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 D 000 Initial Comments  D 000

The Adult Care Licensure Section conducted a 

follow-up survey and a complaint investigation on 

May 8, 9 and 10, 2019 with exit via telephone on 

May 13, 2019.

 

 D 273 10A NCAC 13F .0902(b) Health Care

10A NCAC 13F .0902 Health Care

(b)  The facility shall assure referral and follow-up 

to meet the routine and acute health care needs 

of residents.

This Rule  is not met as evidenced by:

 D 273

Follow-Up to Type A1 Violation

Based on these findings, the previous A1 

Violation was not abated.

Based on observations, interviews, and record 

reviews, the facility failed to assure the physician 

was notified for 1 of 5 sampled  residents (#1) 

related to an unwitnessed fall, which resulted in a 

left hip fracture and uncontrolled pain for 3 days. 

The findings are:

Review of Resident #1's current FL-2 dated 

03/29/19 revealed:

-Diagnoses included left hip fracture with surgical 

repair, atrial flutter, hypertension, dementia.

-The resident was constantly disoriented.

-The resident was semi-ambulatory.

-There was no documentation of any assistive 
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 D 273Continued From page 1 D 273

devices required for the resident.

Review of Resident #1's Resident Service Notes 

revealed:

-On 03/08/19 third shift documented Resident #1 

was found on the floor in the hallway near room 6. 

When found on the floor, Resident #1 did not 

have on any "Bottoms".  Resident #1 complained 

of left leg pain.

-There were no entries dated 03/09/19. 

-On 03/10/19 first shift documented Resident #1 

had complained of left leg pain and as needed 

acetaminophen (used to treat pain) was given 

and was effective.

-On 03/10/19 at 10:30 pm, there was 

documentation that Resident #1 had left leg pain 

and had received acetaminophen.

-On 03/10/19 on third shift, there was 

documentation that Resident #1 complained of 

leg pain.  Resident 1's family was aware of the fall 

that occurred on 03/08/19.

-On 03/11/19 2nd shift documented mobile x-ray 

came and x-rayed Resident #1's left hip at which 

time Resident #1 did not complain of pain. 

-On 03/11/19 3rd shift documented no complaints 

of pain.

-On 03/12/19 there was a late entry at 7:30 am 

documented Resident #1 was seen by her 

primary care provider and had an order for x-ray.

-On 03/12/19 1st shift documented x-ray results 

were received which were positive for fracture 

and Resident #1 was sent to local hospital for 

further observation and Resident #1's family was 

notified. 

Review of the medication administration records 

revealed:

-There was a computer-generated entry for 

acetaminophen 500mg 1 tab po q6hrs as needed 

for pain.
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 D 273Continued From page 2 D 273

-There was documentation of acetaminophen 

500mg tablet given for leg pain on 03/09/19 at 

6:00 pm which was "semi-effective".

-There was documentation of acetaminophen 

500mg tablet given for leg pain on 03/10/19 at 

4:00 pm and no documentation of effectiveness.

-There was documentation of acetaminophen 

500mg tablet given on 03/10/19 but there was no 

documentation of the reason given nor 

effectiveness.

-There was documentation of acetaminophen 

500mg tablet given on 03/10/19 but there was no 

documentation of the reason given nor 

effectiveness.

-There was documentation of acetaminophen 

500mg tablet given on 03/12/19 but there was no 

documentation of the reason given nor 

effectiveness.

Interview with a medication aide (MA)/personal 

care aide (PCA) on 05/09/19 at 10:24 am 

revealed:

-She was working as a PCA not a MA when 

Resident #1 fell.  

-Resident #1 was found on the floor in front of 

room #6 and did not have on any "bottoms".

-She and the other PCA assessed Resident #1 

and called the MA who did not respond.

-She and the other PCA put Resident #1 back to 

bed.

-She did report her findings to the MA when she 

"finally showed up" on the unit.

-The day after the fall, Resident #1 complained of 

pain and was unable to pivot transfer which she 

normally could do.

-Resident #1 was normally able to walk with her 

rollator from her room to the dining room and 

activity room.

