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C 000! Initial Comments C 000

| The Adult Care Licensure Section conducted an
annual survey on July 27, 2021 and July 28,
2021.

C 078 10A NCAC 13G .0315(a)(5) Housekeeping and cors

o CAC 13G .0315 Housekeeping and

Hmed IS INgs
w-witayEach family care home shall:
«+ ««(&)0e maintained in an uncluttered, clean and
~ orderly manner, free of all obstructions and
hazards;

This Rule shall apply to new and existing homes.

This Rule is not met as evidenced by:

Based on observations and interviews, the facility

failed to ensure the facility was clean and free of
hazards as evidenced by the presence of bed bug
activity in a resident's room and cockroach i
activity in another resident's room.

The findings are: ‘
£ Leds a/aﬁ wad 728!

9.:abégirx§}ion of a resident's bedroom on
" _fg1 at 8:36am revealed: 'Lyez/l’ﬂ 240754

Bre’ vas a live bedbug crawling across the
fead of the resident's bed.

NeeTHEre W ege black specks and debris on the white
g ‘| mafiress cover and on the box spring cover.

i
=Jhe was a thick layer of dust on the headboard |
and footboard. [

|
I
!

"
L

-There were black spots and debris on the
headboard and footboard.

-The room did not have an identifier on the door.
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b g - e .
Observation of the facility on 07/27/21 at 10:04am
revealed there was a 1-gallon spray bottle labeled

| bedbug and bedbug egg killer.

4 Observation of the resident's bedroom on

| 07/28/21 at 12:36pm revealed the sheets on the
resident's bed had not been changed after the
observation of a live bedbug the day before.

! Interview with the resident that resided in the

| bedroom on 07/27/21 at 9:54am revealed:

" -He washed his own sheets about once a week.

| -He saw a dead bedbug in his sheets the "other

| day™; he noticed it when he made his bed in the
morning.

':‘.-.Hi sawa live bedbug about a week ago in his

nét béen bitten and did not scratch in his
2 O ¥

4 told the Director about the bedbugs in
st bat not recently.
iStaff sprayed his room, but it had been over

[EURTETEEr t

a manth.

Second interview with the resident that resided in
the bedroom on 07/28/21 at 12:36am revealed:
-He had seen a live bedbug when he went to get
into the bed last night, 07/27/21.
-He swept the bedbug onto the floor.
-He did not tell anyone about the bedbugs
because the Director and the House Manager
already knew.
-There was a pest control company that came
and treated the residents' rooms, but it was over
a year ago.
-He had seen bedbugs since the pest control
' company had treated the facility.

-The Director and the House Manager knew
| abaut the bedbugs because they had seen them,

C o078
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and he had told them about the bedbugs.

Interview with the House Manager on 07/27/21 at
10:04am revealed:
~There used to be a problem with bedbugs, she
.58 a dead one about a month ago.

A &vas a resident that was admitted to the
yuiniaciitya couple of years ago and the resident
Mg it bedbugs into the facility.
aled the residents’ rooms with a spray
1 week and checked the residents’ beds for

‘ ‘j:li\}e'*be’dbugs every day. j

-Thg résidents washed their own sheets once a ‘
week with supervision from the staff.
-She had not seen live bedbugs in a "long" time.

Second interview with the House Manager on
07/28/21 at 9:44am revealed the facility had a
contracted pest control company treat the facility
for bedbugs but that was a “couple of years ago"
and she did not know where the receipts from the
treatments were.

Interview with the Director on 07/28/21 at 1:05pm ;

revealed:

-He had hired a pest control company to treat the

facility for bedbugs a few years ago.

-He thought the bedbugs had gotten better.

;,ljg‘,m{qulq\_ask the residents if they saw any and
iSRS Said "o’

: m&nﬁﬂ a month.
d@uwvas *gl.\ivays_ looking for live bedbugs, dead
gs.and evidence like bloodstains and black
. 9hgts.on the sheets.
“The last time he saw a bedbug was three to four
months ago and it was dead.
-The last time he saw a live bedbug had been
about six months ago.
-The staff sprayed the residents’ rooms for
Division of Health Service Regulation
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-There was black and brown debris on the floors.
-There was a live cockroach crawling across the
floor and into a loose pile of clothes on the floor.

Interview with the resident that resided in the
bedroom on 07/28/21 at 12:34pm revealed he did
nat see bugs in his room and the facility had not
sprayed for bugs in a "long time”.
iasliat
Ll Tview \g_ljth two residents on 07/28/21 at
H86pm revealed:
i s normal to see bugs in facility.
v jeresident saw multiple cockroaches in the

i SDAMHFGOM At night when he would turn on the
""'“|“li'§ﬂt!‘*ﬂ'e"h'ad seen them as recently as the night
before (07/27/21)
-The cockroaches had been in the facility since
he had been there, and he thought the Director
and the House Manager already knew.
-There were cockroaches in the main living room
area.
-One resident had seen them on the wall 2to 3
days ago.
-The staff sprinkled a powder down on the floor to
kill the bugs, but they had not seen them spray.
-A pest control company sprayed a year ago, but
they still saw cockroaches.

LREERTE Y
Ernn e it e
[RLE NI

Interview with the Director on 07/28/21 at 1:05pm
revealed:

-lt-lgl}%dhlred a pest control company to spray
the facility about a year ago.

’(m’ kr‘//f-'g‘ Céc./; Vol a[ Mo/
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L ;
bedbugs about once a month and sprinkled a |
pest control powder to kill the bedbugs. | f
| |
b. Observation of a resident's bedroom on |
07/28/21 at 10:31am revealed: |
-The room was identified by the resident's name £ > . / ‘
on the door; only one resident resided in the Yy Conlyine N , -
room. Wil ' G-5-2|

i
|
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-He was aware of the cockroaches. ’
| -He used an organic pest control powder to kill
the caockroaches.
-He thought the powder was working even though
e still saw live cockroaches, because "it is not as
oo onBAH A4S We have had it".
s Ll o
bt m
C 248 IOBNEAC 136 .0902(c)(3)(4) Health Care C 249
T HPRNCAC 13G .0902 Health Care
“**(cY*The facility shall assure documentation of the
following in the resident's record:
(3) written procedures, treatments or orders from
a physician or other licensed health professional;
and.
(4) implementation of procedures, treatments or
‘orders specified in Subparagraph (€)(3) of this
Rule.
This Rule is not met as evidenced by: ;
f Based on observations, record reviews, and ! |
| interviews, the facility failed to ensure the F
| implementation of physician's orders for 2 of 2 !
sampled residents (Resident #1 and Resident #3) f
with orders for finger stick blood sugar (FSBS) !
checks three times weekly (#1); and daily blood
.PIES8Ure.(BP) checks (#3) .
i) ¥ :
:;'E;Ew findings are
s S
e g view of Resident #1's current FL-2 dated
Bt 01 0 revealed:
""" "-Diagnoses included schizophrenia, hypertension,
hyperiipidemia, and diabetes Mellitus type Il
-There was an order for fingerstick blood sugar
(FSBS); there was no frequency listed and there
wgr‘é‘n'o parameters.
Division of Health Service Reguiation
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Review of Resident #1's Licensed Health
Professional Support (LHPS) tasks dated
03/13/21 revealed Resident #1 was ordered
FSBS checks three times a week; there were no
parameters.

