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 C 000 Initial Comments  C 000

The Adult Care Licensure Section and the 

Johnston County Department of Social Services 

(DSS) conducted an  initial survey on 10/18/18.

 

 C 191 10A NCAC 13G .0601(d) Management and Other 

Staff

10A NCAC 13G .0601 Management and Other 

Staff

(d)  Additional staff shall be employed as needed 

for housekeeping and the supervision and care of 

the residents.

This Rule  is not met as evidenced by:

 C 191

Based on interviews and record reviews, the 

facility failed to assure sufficient staff were on 

duty and awake at all times to meet the 

supervision needs for 2 of 2 residents (Resident 

#1 and #2) who were constantly disoriented and 

known to go out of an exit door at night to smoke 

without first alerting staff  (#1) and a resident who 

was intermittently disoriented (#2).

The findings are:

Interview with the live-in supervisor/medication 

aide (S/MA)  on 10/18/18 at 9:30 a.m. revealed:

-The facility had a current census of two residents 

residing in the facility.

 -Live-in medication aides (MAs) worked from 

Monday at 7:00 a.m. through the following 

Monday at 7:00 a.m.

-Staff were allowed to sleep at night, however, 

staff were required to make rounds to check on 

the residents at least two to three times per night.

Interview with a live-in MA on 10/18/18 at 11:09 

a.m. revealed:

-She had worked at the facility since the facility 
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 C 191Continued From page 1 C 191

opened this year.

-She worked 24 hours from Monday to the next 

Monday and had sleeping quarters in the facility.

-She worked alone during this time with no other 

staff in the facility.

-When she worked, she normally went to bed 

around 12:30 p.m. to 1:00 a.m. which was the 

same time all the residents went to sleep.

-She was required to get up approximately three 

times per night to check on the two residents at 

the facility.

1. Review of Resident #1's hospital generated 

FL-2 dated 08/27/18 revealed:

-Diagnoses included bronchitis, iron deficiency 

anemia, homelessness, and elevated serum 

creatinine, acute cystitis without hematuria, 

disoriented to time, dehydration and sepsis.

-The resident was constantly disoriented.

Interview with Resident #1 on 10/18/18 revealed 

he declined to be interviewed any further.

Interview with a live-in medication aide on 

10/18/18 at 11:09 a.m. revealed:

-Resident #1 occasionally got up during the night 

and would go out the side door to smoke.

-The facility's exit door alarms would sound when 

Resident #1 opened the exit door.

-She always got up when Resident #1 went out 

the exit doors of the facility to smoke at night. The 

door alarms always woke her up, "I am a light 

sleeper".

Telephone interview with the Resident #1's 

primary care physician on 10/18/18 at 4:09 p.m. 

revealed:

-Resident #1 required 24 hour supervision with 

awake staff at all times due to the resident's 

"marginal intelligence status".
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 C 191Continued From page 2 C 191

-There would be a concern that the resident 

would leave the facility at night and wander away 

due to his mental status or enter other resident 

rooms at night while staff were asleep which 

could result in harm from altercations between 

the residents.  

Refer to the interview with the supervisor in 

charge (SIC) on 10/1818 at 4:35 p.m. 

Refer to the telephone interview with the 

Administrator on 10/18/18 at 4:30 p.m. 

2. Review of Resident #2's current FL-2 dated 

08/14/18 revealed:

-Diagnoses included brain injury, bipolar 1 

disorder/depressed, alcohol dependence, stroke, 

hypertension, pancreatitis, coronary obstructive 

pulmonary disease and sleep apnea.

-The resident was intermittently disoriented.

Interview with Resident #2 on 10/18/18 at 8:24 

a.m. revealed:

-The resident was not sure how long he had lived 

at the facility.

-Staff were very attentive and always at the 

facility.

-He slept well at night.

-If  he needed anything at night staff were there.

-He never had to wake up staff at night, but if he 

needed to "I guess I could". 