-After the fall, Resident #1 had difficulty and pain 

when trying to walk and stand. 
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 D 273Continued From page 3 D 273

Interview with personal care aide (PCA) on 

05/10/19 at 12:24 pm revealed:

-Resident #1 fell on 3rd shift.

-When Resident #1 was found on the floor 

around 11:45 pm -12:00 am, the Medication Aide 

(MA) was called well over 3 times using the 

phone and the walkie talkie.

-The MA never responded but after about an 

hour, the MA just showed up on the unit.

-The MA went straight to the med cart.

-The PCA's said to the MA, 'We called you" with 

no response from the MA.

-The MA then said, "gave her (Resident #1) 

acetaminophen, let it kick in".

-The PCA's put Resident #1 back to bed.

-The Wellness Coordinator (WC) came to the 

facility on Saturday 03/09/19 around 8:00 am - 

9:00 am and was made aware of Resident #1's 

fall to which she responded "OK".

-On Tuesday 03/12/19, everybody was talking 

about what's wrong with Resident #1.  

-The other PCA who worked that morning 

reported that Resident #1 complained she hurt 

when the PCA got her up for breakfast.

-No one was contacted (not family nor 

supervisors) when Resident #1 fell not until she 

was sent out "That was when it became a big 

deal".

-The 3rd shift MA gave Resident #1 "Tylenol" that 

night of the fall and the 1st shift MA gave her 

some "Tylenol" on 1st shift that day.

Interview with family member of Resident #1 on 

05/10/19 at 10:32 am revealed:

-He had been out of town but usually visits daily.

-He went to the facility on 03/10/19 and was told 

by staff that Resident #1 had difficulty getting out 

of chair, turning and trying to bear weight on her 

left side.
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 D 273Continued From page 4 D 273

-During his second visit to the facility on 03/10/19, 

he attempted to get Resident #1 out of her chair 

as she was tired.

-Resident #1 was unable to stand to get out of 

her chair and the family member had to carry her 

to her bed.

-He reported this to the staff.

-On his third visit to the facility on 03/10/19, he 

was not told of the fall that Resident #1 had on 

03/09/19.

-The staff informed him on this third visit that 

something was "wrong" with Resident #1 as they 

had difficulty taking her to the restroom. 

-The staff never told him that Resident #1 had 

fallen.

-Resident #1 was unable to pivot or lift her left leg 

and he saw she was in pain.

-Resident #1 could not raise her left leg.

-He attempted to raise her left leg and he noticed 

a grimace on her face.

-He called the staff and told the personal care 

aide (PCA) and the medication aide (MA) of the 

pain and inability to lift her left leg.  

-The MA working in the special care unit called 

the second MA who called the supervisor.

-He spoke with the supervisor.

-The supervisor was not aware of the fall that 

Resident #1 had on 03/09/19.

-This was at 11:00 pm on Sunday night and 

Resident #1 was already in bed and because of 

that, he requested she be seen by her Primary 

Care Provider on Monday 03/11/19.

-He had talked to third shift about how his family 

member was doing and that third shift staff 

person informed him that Resident #1 had fallen 

on Friday 03/08/19.

-He said the third shift staff had not been working 

the night of the fall but had been informed of the 

fall.

-The third shift staff "checked documentation and 
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 D 273Continued From page 5 D 273

said it was actually Friday night/Saturday 

morning" (03/08/19-03/09/19).

Interview with a third shift MA on 05/09/19 at 6:50 

am revealed:

-He was not working when Resident #1 fell.

-He was notified of Resident #1's fall during shift 

change.

-He worked the night when Resident #1's family 

member visited.

-The family member came to him to report 

Resident #1 had difficulty in standing when he 

tried to assist her to bed and she complained of 

pain.

-"We gave (as needed) pain medication 

acetaminophen which seemed to help."

Review of a physician's note by Resident #1's 

primary care provider (PCP) dated 03/11/19 at 

2:38 pm revealed:

-The chief complaints were gait impairment, pain 

in the left lower extremity, and dementia.

-Resident #1 was not able to communicate 

effectively due to cognitive impairment and limited 

availability of other reliable sources of 

information.

