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, Res t ' icienci
The Adult Care Licensure Section conducted an not g onstt’atu? the Clzied‘de?ftmenmes do
annval and follow-up survey, and a complaint ot consti G‘an a npss on or
investigation on 06/10/24 through 06/11/24. agreement y the facility of the truth
of the fact alleged or conclusions set
D 234 10A NCAC 13F .0703(a) Tuberculosis Test, D234 | forth in the Statement of Deficiencies
Medical Exam & Immunizatio : or Corrective Action Reportable:
. : ] the Plan of Cotrection is prepared
TO0ANCAC 13F .0703 Tuperculosrs Tast, Medica) solely as a matter of compliance
Examination & Immunizations ith state |
(a) Upon admission to an adult care home each With staie iaw.
resident shall be tested for tuberculosis disease
in compliance with the contral measures adopted
by the Commission for Publlic Health as specified
in 10A NGAC 41A .0205 including subsaguent
amendrents and editions.
This Rule is not met as evidenced by: Residents charts will be audited by | 8/15/25
Based on cbservations, interviews and record the Executive Director and or
reviews, the facility failed to ensure 1 of 5 Care Managers for completion
sampled residents (#2) had completed ‘ ,
tuberculosis {TB) testing upon admission. of the docurrentation of tuberculosis
testing.
The findings are:
Review of Resident #2's current FL2 daited Updated testing will be completed as
32" 18/ 2ﬂ53 ri"ea'sdi;i’i?jgé‘,osej‘;;‘g'f”gfedbl‘{:ﬁf”|aij needed and placed in charts. Chart
ofmontia, unspeciiied disor +an audits will be done quarterly by the
heart diseass, ;
Care Managers or designee for
Review of Resident #2's resident register compliance,
revealed an admission date of 11/25/24 to the
special care unit (SCU),
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Coordinator (RCC) wete responsible for ensuring
TB skin tests were completed upon resldents
admissions to the faolllty

Interv Tow thh the RCC on 06/11!25 at 2:30pm
revealed:

-Regident #2's TB skin test was not available for
review, :

-She did not know why Resu:lent #2's TR skin test
was not available for raview,

-All residents must have completed TB skin
testing prior to admission, - -

-The Administrator and the SCUC were
responsible to enisure TB skin tests were -
completed upon residents’ admlss;ons to the
facliity for the SCU ' .

I nterview with the Admmfstrator on 06/11/25 at’
4:35pm revealad: :

-Bhe did not know why Remdant #2‘5 TB skin test
was not completed arid available for review,

-All resldents must have a completed skln test
prior to admission.

-8he was respansiblé for ensuring TB skin tests
were completed upon residents’ admisslons fo

the facility and the RCC c0mpleted the new
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D 234 Contmued From page 1. D234 | e
pag Educaﬂon will be plowded to the 8/1 5725
Ilii\g:!\gdof ReSldent#Z 5 immunlza’ﬂon records clinical Ieadershlp on tubercuiosis o
-There was no documentation of a negative TR testing requirements by the Executive
skin test, | Director(ED).
-There was no documentatlon ofa posltive TB _ e Loe ( 0\" éeﬂ
skm tost. . ‘ AN fe@we VL _ -
| F awid\ mat «;5 B/E/25
Interview with the Spemal Caire Uni Coordinator Yot -\-u.be,m\&, | =
(8CUC) on 08/11/25 at 2 O{)pm revealed; ofh emé@_\ eVarks Wi\ \ac
;E}R‘ﬁgﬁent #2's TB skln test was not available for & 15\\‘60\ b‘ﬁ EN ond o )
- |-All residents must have com iplated TB skin Core "“‘O‘”\thﬁ'@ o Somphekion
' 'testlng priorto admission, ol Mne o\%w\ewb.\»\cn R
~The Adntinistiator and the Resident Care The ED or designee will review new | B/56/25.

admission charts for FL2 completion
monthly for 3 months and then
quarterly x 3.

The Care Managers or designee will
review the FI2 for completeness
prior to admission including test for
tuberculosis testlng
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D234

D 235

Continued From page 2
resident documentation.