Interview with a live-in medication aide (MA) on 

10/18/18 at 11:09 a.m. revealed Resident #2 

never got up at night and was not exit seeking.

Telephone interview with the Resident #2's 

primary care physician on 10/18/18 at 4:09 p.m. 

revealed:

-Resident #2 required 24 hour supervision with 
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 C 191Continued From page 3 C 191

awake staff at all times due to the resident's 

"marginal intelligence status".

-There would be a concern that the resident could 

leave the facility at night and wander away due to 

his mental status or enter other resident rooms at 

night while staff were asleep which could result in 

harm from altercations between residents.  

Refer to the interview with the supervisor in 

charge (SIC) on 10/1818 at 4:35 p.m. 

Refer to the telephone interview with the 

Administrator on 10/18/18 at 4:30 p.m. 

 _______________________

Interview with the supervisor in charge (SIC) on 

10/1818 at 4:35 p.m. revealed:

-She was aware that supervision and care of the 

residents was required at all times.

-She had recently discussed with local county 

staff about the need to have awake staff to meet 

the supervision needs of the residents.

-She had spoken with the Administrator about 

awake staff at night after speaking with the local 

county staff.

Telephone interview with the Administrator on 

10/18/18 at 4:30 p.m. revealed:

-He had spoken with the SIC about the concern 

for awake staff at night to supervise the residents 

at the facility.

-They (management) were planning a meeting 

next week to discuss the staff shifts.

 C 202 10A NCAC 13G .0702(a) Tuberculosis Test and 

Medical Examination

10A NCAC 13G .0702 Tuberculosis Test and 

Medical Examination

(a)  Upon admission to a family care home each 

 C 202
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 C 202Continued From page 4 C 202

resident shall be tested for tuberculosis disease 

in compliance with the control measures adopted 

by the Commission for Health Services as 

specified in 10A NCAC 41A .0205 including 

subsequent amendments and editions.  Copies of 

the rule are available at no charge by contacting 

the Department of Health and Human Services, 

Tuberculosis Control Program, 1902 Mail Service 

Center, Raleigh, North Carolina 27699-1902. 

This Rule  is not met as evidenced by:

Based on record reviews and interviews, the 

facility failed to assure 2 of 2 residents sampled 

(Resident #1, #2) were tested upon admission for 

tuberculosis (TB) disease.  

The findings are:

Review of the facility's "Admission's Policies" 

form revealed:

-Prior to admission, each resident shall be tested 

for the first step of tuberculosis (TB) disease in 

compliance with the control measures adopted by 

the Commission for Health Services.  

-The second TB step would be completed 2 to 3 

weeks after the first TB step is read.

1. Review of Resident #1's hospital generated  

FL-2 dated 08/27/18 revealed :

-Diagnoses included bronchitis, iron deficiency 

anemia, homelessness, elevated serum 

creatinine, acute cystitis without hematuria, 

disoriented to time, dehydration and sepsis.

-Immunizations administered for the resident's 

admission revealed a PPD test (a purified protein 

derivative skin test used for tuberculosis (TB) 

testing) was placed on 07/06/18.

Review of an immunization report form from the 
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 C 202Continued From page 5 C 202

same local hospital for Resident #1 revealed a 

negative TB skin test on 07/08/18

Review of Resident #1's Resident Register 

revealed an admission date of 08/27/18.

Review of Resident #1's immunization records 

revealed there were no additional TB skin tests.

Interview with Resident #1 on 10/18/18  revealed:

-He thought he had TB skin tests done in the past 

but was not sure when.

-He had never had a positive TB skin test that he 

was aware of. 

Interview with the supervisor in charge (SIC) on 

10/18/18 at 2:15 p.m. revealed:

-She was responsible to assure all residents had 

at least a one TB skin test on admission and a 

second TB skin test within 2-3 weeks after 

admission.

-She knew Resident #1 needed a second TB skin 

test.

-Resident #1's second TB skin test had "Slipped 

her mind"

-She realized earlier this week Resident #1 

needed a second TB skin test.

