
A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 11/07/2019 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

HAL049033 10/17/2019

NAME OF PROVIDER OR SUPPLIER

MILL CREEK MANOR

STREET ADDRESS, CITY, STATE, ZIP CODE

1902 ORA DRIVE

STATESVILLE, NC  28625

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 D 000 Initial Comments  D 000

The Adult Care Licensure Section conducted an 

initial survey on October 15-17, 2019.

 

 D 234 10A NCAC 13F .0703(a) Tuberculosis Test, 

Medical Exam & Immunizatio

10A NCAC 13F .0703 Tuberculosis Test, Medical 

Examination & Immunizations

(a)  Upon admission to an adult care home, each 

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:

 D 234

Based on interviews and record reviews, the 

facility failed to ensure 2 of 5 sampled residents 

(#1 & #2) had completed tuberculosis (TB) testing 

upon admission in compliance with the control 

measures for the Commission for Health 

Services.

The findings are:

1. Review of Resident #1's current FL2 dated 

07/09/19 revealed diagnoses included 

hypertension and neurocognitive disorder.

Review of the Resident Register for Resident #1 

revealed an admission date of 06/28/19.

Review of Resident #1's immunization records 
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 D 234Continued From page 1 D 234

revealed there was documentation of a negative 

tuberculosis (TB) skin testing dated 01/15/19.

Interview with Resident #1 on 10/16/19 at 2:45pm 

revealed she had not received a second TB skin 

testing after she was admitted to the facility.

Interview with the Administrator on 10/17/19 at 

3:45pm revealed:

-She knew Resident #1 required a second TB 

skin test upon admission.

-She "dropped the ball" on ensuring Resident #1 

had her second TB skin test upon admission.

2. Review of Resident #2's current FL2 dated 

02/21/19 revealed diagnoses included dementia, 

abnormal gait, vitamin D deficiency, anxiety, and 

insomnia.

Review of Resident #2's immunization record 

revealed there was documentation of a record of 

TB screening dated 05/23/18.

Attempted telephone interview with Resident #2's 

responsible party on 10/16/19 at 10:00am was 

unsuccessful.

Interview with the Administrator on 10/17/19 at 

3:45pm revealed:

-She did not know Resident #2 did not have 

record of TB testing upon admission.

-When she audited Resident #2's record she 

briefly scanned the record. 

-The TB screening had been mistaken for record 

of a TB testing.

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

10A NCAC 13F .0902 Health Care
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 D 273Continued From page 2 D 273

(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:

TYPE B VIOLATION 

Based on observations, interviews, and record 

reviews, the facility failed to assure physician 

notification for 1 of 5 sampled residents 

(Residents #3) related to a failure to coordinate 

care for a sleep study and BiPAP machine, failure 

to notify of  refusals of levothyroxine and Tums, 

and the failure of a physical therapy referral. 

The findings are: 

1. Review of Resident #3's current FL2 dated 

10/09/19 revealed diagnoses included type two 

diabetes, severe major depression, anxiety, 

bipolar disorder, adjustment disorder, 

hypothyroidism, irritable bowel disorder with 

diarrhea and dementia.

a. Review of Resident #3's hospital admission 

records revealed:

-Resident #3 was admitted to the hospital on 

09/05/19 for vomiting and diarrhea.

-On arrival to the hospital Resident #3 was 

"hypoxic" with an oxygen saturation in the "80's".

-Resident #3 was admitted due to her "profound 

acute hypoxia" (Hypoxia is a serious condition in 
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 D 273Continued From page 3 D 273

which there is not enough oxygen in the blood for 

normal body functions. Normal range is between 

95-100%).

Review of Resident #3's hospital Pulmonology 

report dated 09/06/19 revealed:

-Diagnoses included "acute on chronic 

hypercapnic failure" (too much carbon dioxide 

and not enough oxygen) "with respiratory 

acidosis" (is a condition that occurs when the 

lungs can't remove enough of the carbon dioxide 

(CO2) produced by the body), and 

"hyperventilation syndrome and probable sleep 

apnea".

-The recommendations were as follows; Resident 

#3 would benefit from BiPAP (stands for Bilevel 

Positive Airway Pressure. A BiPAP machine is a 

non-invasive form of therapy for patients suffering 

from sleep apnea).  Resident #3 would be placed 

on BiPAP nightly and as needed during the day 

for increased work of breathing.

Review of Resident #3's hospital pulmonology 

physician's order's dated 09/09/19 revealed:

-Diagnoses included obesity and hypoventalation 

syndrome.

-There was an order for BiPAP with BiPAP 

settings for the BiPAP machine.

Review of the hospital discharge summary for 

Resident #3 dated 09/09/19 revealed Resident #3 

improved with nightly use of the BiPAP and was 

discharged home with BiPAP.