Review of Resident #1's May 2021 medication

administration record (MAR) revealed:

-There was a printed entry for FSBS checks;

FSBS three times weekly, scheduled at 8:00am.

| -There were no parameters listed.

-There was documentation of FSBS checks were
' taken from 05/01/21 to 05/31/21 for 8:00am but

No ranges were documented.

Rey;ew of Resident #1's June 2021 MAR

5 inn

[ Jﬁz o -three times weekly, scheduled at 8: OOam
" ‘3}": T q-were no parameters listed.
"ot miBere was documentation of FSBS checks were
* L ERER fromi 06/01/21 to 06/30/21 for 8:00am but
"1 ho tanges were documented.

Review of Resident #1's July 2021 MAR revealed:
-There was a printed entry for FSBS checks;
FSBS three times weekly, scheduled at 8:00am.
-There were no parameters listed.

-There was documentation of FSBS checks were
taken from 07/01/21 to 07/27/21 for 8:00am but
no ranges were documented.

Review of Resident #1's FSBS log dated :
04/28/21 to 07/26/21 revealed:

-Resident #1's FSBS check ranges were

documented three times a week.

-Resident #1's FSBS checks ranged from 77 to

102.

o]
eryation of Resident #1's glucometer on

it ‘ : 6899 GZ2B11 If continuation sheet & of 40
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stamp when turned on.

‘..8.4Sam with a reading

1) o

'&te apart.
*’T‘n i o -

10:53am revealed:

Monday, 07/26/21.

A 10 57am revealed

wgrder
i shagps on 05/11/21.

days

C 249 Continued From page 6

07/27/21 at 10:35am revealed:
-The glucometer did not have a date or time

-The most recent date stamp was 05/12/21 at

of 148.

Jiext date in the history in the glucometer
0 and the reading was 80.
_','were three dates with two FSBS readings

was one date with three FSBS readings.

AN »-Tha iast 20 readings ranged from 78 to 148,
-None of the FSBS readings matched the FSBS
readings documented on the log.

Interview with Resident #1 on 07/27/21 at

+-He stuck his own finger to obtain the FSBS
reading and showed the glucometer to the staff.
-He did his FSBS checks on Mondays,
Wednesdays and Fridays.

-The last time he did his FSBS reading was on

-His FSBS reading was exactly 80; his last six
FSBS readings were all 80.

Telephone interview with a representative from
the facility's contracted pharmacy on 07/28/21 at

rmacy dispensed glucase strips and
-The glucose testing strips should have lasted 51
Telephone interview with a representative from

Resident #1's primary care provider (PCP) on
07/28/21 at 11:15am she could not see orders for

C 249

Division of Health Service Regulation
STATE FORM

T”“’

lnhfwm fies
g

S638 GZ2B11 If continuation sheet 7 of 40




PRINTED: 08/18/2021

FORM APPROVED
Division of Health Service Requlation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: N COMPLETED
FCL032096 B. WING 07/28/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Akt L 2122 OVERLAND DRIVE
2 DURHAM, NC 27704
ot copialieehdbes - - SUMMARY STATEMENT OF DEFICIENGIES D l PROVIDER'S PLAN OF GORRECTION (x5)
4 pedasgrs (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG EGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
e R
£ iR | n DEFICIENCY)
=l
f - :_;.'7- -
C 249 | Continued From page 7 C 249

FSBS from the PCP's office, but the orders could
have been from another provider.

Interview with the House Manager on 07/27/21 at
10:35am revealed:
-Resident #1 was the only resident that had an
order for FSBS checks and the only resident with
a glucometer.
-Resident #1 only had one glucometer.
| -She never paid attention to the date on the
glucometer because is was not set to the correct
| date and time.
-She just wrote the FSBS reading down on the
log.
..-Rggident #1 did his own FSBS check and then
l.he ,_t'olq her what the readmg, she always looked

T e mdidhing match the readings on the FSBS log,
il::.." 35 going to take the glucometer with

3.

ke ,,.;’E!é@ent #1 on his next physician's appointment
“=“~angat the glucometer "“fixed".

U T ]
Interview with the Director on 07/28/21 at 1: :43pm
revealed:
-He did not know why the glucometer readings
did not match any of the FSBS readings on the
log. |
-He expected the staff to take the FSBS readings
as ordered and to document the readings
correctly.
-He was going o get a new glucometer for
Resident #1.
-He did not know why there were multiple
readings on one day.

Attempted telephone interview with the facility's
contracted LHPS nurse on 07/28/21 was not

|
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|

2. Review of Resident #3's current FL2 dated
08/13/20 revealed:
-Diagnoses included chronic paranoid
_schizophrenia, hypertension, chronic obstructive
pulmenary disease (COPD), Parkinson's and
L RemOrS.
nsie-iBaréwas an order for blood pressure (BP)
oot ODEEKS once daily without parameters.
e

. esident #3's May 2021 medication
fadmmrstratlon record (MAR) revealed Resident
#3's BP checks were documented as 3 out of 30
opportunities.

Review of Resident #3's June 2021 MAR
revealed Resident #3's BP checks were
documented as 4 out of 30 opportunities.

Review of Resident #3's July 2021 MAR revealed
Resident #3's BP checks were documented as 19
out of 28 opportunities.

Interview with Resident #3 on 07/27/21 at 5:31am
revealed:

-He used to have his BP checks done every
morning when he first woke up.

=The'BR. “machlne“ was not working because the

“m ﬂeg were. dead

oy .«mm hom

R

ﬁmn_d,lntemew with Resndent #3 on 07/28/21 at
9:33am revealed he did not sleep well the night
before because he felt like his blood pressure
was hngh

Telephone interview with Resident #3's primary
care provider (PCP) on 07/28/21 at 8:29am

C 249
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Continued From page 9 few f*«r;/‘ﬂs £r [ / Br |
revealed: !

-He had an order for BP checks daily because his will b Qﬁnf/“' /44{ ‘5"’"/' | G-2-2|
blood pressure had run high in the past. ‘/ e &/'J)ﬂ ‘e [,4e£ o
-She had provided a remote BP monitor for Ao (o np o '
Resident #3 to use at the facility.
-She also completed a BP check when she
visited the facility.
-She had not reviewed Resident #3's BP checks.
-She expected the facility to follow her orders for
Resident #3's daily BP checks.
|
|
Interview with the House Manager on 07/28/21 at
9:25am revealed: |
.=She had not worked in the facility for the months
ShMay 2021 and June 2021. |
o ‘was completing Resident #3's BP checks
+wsadielnew that she was back to work at the facility.
R - - ent #3 had his own BP cuff, it was digital
mma.ﬁsént the BP check results to the PCP.
R SSEEHEY not had to replace the battery.
4 -SHE did not know Resident #3 had an order for
| ndaity BP checks; she just did it daily.
Interview with the Director on 07/28/21 at 1:43pm
revealed:
-He did not know why Resident #3's BP checks
were not conducted daily as ordered.
-He expected the staff to take the BP checks as
ordered and to document the results.

