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Initial Comments

The Adult Care Licensure Section and Iredell
County DSS conducted a follow-up and complaint
investigation survey on 01/31/23 - 02/02/23. The
complaint investigation was initiated by the Iredell
County Department of Social Services on
01/12/23.

10A NCAC 13F .0403(a) Quialifications Of
Medication Staff

10A NCAC 13F .0403 Qualifications Of
Medication Staff

(a) Adult care home staff who administer
medications, hereafter referred to as medication
aides, and their direct supervisors shall complete
training, clinical skills validation, and pass the
written examination as set forth in G.S.
131D-4.5B. Persons authorized by state
occupational licensure laws to administer
medications are exempt from this requirement.
Readopted Eff. July 1, 2021.

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to ensure that 1 of 3 medication
aides (Staff A) who administered medications
independently had completed the 5-hour
medication aide training.

The findings are:

Review of Staff A, medication aide (MA)
personnel record revealed:
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-She was hired on 01/24/23.

-She completed her MA competency validation
clinical skills checklist on 01/24/23.

-She passed the written MA examination on
12/10/2019.

-There was no documentation of a 5-hour MA
training.

Review of the schedule for January 2023
revealed Staff A worked as a MA on 01/27/23,
01/30/23 and 01/31/23.

Interview with the Business Office Manager
(BOM) on 02/02/23 at 1:19pm revealed:

-The Regional Director and the Resident Care
Coordinator (RCC) were responsible for
scheduling staff training.

-She was responsible for making sure all staff
records were complete and included training
documentation.

-She did not have the training form for Staff A's
5-hour MA training.

-She was aware that some training
documentation was missing from staff records.
-She was not aware that Staff A did not have the
5-hour MA training completed.

Interview with the RCC on 02/02/23 at 1:00pm
revealed:

-She was responsible to supervise the MAs in the
facility and ensure training requirements were
met.

-She and the Regional Director were responsible
for scheduling staff training.

Telephone interview with the Administrator on
02/02/23 at 1:45pm revealed:

-She was responsible to schedule required MA
training since September 2022.

-The Regional Director was responsible to ensure
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training requirements were met and to schedule

MA training going forward.

-The BOM and RCC were responsible for making

sure all personnel records were complete.

-She was not aware that Staff A did not have the

5-hour MA training completed.

Attempted telephone interview on 02/02/23 at

1:10pm with Staff A was unsuccessful.

D 164/ 10A NCAC 13F .0505 Training On Care Of D 164

Diabetic Resident

10A NCAC 13F .0505 Training On Care Of
Diabetic Residents

An adult care home shall assure that training on
the care of residents with diabetes is provided to
unlicensed staff prior to the administration of
insulin as follows:

(1) Training shall be provided by a registered
nurse, registered pharmacist or prescribing
practitioner.

(2) Training shall include at least the following:
(a) basic facts about diabetes and care involved
in the management of diabetes;

(b) insulin action;

(c) insulin storage;

(d) mixing, measuring and injection techniques
for insulin administration;

(e) treatment and prevention of hypoglycemia
and hyperglycemia, including signs and
symptoms;

(f) blood glucose monitoring; universal
precautions;

(g) universal precautions;

(h) appropriate administration times; and

(i) sliding scale insulin administration.
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This Rule is not met as evidenced by:

Based on interviews and record reviews the
facility failed to ensure that 3 of 3 sampled
medication aides (Staff A, B, and C) had
completed training on the care of diabetic
residents prior to the administration of insulin.

The findings are:

1. Review of Staff A, medication aide (MA)
personnel record revealed:

-She was hired on 01/24/23.

-She completed her MA competency validation
clinical skills checklist on 01/24/23.

-She passed the written MA examination on
12/10/2019.

-There was no documentation of the 5-hour MA
training.

-There was no documentation of training on the
care of diabetic residents.

Review of the schedule for January 2023
revealed Staff A worked as a MA on 01/27/23,
01/30/23 and 01/31/23.

Attempted telephone interview on 02/02/23 at
1:10pm with Staff A was unsuccessful.

Refer to interview with the Business Office
Manager (BOM) on 02/02/23 at 1:19pm.