Review of Resident #3's primary care provider's 

(PCP) order dated 09/25/19 revealed orders for a 

referral for a sleep study to assess the need for 

BIPAP machine due to a diagnosis of respiratory 

failure.
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 D 273Continued From page 4 D 273

Telephone interview with Resident #3's PCP on 

10/16/19 at 4:14pm revealed she re-ordered the 

BiPAP and a sleep study on 09/25/19 because 

she was not aware of the hospital order dated 

09/09/19 until 09/25/19 and the BiPAP order 

should have been followed up before 09/25/19.

Review of Resident #3's Neurology visit note 

dated 10/01/19 revealed:

-Resident #3 was seen for recommended sleep 

study due to chronic respiratory failure as well as 

low oxygen during the night.

-A sleep study was scheduled for 10/28/19 as an 

in-home study.

Review of Resident #3's Nurses/Clinical notes 

revealed:

-There were no entries related to the BiPAP order 

from the hospital discharge.

-There were no entries related to the notification 

to Resident #3's PCP or a Neurologist about the 

hospital discharge order dated 09/09/19 for 

BiPAP.

Interview with the Resident Care Coordinator 

(RCC) on 10/15/19 at 9:06am revealed:

-Resident #3 was discharged from the hospital on 

09/09/19 with a diagnosis of hypoxia and an order 

for a BiPAP with settings attached to the order.

-She contacted the Home Health provider on 

09/10/19 about the BiPAP order and was told that 

a sleep study must be ordered and completed in 

order to get the BiPAP machine.

-On 10/01/19, Resident #3 went to the 

Neurologist and was evaluated and a sleep study 

was set up for Resident #3 on 10/28/19 at the 

facility.

-She gave Resident #3's PCP the hospital order 

for the BiPAP dated 09/09/19 to the PCP during 

the PCP's weekly visit to the facility on 09/25/19.
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 D 273Continued From page 5 D 273

Telephone interview with the facility's contracted 

Home Health provider on 10/16/19 at 8:47am 

revealed:

-They were notified about the order for a BiPAP 

machine for Resident #3 on 09/10/19.

-The representative informed the facility that a 

sleep study would need to be performed in order 

to get the BiPAP machine because insurance will 

not pay or release the BiPAP machine.

Telephone interview with a representative from 

Resident #3's Neurology office on 10/15/19 at 

3:06pm revealed:

-The facility did not schedule the Neurology 

appointment as follow up from the hospital's order 

from the pulmonologist dated 09/09/19.

-An appointment was made by the hospital on 

09/24/19, after the Home Health provider 

contacted them about the sleep study,  for an 

evaluation for a BiPAP machine.

-Resident #3 was seen on 10/01/19 and a sleep 

study was scheduled on 10/28/19 to be 

performed at the facility.

Interview with the Administrator on 10/16/19 at 

12:00pm revealed:

-She was told by Resident #3 that she refused the 

sleep study three times while in the hospital.

-Resident #3 was non-compliant with all care and 

medications.

-The RCC was responsible for all orders received 

for the residents.

-The last she heard was the Home Health was 

taking care of the BiPAP machine order.

-Her expectation was the RCC should have 

followed up on the sleep study to obtain the 

BiPAP order.

Telephone interview with a representative from 
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the Durable Medical Equipment (DME) provider 

on 10/16/19 at 12:30pm revealed:

-He was contacted by the RCC on 09/10/19 with 

the order for Resident #3's BiPAP.

-He called the hospital on 09/10/19 to check to 

see if a sleep study was performed in the hospital 

and was informed that one was not completed.

-He informed the RCC that a sleep study was not 

performed at the hospital so one needed to be 

performed in order to get the BiPAP.

-He was informed by the RCC that an 

appointment was made to a Neurologist office for 

a sleep study. 

Telephone interview with Resident #3's PCP on 

10/16/19 at 2:55pm revealed:

-Resident #3 was discharged from the hospital on 

09/10/19 with a diagnosis of acute on chronic 

hypercapnic failure which means Resident #3 had 

"too much carbon dioxide and not enough 

oxygen" which is dangerous to the body because 

it could lead to death if not treated.

-She saw Resident #3 on 09/10/19 after a 

hospital admission for acute on chronic 

hypercapnic failure with respiratory acidosis.

-She received the hospital records to review, from 

the RCC during her visit on 09/10/19 but did not 

review an order for the BiPAP.

-She was not aware of the BiPAP order from the 

hospital after Resident #3 was discharged on 

09/10/19.

-She was first made aware of the need for a 

sleep study in order to get a BiPAP on 09/25/19 

when she made her weekly visit to the facility.

-She wrote an order on 09/25/19 for a sleep study 

to assess the need for a BiPAP machine.

