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10A NCAC 13F .0904 Nutrition and Food Service
{e) Therapeutic Diets in Adult Care Homes:

{4) Alltherapeutic diets, including nutritional
supplements and thickened liquids; shail be
sarved as ordered by the resident's physician.

This Rula is not met as evidenced by:

Based on obsarvations, record reviews, and
interview, the facility failed to ensure therapeutic
dlets were served as ordered for 2 of 3 sampled
residents (#6 and #7) with pureed diet orders,

The findings are:

1. Review of Resident #6's current FL-2 dated
08/220/23 revealed:

~Diagnoses included Alzheimer's disease,
idiopathic epilepsy, and elevated blocd pressure.
-There was an ordar for a pureed diet,

Review of Resident #8's diet order dated
00/20/23 revealed:

-Resident #6 was ordered a pureed diet.

-The pursed diat was noted as designed to
provided foods of a smooth, soft consistency, fike
fluffy whipped potatoes.

Review of the resident diet list posted in the
Kitchen on 08/19/23 at 8:12pm revealed Residant
#5 was ordered a pureed dist.

Observation of the lunch meal on 09/19/23 at

| 12:41pm revealed:

Report; the Plan of Correction is
prepared solely as a matier of com|
pliance with Stafe law.

Alamance House shall ensure that fll
therapeutic diets, including nutritiorial
supplements and {hickened liquids,
are served as ordered by the Resident's
Physician.

Executive Director (ED) in-serviced
Dietary Cooks and Business Office
Coordinator (BOC) on special diets
dietary needs of the Residents, as
well as preparation and service of t‘ue
offered diets.

Care Managers and Distary Manager
(DM) will continue to in-service Codks
and clinical staff on the therapeutic
cdiets offered in the facility, as well ds
which Residents are on therapeutic
diets.

Executive Director (EDY DM will

ensure all newly hired cocks, and
any staff that will help in the kitche#,
are trained to understand the "Spegial
Diet Instructions” found in the recipes
for therapeutic diets, as well as the
importance of ensuring Residents

receive the correct diet per MD orders.
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-Resident #6 was served pork chop, potatoes,
collard greens and corn,

-The coliard greens appeared chopped.

-The corn appeared "creamed” with whole pieces
of carn,

-There was no biscuit served,

-Resident #8 consumed 100 % of the collare
greens and corn.

-Resident #8 had ho coughing during the meal.

Review of the puree therapeutic diet menu for
iunch on 09/19/23 revealed the meal consisted of
pured pork, mashed potatoes, pureed vegetables
(no corn and no peas}, pureed collards (no
bacon), puresd roll and pureed mandrarin
oranges.

Interview with the personal care aide {PCA) on
09/19/23 at 2:33pm revealed:

-She served Resident #8 his pureed diet for lunch
today.

. ~The kitchen staff plate the food and pass tha
plates to the PCA staff,

-Tha kitchen staff told the PCAs what type of diat
was on the plate and the PCA would serva the
plata to the appropriate residents.

-She knew which resident received which type of
dist.

-Sha knew Resident #8 was on a pureed dlet,
~She did not know what foods wera to be served
with the pureed dlets,

-She did not know corn was not to be served with
the pureed dists,

-Rasidents who received puread diels received
the same food as the residents who received a
regular diet, except it was the texture of "baby
food" or a lithie thicker,

Interview with the Primary Care Provider (PCP)
on 09/20/23 at 10:23am revealed:

staff are aware of residents that arg
on therapeutic diets, and what the
diets are. Newly hired clinical staff
will be oriented to understand the

therapeutic diets in the facility.

in the kitchen, and in the dining rogdms
to ensure accuracy.

ED/ or Designee will randomly observe

following proper procedure, as wel
as inspecting to ensure diets are

prepared and served appropriatsly
Any noted concerns will be addressed
with the DM/ Cock on duty/ or Carg
Manager immediately.
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-Resident #B had an order for a pureed diet,
-Resident #8 recently returnad from the hospital
with a pureed dist order,

-She ordered Speech Therapy {ST) for Resident
#8 since he returned from the hospital with an
order for pureed diet.

-She expected Resident #8 to be served a pureed
diet as ordered until the ST evaluation was
completed and the diet advanced.

Refer to interviews with the cook on 09/19/23 at
1:08pm and 4:29pm,

Refer to interview with the Business Office
Manager (BOM) on 69/19/23 al 4:33pm.

