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 C 000 Initial Comments  C 000

The Adult Care Licensure Section and the 
Sampson County Department of Social Services 
conducted an initial survey on April 1 and 4, 2016.

 

 C 204 10A NCAC 13G .0702  (c-1) Tuberculosis Test 
And Medical Examination

10A NCAC 13G .0702 Tuberculosis Test And 
Medical Examination

(c)  The results of the complete examination are 
to be entered on the FL-2, North Carolina 
Medicaid Program Long Term Care Services, or 
MR-2, North Carolina Medicaid Program Mental 
Retardation Services, which shall comply with the 
following:
(1) The examining date recorded on the FL-2 or 
MR-2 shall be no more than 90 days prior to the 
person's admission to the home.  

This Rule  is not met as evidenced by:

 C 204

Based on record reviews and interviews, the 
facility failed to assure the FL-2 was no more than 
90 days old prior to the resident's admission to 
the facility for 1 of 3 sampled residents (#2).

The findings are:

Review of Resident #2's current FL-2 dated 
11/18/15 revealed:
-Diagnoses included chronic paranoid 
schizophrenia, intellectual disability, hypertension, 
hyperlipidemia, and hypothyroid
-Resident #2's FL-2 documented an admission 
date of 11/26/14.
-Resident #2's FL-2 documented the date of 
physician signature as 11/18/15.
-Resident #2 was ambulatory and continent of the 
bowel and bladder.
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 C 204Continued From page 1 C 204

Review of Resident #2's record failed to reveal a 
more current FL-2 which would have been 
completed within the 90 days prior to the 
03/01/2016 date of admission.   (The FL-2 should 
have been completed on or after 12/2/2016.)

Interview with the Medication Aide/Live-In on 
04/01/16 at 10:45AM revealed:
-The Administrator is responsible for completing 
admission paperwork.
-Staff only assists with the paperwork when they 
are asked too.

Interview with the Medication Aide/Live-In on 
04/01/16 at 5:30PM revealed:
-Resident #2 was previously admitted to this 
facility back in November 2015.
-Resident #2 left this facility in December 2015 
because there were only two residents at the 
facility and they could no longer afford to keep it 
open just for two residents.
-Resident #2 returned to this facility on 03/01/16.

Interview with the Administrator on 04/04/16 at 12 
noon revealed:
-The Administrator is responsible for getting 
residents an appointment with the primary care 
physician upon admission.
-The appointments are to have the FL-2, 
tuberculosis skin test, care plan and personal 
care service sheets filled out by the primary care 
physician.
-The facility tries to complete all of the admission 
paperwork within 72 hours of admission.
-Resident #2 was admitted from one of their 
sister facilities which was why they were using the 
FL-2 dated 11/18/15.
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 C 212 10A NCAC 13G .0703 (a) Resident Register

10A NCAC 13G .0703 Resident Register

(a)  A family care home's administrator or 
supervisor-in-charge and the resident or the 
resident's responsible person shall complete and 
sign the Resident Register within 72 hours of the 
resident's admission to the home.  The Resident 
Register is available on the internet website, 
http://facility-services.state.nc.us/gcpage.htm, or 
at no charge from the Division of Facility 
Services, Adult Care Licensure Section, 2708 
Mail Service Center, Raleigh, NC 27699-2708.  
The facility may use a resident information form 
other than the Resident Register as long as it 
contains at least the same information as the 
Resident Register.

This Rule  is not met as evidenced by:

 C 212

Based on record reviews and interviews, the 
facility failed to assure the Resident Register was 
completed within 72 hours of admission to the 
facility for 1 of 3 sampled residents (#2).

The findings are:

Review of Resident #2's current FL-2 dated 
11/18/15 revealed:
-Diagnoses included chronic paranoid 
schizophrenia, intellectual disability, hypertension, 
hyperlipidemia, and hypothyroid
-Resident #2's FL-2 documented an admission 
date of 11/26/14.
-Resident #2's FL-2 documented the date of 
physician signature as 11/18/15.
-Resident #2 was ambulatory and continent of the 
bowel and bladder.
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 C 212Continued From page 3 C 212

Review of Resident #2's record revealed there 
was not a Resident Register found in Resident 
#2's record.

