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 D 000 Initial Comments  D 000

The Adult Care Licensure Section and the 

Guilford County Department of Social Services 

conducted an Annual survey on 08/02/17 to 

08/03/17.

 

 D 299 10A NCAC 13F .0904(d)(3)(A) Nutrition And Food 

Service

10A NCAC 13F .0904  Nutrition And Food Service

(d) Food Requirements in Adult Care Homes:

(3) Daily menus for regular diets shall include the 

following:

(A) Homogenized whole milk, low fat milk, skim 

milk or buttermilk:  One cup (8 ounces) of 

pasteurized milk at least twice a day.  

Reconstituted dry milk or diluted evaporated milk 

may be used in cooking only and not for drinking 

purposes due to risk of bacterial contamination 

during mixing and the lower nutritional value of 

the product if too much water is used. 

This Rule  is not met as evidenced by:

 D 299

Based on observations, and interviews the facility 

failed to serve eight ounces of pasteurized milk at 

least twice a day to residents in the Special Care 

Unit (SCU).  

The findings are:

Review of the menu spreadsheet revealed:

-Milk (8 ounces) was to be served at breakfast, 

lunch and dinner for all diets on 08/02/17 and 

08/03/17.

-A snack menu was not listed, so it could not be 

determined if milk should be served with any 

snack service.

Observation on 08/02/17 at 10:15 am revealed 

snacks of peanut butter crackers and cranberry 
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 D 299Continued From page 1 D 299

juice or water were offered and served by the 

Personal Care Aides (PCA).

Observation on 08/02/17 from 12:03 pm to 1:00 

pm of the lunch meal served revealed:

-There were 19 residents were served in the SCU 

dining room. 

-Beverages were prepared, poured, and served 

by the PCAs. 

-Beverages served included water, tea and juice.

-Milk was not offered or served in the dining 

room.

-There was no milk in the mini-fridge in the SCU.

Observation on 08/02/17 at 2:40 pm of the milk 

on hand in the kitchen revealed:

-A total of 144 8oz containers of whole milk in the 

refrigerator.

-One gallon of 2% milk located in the refrigerator.

Observation on 08/02/17 from 5:30 pm to 6:30 

pm of the dinner meal served revealed:

-There were 19 residents were served in the SCU 

dining room. 

-Beverages were prepared, poured, and served 

by the Personal Care Aides (PCAs). 

-Beverages served included water, cranberry 

juice, and tea.

-Milk was not offered or served in the dining 

room.

-There was no milk in the mini-fridge in the SCU.

-There were 2 residents requesting milk but told, 

by the Activities Director there were told there 

was "no milk over here" and given water instead. 

Observation on 08/03/17 at 8:30 am of the milk 

on hand in the kitchen revealed:

-A total of 128- 8oz containers of whole milk in the 

refrigerator.

-One gallon of 2% milk located in the refrigerator.
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 D 299Continued From page 2 D 299

Interview on 08/02/17 at 12:30 am with the 

Dietary Manager (DM) revealed: 

-"The residents don't like milk".

-The residents in the SCU could ask for milk if 

they wanted it.

Interview on 08/02/17 at 5:20 pm with a resident 

in the SCU revealed she liked milk but only gets it 

with her cereal.

Interview on 08/02/17 at 5:20 pm with a second 

resident in the SCU revealed she liked milk and 

wanted milk but only gets it with her cereal.

Interview on 08/03/17 at 10:13 am with two 

residents in the SCU revealed:

-If they were served milk they would drink it.

-They both wanted milk with the cookies that 

were served for a snack.

-They would like to have milk with other meals but 

did not get it.

Interview on 08/03/17 at 12:10 pm with the 

Activities Director revealed:

-There was no milk stored in the SCU.

-If any resident asked for milk she would get it 

from the kitchen.

-Milk was served with cereal in the morning.

-The resident must ask for the milk.    

-She was not aware she must serve milk to the 

residents at least twice a day in the SCU.

Interview on 08/03/17 at 1212 pm with a Personal 

Care Aide (PCA) revealed:

-There was no milk stored in the SCU.

-If any resident asked for milk she would get it 

from the kitchen.

-Milk was served with cereal in the morning.

-The resident must ask for the milk.   
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 D 299Continued From page 3 D 299

-She was not aware she must serve milk to the 

residents at least twice a day in the SCU.

Interview on 08/03/17 at 2:02 pm with the DM 

revealed:

-There was no milk stored in the SCU.