Refer {o interview with the Administrator on
09/19/23 at 4:55pm.

Based on obaervations, interviews, and recorg
reviews it was determined Resident #6 was nat
interviewable,

2. Review of Resident #7's current FL-2 dated
02/20/23 revealed:

-Diagnoses included cerehral palsy,
gasireesophageal reflux disease (GERD),
hypertension, and history of transient ischernlic
atteck.

i ~There was nothing listed for her diet order.

{ Revlew of Resldent #7's dlet order dated

02/20/23 revealed:

-Resident #6 was ordered a pureed diet.

-The pureed diet was noted as designed to
provided foods of a smooth, soft consistency, lke
fiuffy whipped potatoes.

Review of the resident diet list posted in the
kitchen on 09/19/23 at 8:12pm revealed Resident
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#7 was ordered a mechanical soft chopped meat
anly diet.

Observallon of the lunch meal on 09/19/23 at
12:415pm revealed:

-Resident #7 was servad chopped pork without
gravy, a roll, mashed potatoes, corn, collard
greens and a beverage.

-Resident #7 ate 100 % of her meal.

Review of the puree therapsutic diet menu for
lunch on 09/19/23 reveaied the meal consisted of
pureed pork, mashed potatoes, puread
vegetables (no corn and no peas), pureed
collards {no bacon}, pureed roll and pureed
mandarin oranges.

Telephone Interview with Resident #7's primary
care provider (PCP) on 09/20/23 at 10:05am
revealed:

-Resident #7 did not have teeth,

-She was ordered a pureed diet.

-She would have to be evaluated by speach
therapy to be upgraded.

-She expected the facility to follow the diet order
for Resldent #7 because she could be at rigk for
aspiraticn if the therapeutic diet and menu were
not followed.

Interview with Resident #7 on 09/20/23 at B:44am
revealad;

-She had been on a pureed diet once.

-She thought she had been upgraded to a
mechanical soft diet at the hospital,

-She had not had any problems eating the
mechanical soft diet.

Refer to interviews with the cook on 08/19/23 at
1:08pm and 4:29pm.

(%4 1D SUMMARY STATEMENT OF DEFIGIENCIES o PROVIDER'S PLAN OF CORREGTION )
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Refer to interview with the Business Office
Managesr (BOM) on 09/19/23 at 4:33pm.

Refer to interview with the Administrator on
08/198/23 al 4:55pm,

Interviews with the cook on 09/19/23 at 1:08pm
and 4:28pm revealed:

-He plated the food and the personal care aides
told him the residents' diets.

-He looked at the therapeutic diet menu before he
served the meal,

-Diffarent staff pureed the food for the lunch meat
-He was told by other staff to chop the protein
foods like the pork and then put them into the
blender with some water and blend to a baby food
consistency,

interview with the Business Office Manager
(BOM} on 09/19/23 at 4:33pm revealed;

-She was trying to help in the kitchen and pureed
the food on the menu,

-She pureed the potk, the coilard greens and the
corn for the lunch meal.

-She placed the ltems in the blender and pureed
them separately with some water untll they
“looked good".

-She wanted the pureed food to be "scoop-able
and squishy".

-No6 one had shown her or told her how 1o puree
food,

-She did not know about the therapeutic diat

- menu untll today, 08/19/23 after lunch; the cogk

showed it to her.

Interview with the Administrator on 09/19/23 at
4:556pm revealed:

-The cooks were trained white workIng by staff
from their corporate office.
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Administration

10A NCAC 13F .1004 Medication Administration
{a) An adult care home shali assure that the
preparation and administration of medications,
presciiplion and non-prescription, and treatments
by staff are in accordance wilh;

(1) ordets by a licensed prescribing practitioner
which are malntained in the resident's record; and
{2} rules in this Section and the facility's policies
and procedures.

This Rule is not met as svidenced by:

| Based on cbservations, interviews, and record

reviews, the facllity fajled to administer
medications as ordered for 1 of 8 residents (#8)
observed during the morning medication pass
including errors with the administration of 2
supplements,

The findings are:

The medication error rate was 5.88% as
evidenced by tha observation of 2 arrors out of 34
opportunities during the 8:00am medication pass
on 09/20/23,
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-She expected the staff to follow the therapeutic
digl menu because it told them exactly what to
serve for each diet.
-Bhe usually reunded in the kitchen and the
dining rooms during meal service at least once
daify.
-She had seen twe pureed meals lunch and they
looked correct to her; she had not locked at the
therapeutic menu for lunch.
~f the staff had followed the therapeutic menu
thers would not have been any errors.
{D 358} 10A NCAC 13F .1004(a) Medication {D 358)

Alamance House shall ensure that the
preparation and administration of
medications and treatments by stale
are according to Providers' orders,
which are maintained in the Residgnt's
record, the facility's policies and
procedures; and the rule area .1004(a).