C 330 10ANCAC 13G .1004(a) Medication C 330
Administration
10/} NCAC 13G .1004 Medication Administration
(a) Afamily care home shall assure that the
preparation and administration of medications,
prescription and non-prescription and treatments

| bystaff are in accordance with:
. ders by a licensed prescribing practitioner
ssiem il i,
'Diyi§io‘n of'l‘!i o=l eegulat!ion
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C 330 Continued From page 10

which are maintained in the resident's record; and
(2) rules in this Section and the facility's policies

it W Ie is not met as evidenced by:
| e en observations, record reviews, and
anviews ithe facility failed to administered

; ,tlons as ordered by the physician for 3 of 3
ampted residents (#1, #2 and #3) related to
medications for high cholesterol (#1, and #2), an
antipsychotic medication (#1), medications to
lower cholesterol and triglycerides, treat
Parkinson's disease, prevent manic episodes,
treat chronic obstructive pulmonary disease
(COPD) and control high blood pressure (#3).

1. Review of Resident #1's current FL2 dated
09/02/20 revealed diagnoses included
schizophrenia, hypertension, hyperlipidemia, and
diabetes Mellitus type II.

a. ReVIew of Resident #1's current FL2 dated
09 &2/20 revealed an order for rosuvastatin
wcalclum (used to lower cholesterol and
il ;t@a;erldes) 10mcg take once daily.

““‘*':;%W of éReeident #1's May 2021 medication
.m.mistration record (MAR) revealed:

e | AMETE Was an entry for rosuvastatin calcium
vl take once daily scheduled for
admlmstratlon at 8:00am.

-There was documentation rosuvastatin calcium
10mcg was administered 31 of 31 opportunities
from 05/01/21 to 05/31/21.

Review of Resident #1's June 2021 MAR
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-There was an entry rosuvastatin calcium 10mcg
take once daily scheduled for administration at
8:00am.

-There was documentation rosuvastatin calcium
10mcg was administered 30 of 30 opportunities
from 06/01/21 to 06/30/21.

Review of Resident #1's July 2021 MAR revealed:

|

|

l

| -There was an entry rosuvastatin calcium 10meg

| take once daily scheduled for administration at
8:00am.
-There was documentation rosuvastatin calcium
10mcg was administered 27 of 27 opportunities

| g@gjﬂuzuo 07/27/21.

%ﬁ% of Resident #1's rosuvastatin
i@ 40meg on hand on 07/27/21 at 4:29pm

“Tnp QO #1's rosuvastatin calcium 10meg was

l" j;;ﬁ?@i'_spen‘sfgd_ in medication cards with bubbles for
the tablets and 30 tablets were dispensed at a
time.

-There was a medication card with a dispense
date of 04/29/21; 25 of 30 tablets were available
for administration.

-There was a medication card with a dispense
date of 07/22/21; 30 of 30 tablets were available
for administration.

Interview with Resident #1 on 07/27/21 at 9:43am

revealed:

-He did not know the names of the medications

he was administered, but he knew he was

administered two pills in the morning and one pill

at night before bed for anxiety.

-He;yvas administered his medication every day.

Ireyrw (¥ myt

I;'[eﬂlsph;gne'with a representative from the facility's
d g‘ghgr.macy on 07/28/21 at 10:51am

C 330
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1 13pm and 3:00pm.

C 330 Continued From page 12

-Resident #1 had a current order for rosuvastatin
|-caleium 10mceg take once daily.
- - iwnidBd@st.three dispense dates for Resident #1's
e aErdstatin were 05/27/21, 06/24/21 and
2/21; thirty tablets were dispensed each time.
uvastatin was used to lower cholesterol.

'W '|%hone interview with a Registered Nurse
«RN) fiom Resident #1's primary care provider
(PCP) on 07/28/21 at 11:15am revealed:
-Resident #1 had a current order for rosuvastatin
calcium 10mcg take once daily.

-Resident #1 had been ordered rosuvastatin to
control his cholesterol levels.

-If Resident #1 was not administered his
rosuvastatin as ordered he could have a heart
blockage and possibly a heart attack.

-The PCP expected Resident #1's medication to
be administered as ordered.

There was documentation 88 tablets were

administered when 90 tablets had been
dispensed and 55 tablets were still available for

telephone interview with a representative
acilify's contracted pharmacy on

wn-% to miervuew with the House Manager (HM)
B i.|W?7/21 at 1:48pm and 3:00pm.

Re er to telephone interview with the pharmacist
from the facility’s contracted pharmacy on
07/27/21 at 2:30pm and 3:06pm.

Refer to interview with the Director on 07/27/21 at

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

C 330 |
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09/02/20 revealed an order for fenofibrate (used
to lower high cholesteral) 145mg take once daily.

Review of Resident #1's May 2021 medication

administration record (MAR) revealed:

-There was an entry for fenofibrate 145mg take

once daily scheduled for administration at

8:00am.

-There was documentation fenofibrate 145mg |
was administered 31 of 31 opportunities from

05/01/21 to 05/31/21.

| Rewew of ReSIdent #1's June 2021 MAR |

was an entry for fenofibrate 145mg take |
y'scheduled for administration at

documentation fenofibrate 145mg
"‘:‘;‘}“ng ‘admlmstered 30 of 30 opportunities from
‘ 'v”06/;0>1/~21 to 06/30/21.

Review of Resident #1's July 2021 MAR revealed:
-There was an entry for fenofibrate 145mg take
once daily scheduled for administration at
8:00am.

-There was documentation fenofibrate 1 45mg
was administered 27 of 27 opportunities from
07/01/21 to 07/27/21.

Observation of Resident #1's fenofibrate 145mg
on hand on 07/27/21 at 4:29pm revealed:
-Resident #1's fenofibrate 145mg was dispensed
in medlcatlon cards with a bubble for each tablet
and 30 tablets were dispensed at a time.
-There was a medication card with a dispense
dagﬁ‘of 04/29/21 30 of 30 tablets were available
fgwgmlplstratlon
oot 3§ & medication card with a dispense
whrall ;_»’ | 6/24/21 30 of 30 tablets were available
'a%;*q_j mlstratlon
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-There was a medication card with a dispense
.dat of 07/22/21; 30 of 30 tablets were available
t inigtration.
NSt
,nwwlmawlew with Resident #1 on 07/27/21 at 9:43am
0-| " .nrevéaled
. m.rm know the names of the medications
'"ﬁ"%s administered, but he knew he was
*|"administered two pills in the morning and one pill
at night before bed for anxiety.
-He was administered his medication every day.

Telephone with a representative from the facility's
contracted pharmacy on 07/28/21 at 10:51am

-Resident #1 had a current order for fenofibrate

145mg take once daily.

-The last three dispense dates for Resident #1's

fenofibrate 145mg were 05/27/21, 06/24/21 and

07/22/21; thirty tablets were dispensed each time.
| -Fenofibrate was used to lower cholesterol.