-If any resident asked for milk she would get it 

from the kitchen.

-Milk was served with cereal in the morning.

-The resident must ask for the milk otherwise 

they have no way of knowing the residents want 

milk.                   

-Only healthy shakes were stored in the SCU 

mini-fridge.

-He was not aware he must serve milk to the 

residents at least twice a day in the SCU.

Interview on 08/03/17 at 2:17 pm with the 

Administrator revealed:

-She was not aware milk was not served in the 

SCU 2 times a day.

-The DM was responsible for ordering the milk.

-The dietary staff was responsible for delivering 

the food and drinks to the SCU according to the 

menu.

 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.

 D 358
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 D 358Continued From page 4 D 358

This Rule  is not met as evidenced by:

Based on observations, record reviews, and 

interviews, the facility failed to assure 

medications were administered as ordered by a 

licensed prescribing practitioner for 1 of 5 

sampled residents (Resident #1) with a 

physician's order for methotrexate 2.5 mg.

 

The findings are:

Review of Resident #1's current FL2 dated 

07/03/17 revealed:

-Diagnoses included hypertension and 

rheumatoid arthritis.

-A physician's order for methotrexate 2.5 mg, five 

tablets weekly. (Methotrexate is used to treat 

certain cancers and to treat rheumatoid arthritis 

when other treatments have been unsuccessful. 

Methotrexate helps to reduce further joint 

damage related to arthritis and preserves joint 

function (Web MD).

-A physician's order for 

hydrocodone/acetaminophen 5/325 mg (a 

narcotic pain reliever) 3 times a day as needed 

for pain.

Review of Resident #1's record revealed:

-Signed physician's encounter sheet dated 

07/19/17 continuing methotrexate 2.5 mg, five 

tablets weekly, and hydrocodone/acetaminophen 

5/325 mg (a narcotic pain reliever) 3 times a day 

as needed for pain.

-A order dated 07/20/17 prescribing 

hydrocodone/acetaminophen 5/325 mg one tablet 

at bedtime, and one tablet 3 times a day as 

needed for pain.

Review of Resident #1's Resident Register 
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 D 358Continued From page 5 D 358

revealed the resident was admitted to the facility 

on 07/18/17.

Interview on 08/02/17 at 10:00 am, during the 

initial tour, with Resident #1 revealed:

-She had been at the facility for 2 to 3 weeks.

-She came from her home to live at the facility.

-She was receiving her medications that she had 

at home except for one of her arthritis 

medications.

-She was experiencing worsening pain from her 

arthritis.

Review of Resident #1's July 2017 and August 

2017 electronic Medication Administration Record 

(eMAR) revealed:

-Methotrexate 2.5 mg, five tablets weekly was not 

transcribed on the eMAR for July 2017 or August 

2017

-Methotrexate 2.5 mg, five tablets weekly was not 

documented as administered for 07/18/17 

through 07/31/17.

-Methotrexate 2.5 mg, five tablets weekly was not 

documented as administered for 08/01/17 

through 08/02/17.

-Resident #1 had not received methotrexate 2.5 

mg, five tablets weekly for the 2 weeks since she 

was admitted to the facility.

Continued review of Resident #1's July 2017 and 

August 2017 electronic Medication Administration 

Record (eMAR) revealed:

-Hydrocodone/acetaminophen 5/325 mg one 

tablet at bedtime was listed on the eMAR for July 

2017 and August 2017 and documented as 

administered at 7:00 pm each night from 

07/20/17 to 08/01/17.

-Hydrocodone/acetaminophen 5/325 mg one 

tablet one tablet 3 times a day as needed for pain 

was listed on the eMAR for July 2017 and August 
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 D 358Continued From page 6 D 358

2017 and documented as administered for 2 

doses (08/01/17 at 11:04 am and 08/02/17 at 

7:48 am).

Observation on 08/03/17 at 2:08 pm of Resident 

#1's medications on hand for administration 

revealed 13 tablets remaining of 15 methotrexate 

2.5 mg tablets dispensed on 07/02/17 from a 

local pharmacy.

Telephone interview on 08/02/17 at 4:55 pm with 

a representative for the contracted pharmacy 

provider revealed:

-The pharmacy was responsible for entering 

orders for medications and treatments on the 

eMAR.

-The pharmacy had received Resident #1's FL2 

dated 07/03/17 and physician order for 

methotrexate 2.5 mg, five tablets weekly on 

07/19/17.