-She was taking Resident #1 to the local health 

department Monday, 10/23/18 for his second TB 

skin test.

-Resident #1 should have had a test done within 

2 - 3 weeks after his admission on 08/27/18.

Telephone interview with Resident #1's physician 

on 10/18/18 at 4:09 pm. revealed

- Resident #2 had no symptomatic signs of TB.

- He expected the facility to comply with all rules 

and regulations for tuberculosis testing for 

Resident #1 on admission to the facility,
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 C 202Continued From page 6 C 202

Refer to the telephone interview with the 

Administrator on 10/18/18 at 4:30 p.m. 

2. Review of Resident #2's current FL-2 dated 

08/14/18 revealed diagnoses included brain 

injury, bipolar 1 disorder/depressed, alcohol 

dependence, stroke, hypertension, pancreatitis, 

coronary obstructive pulmonary disease and 

sleep apnea.

  

Review of Resident #2's Resident Register 

revealed and admission date of 08/02/18.

Review of an immunization report form from the 

same local hospital for Resident #2 revealed a 

negative TB skin test on 07/20/18.

Review of Resident #2's immunization records 

revealed there were no additional TB skin tests.

Interview with Resident #2 on 10/18/18 at 3:44 

p.m. revealed:

-He remembered having a TB skin test done just 

before he was admitted to the facility and had 

several TB skin tests when he was a child.

-He had never had a positive TB skin test.

Interview with the supervisor in charge (SIC) on 

10/18/18 at 2:15 p.m. revealed:

-She was responsible to assure all residents had 

at least one TB skin test on admission and a 

second TB skin test within 2-3 weeks after 

admission.

-She knew Resident #2 needed a second TB skin 

test. 

-Resident #1's second TB skin test had "slipped 

her mind'.

-She realized earlier this week Resident #2 

needed a second TB skin test.

-She was taking Resident #2 to the local health 
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 C 202Continued From page 7 C 202

department Monday, 10/23/18 for his second TB 

skin test.

-Resident #2 should have had a test done within 

2 - 3 weeks after his admission on 08/27/18.

Telephone interview with Resident #2's physician 

on 10/18/18 at 4:09 pm. revealed

- Resident #2 had no symptomatic signs of TB.

- He expected the facility to comply with all rules 

and regulations for tuberculosis testing for 

Resident #2 on admission to the facility,

Refer to the telephone interview with the 

Administrator on 10/18/18 at 4:30 p.m. 

__________________________-

Telephone interview with the Administrator on 

10/18/18 at 4:30 p.m. revealed:

-The facility had a tuberculosis policy. 

-The supervisor in charge (SIC) was responsible 

to assure all residents' had at least one 

tuberculosis (TB) skin test on admission and a 

second TB skin test if needed 2 to 3 weeks after 

the resident was admitted to the facility.

 C 341 10A NCAC 13G .1004 (i) Medication 

Administration

10A NCAC 13G .1004 Medication Administration

(i)  The recording of the administration on the 

medication administration record shall be by the 

staff person who administers the medication 

immediately following administration of the 

medication to the resident and observation of the 

resident actually taking the medication and prior 

to the administration of another resident's 

medication.  Pre-charting is prohibited.

 C 341
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 C 341Continued From page 8 C 341

This Rule  is not met as evidenced by:

TYPE B VIOLATION

Based on observations, interviews, and record 

reviews, the facility failed to assure a constantly 

disoriented resident was actually observed taking 

medications resulting in the resident having 

double doses of the same medications hidden 

from staff for 1 of 2 residents sampled (Resident 

#1).

The findings are:

Review of Resident #1's hospital generated FL-2 

dated 08/27/18 revealed:

-Diagnoses included bronchitis, iron deficiency 

anemia, and elevated serum creatinine, acute 

cystitis without hematuria, disoriented to time, 

dehydration and sepsis.

-The resident was constantly disoriented.

-There was an order for Aspirin 325 mg (used as 

a blood thinner), take one daily.

-There was an order for Ferrous Sulfate 325 mg 

(used as an iron supplement), take three times 

daily.