-The resident had a fall 3 days ago. 

-Resident #1's fall was not witnessed.

-Resident #1's family member visited the facility, 

later on the day of the fall and noticed Resident 

#1 had pain in her left lower extremity.  

-Resident #1's family member expressed worry 

about a possible fracture.  

-Resident #1 had not been walking for the past 

few weeks and had been in a wheelchair.

-Resident #1 had been able to walk with a walker 

prior to that.  

-Resident #1's examination revealed no bruising, 

denied pain, able to stand with assistance, "did 

not want to walk stated she felt weak", stiffness 
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 D 273Continued From page 6 D 273

noted in left knee with swelling.

-Assessment was documented as knee joint pain, 

hip joint pain, fall, gait abnormality, frailty and 

Alzheimer's disease.

-The PCP ordered left knee and left hip x-rays.

Interview with Resident #1's physician on 

05/09/19 at 3:54 pm revealed:

-She was notified of the residents fall when she 

came to the facility on 03/11/19 for her normal 

visit.

-Resident #1 was assessed and found to be able 

to stand with assistance and no complaints of 

pain.

-She was informed that Resident #1's family was 

concerned that she was having difficulty weight 

bearing after the fall. 

-She ordered left hip and left leg x-rays to rule out 

fractures.

-She would expect to be notified when the 

resident fell.

Interview with the Director of Resident Care 

(DRC) on 05/09/19 at 4:59 pm revealed:

-When the physician assessed Resident #1, the 

physician did not think it was anything like a 

fracture.

-Resident #1's family member had told her of a 

previous fracture, so the physician wanted to rule 

out a fracture.

-Resident #1 had surgeries years ago for the 

previous fracture but didn't know which leg. 

-On Monday 03/11/19, Resident #1 was so sore 

she could not get out of bed.

Interview with the regional nurse on 05/09/19 at 

4:59 pm revealed:

-Resident #1 had gotten out of bed and 

ambulated down the hall from her room on 

03/09/19 around midnight.
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 D 273Continued From page 7 D 273

-She was found lying on the floor in front of 

another resident's room wearing a soiled brief.

-She was assessed by the staff and there were 

no complaints of pain.

-The staff assisted her back to bed.

-When her family member visited that weekend, 

Resident #1 was noted to be tired.

-The physician evaluated Resident #1 on Monday 

03/11/19 to rule out a fracture. 

-The process when a resident was found on the 

floor was described as follows:

"We look for facial expressions/grimaces with the 

cognitively impaired residents when they can't 

verbalize pain.  There was no special policy for 

the memory care unit.  We follow the same 

procedure for any unwitnessed fall.  The resident 

was to be sent out.  The physician was to be 

notified as well as the family."  

-If the fall occurred on a weekend, the resident 

would be seen on Monday following the weekend 

fall.

-Resident #1 had been documented on by the 

staff starting from the time of the fall and 

continued until transferred to the hospital for 

evaluation and surgery regarding her inability to 

transfer, pain, and mobility.

-After the fracture was confirmed by x-ray results, 

Resident #1 was sent out immediately to the 

hospital for further evaluation and treatment.

Interview with Resident #1's physician's assistant 

(PA) on 05/09/19 at 12:50 pm revealed:

-Her expectations of the facility regarding 

incidents/accidents were if not witnessed or if a 

head injury that the resident would be evaluated 

by emergency medical services (EMS).

-She expected the staff to get vital signs and 

check range of motion, and check for scrapes, 

bruises, skin tears etc. 

-There was an office line that was available 24 
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 D 273Continued From page 8 D 273

hours a day and 7 days a week to be notified.

-When a resident was found on the floor, she 

would expect to be notified immediately.

-She would expect the staff to check range of 

motion for each joint and look for any sign of pain.

-When asked would pain be expected with a 

fractured hip, the PCP would expect there to be 

pain.

-She first notified of the fall after the x-ray on 

03/11/19.

-The medication aides (MA) were the ones who 

normally contacted the office with 

incidents/accidents.

   

Review of Resident #1's hospital admission 

summary dated 03/12/19 at 12:58 pm revealed:

-The chief complaint was left hip pain.