Based on observations, Interviews, and record
review, it was determined Resident #2 was not
Interviewable.

10ANCAC 13F .0703 (b & ¢} Tuberculosis Test,
Medical Exam & Immunizatio

T0ANCAC 13F .0703 Tuberculosis Test, Medical
Examination And iImmunizations

(b} Each resident shall have a medical
examination completed by a licensed physician or
physician extender prior fo admission to the
facility and annually thereafter. For the purposes
of this Rule, "physician extender” means a
licensed physician assistant or licensed nurse
practitioner. The medical examination conpleted
prior to admission shait be used by the facillty to
determine if the faclliity can meet the needs of the
resident,

{c) The medfcal examination shall be completed
no rmore than 90 days prior to the resident's
admisslon to the facifity, except in the case of
emergency adrission,

This Rule is not met as evidenced by:

Based on record reviews and Interviews, the
facility failed to ensure 1 of 5 sampled residants
(Resident #1) had a current FL2 completed
annually.

D 234

D235

The Care Manager or designee will
review the FL2 for completion

prior to admission to ensure
accuracy.

8/15/25
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Centinued From page 3

Review of Resident #1's FL2 dated 05/30/23
revealed dlaghoses included Mobitz 1l heart
block,

Raview of Resldent #1's Resident Register
revealed an admission date of 04/14/22,

Review of Resident #1's record revealed
Resident #1 did not have an updated FL2
completed since 06/30/23,

Interview with the Resident Care Coordinator
(RCC) on 06/11/25 at 4:21pm revealed:

-She knew residents must have an FL2
completed annually.

-She did not know Resident #1's FL2 was not
completed for two years prior to 06/10/25,

-8ha was responsible to ensure resldents had an
updated Fl.2 completed annualiy.

interview with the Administrator on 06/11/25 at
4:40pm revealed:

-She knew residents must have an FL2
completed annually.

-Bhe did not know Resident #1's FL2 was not
completed for two years prior fo 06/10/25.
-The RCC was responsible to ensure residents
had an updated FL2 completed annually.

10A NCAC 13F 0904 (e)(3) Nufrition and Food
Service

10ANCAC 13F .0904 Nutrition and Food Service
(e} Therapeutic Diets in Adult Care Homaes:

(3} The facllity shall maintain a current listing of
residonts with physiclan-ordered therapeutic diets
for guidance of food service stalf.

D 235

D 308
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This Rule is not met as evidenced by: B/15/25
Based on observations, record reviews, and
interviews, the facllity falled to ensure therapeutic
diets wers served as ordered for 1 of & samplad
residents with a regular diet order with thopped
meat (#4).
The findings are:
ED/Dietary Manager will ensure 8/15/25

Review of Resident #4's current FL-2 dated
04/04/25 revealed:
-Diagnoses included major depressive disorder,

| anxlety, glaucoma, and hypertension.

-There was no diet listed,

Review of Resident #4's diet order sheet revealed
an order for a regular dist with chopped meats,

Review of the facflity's therapeutic diet list datad
06/10/25 revealed Resident #4 was to be served
a regular diet with chopped meats.

Review of the regular diet with chopped meats
menu for the lunch meal service on 06/10/25
revealed Resident #4 was to be served diced
kamburger meat with gravy, collard greens,
California blend, a dinner roll, and strawberry ice
cream.

Observation of Resident #4's lunch meal service
on 06/10/25 at 12:15pm revealed:

-Resident #4 was served hamburger steak with
gravy, the hamburger steak was not chopped,

all newly hired cooks are trained to
understand how to look on the
recipes for the special diet
instruction.
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sausage links were not chopped.

-Resident #4 chopped and ate 100% of the
hamburger steak slowly.

Review of the reguizr diet with chopped meats

mentt for the breakfast meal service on 06/11/25
revealed Resident #4 was fo be served bite sized
sausage links, eggs, hash brown patty, and milk.

