sampled residents (#1, #2, #5) related to a
medication used to treat severe pain (#1), a
medication used to treat narcotic dependence
(#2) and a medication used to treat anxiety and
agitation (#5).

C 367 Continued From page 31

The findings are:

1. Review of Resident #1's current FL-2 revealed:
-The FL-2 was not dated or signed.

-The diagnoses included dementia, chronic
obstructive pulmonary disease, and acute
respiratory failure.

-There was documentation to see attached, the
attached medication list was not signed.

-There was documentation on the unsigned
medication list for Tramadol (used to treat severe
pain) 50mg four times daily.

Observation of the staff room on 01/25/24 at
8:8:41am revealed:

-The medication aide (MA) was sitting at the
desk, with a controlled substance count sheet
(CSCS) and a calculator.

-The CSCS did not appear to be completed for
multiple dates.

-The CSCS was Resident #1's Tramadol CSCS.

Interview with the MA on 01/25/24 at 8:41am
revealed she was documenting the controlled
medication she administered today, 01/25/24.

Review of Resident #1's January 2024
medication administration record (MAR) from
01/01/24-01/25/24 revealed:

-There was an entry for Tramadol 50mg take 1.5
tablets to equal 75mg four times daily with a r
scheduled administration time of 8:00am, ‘
12:00pm, 4:00pm and 8:00pm '
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