-There was an order for Vitamin B-1 100 mg 

(used as a vitamin supplement) take one tablet 

daily.

-There was an order for Vitamin B-12 1000 mcg 

(used as a vitamin supplement), take one tablet 

daily.

-There was an order for Glipizide 5 mg (used to 

treat high blood sugar) take 0.5 mg tablet twice a 

day before meals.

-There was an order for Tradjenta 5 mg (used to 

treat high blood sugar) take one tablet daily.

-There as an order for Folic Acid 1mg (used as a 

vitamin supplement), take one tablet daily.

-There was an order for Protonix 40 mg (used to 
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 C 341Continued From page 9 C 341

treat stomach and esophagus problems), take 

one tablet daily.

Review of Resident #1's Resident Register 

revealed an admission date of 08/27/18

Interview with Resident #1 on 10/18/18 at 9:25 

a.m. revealed:

-He had lived at the facility for a few months.

-Staff gave him his medication but he did not take 

them because "I don't know what they are for, 

they (staff) just hand them to me and don't tell me 

what they are for and I ain't taking them."

Observation of Resident #1 on 10/18/18 at 9:25 

a.m. revealed the resident  placed his hand into 

his shirt pocket and removed approximately 

thirteen tablets with many of the tablets identical 

in color, shape and markings and two one-half 

white tablets and placed the tablets on the end of 

the bed.

Observation of the medications Resident #1 

removed from his shirt pocket and placed on his 

bed and one tablet on the bedroom floor on 

10/18/18 at 8:37 a.m. revealed

-There were two orange colored, round shaped 

tablets with "44, 227" marked on one side of the 

tablets.

-There were two red colored, round shaped 

tablets with no markings.

-There were two white colored, round shaped 

tablets with no markings.

-There were two pink colored, round shaped 

tablets with no markings.

-There were two, white colored one-half tablets.

-There were two mauve colored, round shaped 

tablets with a logo on one side and D 5 on the 

other side.

-There were two scored yellow colored tablets 
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 C 341Continued From page 10 C 341

with "B, 01" tablets and no marking on the other 

side. 

-There was one yellow colored, oval shaped 

tablet with "M, pg" on one side and no markings 

on the other side. A second identical pill was on 

the bedroom floor between the bed and the 

dresser. 

Observation of the live-in medication aide (MA) 

on 10/18/18 at 8:37 a.m. revealed:

-He entered Resident #1's room.

-He looked at the medication tablets on the 

resident's bed.

-He asked Resident #1 "where did you get these 

medicines?"

-He gathered all of the tablets and removed the 

tablets from the room. 

Observation of Resident #1's medications on 

hand revealed:

-There was one bottle of Aspirin 325 mg labeled 

to take one tablet daily. Each tablet in the bottle 

was orange colored, round shaped tablets with 

black imprinted markings of "44, 227" on each 

tablet.

-There was one bottle of Ferrous Sulfate 325 mg 

labeled to take one tablet three times a day. Each 

tablet in the bottle was red colored, round shaped 

tablets with no markings.

-There was one medication blister pack labeled 

as Vitamin B1 100 mg, take one tablet daily. The 

tablets in each blister pocket were white colored, 

round shaped tablets with no markings on the 

tablets.

-There was one medication blister pack labeled 

as Vitamin B-12 1000 mcg, take one tablet daily. 

Each tablets in the blister pockets were pink 

colored, round shaped tablets, with no markings 

on the tablets.  

-There was one medication blister pack labeled 
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as Glipizide 5 mg, take ½ tablet (2.5 mg) twice 

daily before meals. Each tablet in the blister pack 

was white colored one- half tablets. 

-There was one medication blister pack labeled 

as Tradjenta 5 mg, take one tablet daily. The 

tablets in each blister pack was mauve colored, 

round shaped tablets with a logo marking on one 

side and D 5 on the other side of the tablets.