Observation of Resident #4's breakfast maal
service on 06/11/25 at 8:15am revealed:
~Resident #4 was served sausage links; the

~Resident #4 chopped and ate 100% of the
sausage links slowly.

interview with Resident #4's on 06/11/25 at
12:36pm ravealed:

~Her meat was supposed to come from the
kitchan chopped up.

-Her meats were not served choppad with meals
by the kitchen staff,

~¥When her meat was not chopped the resident
would cut the meat up herself.

interview with the dietary aide on 06/11/25 at
8:30am revealed:

~The cook was responsible for preparing and
plating resldent's meals.

-She served resldents meals from the dining cart.
-8he was not aware Resident #4 was ordered a
regular diet with chopped meats.

Interview with the cook on 06/11/25 at 8:35am
reveated:

~He was responsible for plating food items for
residents according to their diet orders including
choppad meats, but sometimes the correct plates
were not served to the residents.

-The dietary aldes waro responsible for serving
the plates fo residents in the dining room.
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-He was hot aware Resident #4 was not served
chopped meat for the lunch meal on 06/11/25 and
for the breakfast meal on 06/10/95.

-He was not aware Resident #4 was ordered a
regular diet with chopped meats.

Interview with the Dietary Manager (DM) on
06/11/25 revealed:

-She and the cook were responsible for plating
food ltems for residents according to their diet
orders including meats.

~The dietary aldes were regponsible for serving
the plates to the residents during mealtimes.
-She assisted the dietary aide to service
Jesldent's meals but sometimes the correct plates
were not served to the residents.

~3he was not aware Resldent #4 was not sorved
chopped meat for the lunch meal on 06/11/25 and
for the breakfast meal on 06/10/25.

~3he was not aware Resldent #4 was on a regular
diet with chopped meats until 06/11/25.

-She and the cook should have reviewed the
therapeutic dist list to know that Resldent #4 was
to be served a regular diet with chopped meats.

Interview with the Resident Care Coordinator
(RCC) on 06/11/25 at 4:25pm revealed:

-She was aware Resldent #4 was on a regular
diet with chopped meat.

-A resident with an order for chopped meats, the
meat should be chopped in the kitchen,

-No one had told her Resident #4's meats wers
not being chopped in the kitchen and she was not
aware Resident #4 was not served chopped
meat,

~She expected the meals to be served as ordered
by & resident's primary cars provider (PCP),

Interview with the Administrator on 06/11/25 at

3:02pm revesled:

Division of Health Service Regulation
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-It was the cook's job to ensure the diets were
served corractly,

~-The DM, cook, and the dletary aides should
know the resident's diet and If the meal was not
served correctly, they should notify either the
RCG or her for clarification.

-She was not aware Resident #4 was not served
chopped meat as ordered by her primary care
provider PCP,

~-She expected the cook gnd the DM to review the
therapeutic diet fist and ensure residents diets are
sarved as ordered according to the therapeutic
menus.

Aftempted telephone interview with Resident #4's
PCP on 06/11/25 at 4:45pm was unsuccessful.

D 358| 10A NCAC 13F 1004 (&) Medleation
Administration

10A NCAC 13F .1004 Medlcation Administration
(a) An adult care home shall assure thatthe
preparation and administratfon of medications,
prascripfion 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:

Based on obsarvations, interviews, and record
reviews, the facility falled to administer
medicatlons as ordered for 1 of 2 residents (#6)
observed during the 8:00am medication pass on
06/11/25 related to a medication to treat elevated
chalesterol and a vifamin supplement,

The findings are:

D 308

D 358

The Stratford shall ensure the
preparation and administration of
medications and treatments by staff
are according to provider orders
which are kept in the residents
records, the facility's policies and
procedures, and rule area .1004(a)

Care Managers notified PCP and
families of identified medication
discrepancies.

Clinical Nursing Consuitant(CNC)
in-serviced Med Techs on the 6 Rights
of Medlcation Administration as well
as the importance of reporting to the
Care Managers if discrepancies on
the MAR are noted.