-A BiPAP machine is a treatment for hypercapnic 

failure (too much carbon dioxide in the body and 

not enough oxygen).

-It was her expectation that the facility notify her 
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 D 273Continued From page 7 D 273

about the BiPAP order on 09/10/19 so she could 

have made the referral for the sleep study sooner 

due to Resident #3's hospital diagnoses.

b. Review of Residents #3's physician's order 

dated 08/13/19 revealed there was an order for a 

physical therapy (PT) evaluation for a diagnosis 

of weakness.

Interview with Resident #3's physical therapy 

assistant on 10/15/19 at 3:06pm revealed:

-There was not an order received from the facility 

or Resident #3's physician for a PT evaluation 

dated 08/13/19 in Resident #3's records.

-When an order was received by the physician or 

the facility, the evaluation would have taken place 

with in 48 hours per their policy.

Telephone interview with the Nurse Manager for 

the facility's contracted Home Health agency on 

10/15/19 at 4:07pm revealed:

-Resident #3 received PT until 08/01/19 and was 

discharged for meeting the goals.

-There was nothing in the system related to 

Resident #3 and a PT evaluation dated 08/13/19.

-If the physician ordered the PT evaluation for 

Resident #3, the order could be emailed and 

there was no order in the email for 08/13/19.

-All orders would be received by Home Health 

would go in the intake bin and there was no order 

dated 08/13/19 for Resident #3 to have a PT 

evaluation.

-After an order was received in the intake bin the 

scheduler would schedule that appointment. The 

appointment was not in the computer for a PT 

evaluation for Resident #3.

Interview with the Administrator on 10/16/19 at 

12:00pm revealed:

-She did not know the PT order was not 
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 D 273Continued From page 8 D 273

completed as ordered.

-The last she knew was Resident #3 was 

receiving PT.

-The Resident Care Coordinator (RCC) was 

responsible for handling all orders from the 

physicians and contacting the contracted Home 

Health and setting up the referral.

-Her expectation was the RCC followed up on the 

PT order.

Interview with the Resident Care Coordinator on 

10/17/19 at 9:47am revealed:

-Resident #3 received PT until sometime in 

August, 2019.

-She did not know about the order for the PT 

evaluation dated 08/13/19.

-She reviewed the physician's orders when they 

come in by fax and just "missed" that one.

Telephone interview with Resident #3's primary 

care provider on 10/16/19 at 4:14pm revealed:

-She wrote the order for the PT evaluation on 

08/13/19 because Resident #3 was discharged 

from PT at the beginning of August, 2019 but 

continued to become weaker.

-She emailed the order to the facility attached to 

her visit notes after her visit to the facility.

-She sometimes emailed or faxed the orders 

directly to the Home Health agency but could not 

recall if that was also done with this order.

-She thought Resident #3 was still receiving PT.

-She did not know the PT evaluation did not occur 

or that Resident #3 was not receiving PT.

-Resident #3 had declined in her health and had 

become very weak.

c. Review of Resident #3's current FL2 dated 

10/09/19 revealed there was an order for 

levothyroxine 175mcg every day.
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Review of Resident #3's previous FL2 dated 

08/01/19 revealed there was an order for 

levothyroxine 175mcg every day.

Review of Resident #3's August 2019 electronic 

Medication Administration Record (eMAR) 

revealed there was an entry for levothyroxine 

175mcg every day documented as not 

administered (refused) at 6:30am for 14 out of 31 

opportunities (8/01/19, 8/02/19, 8/07/19-8/11/19, 

8/13/19-8/18/19, and 8/22/19).

Review of Resident #3's September 2019 eMAR 

revealed there was an entry for levothyroxine 

175mcg every day documented as not 

administered (refused) at 6:30am for 7 out of 30 

opportunities (9/02/19, 9/04/19-9/06/19, 9/23/19, 

9/26/19, and 9/29/19).

Review of Resident #3's October 2019 eMAR 

revealed there was an entry for levothyroxine 

175mcg every day documented as not 

administered (refused) at 6:30am for 8 out of 15 

opportunities (10/01/19, 10/04/19-10/06/19, and 

10/08/19-10/11/19).

Interview with the Administrator on 10/16/19 at 

12:00pm revealed:

-Resident #3 was non-compliant with everything.

-She did not know Resident #3 was refusing the 

levothyroxine.

-She did not know if the PCP was notified about 

the medication refusals because the Resident 

Care Coordinator (RCC) was responsible for 

notifying the physician with all medication 

refusals.

Telephone interview with Resident #3's primary 

care provider (PCP) on 10/16/19 at 4:14pm 

revealed:
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-Resident #3 was taking the levothyroxine for 

hypothyroidism.

-She was not aware Resident #3 was refusing the 

levothyroxine.