Refer to interview with the RCC on 02/02/23 at
1:00pm.

Refer to telephone interview with the
Administrator on 02/02/23 at 1:45pm.
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2. Review of Staff B, medication aide (MA)
personnel record revealed:

-She was hired on 01/16/23.

-She completed her MA competency validation
clinical skills checklist on 11/09/22.

-There was no documentation of a medication
aide test.

-There was no documentation of training on the
care of diabetic residents.

Review of the schedule for January 2023
revealed Staff B worked as a MA on 01/16/23 to
01/18/23, 01/20/23 to 01/23/23, 01/26/23,
01/27/23, and 01/30/23.

Attempted telephone interview on 02/02/23 at
1:13pm with Staff B was unsuccessful.

Refer to interview with the Business Office
Manager (BOM) on 02/02/23 at 1:19pm.

Refer to interview with the RCC on 02/02/23 at
1:00pm.

Refer to telephone interview with the
Administrator on 02/02/23 at 1:45pm.

3. Review of Staff C, medication aide (MA)
personnel record revealed:

-She was hired on 01/05/23.

-She completed her MA competency validation
clinical skills checklist on 01/06/23.

-There was no documentation of a medication
aide test.

-There was no documentation of training on the
care of diabetic residents.

Review of the schedule for January and February
2023 revealed Staff C worked as a MA on
01/2023, 01/29/23, 01/30/23, and 02/01/23.
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1:00pm.

Attempted telephone interview on 02/02/23 at
1:15pm with Staff C was unsuccessful.

Refer to interview with the Business Office
Manager (BOM) on 02/02/23 at 1:19pm.

Refer to interview with the RCC on 02/02/23 at

Refer to telephone interview with the
Administrator on 02/02/23 at 1:45pm.

documentation.

revealed:

Interview with the Business Office Manager
(BOM) on 02/02/23 at 1:19pm revealed:

-The Regional Director and the Resident Care
Coordinator (RCC) were responsible for
scheduling staff training.

-She was responsible for making sure all staff
records were complete and included training

-She did not have the documentation for the
diabetic care training.

-She was aware that some training
documentation was missing from staff records.
-She was not aware the MAs did not have the
diabetic care training completed.

Interview with the RCC on 02/02/23 at 1:00pm

-She was responsible to supervise the MAs in the
facility and ensure diabetic care training
requirements were met.

-She and the Regional Director were responsible
for scheduling staff training.

Telephone interview with the Administrator on
02/02/23 at 1:45pm revealed:
-She was responsible to schedule required MA
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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:

Based on observations, interviews and record
reviews, the facility failed to ensure medications
were administered as prescribed for 3 of 7
sampled residents (#5, #7, and #8) related to a
medication used to control elevated blood sugar
(#5), a medication to treat glaucoma (#7), and a
medication to treat high blood pressure (#8).

The findings are:
The medication error rate was 7.14% based on

the observation of 2 errors out of 28 opportunities
during the 9:00am medication pass on 01/31/23.
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training since September 2022.
-The Regional Director was responsible to ensure
training requirements were met and to schedule
MA training going forward.
-The BOM and RCC were responsible for making
sure all personnel records were complete.
-She was not aware that Staff A did not have the
diabetic care training completed.
-MA training on the care of diabetic residents was
provided by a contracted RN on 12/15/22.
D 358 10A NCAC 13F .1004(a) Medication D 358
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Review the the facility's undated Medication
Administration policy revealed:

-Staff were to administer medications according
to the prescribing practitioner's orders.

-Staff were to document medications
administered on the resident's Medication
Administration Record (MAR).

-Omissions and refusals of medications and the
reason for omissions were to be documented on
the MAR.

1. Review of Resident #5's current FL2 dated
01/25/2022 revealed diagnoses included
unspecified dementia, diabetes mellitus,
hypertension and congestive heart failure.

Review of Resident #5's current signed physician
orders dated 12/13/2022 revealed Humalog
Kwikpen 100 units, check fingerstick blood sugar
(FSBS) before each meal and at bedtime and
inject per sliding scale: FSBS: 0-199 = 0 units,
200-250 = 2 units, 251-300 = 4 units, 301-350 = 6
units, 351-400 = 8 units, 401-450 = 10 units,
greater than 450 give 12 units repeat in one half
hour and if still above 400, call the medical
doctor.