-Resident #1 had a history of dementia, 

hypertension, and presented with complaint of left 

hip pain after an episode of a fall 3 days prior to 

admission.

-Resident #1's family member provided health 

history.

-Resident #1 was unable to provide detailed 

history due to her dementia.

-Past medical history was documented as 

Alzheimer's disease, hypercholesteremia, 

hypertension and osteoarthritis. 

-Documentation noted that Resident #1 moved all 

4 extremities but left lower extremity was limited 

with discomfort/pain.

-X-ray result of left hip on 03/12/19 revealed a 

fracture.

Review of Resident #1's hospital discharge 

summary dated 03/15/19 at 9:42 am revealed:

-Resident #1 was admitted on 03/12/19 with a 

diagnosis of left hip fracture.

-Resident #1 had a history of dementia and 

presented to the emergency room (ER) because 
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 D 273Continued From page 9 D 273

of left hip pain after a fall about 3 days prior to 

admission.

-Resident #1 was not able to give any significant 

history because of dementia.

-Resident #1 had a surgical repair of the left hip.

-Discharge diagnoses revealed closed left hip 

fracture, essential hypertension, hyperlipidemia, 

dementia, arrhythmia, pre-op evaluation, and 

atrial flutter. 

-Resident #1 was discharged to an acute 

rehabilitation facility.

Review of Resident #1's assessment and care 

plan dated 04/16/19 revealed:

-The resident was ambulatory with wheelchair.

-The resident was always disoriented.

-The resident had significant memory loss and 

must be directed.

-The activities of daily living (ADL) revealed the 

resident required supervision for eating, limited 

assistance for transferring, and extensive 

assistance for toileting, ambulation/locomotion, 

bathing, dressing, and grooming/personal 

hygiene.

                                         

Attempted interview on 05/10/19 and 05/13/19 

with third shift medication aide who worked on 

03/08/19 was unsuccessful.

Attempted interview on 05/10/19 and 05/13/19 

with first shift personal care aide who worked on 

03/09/19 was unsuccessful.

______________________________

The facility failed to notify Resident #1's physician 

for 3 days after an unwitnessed fall of the 

resident, which resulted in uncontrolled pain and 

a left hip fracture.  The facility's noncompliance 

resulted in serious injury to Resident #1 which 

constitutes an Unabated Type A1 Violation.
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______________________________

The facility provided a plan of protection in 

accordance with G.S. 131D-34 on 05/09/19 for 

this violation.

 D 338 10A NCAC 13F .0909 Resident Rights

10A NCAC 13F .0909 Resident Rights

An adult care home shall assure that the rights of 

all residents guaranteed under G.S. 131D-21, 

Declaration of Residents' Rights, are maintained 

and may be exercised without hindrance.

This Rule  is not met as evidenced by:

 D 338

Based on observation and interviews, the facility 

failed to ensure residents received a reasonable 

response time from staff when they pulled their 

call light.

The findings are:

Observation of call light pulled in a resident's 

room on third floor at 2:37pm thru 2:52pm 

revealed there was no staff response to resident 's 

room.

Interview with a resident on 05/08/19 at 11:01am 

revealed the staff respond 15 to 30 minutes after 

they pull their call light at nights.
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 D 338Continued From page 11 D 338

Interview with another resident on 05/08/19 at 

11:11 am revealed staff did not always respond to 

the call lights in the evenings and at nights. 

Interview with the medication aide (MA) on 

05/10/19 at 2:49pm revealed:

-The call light rang to the personal care aide's 

(PCA) pager.

-There was one PCA working on the floor today.

-There were 26 residents on the floor.

-The MAs did not carry pagers.

Interview with the PCA on 05/10/19 at 2:54pm 

revealed:

-She was not on the floor at 2:37pm when the call 

light was pulled.

-Her pager did not buzz until the MA called her to 

come to the floor.

-Her pager was time stamped with the incorrect 

time. It had 8:30am.

-She was not aware of any place in the facility 

where the pager did not work.

-Her pager had only buzzed once more upon 

returning to the floor.