=D/ Care Managers in-serviced
Med Techs on proper Med Admin
techniques including: 8 Rights of med
administration, completing 3 checks
prior to administering, med errors,
and documentation.

when processing and approving
brders, making sure to follow all
girections given. When orders are
iscontinued, Care Managers will
remove the medication from the cart
upon verifying the order, [f the

9/21/23
11/7i123

Care Managers will ensure accuracy 11/4/23
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Review of the facility medication administration
policy revealed:

~Prior to admlnistration of any medication, the
resident's electronic medication adminisiration
recard (eMAR) should be compared with the
medication label.

-if the label and eMAR are different, the
physiclan's orders wers to be checked.

-When a medication in a multi-dose pack was
discontinued, a "change of direction/discontinued”
sticker was to be placed on the multi-dose
packaging beside the medication name,

-When it was time to administer medication, the
medication aide (MA) would chack the description
identifylng numbers and letters on the plll and
with a witness, removs the pill from the
muiti-dose package.

Review of Resident #8's FL-2 dated 09/12/23
revealed diaghoses included chronic kidney
disease slage 3 and vitamin B 12 deficlency.

1. Review of Resident #8's signed physician order
dated 08/08/23 revealed there was an order for
viiamin B 12 1000meg daily,

Review of Resident #8's signed physician order
dated 08/05/23 revealed there was an order to
discontinue vitamin B 12.

' Observation of the morning medication pass on

09/20/23 at 7:44am revealed:

-The medication aide (MA) opened the second
drawer on lhe medication cart,

-The MA reached Into Lhe medication carf and
perforated the multi-dose pack for the 8:00
morning pass for 08/20/23 without removing the
weekly muiti-dose pack from the medicatlon cart.
-Tha MA compared the list of medications on the
back of the multi-dose pack with the electronic

within a multi-dose unit, the

Care Manager will write "discontinu
beside the name and photo of the
medication, or will affix a "change ¢
direction/ discontinue" sticker, to
alert Med Techs tc dispose of medi
cation.

Med Techs will complete MAR to
cart audits per facility schedule to
ensure availability and accuracy of
medications on medication carts. T
audits will be reviewed by the Care

acdequate medications are on hand
at all times.

Care Managers will complete cart
audits weekly for overall QA of the
medication carts to ensure the cart
s stocked with appropriate and
accurate medications.

minimum of 2 chart audits weekly t
ensure that all orders have been
processed properly to allow for

Completed chart audits will be

Care Managers will pull Medication

meds are administered per MD ord
Reports will be reviewed with the E
during management meeting daily

Managers upon completion for com
bliance, and to ensure accurate ang

pccurate medication administration.

reviewed by the ED for compliance,

Compliance Reports daily {o ensurJz
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Care Managers will complete a J‘ 1/4/23
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Continued From page 7

medication administration record (eMAR).

-The MA opened the multi-dose pack and placed
10 pills into a medication cup and administered
the 10 pllls, Including a vitamin B 12 1000meg, to
Resident #8.

Review of Resident #8's September 2023 eMAR
revealed;

-There was an entry for vitamin B 12 with a
scheduled administration time of 8:00am.
~Thare wasg no documantation vitamin B 12 was
administerad at 8:00am.

-There was documantation vitamin B 12 was

, discontinued on 09/07/23.

| Observation of Resldent #8's medication on hand

on 09/20/23 at 7:44am revealed there was a
vitarmin B 12 tablel in the B:00am muiti-dose
pack,

Telephone interview with the Pharmagist at the
facllity's contracted pharmacy on 09/20/23 at
9:13am ravealed:

-The pharmacy received an order on 08/07/23 1o
discontinue vitamin B 12,

~The pharmacy entered the discontinued order
into the eMAR on 06/07/23, ramoving the
medication from the aclive medication list.

~-The medication would not appear on the eMAR
when the medication aide (MA) was administering
medications.