Interview with the Medication Aide/Live-In on 
04/01/16 at 10:45AM revealed:
-The Administrator is responsible for completing 
admission paperwork.
-Staff only assists with the paperwork when they 
are asked too.

Interview with the Medication Aide/Live-In on 
04/01/16 at 5:30PM revealed:
-Resident #2 was previously admitted to the 
facility back in November 2015.
-Resident #2 left this facility in December 2015 
because there were only two residents at the 
facility and they could no longer afford to keep it 
open just for two residents.
-Resident #2 returned to this facility on 03/01/16.

Interview with the Administrator on 04/04/16 at 12 
noon revealed:
-The Administrator was responsible for 
completing the Resident Register. 
-The facility tried to complete all of the admission 
paperwork within 72 hours of admission.
-Resident #2 was admitted to this facility on 
03/01/16.
-Resident #2's Resident Register was sent to the 
guardian for signing last week (the week of 
03/27/16).
-The facility was waiting for the Resident Register 
to be returned from the guardian.

Interview with Resident #2's Guardian on 
04/04/16 at 1:40PM revealed:
-Resident #2's move to this facility was 
documented as 03/01/16.
-The guardian received the Resident Register last 
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 C 212Continued From page 4 C 212

week.  
-The Director signed the Resident Register on 
03/31/16 and would be faxing it back to the 
facility.

 C 367 10A NCAC 13G .1008(a) Controlled Substances

10A NCAC 13G .1008 Controlled Substances
(a)  A family care home shall assure a readily 
retrievable record of controlled substances by 
documenting the receipt, administration and 
disposition of controlled substances.  These 
records shall be maintained with the resident's 
record and in such an order that there can be 
accurate reconciliation.

This Rule  is not met as evidenced by:

 C 367

Based on observation, interview, and record 
review, the facility failed to assure accurate 
reconciliation of controlled substances, Ativan 
and Clonazepam, for 2 of 2 residents (Residents 
#1, #3) sampled.

The findings are:

1.  Review of Resident #3's current FL-2 dated 
03/15/2016 revealed:
-Diagnoses included MDD, PTSD, and Borderline 
Personality Disorder.
-There was a physician's order for Ativan 0.5mg 
two times a day (Ativan is used to treat anxiety).

Review of the March 2016 controlled substance 
log for Ativan for Resident #3 revealed:
-A pharmacy label on the controlled drug record 
indicated the supply of Ativan was dispensed on 
03/23/2016 with 62 tablets.
-The first dose from the supply was 03/23/2016 at 
8:00am.
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 C 367Continued From page 5 C 367

-There were 19 doses of Ativan documented as 
administered from 03/23/2016 - 04/01/2016.
-Documentation on the controlled drug record 
after the 8:00am dose of Ativan was administered 
indicated 43 tablets remained.

Observation of Resident #3's medications on 
hand on 04/01/2016 at 12:10pm revealed:
-One supply of Ativan 0.5mg tablets dispensed on 
03/23/2016 with 23 tablets remaining.
-One supply of Ativan 0.5mg tablets dispensed on 
03/23/2016 with 24 tablets remaining.
-There was a total of 47 Ativan 0.5mg tablets on 
hand, not 43 as indicated on the controlled drug 
record.

Telephone interview with the Pharmacy Provider 
Representative (PPR) on 04/01/2016 at 2:30pm 
revealed the pharmacy dispensed 62 tablets of 
Ativan 0.5mg tablets to the facility on 03/23/2016.

Interview with the Medication Aide/Live-In (MA/LI) 
on 04/01/2016 at 12:15pm revealed:
-The MA/LI started administering the Ativan from 
the pharmacy dispensed supply on 03/23/2016.
-The MA/LI would punch the Ativan out of the 
blister pack and count the remaining pills.
-The MA/LI did not know how many Ativan 0.5mg 
tablets were on hand for Resident #3.
-The MA/LI remembered counting the Ativan 
0.5mg tablets for Resident #3 on 03/25/2016 in 
the evening when her shift ended.
-The MA/LI did not remember counting the Ativan 
0.5mg tablets for Resident #3 when she returned 
to work on 03/28/2016.
-The MA/LI had been trained to count the control 
medication every day when administered.
-The MA/LI had administered Ativan 0.5mg to 
Resident #3 on the morning of 04/01/2016.
-The MA/LI had not counted the Ativan 0.5mg 
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 C 367Continued From page 6 C 367

tablets on hand on 04/01/2016.