Telephone interview with the Registered Nurse
(RN) from Resident #1's primary care provider
(PCﬁ?),on 07/28/21 at 11:15am revealed:

-Thé PCP expected Resident #1's medlcatlon o
be administered as ordered.

There was documentation 88 tablets were
administered when 90 tablets had been
dispensed and 90 tablets were still available for
administration.
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Refer to telephone interview with a representative |
from the facility's contracted pharmacy on !
07/28/21 at 10:48am. |
i
|
Refer to interview with the House Manager (HM) !
, on 07/27/21 at 1:48pm and 3:00pm. |
f i
f Refer to telephone interview with the pharmacist
| from the facility's contracted pharmacy on
07/27/21 at 2:30pm and 3:06pm.
Refer to interview with the Director on 07/27/21 at i
1:1§pm and 3:00pm.
3 :lt;_:;_'.r. )
o wWw.of Resident #1's current FL2 dated
it 0 revealed an order for olanzapine (used
‘*J:‘.‘}w:schizophrenia disorders) 20mg take once
:M"M‘_ il .'"%‘,-‘r i
e ;-44::! oo
IS "M MRS ity e an W N . .
g |'“Re\ﬂewrof Resident #1's May 2021 medication
administration record (MAR) revealed:
-There was an entry for olanzapine 20mg take
once daily scheduled for administration at
8:00pm.
; -There was documentation olanzapine 20mg was
administered 31 of 31 opportunities from
05/01/21 to 05/31/21.
Review of Resident #1's June 2021 MAR
revealed:
-There was an entry for olanzapine 20mg take
once daily scheduled for administration at
8:00am.
-There was documentation olanzapine 20mg was
administered 30 of 30 opportunities from
Q@(&Mp o 06/30/21.
-
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8:00am.

--There > was documentation olanzapine 20mg was
s RN lstered 27 of 27 opportunities from
I HOWBA/ZT 10 07/27/21.
R . 4
Lo wOBRErVation of Resident #1's olanzapine 20mg on
N 07/27/21 at 4:29pm revealed:
-ReSIdent #1's olanzapine 20mg was dispensed
in medication cards with a bubble for each tablet
and 30 tablets were dispensed at a time.
-There was a medication card with a dispense
date of 05/27/21; 4 of 30 tablets were available
for administration.
-There was a medication card with a dispense
date of 06/24/21; 30 of 30 tablets were available
for administration.
-There was a medication card with a dispense
date of 07/22/21; 30 of 30 tablets were available
for administration.

Interview with Resident #1 on 07/27/21 at 9:43am
revealed:
-He did not know the names of the medications
hewas administered, but he knew he was
"a%mstered two pills in the moming and one pill
o mlr)efore bed for anxiety.
e ﬁ:s admlnlstered his medication every day.

4 I Y !IW
et

Hieiq | il

prar hone with a representative from the facility's
= T> Gted.pharmacy on 07/28/21 at 10:51am

“;Ré’g_ident #1 had a current order for olanzapine
20mg take once daily.

-The last three dispense dates for Resident #1's
olanzapine 20mg were 05/27/21, 06/24/21 and
07/22/21; thirty tablets were dispensed each time.
-Olanzapine 20mg was an anti-psychotic
medication and it was used to stabilize mood.

Telephone interview with the Registered Nurse

C 330 |
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(RN) from Resident #1's primary care provider
(PCP) on 07/28/21 at 11:15am revealed:
-Resident #1 had a current order for clanzapine
20mg take once daily.
-Resident #1 had been ordered olanzapine 20mg
for his schizophrenia disorder.
-If Resident #1 was not administered his
olanzapine as ordered he could have outbreaks
with his mental health and not acting appropriate;
he could have schizophrenic episodes where he
would not think clearly, and he would behave

| inappropriately.

.<The PCP expected Resident #1's medication to

s

“”“]"m'e re-was documentation 88 tablets were
~4rewsagministered when 90 tablets had been
u--l.mdjspansed and 64 tablets were still available for

L7 "administration.

Refer to telephone interview with a representative
from the facility's contracted pharmacy on
07/28/21 at 10:48am.

Refer to interview with the House Manager (HM)
on 07/27/21 at 1:48pm and 3:00pm.

Refer to telephone interview with the pharmacist
from the facility's contracted pharmacy on
07/27/21 at 2:30pm and 3:06pm.

Refer to interview with the Director on 07/27/21 at
1:13pm and 3:00pm.
g;alf?“edy.ig){vi,gf Resident #2's current FL2 dated
0472121 revoalect
Noses included schizoaffective disorder,
ensibn, hyperlipidemia, and history of

[y artery disease (CAD).
e THEre was an arder for atorvastatin (used to

‘i C 330
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trggg &h cholesterpl and triglycerides levels)
e;once daily.

mﬁgﬁew of Resident #2's May 2021 medication

mawnlstratlon record (MAR) revealed:

"~Tligre'was an entry atorvastatin 40mg take once
‘dalty scheduled for administration at 8:00am.
-There was documentation atorvastatin 40mg
was administered 31 of 31 opportunities from
05/01/21 to 05/31/21.

Review of Resident #2's June 2021 MAR
revealed:

-There was an entry atorvastatin 40mg take once
daily scheduled for administration at 8:00am.
-There was documentation atorvastatin 40mg
was administered 30 of 30 opportunities from
06/01/21 to 06/30/21.

Review of Resident #2's July 2021 MAR revealed:

-There was an entry atorvastatin 40mg take once
daily scheduled for administration at 8:00am.
-There was documentation atorvastatin 40mg

: qdmlmstered 27 of 27 opportunities from

to 07/27/21

rvation of Resident #2's atorvastatin 40mg
_ nd on 07/27/21 at 4:29pm revealed:
;d'ent #1's atorvastatin 40mg was dispensed

i |n,,g;|edlcat|on cards with a bubble for each tablet;

30 tablets were dispensed in each medication
card.

-There was a medication card with a dispense
date of 01 /11/21 12 of 30 tablets were available
for administration.

-There was a medication card with a dispense
date of 06/24/21; 30 of 30 tablets were available
for administration.

-There was a medication card with a dispense
date of 07/22/21; 30 of 30 tablets were available

C 330
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for administration.

Interview with Resident #2 on 07/27/21 at 8:49am |
revealed:
-He knew he took "heart"” medication, but he did
not know the names of the medication.
-He took medication in the morning and in the
evening.
-He was administered his medication every day;
he was "pretty sure" he was administered all his
| megtcatuon

s
ar e

Telephen&wﬂh arepresentative from the facility's

ty ol "-The last three dlspense dates for Resident #2's

| atorvastatin 40mg were 05/27/21, 06/24/21 and
07/22/21; thirty tablets were dispensed each time.
-Each dispense date should have lasted 30 days.
-Atorvastatin was used to treat high cholesterol
and triglycerides levels.

Telephone interview with the Registered Nurse
(RN) from Resident #2's primary care provider
(PCP) on 07/28/21 at 11:34am revealed: |
-Resident #2 had a current order for atorvastatin
40mg take once daily.
-He was ordered the atorvastatin to control his
cholesterol because he had a history of coronary
artery disease.
-She could not say what an outcome of not taking
the,a;orvastatln would be, but the PCP
recgmmended all medications to be taken as
2.6d.80 there would be not outcomes.