Review of Resident #5's December 2022
electronic Medication Administration Record
(eMAR) revealed:

-His FSBS on 12/27/22 at bedtime was 268 and
he received 8 units of Humalog Kwikpen 100
units, when the order stated he should have
received 4 units.

-His FSBS on 12/30/22 before lunch was 260 and
he received 2 units of Humalog Kwikpen 100
units, when the order stated he should have
received 4 units.

Interview with the medication aide (MA) on
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02/02/23 at 1:19pm revealed:

-She always looked at the sliding scale order
written above the screen on the computer
because the order was always there.

-All staff should be doing the same thing but we
had agency in here and they may not have been
paying attention.

-If you checked the sliding scale order each time
you put the FSBS in the computer you would not
make an error.

Interview with the Resident Care Coordinator
(RCC) on 02/02/23 at 1:31pm revealed:

-She did not have the time to review the eMAR's.
-Her goal was to review the eMAR's daily.

-She did not know there were errors in Resident
#5's sliding scale insulin.

Review with the Administrator on 02/02/23 at
1:45pm revealed:

-She did not know there were errors on Resident
#5's sliding scale insulin.

-She did not look at the eMAR's.

-She expected the RCC to be auditing the
eMAR's on Monday, Wednesday and Friday.

-If there was a medication error, the process was
to make the RCC aware, make the Administrator
aware and the medical doctor would be notified.

Attempted interview with Resident #5's primary
care provider (PCP) on 02/02/23 at 1:00pm was
unsuccessful.

2. Review of Resident #7's current FL2 dated
12/20/22 revealed:

-Diagnoses included Alzheimer's Disease,
restlessness and agitation, and colon cancer.
-There was an order for dorzolamide/timolol
22.3-6.8 mg/ml, one drop twice daily to the right
eye.
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Observation during the medication pass on
01/31/23 at 9:36am revealed dorzolamide/timolol
22.3-6.8 mg/ml one drop was administered to
both eyes of Resident #7.

Interview with the MA on 01/31/23 at 9:36am
revealed:

-She placed one drop of the eye medication in
both eyes of Resident #7.

-She was not paying attention and should have
only placed one drop in Resident #7's right eye.

Telephone interview with a pharmacist from the
facility's contracted pharmacy on 02/01/23 at
3:26pm revealed:

-Dorzolamide/timolol eye drops were used to treat
glaucoma.

-Resident #7 was to be administered
dorzolamide/timolol eye drops, one drop to the
right eye twice daily.

-If the medication was placed in a non-affected
eye it could cause blurred vision, burning of the
eye, or changes in the sense of taste.

Based on observations, interviews, and record
reviews it was determined Resident #7 was not
interviewable.

Interview with the RCC on 02/02/23 at 10:56am
revealed:

-She expected the MAs to notify her of any
medication errors when they occurred.

-The MAs were responsible to notify the RCC and
the resident's PCP of medication errors.

Refer to the telephone interview with the
Administrator on 02/02/23 at 1:45pm.

3. Review of Resident #8's current FL2 dated
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01/10/23 revealed:

-Diagnoses included primary hypertension and
dementia.

-There was an order for lisinopril (a medication to
treat high blood pressure) 10mg, one tablet daily.

Observation during the medication pass on
01/31/23 at 9:50am revealed:

-Each resident had a designated location in the
cart for their medications.

-The MA pulled the blister packs of medications
for Resident's #8 from the cart.

-She did not have a blister pack for Resident #8's
lisinopril 10mg.

-She checked the order history on Resident #8's
electronic Medication Administration Record
(eMAR) to determine if it was on order from the
pharmacy.

-She did not look in other locations of the
medication cart for the lisinopril.

-She did not administer lisinopril 10mg to
Resident #8.

-She documented the resident's lisinopril was not
administered on the eMAR.

Interview with the MA on 01/31/23 at 9:50am
revealed:

-She checked the reorder history for Resident
#8's lisinopril 10mg.

-It was reordered on 01/29/23 and was not
delivered yet.