~The vitamin B 12 was slill in the multi-dose pack
due to the packaging schedule.

-The MA was responsible for removing the
medicalion that was discontinued from the
multi-dese pack.

. Interview with the MA on 09/20/23 at 9:36am

revealed:
-She compared the medications listed on the

{D 358)

conc

for compliance. Any noted areas of]

priate, including MD notifications,
clarifications, and any interventions
needed,

ern will have follow-up as appro-
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back of the multl-dose pack with the medications
listed on the eMAR,

-She administered the 10 pills in the mulli-dose
pack to Resident #8, including vitamin B 12.
~She confirmed all the medications in the
multi-dose pack were on the eMAR,

-She did not know vitamin B 12 had been
discontinued.

-A discontinued sticker should have been placed
on the weekly multi-dose pack.

~5he thought the vitamin B 12 was on the aMAR
-She did not notice the vitamin B 12 was not on
the eMAR,

-She did not notice someone had hand-written
“discontinued” by vitamin B 12 on the weskly
muiti-dose pack,

-She did not pull the weekly multl-dose pack from
the medication cart; if she had, she would have
sean the hand-written entry that the vitamin B 42
had baen discontinued.

~8he shouid have removed the vitamin B 12 from
the multi-dose pack since it had bean
discontinued.

Telephone interview with Resident #8's Primary
Care Provider (PCP) on §8/20/23 at 10;1Bam
raveated:

-She discontinued the vitamin B 12 on 09/05/23.
-Resident #8 had an elevated B 12 lovel,

-She expactad the MA to follow orders as written,

Based on cbservations, interviews, and record
reviews it was defermined Resident #8 was not
interviewable.

Refer lo the interview with the Special Care
Coordinator on 09/20/23 at 9:48pm.

Refer to the interview with the Administrator on
09/20/23 at 10:01am.

Division of Health Service Regulation
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2, Review of Resident #8's signed physician order
dated 08/17/23 revezled there was an order for a
muttivitamin with iron daily.

Review of Rasident #8's signed physician order
dated 09/08/23 revealed there was an order to
discontinue the multivitamin with iron.

Observation of the morning medication pass on
09/20/23 at 7:44am revealed:

-The medication aide (MA) opened the second
drawer on the medication can.

~The MA reached into the medication cart and
perforated the multi-dose pack for the 8,00
marning pass for 09/20/23 without removing the
weekly multf-dose pack from the medication cart,
-The MA compared the list of mecications on the
back of the multi-dose pack with the electronic
medication administration record (eMAR).

-The MA opened the multi-dose pack and placed
10 pills info a medication cup and administered
the 10 pills, including a multivitamin with iron, to
Resldent #8.

Review of Resident #8's September 2023 eMAR
revealad:

-There was an entry for a multivitamin with iron
with a scheduled administration time of 8:00am.
-There was no documentation multivitamin with
Iron was administered at 8:00am.

-There was decumentation multivitamin with iron
was discontinued on 08/07/23.

Observalion of Resident #8's medication an hand
on 09/20/23 at 7:44am revealed there was a
muttivitamin with iron tablet in the 8:00am
muiti-dose pack.

: Telephone interview with the Pharmacist at the
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facillty's contracted pharmacy on 08/20/23 at
9:13am revealed:

-The pharmacy received an order on 09/07/23 to
discontinue the multivitamin with fron,

-The pharmacy entered the discontinued order
into the eMAR on 09/07/23, removing the
medication from the active medication list.

-The madlcation would not appear on the sMAR
when the medication aide (MA) was adiministering
medlcations.

-The multivitamin with iron was still in the
multi-dese pack due to the packaging scheduie,
~The MA was respensible for removing the
medication that was discontinued from the
muiti-dose pack.

interview with the MA on 09/20/23 al 8:36am
ravealed:

-She compared the medlcaticns listed on the
back of the multi-dose pack with the medications
listed on the eMAR.

-She administered the 10 pills in the multi-dose
pack to Resldent #8, including the multivitamin
with iron.

-8he confirmed all the medications in the
multi-dose pack were on the sMAR.

-She did not know the muitivitamin with iron had
been discontinued.

-A discontinued sticker should have been piaced
on the weekly multi-dose pack.

-Sha thought the multivitamin with iron was on the
eMAR

-She did not notice the multivitamin with iron was
not on the eMAR.

-She did not notice someone had hand-wiitten
"discontinued"” by the multivitamin with iron" entry
on the weekly multi-dose pack.