Eﬂvas documentatlon 88 tablets were
Wl ;tered when 90 tablets had been
Se d,,and 72 tablets were still available for
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C 330, Continued From page 20 ¢330 f
B |
q-r« v i
1 F O |N: ¥ !
b ::;j;;"m, A ,;b te1ephone interview with a representative 3
Themeramrthe facility’s contracted pharmacy on g
|7 1OME8/21 at 10:48am. |
|
Refer to interview with the House Manager (HM)
on 07/27/21 at 1:48pm and 3:00pm.
Refer to telephone interview with the pharmacist
from the facility's contracted pharmacy on
07/27/21 at 2:30pm and 3:06pm.
Refer to interview with the Director on 07/27/21 at )
1:13pm and 3:00pm. ‘
3. Review of Resident #3's current FL2 dated
08/13/20 revealed diagnoses included chronic
paranoid schizophrenia, hypertension, chronic
obstructive pulmonary disease (COPD),
Parkinson's and tremors.
a 'Réwew of Resident #3's current FL2 dated ,
<0843 0 revealed there was an order for i
,:l...'l.';, Al pa-Levodopa (used to treat Parkinson's
i wdisga s8).25-100 take one tablet three times daily.
I = 1T Resudent #3's May 2021 medlcatlon
"TL"Z'.' “radhir
Theere was an entry for Carbldopa-Levodopa
25-100 take one tablet three times daily
scheduled for administration at 8:00am, 2: 00pm
and 8:00pm.
-There was documentation Carbidopa-Levodopa
25-100 was administered at 8:00am, 2: 00pm and
8:00pm from 05/01/21 to 05/31/21.
Review of Resident #3's June 2021 MAR
revealed:
-There was an entry for Carbidopa-Levodopa
25-100 take three times daily scheduled for
Division of Health Service Regulation
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administration at 8:00am, 2:00pm and 8:00pm.
-There was documentation Carbidopa-Levodopa
! 25-100 was administered at 8:00am, 2:00pm and
| 8 00pm from 06/01/21 to 06/30/21.
|
' Review of Resident #3's July 2021 MAR revealed:
' -There was an entry for Carbidopa-Levodopa
25-100 take three times daily scheduled for
adm|n|strat|on at 8:00am, 2:00pm and 8:00pm.
1 hefﬁ.was documentation Carbidopa-Levodopa
. .425?1'00 was administered at 8:00am, 2:00pm and
v mm fram 07/01/21 to 07/27/21.

Hiy lnll S
oo (e

AL tion of Resident #3's
?ﬁ”'“ d pa-Levodopa 25-100 on hand on

ey , 1:28pm revealed:

A "lmnt #3's Carbidopa-Levodopa 25-100 was

".dlspensed in medication cards with a bubble for
each tablet and 30 tablets were in a card.
-There was a medication card with a dispense
date of 08/19/20; 30 of 90 tablets were available
for administration and the card was labeled 1 of
3.
-There was a medication card with a dispense
date of 09/21/20; 30 of 90 tablets were available
for administration and the card was labeled 3 of

3.

-There was a medication card with a dispense

date of 11/11/20; 30 of 90 tablets were available

for administration and the card was labeled 2 of

3.

-There were three a medication cards with a

d|§Pense date of 02/08/21; 90 of 90 tablets were

avﬂ&&le for admlmstratlon

[N wep,a two. a medication cards with a

vl iSHErSe date of 03/05/21; 60 of 90 tablets were
R ;f,,:'*‘ [for administration and the cards were
'i'“*“‘ 20f3and20f3

were three a medication cards with a

Ih III|

pe) 'digense date of 04/29/21; 90 of 90 tablets were
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) op

fable for administration. !

‘& were two a medication cards with a !

nse date of 05/27/21; 60 of 90 tablets were 1

\u¥ivavatiable for administration and the cards were |

v -labeted 1 of 3 and 2 of 3. !
-Thiere were three a medication cards with a |
dispense date of 06/24/21; 90 of 90 tablets were . |
available for administration. '

-There were three a medication cards with a '

(dispense date of 07/22/21; 90 of 90 tablets were

available for administration.

-Resident #3 had a total of 20

Carbidopa-Levodopa 25-100 medication cards

with 570 tablets available for administration.

-All medication cards were dispensed from the

same pharmacy.

interview with Resident #3 on 07/27/21 at 5:17pm
revealed:
-He knew he took medication two to three times a
day.
| “Hekrtew he took a medication for Parkinson's
. disgaseronce daily. _
v n i iQUOOK the medication for Parkinson's because

LSS M
Hivoa o]

i igHook but it was better than it had been

Iwo, years ago.
TR TG S UL
o n|=nggmm

Telephone with a pharmacist from the facility's
contracted pharmacy on 07/27/21 at 2:33pm
reveled:

-Resident #3 had a current order for
Carbidopa-Levodopa 25-100 take three times
daily.

-The last three dispense dates for Resident #3's
Carbidopa-Levodopa 25-100 were 05/27/21,
06/24/21 and 07/22/21; 90 tablets were
dispensed each time.

-Each medication card had 30 tablets dispensed
in it and the cards were labeled by the pharmacy
Division of Health Service Regulation
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on the top left corner 1 of 3, 2 of 3 and 3 of 3.
-Each dispense date should have lasted 30 days.
-Carbidopa-Levodopa 25-100 was used to treat
shaking associated with Parkinson's disease. ]
-There was no way extra Carbidopa-Levodopa !
25-100 was dispensed and Resident #3 should :
not have extra medication. 1

Telephone interview with Resident #3's primary ,
cat&p:omder (PCP) on 07/28/21 at 8:29am i
Al ﬂ.ﬁh *
g;%m_§3 was ordered Carbidopa-Levodopa
Bl with his Parkinson's disease.
ould parely walk when she ordered the
ication over a year ago.
it x..nMas able to walk with a walker and had been
¢ A HRCBHeW months.
- -=She felt his Parkinson's had improved.
-If he had extra medication cards it would mean
he was not getting his full daily dosage.
-She would be concerned if he was not getting his
dosage three times daily as she had ordered it
because his Parkinson's could be more
improved.

Refer to telephone interview with a representative
from the facility's contracted pharmacy on
07/28/21 at 10:48am.

Refer to interview with the House Manager (HM)
on 07/27/21 at 1:48pm and 3:00pm.

Refer to telephone interview with the pharmacist
1 » fac:lltys contracted pharmacy on
1.ag 2: 30pm and 3:06pm.