-Resident #3's last Thyroid Stimulation Hormone 

(TSH) level was drawn on 08/30/19 with a result 

of 5.53 (normal 0.45-5.33).

-If Resident #3 did not receive the levothyroxine 

as ordered and left untreated, combined with her 

high blood pressure it could lead to more heart 

problems.

-She expected the facility to notify her with all 

medication refusal of three doses in a row.

Interview with a medication aide (MA) on 

10/17/19 at 9:47am revealed:

-She did not ever administer Resident #3's 

levothyroxine because the third shift MA 

administered it at 6:30am.

-When Resident #3 refused a medication she 

informed the RCC and documented the refusal 

on the back of the eMAR and did not notify the 

PCP.

Interview with a second MA on 10/17/19 at 

10:45am revealed Resident #3 refused her 

levothyroxine often and she would document that 

on the eMAR.

Review of the facility's Medication Policy revealed 

the MA was to notify the RCC and the physician 

after three refusals.

Refer to the interview with a medication aide (MA) 

on 10/17/19 at 9:47am 

Refer to the interview with the RCC on 10/17/19 

at 10:00am.

Refer to the interview with a second MA on 
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10/17/19 at 10:45am 

d. Review of Resident #3's current FL2 dated 

10/09/19 revealed there was an order for antacid 

chew 500mg 2 tablets three times a day.

Review of Resident #3's previous FL2 dated 

08/01/19 revealed there was an order for antacid 

chew 500mg 2 tablets three times a day.

Review of Resident #3's August 2019 electronic 

Medication Administration Record (eMAR) 

revealed:

-There was an entry for antacid chew 500mg 2 

tablets three times a day documented as not 

administered (refused) at 8:00am for 4 out of 31 

doses 08/06/19, 8/16/19, 8/20/19 and 8/30/19).

-The antacid was documented as not 

administered (refused) at 2:00pm for 13 out of 31 

doses (8/06/19-8/12/19, 8/16/19, 8/19/19, 

8/22/19-8/23/19, 8/26/19 and 8/30/19).

-The antacid was documented as not 

administered (refused) at 8:00pm for 6 out of 31 

doses (8/8/19, 8/20/19-8/21/19 and 

8/29/19-8/31/19).

Review of Resident #3's September 2019 eMAR 

revealed: 

-There was an entry for antacid chew 500mg 2 

tablets three times a day documented as not 

administered (refused) at 8:00am for 8 out of 30 

doses (9/2/19-9/6/19, 9/16/19-9/17/19, and 

9/21/19).

-The antacid was documented as not 

administered (refused) at 2:00pm for 10 out of 30 

doses (9/01/19-9/6/19, 9/15/19, 9/20/19-9/21/19 

and 9/28/19).

-The antacid was documented as not 

administered (refused) at 8:00pm for 5 out of 30 

doses (9/03/19-9/05/19, 9/10/19 and 9/19/19).
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Review of Resident #3's October 2019 eMAR 

revealed:

-There was an entry for antacid chew 500mg 2 

tablets three times a day documented as not 

administered (refused) at 8:00am for 1 out of 15 

doses on 10/09/19.

-The antacid was documented as not 

administered (refused) at 8:00pm for 1 out of 14 

doses on 10/02/19.

Interview with the Administrator on 10/16/19 at 

12:00pm revealed:

-Resident #3 was non-compliant with everything.

-She did not know Resident #3 was refusing the 

antacid.

-She did not know if the PCP was notified about 

the medication refusals because the Resident 

Care Coordinator (RCC) was responsible for 

notifying the physician with all medication 

refusals.

Telephone interview with Resident #3's primary 

care provider (PCP) on 10/16/19 at 4:14pm 

revealed:

-Resident #3 was taking the antacid for the 

Irritable Bowel Syndrome (IBS) to help with 

diarrhea associated with IBS.

-She was not aware Resident #3 was refusing the 

antacid.

-She expected the facility to notify her with all 

medication refusal of three doses in a row.

Review of the facility's Medication Policy revealed 

the MA was to notify the RCC and the physician 

after three refusals.

Refer to the interview with a MA on 10/17/19 at 

9:47am.
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Refer to the interview with the RCC on 10/17/19 

at 10:00am.

__________________________

Interview with a medication aide (MA) on 

10/17/19 at 9:47am revealed:

-When a medication was refused three doses in a 

row, she was trained to document the refusal on 

the back of the eMAR, notify the PCP and the 

RCC.

-She documented the refusals on the back of the 

eMAR and notified the RCC but not the PCP.

-The RCC was responsible for all eMAR audits 

monthly.

-The MAs did not do eMAR audits.

Interview with a second MA on 10/17/19 at 

10:45am revealed:

-She notified the RCC know Resident #3 refused 

a medication more than 3 doses in a row. 

-The RCC was responsible for notifying the MD.