-She did not pull the weekly multi-dose pack from
: the medication cart; if she had, she would have

I seen the hand-written entry that the multivitamin

(X4 1D I SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PIAN OF CORRECTION {X5)
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with iron had been dlscontinued,

-She should have removed the multivitamin with
Iron from the multi-dose pack since it had been
discontinuad.

Telephone interview with Resident #8's Primary
Care Provider (PCP) on 09/20/23 at 10:18am
revealed:

-She discontinued the muttivitamin with iron on
(09/05/23,

-She expected the MA fo follow orders as written.

Based on observations, Interviews, and record
reviews it was determined Resident #8 was not
interviewable,

Refer to the interview with the Special Care
Coordinator on 09/20/23 at 9:49pm,

Refer to the interview with the Administrator on
0920123 at 10:01am.

Interview with the Special Care Coordinator

 {SCC} on 09/20/23 at 8:49pm revealed:

-She was responsible for faxing discontinued
orders to the pharmacy.

-She faxed the discontinued orders to the
pharmacy on 08/05/23.

-The pharmacy entered the discontinued order for
the multivitamin with iren on the eMAR.

-A discontinued sticker weuld be placed on the
weekly mulli-dose pack and the medication aide
(MA) would remove the discontinued medication
from the multi-dose pack.

~The MA should use the scanner and scan the
multi-dose pack.

-The scanner would identify if a medication in the
multi-dose pack was discontinued and would alert
the MA by a "pep-up" on the computer screen,
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[nterview with the Administrator on 09/20/23 at
10:01am revealed;

. -She expected the MAs o use the scanner to
scan the multi-dose pack.

-The scanner would alert the MA if there was a
medication in the multi-dose pack that had been
discontinued,

-She was concemed that residents were being
administered madications that had been

discontinued. ; ;
Alamance House shall permit residents

who are competent and physically

D 376 -Administrati D e ; :
{D 375} 10A NCAC 13F .1005(a) Seif-Administration Of | {D 375} able 1o self administer their medications

pbfEsieAton= f they have a Physician/ Provider's
10A NCAC 13F .1005 Seif -Administration Of brder which will be stored in the
Medications resident's medical record; and
{a) An adult care home shall permit residents specific instructions for administration
who are competent and physically able to bf prescription medication are printgd
self-administer thair medlcations if the following hn the medication label.
requirements are met:
(1) the self-administration is ordered by a ED/ Care Managers in-serviced — 9/21/23
physician or other person legally authorized to Med Techs on proper Med Admin  [11/7/23

prascribe medications in North Carolina and

decumented in the resldent's record; and lechnigues including: 6 Rights of med

(2) spscific instructions for administration of administration, completing 3 checks

prescription medications are printed an the prior to administering, med errors,
madication label. and documentation,

Care Managers will maintain an 11/4/23
Updated list of residents that sealf-
administer their medications. This

Thiis e 18 fiat Mt &s evidenosd by list will be stored in a secure locatian

Based on observations, record reviews and

interviews, th facility faited to ensure 1 of 1 hat the Med Techs will be able to
sampled residents {Resident #3) had a easily review, while maintaining
physician's order to self-administer an arthritis ge! IPPA compliance. This will allow |
and a dry mouth oral rinse. taff to be able to spot check for safe

edication storage when going inta
The findings are; esident rooms for care.

Dbvision of Health Service Regulalicn
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Area Clinical Director is promptly
notified when a provider order is

Review of the facility's Resident received for a resident to self-

Self-Management meadications policy revealed: administer their medications.

t -Any resldent who dasires to self-manage and
administer his/her medications must successfuily ACD will complete the self -administer
complete the Seif-Administration assessment assessment on residents that wish| 11/4/23
completed by the Resident Care Coordinator to keep and administer their own
(RCC) or designee. medications. This assessment will

-Once the resident has satistactorily passed the
evaluation, the RCG or desighee will ensure thare
was a physicfan's order in place that indicated the

ensure tne resident is competent
and can safely administer and stor¢

L

rasident Is able o seif-administer his/her th.en‘ own meds, This assessment
medications and the specific instructions for the will be repeated quarterly or more
use of the madications were printed on the frequently if needed due to a change
medication label. in resident condition. The ACD Wi”
discuss the results of the assessment
Review of Resident #3's current FL-2 dated with the ED and Care Managers
06/12/23 revealed: upan cormpletion, !
-Diagneses included dementia, osteoporosis, :
chronic cough and hyperlenston. Care Managers will ensure medi- 111/4/23
-There was no crder for Resident #3 for self- cation label has clear instructions
administration of medications. for administration written out on any

prescriptions kept at the resident
bedside, Care Managers will also
ensure resident understands the