4 !l“"'

v "%wiew tSf Resident #3's current FL2 dated |
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n#—mﬁmm ERE
B -4 K r’evealed there was an order for
j;ﬁ;:{z fia ate (used to lower high cholesterol) 48mg
. ;tgkeronce daily.
-4 mum ot '
Pl ,-Remew of Resident #3's May 2021 medication
administration record (MAR) revealed:
-There was an entry for fenofibrate 48mg take
once daily scheduled for administration at
8:00am.
-There was documentation fenofibrate 48mg was
administered at 8:00am from 05/01/21 to
05/31/21.
Review of Resident #3's June 2021 MAR
revealed:
-There was an entry for fenofibrate 48mg take
once daily scheduled for administration at
8:00am.
-There was documentation fenofibrate 48mg was
administered at 8:00am from 06/01/21 to
06/30/21.
mRewewxefi ReS|dent #3's July 2021 MAR revealed:;
s niBESWAS an entry for fenofibrate 48mg take
L. _y,scheduled for administration at
T ¢
- ool el
- We was documentation fenofibrate 48mg was
T «::g@m&stered at 8:00am from 07/01/21 to
o7f27i21.
Observation of Resident #3's fenofibrate 48mg on
hand on 07/27/21 at 1:28pm revealed:
-Re5|dent #3's fenofibrate 48mg was dispensed
in medlcatlon cards with a bubble for each tablet
and 30 tablets were dispensed at a time.
“There was a medication card with a dispense
date of 09/21/20; 30 of 30 tablets were available
for administration.
-There was a medication card with a dispense
date of 11/12/20; 30 of 30 tablets were available
Division of Health Service Regulation
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i

for administration.

-There was a medication card with a dispense

date of 02/08/21; 12 of 30 tablets were available

for administration.

-There was a medication card with a dispense |
" date of 03/05/21; 30 of 30 tablets were available

for administration. |

-There was a medication card with a dispense |
| ,qatga.o,f 04/29/21; 30 of 30 tablets were available
ligtration.

Ma medication card with a dispense

+« o+ =datenof 85/27/21; 30 of 30 tablets were available

2§ a medication card with a dispense
AoL16/24/21; 30 of 30 tablets were available

1. j}fpg?dmlmstratlon

* I 4Ehere was a medication card with a dispense
date of 07/22/21; 30 of 30 tablets were available
for administration.
-There was a total of 8 medication cards with 221
tablets available for administration.

Interview with Resident #3 on 07/28/21 at 9:33am
revealed:

-He had not slept well the night before.,

-He felt aggravated and he felt like his blood
pressure was up.

-He knew he took medications for his blood
pressure; he thought he was administered the
correct medication daily.

Telephone with a representative from the facility's
g ,ggged pharmacy on 07/28/21 at 10:51am

’-*"ff""f 'ate.145mg were 05/27/21, 06/24/21 and
/ ‘1‘ thlrty tablets were dispensed each time.
e 'gfjprate was used to lower cholesterol and
Division of Health Sérvice Regulation
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" ° i .--ru -
e LelgRIIONE interview with Resident #3's primary
" weare provider (PCP) on 07/28/21 at 8:29am

revealed:

-Resident #3 was ordered fenofibrate to lower his
triglycerides levels.

-His last lab dated 06/22/19 his levels were 325
(levels of 200 to 499 would be considered high);
‘he was due to have labs redone.

-An-eutcome not taking his fenofibrate as ordered
would be increased blood pressures due to his
triglycerides being too high and he could possibly
have a cerebrovascular accident.

-She expected Resident #3's fenofibrate to be
administered as ordered.

Refer to telephone interview with a representative
from the facility's contracted pharmacy on
07/28/21 at 10:48am.

“Refertorinterview with the House Manager (HM)
v omPDT/21 at 1:48pm and 3:00pm.

LI g
R 4 J:%;iﬁh - o .
-y iehar to telephone interview with the pharmacist
Jﬁnﬁmmg facility's contracted pharmacy on
Q 4 at 2:30pm and 3:06pm. i
R '"";;‘:‘;F‘H‘i b,
Refer to interview with the Director on 07/27/21 at
1:13pm and 3:00pm.

c. Review of Resident #3's current FL2 dated
08/13/20 revealed there was an order for
divalproex (a mood stabilizer used to prevent
manic episodes) 500mg take once daily.

Review of Resident #3's May 2021 medication
administration record {MAR) revealed:

-There was an entry for divalproex 500mg take
once daily scheduled for administration at
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8:00am.

-There was documentation divalproex 500mg
was administered at 8:00am from 05/01/21 to
i 05/31/21.

Review of Resident #3's June 2021 MAR
revealed:
-There was an entry for divalproex 500mg take
liqrqn‘aj!y Scheduled for administration at |

i

ewas.documentation divalproex 500mg |

« o SunmWasadinistered at 8:00am from 06/01/21 to
0RE30721.

+ - ~There was an entry for divalproex 500mg take
|-ence-daily scheduled for administration at
8:00am.
-There was documentation divalproex 500mg
was administered at 8:00am from 07/01/21 to
07/27/21.

Observation of Resident #3's divalproex 500mg
on hand on 07/27/21 at 1:28pm revealed:
-Resident #3's divalproex 500mg was dispensed
in medication cards with a bubble for each tablet
and 30 tablets were dispensed at a time.

-There was a medication card with a dispense
date of 02/08/21; 30 of 30 tablets were available
for administration.

-There was a medication card with a dispense

?}"};'};WO&[?MZL 30 of 30 tablets were available
| fqrgdministration.
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2 Mhdd not slept well the night before.
-He did not tell anyone he felt aggravated; he just
tried to calm down and sleep.

Telephone with a pharmacist from the facility's
contracted pharmacy on 07/27/21 at 2:33pm
reveled:

-Resident #3 had a current order for divalproex
500mg take once daily.

-The last three dispense dates for Resident #3's
divalproex 500mg were 05/27/21, 06/24/21 and
07/22/21; 90 tablets were dispensed each time.
-Each dispense date should have lasted 30 days.
-Divalproex 500mg was used to prevent manic
episodes.

Telephone interview with Resident #3's mental
he,althgrowder (MHP) on 07/28/21 at 11:57am

B dent #3 was ordered divalproex 500mg to
-1 sl th hIS hallucinations and mood issues.
lent #3 would become very "iil tempered"

4 g 33

vould. complam of not being able to sleep

‘pandemlc he had telehealth appointments
01/21/21 and 06/02/21.

-The facility staff had reported Resident #3's
behavior had improved and was good.

-H&dld not have any reports of anxiousness from
Resident #3 or staff.

-He expected Resident #3 to be administered his
divalproex as ordered.

-A possible outcome of Resident #3 not taking his
divalproex as ordered could be irritability, he
would not be able to sleep and be anxious.

Refer to telephone interview with a representative

C 330
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07/28/21 at 10:48am.

from the facility’s contracted pharmacy on | !

|

Refer to interview with the House Manager (HM) ,‘

on 07/27/21 at 1:48pm and 3:00pm. }
!

Refer to telephone interview with the pharmacist

'from,tﬁe facility's contracted pharmacy on

q; 2 30pm and 3:06pm.

I P . ﬂmerwew with the Director on 07/27/21 at
STRI iﬁ-ﬁpm and 3: 00pm.
B | b St
i i mw ¥

s uLlRBVIEW ‘Of Resident #3's current FL2 dated
« 1 Q8hL3/20 revealed there was an order for lisinopril

{used to treat high blood pressure) 20mg take
once daily.