Interview with the maintenance staff on 05/10/19 

at 3:01pm revealed:

-He was not sure if the pager would buzz more 

than one time.

-There should only be a 30 second delay if the 

PCA was outside.

-He was not aware of anywhere in or around the 

facility that the PCA's pagers would not work.

-When a call light was pulled, it also shows up on 

the computer screen in the wellness office and at 

the reception desk.

Interview with the wellness director on 05/10/19 at 

3:12pm revealed:
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-The computer in the wellness office has not 

been working since 12:00pm today.

-She was not always in the office.

-When she was in the office she would let the 

PCA or MA know if a call light was ringing.

-She was not aware of any way to run a tracking 

report on the call lights or pagers.

-It was the PCAs responsibility to make sure their 

pager was working. 

-The facility provided batteries if the battery was 

dead.

-The PCAs could get another pager from the 

facility if their pager did not work.

Interview with the receptionist on 05/10/19 at 

3:30pm revealed:

-Someone was at the front desk all the time.

-Her typical shift ends at 8pm, she never worked 

past 8pm.

-She was unsure who answered the call light after 

8pm.

-When a call light was pulled, it appeared on the 

computer screen at the reception desk, and the 

wellness office.

-She was trained, after five minutes if the call light 

was not answered, then page a PCA over the 

intercom for resident assistance.

-The medication aides (MA) did not carry pagers.

Interview with the Resident Care Coordinator 

(RCC) on 05/10/19 at 4:13pm revealed:

-The pagers should buzz immediately when 

residents pulled their call lights.

-They should work anywhere in the facility.

-The receptionist computer would light up with 

assistance needed with the room number.

-The receptionist would use the radio and 

announce what room assistance was needed in.

-There was no set time for the receptionist to wait 

before announcing what room was needing 
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 D 338Continued From page 13 D 338

assistance.

-The expectation was for the call lights to be 

answered as soon as possible.

-It was the expectation that PCAs and MAs all 

have a pager.

-Each PCA and MA had pagers assigned to them 

and they were responsible for making sure they 

were working.

-The staff were trained on how to answer the call 

light in orientation by her and by maintenance 

staff.

Interview with the Administrator on 05/10/19 at 

4:38pm revealed:

-The expectation was that all MAs and PCAs 

have a pager.

-When the PCA could not respond they were to 

call the MA to respond to the call light. 

-When the MA was busy and could not respond to 

them, they were to call any of the clinical staff.

-The receptionist left at 8:00pm but the MA and 

PACs should have a pager.

-The facility had extra pagers in the event staff 

need one.

 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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This Rule  is not met as evidenced by:

Based on observations, interviews, and record 

reviews, the facility failed to administer 

medications as ordered for 2 of 5 sampled 

residents (#2, #5) with missed doses of a 

medication ordered to treat depression (#5), and 

missed doses of medications for constipation and 

to thin mucus (#2).

The findings are:

1.Review of Resident #5's current FL-2 dated 

02/21/19 revealed:

- Diagnoses included  atrial fibrillation, 

hyperthyroidism, and malignant neoplasm breast.

- A physician order for Celexa 40mg take 1/2 

tablet by mouth daily (Celexa is used to treat 

depression).

Review of Resident #5's March 2019 electronic 

medication record (eMAR) revealed:

-There was a computer generated entry for 

Celexa 40mg take 1/2  tablet by mouth daily with 

a scheduled administration time of 8am.

-There was documentation Celexa was not 

administered from 03/01 /19 to 03/14/19 with a 

reason of unavailable documented in exception 

section of the eMAR.

Review of Resident #5's April 2019 and May 2019 

eMAR revealed Resident #5  had not missed any 

does of Celexa 20mg.
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 D 358Continued From page 15 D 358

Interview with the medication aide (MA) on 

05/09/19 at 11:30am revealed:

-The pharmacy did not send any medication for 

March 1,2019 - March 14,2019.

-She did not know if the physician was notified.

-She had not notified the physician that the 

medication was not given.

-The process would have been to notify the 

physician if there were no medications available.