Review of Resident #3's signed Physician Order
Sheet dated 06/12/23 revealed:
-There was no order for aspercreme, an arthritis

gel for the relief of pain and stiffness. Importance of storing meqlcanons
-Thers was no order for biotene, a melsturlzing securely for safety at all times.
oral rinse.
-Thera was no order for Resident #3 lo ED/Care Managers will make facility11/4/23
self-administer medications. rounds no less than twice daily, and
will spot check for safe storage of
Observation of Resident #3's bathroom during the bedside medications during rounding
morning tour on 08/19/20 at 8:53am revealed: process.

| ~There was a 3.75 oz, half used tube of
| aspercreme on the storage cubicle shelf,
- -There was a 2 fl, oz, half used container of

i biotene on the shelf,

Diviston ef Heallh Service Regulalion
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Obazervation of Resident #3's bathroom on
08/20/20 at 8;00am revesled:

-There was a 3.75 oz, half used tube of
aspercreme on ihe storage cubicle shelf,
-There was a 2 fl. oz, half used container of
biolene on the shalf. .
-The aspercreme and bictene containers were
placed on the shelf. but had been moved to the
back of the cubicle.

Interview with Resident #3 on 09/20/23 at 8:19am
revealed:

-She used the aspercreme to lessen the pain in
her shoulders and arms.

-When she started to ache, she had the
aspercreme close by and could apply it to her
shoulders as neaded.

~Her mouth was always dry, and she frequently
used the biotene 1o help moisten it.

- She had used the aspercreme and bictene at
home, brought the medication with her when she
was admitted to the facility (06/22/22) and used
them ever since.

-$he frequently went shopping with her family and
would purchase the aspercreme and biolene
herself and bring them back to the facility in her
shopping bag.

-She did not have a self-administration order for
the use of medications; she could buy them cver
the counter (OTC).

-She kept the medications In sight on the
bathroom shelf for convenience.

-Staff come and go into my room to assist her
and administer medications.

-No one lold her she needed to have a
self-administration order, or the medications
nesded to be stored in the medication cart.

Interview with a medication aide (MA) on
09/20/23 at 9:50em revealed:

[Hvision of Health Service Ragulation
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-Medications were usually administered to
Resident #3 in her room.

-She had not seen the aspercreme or bictene on
the bathroom shelf in Rasident #3's room,

-She did not know how long the aspercreme and
biotene had besn kapt in Resident #3's room.
-She did know the madication was in Resident
#3's room or she would have removed it and
reported it fo the Resident Care Coordinator
(RCC).

Interview with a pharmacist with the facility's
contracted pharmacy on 08/20/23 at 10:40am
ravealed:

~The pharmacy did not have an order for
aspercrame 3.75 oz for Resident #3.

-The pharmacy did not have an order for biolene
2 {l oz dry mouth ora! rinse for Resident #3.

-The pharmacy did not have an order for
Resident #3 to self-adminlster medications.

Interview with the Resident Care Coordinator
(RCC) on 09/20/23 at 10:10am revealed:

-All medications should be kept in the medication
cart unfess the resident had self-administration
order,

- When a MA or other staff find medications in a
resident's room they were to remove the
medications and bring them {o her to check to
determine why the medications were in the room.
-If a resident wanted to self-administer their
medications, they would need to complets an
assessment and oblain

an order from thelr (PCP).

Interview with the Administrator on 09/20/23 at
10:15am revealed:

-All medications should have a physiclan's order
and label if corning from cutside the facllity,

- All medications should be locked in the
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medication cant unless fhe resident has been

given an order for self-medication in thelr room.

Attempted tslephone interview with Resident #3's

primsry care provider (PCP) on 09/20/23 at

! 8:30am was unsuccessful.
(D 377} 10A NCAC 13F .1008(a} Medication Storage {0377} Alamance House shall ensure that
medications that are self-administered

10A NCAC 13F .1006 Medication Storage

{a) Medications that are self-administered and
stored in the resident's room shall be stored in a
safe and securs manner as specified in the adult
care home's medication storage pollcy and
procedures.