Interview with the RCC on 10/17/19 at 10:00am.

-A refusal was a resident right.

-Resident #3 was non-compliant with her care.

-She was responsible for monthly eMAR audits 

where she checked for missed medications and 

medication administered matched the order.

-She did not audit the eMARs for refusals.

-She was not aware Resident #3 refused her 

medications.

-She expected the MA to notify the physician and 

document the notification in the residents record, 

and her after a resident refused a medication 

three times in a row.

-She did not perform audits related to notification 

to the PCPs concerning refusals.

________________________

The facility failed to coordinate care for Resident 

#3 after a hospital discharge with an order for a 

BiPAP machine, refusals for levothyroxine and an 
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antacid, and failed to coordinate a PT evaluation 

order. The facility's failure placed Resident #3 at 

increased risk for low oxygen saturation and 

respiratory complications which were detrimental 

to the health and welfare of the residents and 

constitutes a Type B Violation.

___________________

The facility provided a Plan of Correction on 

10/16/19 in accordance with G. S. 131D-24.

CORRECTION DATE FOR THE TYPE B 

VIOLATION SHALL NOT EXCEED December 3, 

2019.

 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.

This Rule  is not met as evidenced by:

 D 358

Based on observations, interviews and record 

reviews, the facility failed to assure the 

administration of medications by staff were in 

accordance with orders by a licensed prescribing 

practitioner for 1 of 5 sampled residents 

(Resident #5) related to the administration of 

sertraline.

The findings are:

Review of Resident #5's current FL2 dated 
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07/15/19 revealed:

-Diagnoses included schizoaffective disorder, 

depression and anxiety.  

-There was a physician order for sertraline (used 

to treat obsessive-compulsive disorder) 100mg, 

take 2 tablets (200mg) at bedtime.

Review of Resident #5's electronic Medication 

Administration Record (eMAR) for October 2019 

revealed:

-There was an entry for sertraline 100mg, take 2 

tablets (200mg) at bedtime.

-Sertraline 100mg 2 tablets at bedtime was 

documented as not administered from 10/01/19 

to 10/14/19, with documentation that the 

medication was "on order/awaiting delivery" from 

10/01/19 to 10/14/19.

-There was documentation that the pharmacy had 

been contacted on 10/11/19 regarding the 

medication being unavailable.

 

Observation on 10/17/19 at 10:30am of Resident 

#5's medication on hand revealed:

-There was a bubble pack of sertraline 100mg, 

with a dispensed quantity of 60, that had 56 

tablets remaining.

-The dispensed-on date was 10/13/19.

-The sertraline tablets were yellow oblong tablets.

Interview with the medication aide (MA) on 

10/17/19 at 10:33am revealed:

-Sertraline was to be administered to Resident #5 

daily at 9:00pm.

-The 2nd shift MAs had a habit of not looking for 

medications in the overstock area on the cart.

-She was not aware that the medication had not 

been administered for 14 days in October 2019, 

because it was to be administered at 9pm.

-She was responsible for completing medication 

counts daily, and she was sure the sertraline was 
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on the cart.

-She had not observed any recent changes in 

behavior for Resident #5.

 

Interview with the Resident Care Coordinator 

(RCC) on 10/17/19 at 10:35am and 2:00pm 

revealed:

-She was not aware Resident #5 had not received 

sertraline for 14 consecutive days in October 

2019.

-The MAs were responsible for notifying the 

pharmacy and the RCC when medications were 

unavailable.

-The MAs did not notify her that Resident #5's 

medication was unavailable.

-She had not observed any change in behaviors 

for Resident #5.

Telephone interview with the contract pharmacy 

representative on 10/17/19 at 12:26pm revealed:

-The pharmacy was responsible for dispensing 

Resident #5's medications.

-The current prescription for sertraline for 

Resident #5 was dated 10/22/18.

-A thirty-day supply was dispensed to the facility 

on 09/17/19 and 10/13/19.

-They had not received any returned medication 

for Resident #5.

Interview with Resident #5 on 10/17/19 at 1:55pm 

revealed:

-She could not recall her current bedtime 

medications.

-She had not been given her "two yellow pills for a 

long time" that were supposed to be administered 

at bedtime.

-Her mood had been "worse" since she had not 

received the sertraline.

-She did not ask the MAs why she did not get the 

sertraline.
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Interview with the RCC on 10/17/19 at 2:00pm 

revealed:

-The MAs were responsible to notify her of any 

needed medications.

-The RCC was responsible to perform record and 

medication cart audits around the middle of each 

month.

-She had not completed the audits for October 

2019.

Interview with a second MA on 10/17/19 at 

2:08pm revealed:

-The MAs were responsible for performing cart 

audits each week on Mondays, Wednesdays, and 

Fridays.

-The cart audit compared the eMARs to the 

medications on hand.