Telephone interview with a pharmacist from the
facility's contracted pharmacy on 01/31/23 at
3:34pm revealed:

-Resident #8 had an order for lisinopril 10mg, one
tablet daily.

-Lisinopril 10mg, 28 tablets was dispensed for
Resident #8 on 01/13/23.
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Observation with the RCC of the medication cart

on 01/31/23 at 3:47pm revealed there was a new
blister pack of Resident #8's lisinopril 10mg in the
bottom drawer of the medication cart.

Interview with the RCC on 02/02/23 at 10:56am
revealed:

-If a resident had more than one blister pack of a
medication, it was to be either turned backwards
in the resident's dedicated location or placed in a
back-up location in the bottom drawer of the
medication cart.

-Resident medications sometimes were
misplaced in another resident's group of
medications.

-If a resident's medication was not available in the
dedicated location, she expected the MA to
search the cart in other locations.

-She was unsure why the MA had not searched in
other locations of the medication cart for Resident
#8's lisinopril 10mg.

Refer to the telephone interview with the
Administrator on 02/02/23 at 1:45pm.

Telephone interview with the Administrator on
02/02/23 at 1:45pm revealed:

-The MAs were responsible to notify the RCC of
all medication errors.

-The RCC or the MA was responsible to notify the
resident's PCP and the Administrator when a
medication error occurred.

-The nurse was responsible to provide follow-up
training after any medication error.

-She expected the MAs to check in all medication
back-up locations before documenting a
medication was not available to administer.
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Administration

10A NCAC 13F .1004 Medication Administration
() The resident's medication administration
record (MAR) shall be accurate and include the
following:

(1) resident's name;

(2) name of the medication or treatment order;
(3) strength and dosage or quantity of medication
administered;

(4) instructions for administering the medication
or treatment;

(5) reason or justification for the administration of
medications or treatments as needed (PRN) and
documenting the resulting effect on the resident;
(6) date and time of administration;

(7) documentation of any omission of
medications or treatments and the reason for the
omission, including refusals; and,

(8) name or initials of the person administering
the medication or treatment. If initials are used, a
signature equivalent to those initials is to be
documented and maintained with the medication
administration record (MAR).

This Rule is not met as evidenced by:

Based on record reviews and interviews the
facility failed to ensure the electronic Medication
Administrator Records (e€MAR) were accurate for
2 of 5 sampled residents (#4 and #5) related to
the documentation of finger stick blood sugars
(FSBS) (#4 and #5), documentation of
administration of a medication to lower
cholesterol , two medications to lower blood
sugar levels, a medication to increase blood
pressure, and an iron supplement (#4).

1. Review of Resident #5's current FL2 dated
01/25/2022 revealed diagnoses included
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unspecified dementia, diabetes mellitus,
hypertension and congestive heart failure.

Review of Resident #5's current signed physician
orders dated 12/13/2022 revealed Humalog
Kwikpen 100 units, check finger stick blood sugar
(FSBS) before each meal and at bedtime and
inject per sliding scale: FSBS: 0-199 = 0 units,
200-250 = 2 units, 251-300 = 4 units, 301-350 = 6
units, 351-400 = 8 units, 401-450 = 10 units,
greater than 450 give 12 units repeat in one half
hour and if still above 400, call the medical
doctor.

Review of Resident #5's December 2022
electronic Medication Administration Record
(eMAR) revealed there was no documentation a
FSBS was completed on 12/27/22 before
breakfast.

Review of Resident #5's January 2023 eMAR
revealed:

-There was no documentation on the eMAR a
FSBS was completed on 01/17/23 before
breakfast.

-There was no documentation on the eMAR a
FSBS was completed on 01/20/23 before
breakfast.

-There was no documentation on the eMAR a
FSBS was completed on 01/23/23 before
breakfast.

-There was no documentation on the eMAR a
FSBS was completed on 01/23/23 before dinner.

Review with the medication aide (MA) on
02/02/23 at 1:19pm revealed:

-She was not sure how a MA had forgotten to do
a FSBS on Resident #5.

-Sometimes Resident #5 would refuse but there
was a space on the eMAR to document his
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refusal.
-She felt staff were careless at times and forgot to
document.