Interview with the Administrator on 04/04/2016 at 
12:18pm revealed:
-The Administrator reviewed the controlled drug 
record once a week on Mondays.
-The Administrator had last reviewed Resident 
#3's controlled drug record on 03/28/2016 and 
found no discrepancies.
-The Administrator had not had a chance to 
review the controlled drug record on 04/04/2016 
for Resident #3.
-The Administrator did not know why Resident 
#3's controlled drug record count for Ativan 0.5mg 
did not match the quantity on hand. 

2. Review of Resident #1's current FL-2 dated 
03/29/15 revealed:
- A diagnoses list that included schizophrenia, 
type 2 diabetes, allergic rhinitis, constipation.
-There was a physician's order for Clonazepam 1 
mg one tablet by mouth twice a day (Clonazepam 
is used to treat seizures, panic disorders and 
anxiety).

Review of Resident #1's Resident Registry 
revealed an admission date of 03/01/16.

Review of a previous FL-2 dated 12/29/15 for 
Resident #1 revealed an order for Clonazepam 1 
mg take one tablet by mouth twice a day.

Review of the March 2016 controlled substance 
log for Clonazepam 1 mg for Resident #1 
revealed:
-There was a pharmacy label on the controlled 
drug record that indicated the supply of 
Clonazepam 1 mg was dispensed on 03/23/2016 
with 62 tablets.
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 C 367Continued From page 7 C 367

-The first dose administered from the supply was 
03/23/2016 at 8:00am.
-There were 19 doses of Clonazepam 
documented as administered by the Medication 
Aides (MA) from 03/23/2016 - 04/01/2016.
-  On 04/01/16 the MA documented there was 43 
tablets that remained after the 8:00am dose of 
Clonazepam.

Observation of medications on hand on 04/01/16 
at 12:00 noon revealed:
-One supply of Clonazepam 1 mg tablets 
dispensed on 03/23/2016 with a handwritten entry 
of 8:00am on the card, had 24 tablets remaining 
on the card and contained 31 numbered blister 
pack slots labeled 2 of 2.
-One supply of Clonazepam 1mg tablets 
dispensed on 03/23/2016 with a handwritten entry 
of 4:00pm on the card, had 23 tablets remaining 
on the card and contained 31 numbered blister 
pack slots labeled 1 of 2.
-There was a total of 47 tablets of Clonazepam 
1mg on hand.
-The documentation on the Clonazepam 
controlled drug record for Resident #1 of 43 
tablets remaining  at  8:00am on 04/01/16 did not 
match the on hand amount of 47 tablets of 
Clonazepam.

Interview with the Medication Aide/Live-In (MA/LI) 
on 04/01/2016 at 12:15pm revealed:
-The MA/LI started administering the Clonazepam 
1mg from the pharmacy dispensed supply on 
03/23/2016 at 8:00am.
-The MA/LI was taught to count all controlled 
medication tablets each time one tablet was 
punched out for administration and to document 
how many pills remained on the controlled drug 
record.
-The MA/LI would punch the Clonazepam 1mg 
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out of the blister pack and count the remaining 
pills.
-The MA/LI did not know how many Clonazepam 
1mg tablets were on hand for Resident #1.
-The MA/LI had administered Clonazepam 1mg 
to Resident #1 on the morning of 04/01/2016.
-The MA/LI had not counted the Clonazepam 
1mg tablets on hand on 04/01/2016.

Interview with the Administrator on 04/04/2016 at 
12:18pm revealed:
-The Administrator reviewed the controlled drug 
record once a week on Monday's.
-The Administrator had last reviewed Resident 
#1's controlled drug record on 03/28/2016 and 
found no discrepancies.
-The Administrator had not had a chance to 
review the controlled drug record on 04/04/2016 
for Resident #1.
-The Administrator did not know why Resident 
#1's controlled drug record count for Clonazepam 
1mg did not match the quantity on hand.
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