Telephone interview with Resident #5's physician 

assistant on 10/17/19 at 3:05pm revealed:

-Resident #5 was prescribed sertraline for 

treatment of obsessive-compulsive disorder 

(OCD).

-She had been Resident #5's prescribing 

practitioner for 6 months.

-The current order was for sertraline 100mg, take 

2 tablets (200mg) at bedtime.

-There had been no order changes for sertraline.

-She was not aware that Resident #5 had not 

received the sertraline from 10/01/19 to 10/14/19.

-She was not notified by the facility of the missed 

doses in October 2019.

-The missed doses could have resulted in 

behavioral changes for Resident #5, but did not.

Attempted interview with the second shift 

medication aide on 10/17/19 at 3:20pm was 

unsuccessful.
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Interview with the Administrator on 10/17/19 at 

4:06pm revealed:

-She was not aware that Resident #5 had not 

been administered sertraline from 10/01/19 to 

10/14/19.

-She expected the MAs to notify her and the RCC 

immediately when a medication was unavailable. 

-The MAs had been trained on medications 

related to behaviors.

 D 400 10A NCAC 13F .1009(a)(1) Pharmaceutical Care

10A NCAC 13F .1009 Pharmaceutical Care

(a)  An adult care home shall obtain the services 

of a licensed pharmacist or a prescribing 

practitioner for the provision of pharmaceutical 

care at least quarterly.  The Department may 

require more frequent visits if it documents during 

monitoring visits or other investigations that there 

are  medication problems in which the safety of 

residents may be at risk.

Pharmaceutical care involves the identification, 

prevention and resolution of medication related 

problems which includes the following:

(1) an on-site medication review for each resident 

which includes the following:

(A) the review of information in the resident's 

record such as diagnoses, history and physical, 

discharge summary, vital signs, physician's 

orders, progress notes, laboratory values and 

medication administration records, including 

current medication administration records, to 

determine that medications are administered as 

prescribed and ensure that any undesired side 

effects, potential and actual medication reactions 

or interactions, and medication errors are 

identified and reported to the appropriate 

prescribing practitioner; and

(B) making recommendations for change, if 

 D 400
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necessary, based on desired medication 

outcomes and ensuring that the appropriate 

prescribing practitioner is so informed; and

(C) documenting the results of the medication 

review in the resident's record.

This Rule  is not met as evidenced by:

Based on record reviews and interviews, the 

facility failed to assure pharmacy reviews of 

medications were completed on site and at least 

quarterly for 1 of 5 sampled residents (Resident 

#1).

The findings are:

Review of Resident #1's current FL2 dated 

07/09/19 revealed diagnoses included 

hypertension and neurocognitive disorder.

Review of the Resident Register for Resident #1 

revealed an admission date of 06/28/19.

Review of Resident #1's record on 10/15/19 

revealed there was no documentation of a 

quarterly pharmacy review completed since 

admission on 06/28/19.

Interview with the Resident Care Coordinator 

(RCC) on 10/16/19 at 8:30am revealed:

-The Pharmacist had visited the facility within the 

last three months and completed pharmaceutical 

reviews on all the residents.

-The Pharmacist had sent the pharmacy 

recommendations by electronic mail to the 

Administrator.

-The Administrator had not given her a 

pharmaceutical review to place in Resident #1's 
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record.

Interview with the Administrator on 10/16/19 at 

9:00am revealed:

-Resident #1's pharmaceutical review had not 

been completed.

-She had received the pharmaceutical reviews by 

electronic mail in the last three months.

-She had not received a pharmaceutical review 

for Resident #1.

-She had not set a reminder for herself to 

remember to get Resident #1's pharmaceutical 

review.

Telephone interview with the facility's contracted 

pharmacy representative on 10/17/19 at 1:49pm 

revealed she had not completed a 

pharmaceutical review for Resident #1.

 D 406 10A NCAC 13F .1009(b) Pharmaceutical Care

10A NCAC 13F .1009 Pharmaceutical Care

(b)  The facility shall assure action is taken as 

needed in response to the medication review and 

documented, including that the physician or 

appropriate health professional has been 

informed of the findings when necessary.

This Rule  is not met as evidenced by:

 D 406

Based on record reviews and interviews, the 

facility failed to follow-up on medication review 

recommendations for 3 of 5 sampled residents 

(#3, #4, and #5) including medications and labs 

for hypothyroidism and acid reflux (#3), multiple 

psychotropic medications (#4), medications for 

constipation (#5).
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The findings are:  

1. Review of Resident #3's current FL2 dated 

10/09/19 revealed diagnoses included type two 

diabetes, severe major depression, anxiety, 

Bipolar disorder, adjustment disorder, 

hypothyroidism, irritable bowel disorder with 

diarrhea and dementia.