-Resident #1's medication orders were entered 

onto the eMAR on 07/19/17 except for 

methotrexate 2.5 mg, five tablets weekly because 

the order did not specify the day of the week to 

administer methotrexate.

-The pharmacy was waiting for information from 

the facility regarding the day of the week to 

schedule the methotrexate 2.5 mg, five tablets 

weekly and was the reason methotrexate was not 

on the eMAR.

-The pharmacy had no documentation for the 

facility staff member that the pharmacy spoke 

with or to whom the pharmacy faxed the request 

regarding the need for the facility to provide a day 

of the week for administration of methotrexate 2.5 

mg, five tablets weekly for Resident #1. 

Interview on 08/02/17 at 5:30 pm with Resident 

#1 revealed:

-She had been taking methotrexate for her 
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 D 358Continued From page 7 D 358

arthritis "for years".

-She had not been administered methotrexate 

since she came to the facility (on 7/18/17).

-She asked the medication aides about her 

methotrexate, but they did not know why she had 

not received the medication.

-She needed methotrexate because "it was the 

important one [medication] for her arthritis".

-She had received an order for a scheduled 

narcotic pain medication, but she did not like to 

take it.

-She felt the arthritis and the pain had gotten 

worse since she had not been receiving 

methotrexate.

Telephone interview on 08/03/17 at 9:00 am with 

the facility's contracted Nurse Practitioner (NP) 

revealed:

-She had seen Resident #1 the day after she was 

admitted on 07/19/17 for a new resident 

examination.

-Resident #1 was supposed to continue 

methotrexate 2.5 mg, 5 tablets once weekly as 

ordered.

-The NP had not discontinued methotrexate 2.5 

mg, five tablets weekly for Resident #1.

-She had not received notification that Resident 

#1's order for methotrexate 2.5 mg, five tablets 

weekly needed to have a day of the week 

specified by either the facility or the contracted 

pharmacy.

-The NP did not have a preference for a day of 

the week; any day would be fine, just use the 

same day each week.

-She would expect Resident #1 to be 

administered methotrexate 2.5 mg, five tablets 

weekly as ordered on the FL2 dated 07/03/17 and 

physician's orders dated 07/19/17.

-She ordered Resident #1's narcotic pain 

medication on 07/20/17 for a scheduled dose at 
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 D 358Continued From page 8 D 358

bedtime and as needed during the day due to the 

resident's complaint about increased pain from 

arthritis.

-Receiving the methotrexate would help to 

decreased pain and discomfort for patients with 

rheumatoid arthritis severe enough to require 

methotrexate.

-She was not aware Resident #1 was not 

receiving methotrexate 2.5 mg, five tablets 

weekly for controlling her rheumatoid arthritis. 

Interviews on 08/03/17 at 11:20 am and 2:40 pm 

with the Resident Care Director (RCD) revealed:

-The contracted pharmacy entered the resident's 

medication orders onto the eMARs and placed 

the orders in a pending file on the computer for 

the facility's approval in order for the medications 

to start appearing on the eMAR for the 

medication aides (MA) to administer.

-She had not been contacted by a representative 

from the contracted pharmacy for Resident #1's 

methotrexate 2.5 mg, five tablets weekly 

regarding the need for an administration day of 

the week specified before it could be added to the 

resident's eMAR.

-The physician had signed physician's orders for 

medications using the pharmacy generated list of 

medications on 07/19/17 and methotrexate was 

not included on the list of medications.

-She was responsible to review residents' 

medications in the pharmacy pending file and 

release the orders when verified.

-She was responsible to review the physician's 

encounter sheets and verifying any continued or 

added medications.

-She was not aware methotrexate 2.5 mg five 

tablets once weekly was not on the eMAR and 

had been overlooked in her review.

-She was not aware Resident #1 was not 

receiving methotrexate 2.5 mg as ordered.
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 D 358Continued From page 9 D 358

-No MA had informed her Resident #1 was asking 

about her methotrexate for her to investigate why 

it was not being administered.

-Resident #1 had brought a supply of most of her 

medications when she came to the facility 

07/18/17.

-Methotrexate 2.5 mg was in the supply of 

medications she brought from home.

-The pharmacist manager of the contracted 

pharmacy had explained today (08/03/17) 

Resident #1's methotrexate 2.5 mg order, five 

tablets weekly was held at the pharmacy for a 

specific day of the week to administer the 

medication.