-There was one medication blister pack labeled 

as Folic Acid 1 mg, take one tablet daily. The 

tablets in each blister pack were yellow colored, 

round shaped tablets with "B, 01", a scored mark 

and no markings on the other side of the tablets.

-There was one medication blister pack labeled 

as Protonix 40 mg, take one tablet daily. The 

tablets in each blister pocket were yellow colored, 

oval shaped tablets with M pg on one side and no 

other markings on the other side of the tablets.

Review of Resident #1's October 2018 

medication administration record (MAR) revealed 

-There was a computer printed entry for Folic 

Acid 1 mg take one daily, and scheduled to be 

administered at 8:00 a.m.

-There was documentation the Folic Acid 1 mg 

had been administered from 10/01/18 - 10/18/18 

at 8:00 a.m.

-There was a computer printed entry for Protonix 

40 mg take one daily  and scheduled to be 

administered at 8:00 a.m. 

-There was documentation the Protonix had been 

administered from 10/01/18 - 10/18/18 at 8:00 

a.m.

-There was a computer printed entry for Aspirin 

325 mg take one daily and scheduled to be 

administered at 8:00 a.m. 

-There was documentation the Aspirin 325 mg 

had been administered from 10/01/18 - 10/18/18 

at 8:00 a.m.

-There was a computer printed entry for Vitamin 
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B-12 1000 mcg take one daily and scheduled to 

be administered at 8:00 a.m. 

-There was documentation the Vitamin B-12 1000 

mcg had been administered from 10/01/18 - 

10/18/18 at 8:00 a.m.

-There was a computer printed entry for Tradjenta 

5 mg take one daily and scheduled to be 

administered at 8:00 a.m. 

-There was documentation the Tradjenta 5 mg 

had been administered from 10/01/18 - 10/18/18 

at 8:00 a.m.

-There was a computer printed entry for Vitamin 

B1 100 mg take one daily and scheduled to be 

administered at 8:00 a.m. 

-There was documentation the Vitamin B1 100mg 

had been administered from 10/01/18 - 10/18/18 

at 8:00 a.m.

-There was a computer printed entry for Glipizide 

5 mg take one-half tablet (2.5mg) daily 30 

minutes before a meal scheduled to be 

administered at 8:00 a.m. and 5:30 p.m.

-There was documentation the Glipizide 5 mg had 

been administered through 8:00 a.m. starting on 

10/01/18 through 8:00 a.m. on 10/18/18.

-There was a computer printed entry for Ferrous 

Sulfate 325mg take one tablet three times a day 

scheduled to be administered at 8:00 a.m., 2:00 

p.m. and 8:00 p.m.

-There was documentation the Ferrous Sulfate 

325 mg had been administered from 8:00 a.m. 

starting on 10/01/18 through 8:00 a.m. on 

10/18/18.

Interview with the live-in MA on 10/18/18 at 8:41 

a.m. revealed:

-He gave Resident #1 his 7:00 a.m. medications 

in the dining room this morning in a clear 

medication cup and encouraged him to take his 

medicine while the resident was sitting at the 

table.
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-Resident #1 "just kept it there" and he continued 

to encourage the resident to take his medicine.

-Resident #1 told him "no" and that he wanted to 

drink his coffee.

-He had to go back to the kitchen because the 

water was running at the kitchen sink and left the 

clear medication cup filled with Resident #1's 

morning medication on the table with Resident 

#1.

-He could not see Resident #1 when he went into 

the kitchen.

-He did not want to "rise anger" with Resident #1 

and would leave the resident and go back into 

kitchen. After four attempts of encouraging the 

resident to take the medication, the medication 

cup was empty and Resident #1 told  him he had 

taken the medication.

-He estimated that it took approximately 10 

minutes to get Resident #1 to take the 

medications.

-He did not physically observe Resident #1 take 

his medication this morning (10/18/18).

A second interview with the live-in MA on 

10/18/18 at 11:05 a.m. revealed:

-He knew he was expected to observe the 

residents take medications. 