Review of Resident #3's previous FL2 dated 

08/01/19 revealed there was an order for 

levothyroxine 175mcg every day.

Review of Resident #4's medication review dated 

09/18/19 revealed:

-The pharmacist recommended to notify primary 

care physician (PCP) about the following 

medications (levothyroxine and an antacid) had 

been refused a number of times over the past 30 

days. 

-The section for the physician's response and 

signature was blank.

a. Review of Resident #3's August 2019 

electronic Medication Administration Record 

(eMAR) revealed:

-There was an entry for levothyroxine 175mcg 

every day documented as not administered 

(refused) at 6:30am for 14out of 31 doses 

(8/01/19, 8/02/19, 8/07/19-8/11/19, 

8/13/19-8/18/19, and 8/22/19).

Review of Resident #3's September 2019  eMAR 

revealed:

-There was an entry for levothyroxine 175mcg 

every day documented as not administered 

(refused) at 6:30am for 7 out of 30 doses 

(9/02/19, 9/04/19-9/06/19, 9/23/19, 9/26/19, and 

9/29/19).
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 D 406Continued From page 22 D 406

Review of Resident #3's October 2019 eMAR 

revealed:

-There was an entry for levothyroxine 175mcg 

every day documented as not administered 

(refused) at 6:30am for 8out of 15 doses 

(10/01/19, 10/04/19-10/06/19, and 

10/08/19-10/11/19).

Refer to the telephone interview with the facility's 

PCP on 10/16/19 at 2:55pm.

Refer to the interview with the RCC on 10/17/19 

at 10:00am.

Refer to the telephone interview with the facility's 

contracted pharmacy representative on 10/17/19 

at 1:49pm.

b. Review of Resident #3's current FL2 dated 

10/09/19 revealed there was an order for antacid 

chew 500mg 2 tablets three times a day.

Review of Resident #3's previous FL2 dated 

08/01/19 revealed there was an order for antacid 

chew 500mg 2 tablets three times a day.

Review of Resident #3's August 2019 electronic 

Medication Administration Record (eMAR) 

revealed:

-There was an entry for antacid chew 500mg 2 

tablets three times a day documented as not 

administered (refused) at 8:00am for 4 out of 31 

doses 08/06/19, 8/16/19, 8/20/19 and 8/30/19).

-The antacid was documented as not 

administered (refused) at 2:00pm for 13 out of 31 

doses (8/06/19-8/12/19, 8/16/19, 8/19/19, 

8/22/19-8/23/19, 8/26/19 and 8/30/19).

-The antacid was documented as not 

administered (refused) at 8:00pm for 6 out of 31 
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 D 406Continued From page 23 D 406

doses (8/8/19, 8/20/19-8/21/19 and 

8/29/19-8/31/19).

Review of Resident #3's September 2019 eMAR 

revealed: 

-There was an entry for antacid chew 500mg 2 

tablets three times a day documented as not 

administered (refused) at 8:00am for 8 out of 30 

doses (9/2/19-9/6/19, 9/16/19-9/17/19, and 

9/21/19).

-The antacid was documented as not 

administered (refused) at 2:00pm for 10 out of 30 

doses (9/01/19-9/6/19, 9/15/19, 9/20/19-9/21/19 

and 9/28/19).

-The antacid was documented as not 

administered (refused) at 8:00pm for 5 out of 30 

doses (9/03/19-9/05/19, 9/10/19 and 9/19/19).

Review of Resident #3's October 2019 eMAR 

revealed:

-There was an entry for antacid chew 500mg 2 

tablets three times a day documented as not 

administered (refused) at 8:00am for 1 out of 15 

doses on 10/09/19.

-The antacid was documented as not 

administered (refused) at 8:00pm for 1 out of 14 

doses on 10/02/19.

Refer to the telephone interview with the facility's 

PCP on 10/16/19 at 2:55pm.

Refer to the interview with the RCC on 10/1719 at 

10:00am.

Refer to the telephone interview with the facility's 

contracted pharmacy representative on 10/17/19 

at 1:49pm.

2. Review of Resident #4's current FL2 dated 

10/09/19 revealed:

-Diagnoses included schizophrenia, insomnia, 
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depression, and tremors.

-There was an order for duloxetine 30mg daily 

(used to treat musculoskeletal pain), fluphenazine 

decanoate 125mg/5ml, give 2ml (50mg) 

intramuscular (IM) every 3 weeks (used to treat 

psychosis), and quetiapine 50mg twice daily, and 

quetiapine 300mg at bedtime (used to treat 

schizophrenia).

Review of Resident #4's medication review dated 

09/18/19 revealed:

-The pharmacist recommended to evaluate the 

use of multiple psychoactive medications, which 

included the current orders for duloxetine, 

fluphenazine decanoate, and quetiapine.