-She would choose today (Thursday, 08/03/17) as 

the day of the week and make sure methotrexate 

2.5 mg order, five tablets weekly was added to 

Resident #1's eMAR.

Telephone interview on 08/03/17 at 2:40 pm with 

the pharmacy manager from the contracted 

pharmacy revealed:

-The pharmacy entered all the orders from the 

FL2, office visits, faxes or physician telephone 

orders onto the eMAR.

-The facility released the orders when reviewed 

for accuracy, then the orders appeared on the 

residents' eMARs for administration by the MAs.

-Resident #1's methotrexate 2.5 mg, five tablets 

weekly was placed in a stack at the pharmacy for 

contacting the facility for additional information 

(day of administration).

-The pharmacy documentation was incomplete 

as to when the pharmacy contacted the facility 

and who was contacted.

-He would make sure Resident #1's methotrexate 

was added to the eMAR today (08/03/17).

Interview on 08/03/17 at 3:00 pm with a first shift 

MA revealed:
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-She did not routinely review residents' 

medications compared to the physicians' orders.

-She thought the pharmacy entered the orders 

and the RCD was responsible for reviewing the 

orders and approving the orders so the orders 

would appear on the eMAR for the MAs to 

administer.

-Resident #1 had not asked her about her 

methotrexate for arthritis.

-Resident #1 had a pain reliever (narcotic) that 

she could request as needed.

-She was not aware Resident #1 was ordered the 

methotrexate 2.5 mg, five tablets once weekly.

Interview on 08/03/17 at 3:15 pm with a second 

shift MA revealed:

-She was not aware of the scheduled morning 

medications for Resident #1.

-Resident #1 did not have methotrexate 2.5 mg, 

five tablets weekly listed on eMAR for the evening 

medications to be administered.

 D 466 10A NCAC 13F .1308(b) Special Care Unit 

Staffing

10A NCAC 13F .1308 Special Care Unit Staffing

(b)  There shall be a care coordinator on duty in 

the unit at least eight hours a day, five days a 

week.  The care coordinator may be counted in 

the staffing required in Paragraph (a) of this Rule 

for units of 15 or fewer residents.

This Rule  is not met as evidenced by:

 D 466

Based on observations and interviews, the facility 

failed to ensure a care coordinator was on duty in 

the Special Care Unit (SCU) at least eight hours a 

day, five days a week.
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The findings are:

Observations on 08/02/17 at various times in the 

SCU revealed:

-The current census in the SCU was 19 with a 

licensed capacity of 24.

-There was one medication aide (MA), two 

personal care aides (PCAs) and a activities 

director on duty in the unit.

-There was no care coordinator on duty in the 

unit.

Interviews on 08/02/17 at 9:00 am with a MA 

revealed:

-There was a Resident Care Director (RCD) for 

the SCU and her office was located on the 

Assisted Living (AL) side.

-She stated the RCD usually walked through the 

unit to check on the unit regarding any changes 

with the residents, and was usually there long 

enough to walk through.

-She stated the RCD walked through every day to 

check on things and would help out if needed but 

does not have an office in the SCU. 

Interview on 08/02/17 at 10:00 am with a PCA 

revealed:

-She stated the RCD walked through the SCU to 

check on things with the MA.

-The RCD would help with staffing or care of the 

residents if needed.

-The RCD's office was located in the front of the 

building on the Assisted Living (AL) side.

Interviews on 08/03/17 at 12:12 pm with a second 

PCA revealed:

-There was a Resident Care Director (RCD) for 

the SCU and her office was located on the 

Assisted Living (AL) side.
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-The RCD usually walked through the unit to 

check on the unit check on things and would help 

out if needed but does not have an office in the 

SCU.

Interview on 08/03/17 at 2:26 pm with the RCD 

revealed:

-She was the RCD for the SCU for many years.

-She is also the RCD for the AL side.

-Her office is located at the front of the building on 

the AL side.

-She does not have an office on the SCU.

-She walked through the SCU every day and 

checkd with the MA about issues, staffing and will 

fill in if needed as PCA or MA.

-The total hours spent in the SCU per day varied 

from a quick walk through to filling in as a PCA or 

a MA.

Interview on 08/03/17 at 2:45 pm with the 

Administrator revealed:

-There was a RCD for the SCU and the office for 

the RCD was located on the AL side up front with 

all of the other offices.

-She did not realize a RCD needed to be on duty 

in the unit at least 8 hours a day, 5 days a week.
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