SIS ]
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The medication error rate was 7% as evidenced
by the observation of 2 errors out of 26
opportunities during the 8:00am medication pass
on 06/11/286,

Raview of Resident #6's current FL2 dated
(05/22/25 revealed diagnoses included type 2
diabetes, hypettension, and insomnla,

a. Revlew of Resident #6' current FL2 dated
05/22/25 revealed there was an order for vitamin
b complex-folic acid (a medication used to treat
of prevent vitamin deficiency) 0.4mg take 1 tablet
daily.

Review of Resident #6's signed physician's order
dated 08/05/25 revealed there was an order to
discontinue vitamin b complex-folic acid 0.4mg
take 1 tablet daily.

Observation of the morning medication pass on
06/11/25 at 8:17am revealed: .
~The medication aide (MA) prepared 11 oral
medications for administration fo Resident #6
from medicafions packaged in bubble cards and
a blister card.

~Vitamin b complex-follz acld 6.4mg was
packaged with 9 other oral medications in a
weekly multiple dose medication blister card.
-The MA administered the 11 prepared oral
medications to Resident #6.

Observation of Resident #6's medications on
hand on 06/11/25 at 8:15am revealod there were
5 of 7 vitamin b complex-folic acid 0.4mg tablets
available for administration in a medlcation card
blister pack with a dispensed date of 06/10/25.

Review of Resident #6's Juna 2025 electronic

CNC will complete random Med-Tech
observations durlng med passes

to ensure at least 2 observations per
month are completed. This will check
campliance giving meds carrectly,

Care Managers will Pull EMAR
Gompliance reports dally and review
for compiiance and accuracy.

This will be discussed with ED during
management meeting for any needed
follow up.

Weekly cart audits will be completed
by Care Managers to check for QA
compliance of the medication cart.
Follow up will be reviewed with ED.,

Care Managers will complete a
minimum of 2 chart reviews weekly to
audit for completion, accuracy, and
medication compliance. Completed
chart reviews will be submitted to

the ED.
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mecication administration record (eMAR) from
06/01/25 to 06/11/25 revealed; .
~There was an entry for vitamin b complex-folic
acid ¢.4mg take 1 tablet dally scheduled for
administration at 8:00am.

-There was documentation vitamin b
compiex-folic acid was administerad daily from
06/01/25 to 06/11/25.

Attempted telephone interview with a
representgtive from the facility's contracted
pharmacy on 06/11/25 at 4:00pm was
unsuccessful.

Telephone interview with Resident #6's primary
care provider (PCP) on 06/11/25 at 3:21pm
tevealed;

-He did not know Resident #6 was administered
vitamin b complex-folic acid after he discontinued
the medication on 06/35/25. ‘
-Resident #6 should not be administered vitamin
b complex-folic acid if he discontinued the
medication.

-He expected staff to administer medications as
he ordered them.

Interview with the MA on £6/11/25 at 2:40pm
reveslad:

-She did not know Resident #6's vitamin b
complex-folic acid was discontinued on 06/05/25,
-She thought Resident #6's vitamin b
complex-folic acld was still an active order when
she administered the medication to Resldent #6
during the morning medication pass.

~Vitamin b complex-folic acid was still a
medication order entry on the eMAR during the
morning medication pass on 06/11/25,

Interview with the Resident Care Coordinator
(RCC) on 06/11/25 at 4:21pm revealed:

THE STRATFORD.
CHAPEL HILL, NC 27518
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-She did not know Resident #6 was administered
vitamin b complex-folic acid after the medication
order was discontinued during the morning
madication pass on 06/11/25,

-She should have checked to see i the vitamin b
complex-folic acid order was removed from the
eMAR.

Interview with the Administrator on 06/11/25 at
4:40pm revealed she did not know Resident #65
was administered vitamin b complex-folic acid
aftor the medication order was discontinued
during the morning medication pass on 06/11/25.

Refor to the interview with the medication aids
(MA) on 06/11/25 at Z:41pm.

Refer to the interview with the Resident Care
Coordinator (RCC) on 06/11/25 at 4:22pm.