-The section for the physician's response and 

signature was blank.

Review of Resident #4's September 2019 and 

October 2019 electronic Medication 

Administration Record (eMAR) revealed:

-There was an entry for duloxetine 30mg daily.

-There was an entry for fluphenazine decanoate 

125mg/5ml, give 2ml (50mg) IM every 3 weeks.

-There was an entry for quetiapine 50mg twice 

daily.

-There was an entry for quetiapine 300mg at 

bedtime.

-The medication orders had not been 

discontinued or changed.

Review of Resident #4's physician's orders 

revealed there was no documentation the 

pharmacist's recommendations had been 

forwarded to the physician.

Refer to the telephone interview with the facility's 

contracted primary care provider on 12/16/19 at 

2:55pm.
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Refer to the interview with the RCC on 10/1719 at 

10:00am.

Refer to the telephone interview with the facility's 

contracted pharmacy representative on 10/17/19 

at 1:49pm.

3. Review of Resident #5's current FL2 dated 

07/15/19 revealed:

-There was an order for gavilax (used to treat and 

prevent constipation) 17gm daily at 9:00am.  

-There was an order for gavilax 17gm daily as 

needed (PRN) for constipation. 

Review of Resident #5's medication review dated 

09/18/19 revealed:

-The pharmacist recommended to discontinue 

gavilax 17gm daily PRN for constipation due to 

non-use in the past 30 days.

-The section for the physician's response and 

signature was blank.

Review of Resident 5's electronic Medication 

Administration Record (eMAR) for September 

2019 and October 2019 revealed:

-There was an entry for gavilax 17gm daily.

-There was an entry for gavilax 17gm daily as 

needed for constipation.

-The medication orders had not been 

discontinued or changed.

Review of Resident #5's physician's orders 

revealed there was no documentation the 

pharmacist's recommendations had been 

forwarded to the physician.

Refer to the telephone interview with the facility's 

contracted primary care provider on 10/16/19 at 

2:55pm.
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Refer to the interview with the RCC on 10/1719 at 

10:00am.

Refer to the telephone interview with the facility's 

contracted pharmacy representative on 10/17/19 

at 1:49pm.

_________________________

Telephone interview with the facility's contracted 

primary care provider on 10/16/19 at 2:55pm 

revealed:

-She had not received any pharmaceutical 

reviews in September or October 2019.

-If the facility received pharmaceutical reviews, 

she addressed them during her weekly visits to 

the facility.

 

Interview with the RCC on 10/1719 at 10:00am 

revealed:

-She had not received the pharmacy reviews 

since she came to the facility in May 2019.

-She told the Administrator several times each 

month about not receiving the reviews.

-The Administrator told her that she could not 

retrieve the reviews from her computer email.

-She reported the issue to the pharmacy 

representative.

-The pharmacy representative informed her the 

Administrator requested that all pharmacy 

reviews were sent to the Administrator.

-The pharmacy representative told her the 

Administrator would not give permission to 

release the reviews to the RCC's email.

Interview with the Administrator on 10/16/19 at 

9:00am revealed:

-She had received the pharmaceutical reviews by 

electronic mail in the last three months.

-She had not printed them because she had a 

problem with her printer.

-She did not know if any of the pharmaceutical 
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 D 406Continued From page 27 D 406

reviews had recommendations.

-She did not know if the residents' PCP had 

reviewed the recommendations and addressed 

them.

-She had not set a reminder to remember to 

follow up on the pharmaceutical reviews.

Telephone interview with the facility's contracted 

pharmacy representative on 10/17/19 at 1:49pm 

revealed:

-She completed 15 residents pharmaceutical 

reviews on 09/18/19.

-She emailed all pharmaceutical reviews to the 

Administrator after every visit.

-After she completed an initial pharmaceutical 

review, she revisited the facility every 3 months to 

complete quarterly pharmaceutical reviews.

-During the follow up visit if the recommendations 

were not addressed by the physician, she would 

contact the physician and follow up herself.

-It was her expectation the facility forward all 

pharmaceutical recommendations to the 

residents' primary care physicians.

 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:

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:

 D912
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 D912Continued From page 28 D912

Based on observations, record reviews, and 

interviews, the facility failed to assure residents 

received care and services which are adequate, 

appropriate, and in compliance with relevant 

federal and state laws and rules and regulations 

related to health care.

The findings are:

1. Based on observations, interviews, and record 

reviews, the facility failed to assure physician 

notification for 1 of 5 sampled residents 

(Residents #3) related to a failure to coordinate 

care for a sleep study and BiPAP machine, failure 

to notify of  refusals of levothyroxine and Tums, 

and the failure of a physical therapy referral. 

[Refer to Tag 273 10A NCAC 13F .0902(b) Health 

Care (Type B Violation)].
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