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Fumnishings

10A NCAC 13G .0315 Housekeeping And i
Furnishings !
(2) Each family care home shall: i
(1) have wails, ceilings, and floors or floor i
coverings kept clean and in good repair; :
This Rule shall apply to new and existing homes, :

This Rule is not met as evidenced by: |

Based on observations and interviews, the facility
 failed to assure two common bathroom doors }
- were kept in good repair. }

The findings are;
Interview with the Facility Site Manager on

727117 at 8:15am revealed there were six
residents currently living in the factlity.

on 7/27/17 from 8:20am to 8:25am revealed:
-There were three bathrooms for the residents in
the facility, twa in the middie of the resident ;
bedroom hallway and one at the end of the :
hallway. 3
~The bathroom at the end of the hallway was
temporarily out of service.
-The two doors on the middle bathrooms would
- bacome stuck on the hailway floor when opening |
the door,
~The two doors opened up approximately to a 40

|

i

Observations during the initial tour of the facility [
i

|

{

|
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€074 Continued From page 1 | CO74

or 45 degree angle from the door frame. [

Interviews with three residents on 7/27/17 |
revealed: [
“-All three residents stated both doors had been
that way for “a long time" or "for a while".
-One resident indicated there was a resident who
used a [roliator] who "could hardly wait for them |
to fix the doors bacause it takes him everything :
he can ta get them opened". J
. -One resident indicated observing staff working
" on the doors, but have yet to "shave off the l
bottom of the doors". ‘[

Interview with Resident #2 on 7/27/17 at 9:10am !
revealed;

-He ambulated with a rollator,

-He was able to get into the bathrooms but “it was !
hard".

. -He had to "grab both door handles to balance ‘
himself and push the doors hard ta open them", f
-He had not fallen when apening the doors. !

- -"Someone had looked at the doors and waere |

supposed to shave them off " '

-Both doors had been like that "for a long time" i

Review of the current local health department

facility inspection report dated 3/20/17 revealed
no comment about the condition of the bathroom |
doors. i

Interview with the Supervisor-in-Charge (SIC) on
7127/17 at 10:40am revealed:

~He had started working at the facility "about
three weeks ago”,

-The middle bathroom doors were getting stuck
when trying to open them since he had started
working in the facility. i
~The maintenance staff were aware of the doars ‘
but he did not know when they would be fixed.
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-He assisted Resident #2 with getting the doors
opened and closed.

Second interview with the Facility Site Manager
on 727117 at 11;10am revealed:
-She was aware of the condition of the bathroom
doors.
-She had sent a maintenance request in on
6/21117 and again on 7/26/17.
-The doors were on the schedule to be repaired
on Monday (7/31/17),
-She had just received a text message from the

* Administrator and the doors "would be fixed
today" (7/27/17).
-She had not been made aware of the difficulties
Resident #2 had with operating the doors.
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Medications | Q'p :
| A Yeda Asspasnsny
10ANCAC 13G 1005 Self-Administration Of 1 m . {)—G)p
Medications . \ \O\Vm
* (8) The facility shall permit residents who are : \(\(\\ 0 &Ub
competent and physically able to self-administer \ w\ﬂ\yf}\u oY
to self-administer their medications if the i - &)V’
following requirements are met: ? !‘e 2\ 0N
(1) the self-administration is ordered by a b :Q E
physician or other person legally autharized 1o ' P 0 )
prescribe medications in North Carolina and ’ !'
documented in the resident's record; and ; . h = \‘
(2) specific instructions for administration of f ’ Ayl O
. prescription medications are printed on the | % ‘—Q»Q\
medication label. | oV O :&\‘L
(b) When there is a change in the resident's j \3 o YL 6 Nt
mental or physical ability to self-administer or [ 3
resident non-compliance with the physician's :
orders o the facillty's medication policies and |
procedures, the facility shall notify the physician,
A resident's right to refuse medications does not .
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imply the inability of the resident to
self-administer medications.

This Rule is not met as evidenced by:

Based on observations, interviews and record
review, the facility failed to assure that 1 of 1
resident (Resident #1) had a self-administration
order signed by a physician or other person
legally authorized to prescribe medications in
North Carcling and documented in the resident's
record.

The findings ara;

Observations of Resident #1's room on 7/27/17 at
~ 8:25am revealed;
-On & small table under the one window in the
room there were two prescription bottles.
-Both bottles were pharmacy labeled and beth
were empty,
-One hottle was labeled Oxycadone 5/325mg
{used to relieve moderate to severe pain), take
~ 1-2 tablets every 4-6 hours as needed for dental
+ pain. The filled date was 5/16/17 and 30 pills
were dispensed,
~-The second bottle was labeled Amoxicillin
500mg (used to many types of infections), 1
tabiet three times per day until gone. The filled
date was 5/16/17 and 30 pills were dispensed.

Review of Resident #1's current FL2 dated
3/29/17 revealed diagnoses of paranoid
schizophrenia, generalized arthralgia,
hypertension, type 2 diabetes meliitus and severe
morbid obesity.

Review of Resident #1's record revealed:

C 350 r
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An admission date of 12/2/08.
-No seif-administration order signed by a
physician documented in the resident's recard.