Review of Resident #3's May 2021 medication
administration record (MAR) revealed:

-There was an entry for lisinopril 20mg take once
daily scheduled for administration at 8:00am.
-There was documentation lisinopril 20mg was
administered at 8:00am from 05/01/21 to
05/31/21.

Review of Resident #3's June 2021 MAR
revealed:

-There was an entry for lisinopril 20mg take once
dally scheduled for administration at 8:00am.
-There was documentation lisinopril 20mg was

&, L2

;‘qdmmxster@ed at 8:00am from 06/01/21 to
ORI
* |'|<p.m ¥ W
' Sk J
-;“':y:' \Mo'fiﬁesment #3's July 2021 MAR revealed:

A 'u_Thare was an entry for lisinopril 20mg take once

scheduled for administration at 8:00am. ’

as documentatlon lisinopril 20mg was

“adrainistered at 8:00am from 07/01/21 to

07/27/21.
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i ..".';’...G%rvatlon of Resident #3's lisinopril 20mg on
' 'I"h8fd on 07/27/21 at 1:28pm revealed:

-Resident #3's lisinopril 20mg was dispensed in
medication cards with a bubble for each tablet
and 30 tablets were dispensed at a time.
-There was a medication card with a dispense
date of 04/29/21; 15 of 30 tablets were available

| for administration.

*~There was a medication card with a dispense
date of 05/27/21; 30 of 30 tablets were available
for administration.
-There was a medication card with a dispense
date of 06/24/21; 30 of 30 tablets were available
for administration.

Interview with Resident #3 on 07/28/21 at 9:33am

revealed:

-He had not slept well the night before.
..-»H’e&lt.aggravated and he felt like his blood

ey H;M’"

AR i S
A ne. Wlth a pharmamst from the facility’s
iyl

I coﬂt;acted pharmacy on 07/27/21 at 2:33pm
‘reveled:
-Resident #3 had a current order for’lisinopril
20mg take once daily.
-The last three dispense dates for Resident #3's
Ilsmopnl 20mg were 05/27/21, 06/24/21 and
07/22/21 90 tablets were dispensed each time.
-Each dispense date should have lasted 30 days.
-Llsmopnl 20mg was used to lower blood
pressure.

Telephone interview with Resident #3's primary
care provider (PCP) on 07/28/21 at 8:29am
revealed:

-Resident #3 was ordered lisinopril to control his

C 330

Division of Health Service Regulation
STATE FORM

[ LR B I¢ TR VY

| b b o

TR -

(R0 nﬂ'wlk-tl I+
B by .
boon .n.Uba:('n i

eaeo GZ22B11 If continuation sheet 31 of 40




PRINTED: 08/18/2021

i FORM APPROVED
Division of #¥eleith: Service Requ lation
BIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
'AND PLANE ZCTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
LR
A B g e
Bk wﬂm o8
e u-ohu - FCL032096 B. WING 07/28/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
2122 OVERLAND DRIVE
JONES FAMILY HOME
DURHAM, NC 27704
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES | D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING JNFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE DATE
DEFICIENCY)
C 330 Continued From page 31 C 330

high blood pressure.

-An outcome not taking his lisinopril as ordered
would be increased blood pressures he could
possibly have a cerebrovascular accident.
-She expected Resident #3's lisinopril to be
administered as ordered.

-If Resident #3 had excess lisinopril available it
'wou'ld mean it was not being administered his

- abthe fa
4 i e s
pid 11.be|ag admlnlstered as ordered.

LR & S P

n- | Rkl L. o
Refer to telephone interview with a representative

from the facility's contracted pharmacy on
07/28/21 at 10:48am.

Refer to interview with the House Manager (HM)
on 07/27/21 at 1:48pm and 3:00pm.

Refer to telephone interview with the pharmacist
from the facility's contracted pharmacy on
07/27/21 at 2:30pm and 3:06pm.

Refer to interview with the Director on 07/27/21 at
1:13pm and 3:00pm.

I e. Review of Resident #3's current FL2 dated
08/1 3/20 revealed there was an order for Advair
250/.50 (used to treat chronic obstructive

M7 o ry dlsease) inhale every twelve hours.

_ fReéident #3's May 2021 medication
infstration record (MAR) revealed:
jere was an entry for Advair 250/50 inhale
- ».:evecy twelve hours daily scheduled for
ol "a&’mmlstratlon at 8:00am and 8:00pm.

-There was documentation Advair 250/50 inhale

every twelve hours was administered at 8:00am
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Ll . 00pm from 05/01/21 to 05/31/21.

-
" ''RéView of Resident #3's June 2021 MAR
revealed:
-There was an entry for Advair 250/50 inhale i
every twelve hours daily scheduled for '
administration at 8:00am and 8:00pm.
-There was documentation Advair 250/50 inhale
-every twelve hours was administered at 8:00am |
and 8:00pm from 06/01/21 to 06/30/21. J

Review of Resident #3's July 2021 MAR revealed:
-There was an entry for Advair 250/50 inhale
every twelve hours daily scheduled for

| administration at 8:00am and 8:00pm.

. ~There was documentation Advair 250/50 inhale

| every twelve hours was administered at 8:00am

' and 8:00pm from 07/01/21 to 07/27/21.

Observation of Resident #3's medication on hand
v | ORRR27/21 at 1:28pm revealed Resident #3's
e UEI 250750 was not in a box, did not have a

Fil v i
JIBPErSe date on it and had a reading of zero on
k- j‘;;:i,mggggtgr (the indicator count showed how

e rtmany doses were available for administration in

e .,\Fli!eiiilhaler) .

Interview with Resident #3 on 07/27/21 at 5:17pm
revealed:

-He used an inhaler that was in a blue tube; he
did not know what the name of the inhaler was.
-He did not use a purple inhaler or an inhaler that
was shaped like a circle.

-He still smoked but only "once in a while".

-He did not struggle to breath like he used to.

[ Telephone interview with Resident #3's primary
I care provider (PCP) on 07/28/21 at 8:2%am
revealed:
-Resident #3 was ordered Advair 250/50 inhale
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once every twelve hours for COPD.
| -The outcome of not using the Advair as ordered
| could be decreased oxygen saturation, airway |
tightness, and hypoxia (deficiency in the amount 1
| of ozygen reaching the tissues) due to the airway ! |
not opening.
| -She expected the order for Resident #3 to use
the,Adyalr every twelve hours to be followed. l

. y,“nsf“p i PRt l
§ ith'a pharmacist from the facility's

eted:pharmacy on 07/28/21 at 10:48am

it

- iy i

B .ur.n.%dent #3's Advair 250/50 inhale twice daily
o WaSIast dispensed on 04/01/20 and was not on a
JGycle fill. |
-The facility had to call the pharmacy for a refill as i
| they needed it.
-The zero on the counter on the Advair indicated
there was nothing left in the discus.
-The Advair had 60 puffs per discus and should
have lasted Resident #3 only 30 days.
-Advair was used to treat COPD.

Interview with the House Manager (HM) on
07/27/21 at 1:48pm revealed:

-She had not paid attention to the counter on
Resident #3's Advair discus.