This Rule is not met as svidenced by:

Based on observations, record reviews, and
interviews the facllity to ensure residents
medications were stored in a safe and sacure
manner for 1 of 1 sampled resident {Residant #3)
who self-administered medications.

The findings are:

and stored in a Resident's rcom ar
stored in a safe and secure manne

procedures.

Care Managers will maintain an

updated list of residents that self-
administer their medications. This
list will be stored in a secure locatid
that the Med Techs will be able to
easily review, while maintaining

HIPPA compliance. This will allow
staff to be able to spot check for sa
medication sforage when going intg
resident roorns for care.

Care Managers will ensure medi-
cation label has clear instructions
for administration written out on an
prescriptions kept at the resident
bedside. Care Managers will also
ensure resident understands the
importance of storing medications
securely for safety at all times.

ED/Care Managers will make facilit

according to the facility's policies and

rounds no less than twice daily, and

11/4/23

fa

11/4/23

T

11/4/23

will spot check for safe storage of
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Review of the facility’s Medication Slorage policy
for residents revealeo:

-Medications would be stored in a manner that
snsures the malntence of both the Integrity of the
medication and the safsly of all residents residing
In the sommunity,

-All medications, including over the counter
{(OTC) were always kept in locked storage

Review of Residen! #3's current FL-2 dated
086M12/23 revealad:

-Diagnoses inciuded dementia, osteoporosis,
chronic cough and hypertension,

-Thera was no order for Residant #3 for
self-administration of medications,

Observation of Resldent #3's bathroom during the
marning tour on 08/19/290 af 8:53am revealed;
-Therewas a 3.75 oz, half used tube of
asparcreme on the storage cubicle shelf.

~There was a 2 fl. oz, half used container of
biotene on the shelf,

Observation of Resident #3's bathroom on
08720120 at 8:00am ravealed;

-There was a 3.75 oz, half used tube of
aspercreme on the storage cubicle shelf,
~There was a 2 fl. oz, half used container of
biotene on the shelf,

-The aspercreme and biotene containers were
placed on the sheif. but had been moved to the
back of the cubicle.

Interview with Resident #3 on 09/20/23 at 8:48am
revaaied:

-She used the aspercreme to lessan the pain in
her shoulders and arms.

-When she started to ache, she had the
aspercreme close by and could apply it to her
shoulders as needed.

process.
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-Her mouth was always dry, and she frequently
used the biotene to halp moisten it.

-She frequently went shopping with her family,
purchased the aspercreme and biotenae herself
and brought them back to the facility in her
shopping bag,

-No slaff asked if she had any medications in her
shopping bag.

-8he did not know to tell ataff she had
medications in her shopping bag.

~She kepl the medications in sight on the
bathroom shelf for convenience,

-MA taff came and went into my room
administeting her medications,

She did not know she needed a
self-administration order to have medications in
her room.

She dld not have a self-administration order for
tha use of medications.

-No MAtold her she needed to have a
self-administration order, or the medications
needed to be stored in the medication cart.

Interview with a medication alde (MA) on
09/20/23 at 9:50am revealed:

~Medlcatlons were usually administered to
Resident #3 in her room.

-Resident #3's medications were kept on the cart
excent when she took them out to be
administered or audited.

-She had not seen the aspercrame or blotene on
the bathroom shelf In Resident #3's room untll
now.

-She did not usually look around the room when
she was focusing on the resident and the
medication pass.

-The aspercreme and the biotene should have
been stored in the medication cart drawer and
brought to Resident #3 to be applled,

-She did not know how long the aspercreme and
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biotene had been kept in Resident #3's room.
-She did not know the medications wers in
Resident #3's room or she would have removed
them and reported it to the Resident Care
Coordinatar (RCC).

Interview with the RGC on 09/20/23 at 10:12am
revealed:

-All residents medications must be kept locked in
the medication cart unless it was being
administered by the MA or by a resident given a
self-administration order, by her PCP, and
securely keep In thair room.

-MA's were to remove any medications found in a
resident's room and Jock them in the medication
car.

medications and take them to her to lock on the
cart,

-If & resident wanted to keap medications in their
room, they would need to complete an
assessmant and obtain a seli-administration
order from their physician.

-She was not aware Resident #3 had been
storing aspercrems and bictene in her room.
She expected staff to be mere aware of residents
procuring and administering medications without
an order and was not stored in a safe and
sacured manner.