Interviews with Resident #1 on 7/27/17 at 8:25am
and 10:20am revealed:
-The Oxycodone and Amoxicillin were prescribed
to him following a dental procedure.
~The pill bottles were in his room because he
“"takes his own meds",
-He knew the Amoxicillin was "so he wouldn't get
an infection” and "he took all of the pills".
-He used all of the Oxycodone pills due to pain

. and discomfert after the demtal procedure.

. »He did not know, nor could not remember if staff

- were aware of these medications, Following the
procedure he went to the pharmacy, had the
prescriptions filled and returnad to the facility.

* -He had his own vehicle and provided his own
transportation.
-He left the facility on a daily basis and “took his
medications with him".

' -He had been taking his own medications for
"about a year”,

. -He stated he knew what medications he was

* taking.

Review of the facility's resident sign-in/sign-out
log book revealed Resident #1 had signed out
every day starting on 7/20/17 through 7/27/17.

Review of Resident #1's Care Plan dated 4/20/17
revealed handwritten notation listed under
Activities of Daily Living, Other section was

- medication administration with an indicator of 4,

- totally dependent.

Review of the July 2017 electronic medication
administration record (eMAR) reveaied:
_-The 5:00pm dose of matformin ER 500myg, take

¢+ €350
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one tablet by mouth twice daily with foed (used to
control high blood sugar) was documented as
given to the resident to take later 26 out of 27
opportunities.

-The 8:00pm dose of benztropine 0.5mg, take
one tablet by mouth twice daily (used to treat
symptoms of Parkinson's disease or involuntary
movements due to the side effects of certain
psychiatric drugs) was documented as given to
the resident to take later 27 out of 27
apportunities.

-The 8:00pm dose of carvedilol 25mg, take two
tablets by mouth twice daily, hold is systolic blood
pressure is below 100 (used to treat
hypertension) was documented as given to the
resident to take later 27 out of 27 opportunities.

- «The 8:00pm dose of fish oil 1,000mg, take one

capsule by mouth twice dally (used to help lower
triglyceride ievels in the blood) was documented
as given to the resident to take later 27 out of 27
opportunities.

-The 8:00pm dose of risperidone 2mg, take one
tablet by mouth twice daily (used to treat
schizophrenia) was documented as given to the
resident to take later 27 out of 27 oppertunities.
-The 8:00pm dose of simvastatin 40mg, take one
tablet by mouth at bedtime (used to help lower

. "bad" chelesterol and fats (such as LDL,

triglycerides) and raise "good" cholesterol (HOL)
in the blood) was documented as given to the

_ Tesident to take later 27 out of 27 opportunities.

Review of the June 2017 eMAR revealed:
-The 5:00pm dose of metformin ER 500mg was

- documented as glven to the resident to take later

2 out of 30 opportunities.

-The 8:00pm dose of benztroping 0.5mg was
documented as given to the resident to take later
26 out of 30 opportunities.

-The 8:00pm dose of carvedilol 25mg was

1
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documented as given to the resident to take later
26 out of 30 opportunities.
-The 8:00pm dose of fish oll 1 ,000mg was

* documented as given to the resident to take later
26 out of 30 opportunities. '

. ~The 8:00pm dose of risperidone 2mg was '
documented as given to the resident to take later j
26 out of 30 opportunities.

. -The 8:00pm dose of simvastatin 40mg was i
documented as given to the resident to take later
26 out of 30 opportunities,

Interview with the Supervisonin-Charge (SIC) on ‘
C 72717 at 10:40am revealed: ;
-He had started working at the facility "about !
three weeks ago".
-Resident #1 almost always left the facility on a |
daily basis and took his evening medications with :
hirm.
~The 5:00pm medication was placed in a
"separate zip lock bag" than the 8.00pm
medications. |
-The bags are labeled with the time of the '
medication,
-Resident #1 checked his own blood pressure
. and provided the SIC with a record of the
pressures,
*-He had not noticed the empty pill bottles in
Resident #1's room.
-Resident #1 had been taking his meds with him i
ever since he started working for the facility. '

Interview with the Facility Site Manager on

7127117 at 10:15 am and 11:10am revealed:

-Resident #1 had been taking his medications .

with him when he left the facility for about 1 year, J

Restdent #1 had "a girlfriend” he want to visit
. aimast dally. !

-The medications are placed in "a baggie" with a |

copy of the MAR, "he (resident #1) knows his |
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pills",

' -Resident #1 had his own blood pressure cuff.
-If he (resident #1) did not take a pill, he would ,
retumn it to the SIC. [
-Resident #1 made all his own appointments t
except the podiatrist. He also had his own car :
and drove himself to his appointments. :
-She was not aware of the empty pill bottles in his |
room. i

-She did not know the reasen a facility report of i

consultation form had been completed by the '

~ dentist and returned to the facility. A form is sent
with the resident to his appointments.
-Staff were to falk about the appointment with
Resident #1 when he returned from the doctor's
office.
-She had discussed this issue with Resident #1
primary care physician (PCP), and based on that |
conversation, thay did not believe the resident |
was self-administering his medications.
-She would discuss the issue with Resident #1's |
new PCP who would be at the facility on 7/28/17.
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