Attempted interview with Resident #5's primary
care physician on 02/02/23 at 1:00pm was
unsuccessful.

Refer to the interview with the Resident Care
Coordinator (RCC) on 02/02/23 at 1:34pm.

Refer to the interview with the Administrator on
02/03/23 at 1:45pm.

2. Review of Resident #4's current FL2 dated
11/28/22 revealed:

-Diagnoses included E. Coli septicemia (a blood
infection) and type Il diabetes.

-There was an order to check Resident #4's
FSBS before meals and at bedtime.

-There was an order for atorvastatin 20mg (a
medication to lower cholesterol levels) one tablet
in the evening.

-There was an order for metformin 500mg (a
medication to decrease blood sugar levels) two
tablets twice daily.

-There was an order for novolin insulin (used to
decrease blood sugar levels) 5 units three times
daily before meals.

-There was an order for midodrine (a medication
to increase blood pressure) 5mg one tablet every
8 hours.

-There was an order for ferrous sulfate (an iron
supplement) 325mg, one tablet before supper.

Review of Resident #4's signed physician orders
dated 12/13/22 revealed:

-There was an order to check Resident #4's
FSBS before meals and at bedtime.

-There was an order for atorvastatin 20mg one
tablet in the evening.
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-There was an order for metformin 500mg two
tablets twice daily.

-There was an order for novolin insulin 5 units
before each meal.

-There was an order for midodrine 5mg one tablet
every 8 hours.

-There was an order for ferrous sulfate 325mg,
one tablet before supper.

Review of Resident #4's December 2022
electronic Medication Administration Record
(eMAR) revealed:

-There was no documentation metformin 500mg
two tablets was administered on 12/27/22 at
7:30am.

-There was documentation Resident #4's FSBS
was checked on 12/27/22 at 6:00am with a result
of 168.

-There was no documentation novolin insulin 5
units was administered to the resident on
12/27/22 at 7:30am.

Review of Resident #4's January 2023 eMAR
revealed:

-There was no documentation atorvastatin 20mg
was administered on 01/23/23.

-There was no documentation ferrous sulfate
325mg was administered on 01/23/23 at 5:00pm.
-There was no documentation metformin 500mg,
two tablets was administer on 01/17/23 at 7:30am
and on 01/23/23 at 4:30pm.

-There was no documentation midodrine 5mg
was administered on 01/16/23 at 2:00pm

-There was documentation Resident #4's FSBS
was checked on 01/17/23 at 6:00am with a result
of 206.

-There was no documentation novolin insulin 5
units was administered to the resident on
01/17/23 at 7:30am.

-There was documentation Resident #4's FSBS
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was checked on 01/20/23 at 6:00am with a result
of 220.

-There was no documentation novolin insulin 5
units was administered on 01/20/23 at 7:30am.
-There was documentation Resident #4's FSBS
was checked on 01/23/23 at 6:00am with a result
of 241.

-There was no documentation novolin insulin 5
units was administered on 01/23/23 at 7:30am.
-There was no documentation Resident #4's
FSBS was checked on 01/23/23 at 4:30pm.
-There was no documentation novolin insulin 5
units was administered on 01/23/23 at 4:30pm.

Refer to the Interview with the Resident Care
Coordinator (RCC) on 02/02/23 at 1:34pm.

Refer to the telephone interview with the
Administrator on 02/02/23 at 1:45pm.

Interview with the RCC on 02/02/23 at 1:34pm
revealed:

-She thought the blank boxes on the residents'
eMARs were due to human error.

-She thought the MA failed to scan a medication
or check it off manually.

-She was unsure if a medication was given when
there was a blank box for a medication
administration time.

-It was her responsibility to audit the eMARs for
any medications not administered or other
discrepancies.

-Her goal was to audit the eMARs daily but she
did not always have the time.

Telephone interview with the Administrator on
02/02/23 at 1:45pm revealed:

-She was unsure why a medication administration
time would appear blank on a resident's eMAR.
-It was possible the MA did not click on the
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medication when administering it.

-The RCC was responsible to audit residents’
eMARs for discrepancies on Mondays,
Wednesdays, and Fridays.
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