Interview with the Pharmacy Technician on 

05/09/19 at 12:22pm revealed:

-The dosage of Celexa was changed from 40mg 

to 20 mg on 02/18/19.

- The insurance would not pay for a new 

prescription.

- On 04/20/19 the facility paid for a 4 day supply 

of the Celexa 20mg for Resident #5.

-A local hospice paid for a 30 day supply of the 

Celexa 20mg on 03/13/19.

Interview with the Primary Care Physician (PCP) 

on 05/09/19 at 4:00pm revealed:

-She had changed the dosage of Celexa 

on02/18/19 from 40mg to 20mg.

-She was not made aware Resident #5 was not 

getting the Celexa until after the medication was 

made available.

-She found out when she returned to the facility to 

do a follow up visit on Resident #5 in regards to 

the Celexa dosage change.

-Celexa should be tapered off and not stopped 

due to having withdrawal symptoms.

-The staff did not report any withdrawal 

symptoms to her when she was there for the 

follow up. 

-Some of the withdrawal symptoms were  

irritability, anxiety and depression.
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Interview with Resident Care Coordinator (RCC) 

on 04/09/19 at 09:34am revealed:

-When they received new orders, they were faxed 

to pharmacy.

-Then they were transcribed on the eMAR by the 

MA or the clinical staff.

-An order tracking sheet was filled out and put in 

the order tracking book.   

-Third shift checked the medications in.

-She or the Assistant RCC double checked the 

order tracking book to make sure the medication 

had arrived.

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

03/22/19 revealed:

-Diagnoses that included cognitive 

communication deficit, aphasia following cerebral 

vascular accident, and diabetes mellitus 

(unspecified).

-Medication orders included Mucinex DM (used to 

thin mucus in the head, nose and chest) 600mg 

daily for 10 days and Benefiber (a fiber 

supplement) 3 gm daily.

a  Review of a Physician Order form dated 

04/18/19 revealed:

-There was an order for Mucinex 600mg daily for 

10 days.

-There was an order for Benefiber 3gm daily.

Review of a hand-written medication 

administration record (MAR) for Resident # 2 

dated March 2018 revealed:

-There was an entry for Benefiber 3gm, take 1 

pack daily with water.

-Benefiber was documented as administered as 

ordered on 03/27/19, 03/28/19,03/29/19, 03/30/19 

and 03/31/19.

Review of a hand-written MAR for Resident # 2 
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 D 358Continued From page 17 D 358

dated March 2019 revealed:

-There was an entry for Mucinex DM 600mg daily 

for 10 days.

-Mucinex DM was documented as not 

administrated because it was unavailable on 

03/27/19, 03/28/19, 03/29/19, 03/30/19 and 

03/31/19.

Review of an electronic generated MAR for 

Resident #2 dated April 2019 revealed:

-There was no entry for Benefiber 3gm daily.

-There was no entry for Mucinex DM 600mg daily 

for 10 days.

Review of an electronic generated MAR for 

Resident #2 dated May 2019 revealed:

-There was no entry for Benefiber 3gm daily.

-There was no entry for Mucinex DM 600mg daily 

for 10 days.

Observation of Resident #2's medication on hand 

on 05/09/19 at 11:20am revealed:

-There was a punch card of Mucinex DM 600mg, 

ten tablets with instructions to take one tablet 

daily.

-Ten tablets of Mucinex were in the punch card.

-The punch card of Mucinex had been filled by 

the facility's providing pharmacy 04/18/19.

-There was no Benefiber available for 

administration.

Interview with the Resident Care Coordinator 

(RCC) on 05/09/19 at 2:20pm revealed:

-She did not know why the Mucinex was on the 

March MAR but not on the April MAR.

-She did not know why the Benefiber was on the 

March MAR and not on the April and May MAR.

-MARs were checked with orders as they arrived 

by either her or the assistant RCC.

-The RCC was unsure how the 2 medications 
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 D 358Continued From page 18 D 358

were missed.

A second interview with the RCC on 05/09/19 at 

4:50pm revealed

she had called the providing pharmacy and was 

told Benefiber was never dispensed for Resident 

#2.