-He knew someone usually was with him, but the 

live-in supervisor had to leave and he handed the 

medications to the resident and ran to cut the 

water off, instead of watching him swallow it. 

-He knew in the future to be prepared to stay until 

the resident swallows the medications before he 

left the room. 

Interview with the supervisor in charge (SIC) on 

10/18/8 at 8:47 a.m. revealed:

-The live-in MA was in training and was not 

passing medications to the residents 

independently.
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-The live-in supervisor/medication aide (S/MA) 

who prepared the medication was responsible for 

administering all of the residents' medications 

and the live-in MA should have only been 

observing the medication pass.

-The live-in S/MA prepared the medication this 

morning (10/18/18) but had to leave to assist 

another resident before the medication was given 

to Resident #1 and left the medications with the 

live-in MA who should have actually observed the 

resident take the medication.

-The live-in MA should have "stood there" and 

watched Resident #1 take his morning 

medications and if the live-in MA walked away 

then he should have taken the medication with 

him.

-MAs were to always physically observe residents 

swallow all medications.

-Resident #1 had dementia but she was not 

aware of any issues with Resident #1 taking his 

medication before today (10/18/18), "it had never 

been a problem".

-The facility had a medication policy that was 

reviewed with all staff during orientation and staff 

always had access to the policy which was kept in 

the facility's main office for staff reference. 

A second interview with the SIC on 10/18/18 at 

4:30 p.m. revealed she was not sure why or how 

Resident #1 had 16 tablets of medication for 

more than one scheduled dosing including 

morning and afternoon medications.

Telephone interview with the Administrator on 

10/18/18 at 4:25p.m. revealed:

-The live-in MA would receive additional 

medication administration training.

-The live-in MA should have only observed the 

residents' medication passes.

-The live-in MA should have never left Resident 
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#1 alone with any medication.

-Staff were expected to physically observe 

Resident #1 swallow all of their medications.

Telephone interview with Resident #1's physician 

on 10/18/18 at 4:09 p.m. revealed:

-The facility had contacted him today (10/18/18) 

and was told several different medication tablets 

were found in Resident #1's room.

-He was not aware of any issues prior to today 

(10/18/18) with the resident not taking his 

medication.

-The resident had dementia and staff should 

always physically observed the resident take his 

medication.

Review of the facility's medication policy revealed:

-Residents should not be allowed to 

self-administer medication without a written order 

by the physician. 

-No resident should be left alone while taking 

medication. 

-Staff would ensure that medication was taken 

properly and in the quantities prescribed.

_______________

The facility failed to assure staff physically 

observed a resident (Resident #1) who was 

constantly disoriented actually take his 

medications, resulting in the resident hiding 16 

medications that equaled two daily scheduled 

doses in his shirt pocket. This failure was 

detrimental to the heath and safety of the resident 

which constitutes a Type B Violation.  

_____________________

The facility provided a plan of protection in 

accordance with G.S. 131D-34 on 10/18/18 for 

this violation.

CORRECTION DATE FOR THE TYPE B 
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VIOLATION SHALL NOT EXCEED DECEMBER 

02, 2018.

 C 912 G.S. 131D-21(2) Declaration of Residents' Rights

G.S. 131D-21  Declaration of Resident's Rights

Every resident shall have the following rights:

2.  To receive care and services which are 

adequate, appropriate, and in compliance with 

relevant federal and state laws and rules and 

regulations.

This Rule  is not met as evidenced by:

 C 912

Based on observation, interviews and record 

review, the facility failed to assure each resident 

received care and services which are adequate, 

appropriate, and in compliance with relevant 

federal and state laws and rules and regulations  

as related to medication administration.

The fndings are:

Based on observations, interviews, and record 

reviews, the facility failed to assure a constantly 

disoriented resident was actually observed taking 

medications resulting in the resident having 

double doses of the same medications hidden 

from staff for 1 of 2 residents sampled (Resident 

#1) .[Refer to Tag 0341, 10A NCAC 13G .1004(i) 

Medication Administration (Type B Violation)].
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