Interview with the Administrator 0 09/2023 at
10:18am revealed:

—-MAs and primary care aldes (PCA) made
rounds in residents’ rooms 2 timses a week at a
minimum check for any unsecured medications in
the resident's rooms.

-She was not aware Resident #3 was keeping
medications on an open, unsecured shelf in her
bathroom,

-Resident #3 did not have a self-administration
order from her PCP to have unsecured
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madications in her reom,

-She was not aware Resldent #3 was keeping
medications on an open, unsecured shelf in her
bathroom.

-Resident #3 often went shopping with family and
waould return to the facility carrying a shopping
bag.

- She was not aware of how long Resident #3 had
been storing unsecured medication In Resident
#3's room.

-She expected all staff io be more aware of
residents sloring medications in an unsafe and
unsecured manner.
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Edwards, Wanda A

From:

Sent:

To:

Subject:
Attachments:

Dear Ms. Evans,

Edwards, Wanda A

Thursday, November 2, 2023 11:40 AM

‘director@burlingtonseniors.com’

Alamance House 2023-10-09 SODBL 1WK712

Alamance House 2023-10-9 SODBL 1WK712.pdf; Alamance House 2023-09-20 SOD
1TWK712.pdf

Thank you for contacting me about the difficulty in receiving your letter and statement of deficiencies by e-mail. Please
see the attached SODBL and SOD for the survey.

Please write your signiture, titie, and the date at the bottom of page #1 and check to see your correction dates for each
rule area is notated on the right side with your text. | will read the document and add my signature if no questions.

Thank you for your patience. If you have any questions please let me know.

Thank you,
Wanda

Wanda A. Edwards, BS, BSN, RN

Nurse Consultant

Division of Health Service Requlation, Aduit Care Licensure Section

NC Depanment of Health and Human Services

Help protect your family and neighbors from COVID-19

Know the 3 Ws. Wear, Wait, Wash.

#5tayStrongNC and get the latest at nc.gov/covidl9

Office: 919-817-4382
Fax: 919-733 9379

wanda edwards@dhhs.nc.gov

801 Biggs Drive, Brown Building
2708 Mail Service Center
Raleigh, NC 27699-2708

Twitter | Facebook | YouTube ; Linkedin




Edwards, Wanda A

From; Alamance House, ED - Jennifer Evans <director@burlingtonseniors.com»
Sent: Wednesday, November 8, 2023 320 PM

To: Edwards, Wanda A

Cc: Roxanne Sills; Janet Hughes; Rakishia Peterson; Reka Green

Subject: [External] SOD/POC Alamance House

Attachments: Sharp Copier_20231108_145745 pdf

CAUTION: External email. Do not click links or open attachments unless verified. Report suspicious emails with the Report Message
button located on your Outiook menu bar on the Home tab,

Good Afternoon Ms. Edwards,

Attached you will find the Plan of Correction for our follow up survey as requested.
Thank you for your assistance.

Best,
Jennifer Evans

From: noreply@burlingtonseniors.com <noreply@burlingtonseniors.com> on behalf of Sharp Copier
<noreply@burlingtonseniors.com>

Sent: Wednesday, November 8, 2023 2:57 PM

To: Alamance House, ED - Jennifer Evans <director@burlingtonseniors.com>

Subject: Scanned image from Alamance House

Reply to: Sharp Copier <noreply@burlingtonseniors.com>
Device Name: Alamance House

Device Model: MX-M3570

Location: Alamance House

File Format: PDF MMR(G4)
Resolution: 200dpi x 200dpi

Attached file is scanned image in PDF format.

Use Acrobat(R)Reader(R) or Adobe(R)Reader(R) of Adobe Systems Incorporated to view the document.
Adobe(R}Reader(R) can be downloaded from the following URL:

Adobe, the Adobe logo, Acrobat, the Adobe PDF logo, and Reader are registered trademarks or trademarks of Adohe
Systems Incorporated in the United States and other countries.

https://linkprotect.cudasvc.com/url?a=http%3a%2f%2fwww.adobe.com%2f&c=E,1,NdGA-
Dsh8tthuK30thnmXDDF7UBOxger3ZTC1’CMXYY2YCRBU7R9FP12UbeP6v6g-
DRtfdtzDEISKTs3hvXcYd9IF8h8XovZiOKB GpWB OK-RAXt6cW 55kpuHA, &typo=1