Interview with Resident #2 on 05/09/19 at 

11:50am revealed that she did not remember 

receiving either the Mucinex or Benefiber. 

Review of a Physician Order form dated 05/13/19 

received by fax  on 05/13/19 revealed:

-The primary care provider (PCP) was notified 

that Resident # 2 had not received Mucinex or 

Benefiber since date of admission.

-The PCP ordered both medications to be 

discontinued.

 D 371 10A NCAC 13F .1004(n) Medication 

Administration

10A NCAC 13F .1004 Medication Administration

(n)  The facility shall assure that medications are 

administered in accordance with infection control 

measures that help to prevent the development 

and transmission of disease or infection, prevent 

cross-contamination and provide a safe and 

sanitary environment for staff and residents. 

This Rule  is not met as evidenced by:

 D 371

Based on observations and interviews, the facility 

failed to assure that medications were 

administered in accordance with infection control 

measures that help to prevent the development 

and transmission of disease or infection, prevent 
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 D 371Continued From page 19 D 371

cross-contamination and provide a safe and 

sanitary environment for staff and residents as 

evidenced by 2 of 2 medication aides (MAs) (Staff 

B and G) medication aides (MA) not using 

appropriate hand hygiene techniques during 

medication administration.

The findings are:

1. Observations during the medication pass on 

05/09/19 at 8:33am revealed:

-There was no hand sanitizer or gloves visible on 

the medication cart.

-A different staff member provided a handful of 

gloves for Staff G's use when Staff G could not 

located gloves on the medication cart.

-Staff G administered oral medications and a 

nasal spray for a resident.

-Staff G wore gloves while administering the 

nasal spray to the resident.

Interview with Staff G on 05/09/19 at 8:43 

revealed:

-She stated that hand sanitizer should be used 

between every third resident during the 

medication pass.

-She was unclear on who had instructed her hand 

sanitizer should be used after every 3rd  resident.

-There was no hand sanitizer on the medication 

cart.

Observations during medication pass on 05/09/19 

at 9:07am revealed:

-There was no hand sanitizer visible on the 

medication cart.

-Staff B prepared and administered oral 

medications and a nutritional drink for a resident.

-Staff B returned to the medication cart and 

prepared and administered oral medications to 
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 D 371Continued From page 20 D 371

the next resident without any type of hand 

cleaning.

-When prompted, the MA washed her hands.

Interview with Staff B on 05/08/19 at 9:18am 

(after medication was administered to 2nd 

resident) revealed:

-When asked if she had hand sanitizer, Staff B 

located a bottle of hand sanitizer in the bottom 

drawer of the medication cart.

-Staff B stated she did not like to use hand 

sanitizer.

Interview with the facility's regional nurse on 

05/08/19 at 2:25pm revealed:

-Appropriate hand hygiene was included in both 

the medication administration training and the 

infection control training that each MA had 

completed. 

-She would expect each MA to follow proper 

infection control guidelines.

-"The guidelines we follow are the state's not 

ours."

-She did not know Staff G was using hand 

sanitizer after every 3rd resident rather than after 

every resident.

Interview with the facility's Executive Director 

(ED) and the Resident Care Director (RCD) on 

05/09/19 at 3:20pm revealed:

-Neither the ED or the RCD were aware the staff 

were not following infection control guidelines.

-A training class would be scheduled as soon as 

possible to re-train staff.

 D912 G.S. 131D-21(2) Declaration of Residents' Rights

G.S. 131D-21  Declaration of Residents' Rights

Every resident shall have the following rights:

 D912
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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:

Based on observation, record review, and 

interview, the facility failed to assure every 

resident had the right to receive care and 

services which are adequate, appropriate, and in 

compliance with rules and regulations as related 

to health care.  

The findings are:

Based on observations, interviews, and record 

reviews, the facility failed to assure the physician 

was notified for 1 of 5 sampled  residents (#1) 

related to an unwitnessed fall, which resulted in a 

left hip fracture and uncontrolled pain for 3 days. 

[Refer to Tag 0273, 10A NCAC 13F .0902(b) 

Health Care (Type A1 Unabated Violation)].
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