Refer to the interview with the Administrator on
06/11/25 at 4:41pm.

h. Review of Resident #6's current FL2 dated
06/22/25 revealed there was an order for
cholestyramine (a medication used to lower
cholesterol levels In the blood) powder 4 grams,
mix 1 packetin a 4-ounce (oz) beverage once
daily ({ake ail other medications 1 hour befora).

Observation of the morning medication pass on
06/11/25 at 8:17am revealed:

-The medication aide {MA) preparad 11 oral
medications for administration to Resident #6
from medications packaged in bubble cards and
a blister card.

-The MA administered the 11 prepared ara!l
medications to Resident #6.

-The MA mixed the cholestyramine powder in 4
0z of water and administered cholestyramine to
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Resident #6 Immediately after administering the
other oral medications.

Observation of Residant #6's medications on
hand on 06/11/26 at 8;15am revealed there were
4 cholestyramine powder packets availabie for
administration with a dispensed dats of 05/14/25,

Review of Resldant #6's June 2025 slactronic
medication administration record (eMAR) from
06/01/25 to 06/11/25 revealed:

-There was an enfry for cholestyramine powder in
packei 4 grams, mix 1 packet in 4 oz beverage
once dally (take all other medications 1 hour
before) scheduled for administration at 9:00am.
-There wag documentation cholestyramine
powder was administered daily from 06/01/25 to
06/11/25,

Attempled telsphone interview with a
representative from the facility's contracted
pharmacy on 06/11/25 at 4:00pm was
unsuccessful,

Telephone interview with Resident #5's primary
care provider (PGP} on 06/11/25 at 3:21pm
revealed:

-There was potential for decreased absorption of
Resident #6's oral medications when the
cholestyramine was administerad Immaediately
after Resident #6's other oral medications.

-He expected staff to administer medications as
he ordered them.

Interview with the MA on 06/11/25 at 2:40pm
tavealsd:

-She did not know Resident #6's cholestyramine
must be administered 1 hour after Resident #5's
ather oral medications.

-She did not know Resident #6's cholestyramine
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administration timing was part of the medication
order, :

Interview with the Resldent Care Coordinator
(RCC) on 06/11/25 at 4:21pm revealed:

-She did not know Resident #5 was administered
cholestyramine immedistely aftor her other oral
medications during the morning medication pass
on 06/11/25.

-She did not know Resldent #8's cholestyramine
must be administered 1 hour after Resident #6's
other oral medications until the MA told her on
06/11/25,

Interview with the Administrator on 06/11/25 at
4:40pm revealed;

~She did not know Resident #8 was administerad
cholestyramine immediately after Resident #6's
other oral medications during the morning
medication pass on 06/11/25.

-She knew Resident #6's cholestyramine must be
administered 1 hour after Resident #6's other oral
medications.

Refer to the interview with the medication aide
(MA) on 06/11/25 at 2:41pm,

Refer to the interview with the Resident Care
Coordinator (RCC) on 06/11/25 at 4:22pm.

Refer to the Interview with the Administrator o
06/11/25 at 4:41pm.

Interview with the MA on 06/11/25 at 2:41pm
revealed:

~-Bhe followed the medication orders on the eMAR
when she administered medications to residents.
-She did not know if medication cart audits were
completed.
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Interview with the Resident Care Coordinator
(RCC) on 06/11/25 at 4:22pm revealed: .
-She expected the MAs to follow the medication
orders on the eMAR.

-She faxed or sent order changes fo the
pharmacy.

-Medlication cart audits were last completed two
or three weeks ago in May 2025,

-A medication cart audit consisted of printing out
provider orders and comparing mediation order
entries on the electronic medication
administration record (eMAR) to the medications
oh the medication cart.

Interview with the Administrator on 06/11/25 at
4:41pm revealed:

-She expectod the MAs to pass medications as
directed by the provider in a timely manner and to
follow the medication orders on the sMAR,

-The MAs and the RCC were expected to
complete sMAR and medication cart audits.

-She did not know how often audits were currantly
being dane or when the last audit was completed.
-The MAs and the RCC were responsible to
administer medications as ordered,
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