-She administered it to him every day, but she did
not notice the counter was on zero.

-She thought the Advair was on a cycle fill.

-She de not know where the box for the Advair
'.was, S0 she had no idea how old it was she just
o=, 'Mor an expiration date.

B it 4 §as. ;esponsmle for calling the pharmacy

:H : den} #3's breathing was better because he
1 1 WHGIROL ¢ smoke ‘as much anymore.

m ’AiA rn

interview with the Director on 07/28/21 at 1:43pm
revealed:
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toy

il "m’edlcatlon as ordered including inhalers.

~The staff should be checking the counter on the
Advair discus after each administration.

-The staff should have reordered the Advair for
Resident #3 when the counter on the disk was at
10.

-The staff were responsible for calling in refills on
medications that were not on a cycle fill from the
pharmacy.

-He was concerned Resident #3 was not
administered the Advair as ordered but "Resident
#3 had stopped smoking so that had helped". |

ktinued From page 34 €330
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Telephone interview with a representative from
the facility's contracted pharmacy on 07/28/21 at
10:48am revealed:

-Sh.e packaged the residents' medications for the

: fac [i,(y's tablets were idspensed in

ication cards, were on a cycle fill and were

)sed every 30 days.

e s Al e resndents tablets were dispensed and

S «de”ﬁeeed on the same day so everyone should
v 1 stait Meir medication on the same date.

' -She could not package and dispense extra
medication or dispense medications prior to the
billing date due to insurance reasons.
-Medications were delivered to the facility 2
weeks prior to the start date so the medication
would not run out and would be available for
administration.

-There should never be 3 to 4 months worth of
medication for one resident at the facility on hand.

Telephone interview with the pharmacist from the
facility's contracted pharmacy on 07/27/21 at

2:30pm and 3:06pm revealed: |
~-There was no way extra medication had been
dispensed to the facility.
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-Insurance would not allow the pharmacy to bill

outside of a cycle for medication and the

pharmacy would not dispense without billing.

-The billing cycle was every four weeks.

-The pharmacy did not send extra medication |
even dunng the pandemic. |

R -Mrﬂ%h«
ffiVSY:'::LKHbtﬁé residents had extra medication cards; she
" ‘was "about to tell the pharmacy to stop sending
" "medication". '
-The pharmacy sent exira medication during the
pandemic and they continued to send medication
every month.
-She "just put the extra [medications] into
storage”.
-She was sure the residents were administered
their medications as ordered because everyone
was "acting normal".
- "They [residents] were administered their
medications; the pharmacy sent extra is all that
happened".

Interview with the Director on 07/27/21 at 1 :13pm
and 3:00pm revealed:
-Th’ére was a medication aide (MA) but he quit at
|i}h.§4'pe9mmng of July 2021, so he and the HM
- ;fzr d all the re5|dents medlcatlons

g “micgtlon avallable for administration.
-He d|d not know why there was extra medication
other than the the pharmacy dispensed too much.
-He did not know why there was extra medication
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I "othiér than the pharmacy sent extra.

’ -He_ was sure the residents were administered

| their medication because they were all calm.
-The residents would all say they were
administered their medications as ordered: a
couple would tell him when it was time to
administer their medications.
-He knew when he was at the facility the
residents were administered their medication
because he did it himself or he witnessed it.
-He did not check the dates on the medication
cards when he administered medications, so he
did not notice some of the medication cards had
been dispensed in April 2020.
-It was very important for medication to be
administered as ordered but he was not
concemed the residents may not have been
admmtstered their medications as ordered.
,«Ha.belleved the residents were administered

lgc‘atlon because they were healthy, there

IR B .. 16'behavior issues and no hospitalizations.

4....'Mmd the HM had conducted quarterly

~*ish mpfaBieation audits prior to the pandemic but they

:':: " :Et:mmgptten off schedule" due to the pandemic
and had not started conducting audits again.
-When they did audits in the past, they would look
at the dates on the medication cards and
compare the MARSs to the physicians' orders.
-He might have discovered the excess

medication during an audit.

LX)
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€363 10ANCAC 13G .1007 (c) Medication Disposition C 363

10ANCAC 13G .1007 Medication Disposition

(c) Medications, excluding controlled
medications, shall be destroyed at the facility or
returned to a pharmacy within 90 days of the
expiration or discontinuation of medication or

C 330
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,This Rule is not met as evidenced by:
don-ebservations, and interviews the facility

K ure expired medications were

dt0 the pharmacy within 90 days of the
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' *|"Thefindings are:

Observation of medication on hand on 07/27/21

at 1:28pm revealed there was a medication card
with 30 tablets of Carbidopa-Levodopa that had

.an expiration date of 08/03/19.

Interview with a representative from the facility's
contracted pharmacy on 07/27/21 at 2:33pm
revealed the faciiity could return any unused
medications or expired medications to the
pharmacy.

|

" Interview with the Director on 07/28/21 at 2:28pm
revealed:
-He was aware expired medications were
supposed to be disposed of or returned to the

DR

QuUSE Manager usually checked the

1 it ;1§;er expiration dates.

I--lime staff should have told him there were

U gflur_quication cards at the facility.
4“”3%33 not aware there was expired medication

LT o

" akYpg Tacility.

C 3689 10ANCAC 13G .1008 (c) Controlled Substances
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10A NCAC 13G .1008 Controlled Substances

c) Controlled substances that are expired,
discontinued or no longer required for a resident
shall be returned to the pharmacy within 90 days
of the expiration or discontinuation of the
controlled substance or following the death of the
resident. The facility shall document the
resident's name; the name, strength and dosage
form of the controlled substance; and the amount
retumed. There shall also be documentation by
the pharmacy of the receipt or return of the
controlled substances.

(RS
- This-Rule -is not met as evidenced by:
[ - . . . o
- Baged.on ebservations, and interviews the facility
o WHEIBH 6 efisure expired controlled substances

I 2 wEhe returned to the pharmacy within 90 days of
e B Xpiration date.

» I S S O 634 0
"

ood fo | [ a5

Fomit Tmmngs are:

Observation of medication on hand on 07/27/21
at 1:28pm revealed:

-There was a medication card with 30 tablets of
zolpidem tartrate that had an expiration date of
01/13/20.

-There was a second medication card with 30
tablets of zolpidem tartrate that had an expiration
date of 01/12/21.

-There was a medication card with 30 tablets of
clonazepam that had an expiration date of
06/24/21.

Interview with a representative from the facility's
contracted pharmacy on 07/27/21 at 2:33pm
revealed the facility could return any unused

C 369
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medications or expired medications to the A/ i N p7 )
pharmacy. L % _g'._ﬁ’:?! re furn 7L |
Interview with the Director on 07/28/21 at 2:28 2 h s c/ e ’L‘"/ ] !
iew with the Director on a pm st e ! 2 292 )
revealed: e J T J ‘C/ /
& % ‘#;1 <, /// N

-He was aware explred medications were

\
i |
\
|

B ] F#M .
RS »(.«-; bl -

tror e i should have told him there were | |
explred medication cards at the facility. |
-He was not aware there were expired controlled

medication at the facility.
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