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The Adult Care License Section conducted
an annusl survey on May 2122, 2024,
10A NCAC 13F .0311{d) Qther Requirements
D113 D113
10A NCAC 13F .0311 Other Requirements The ;ot water will b;e monltored and checked. July 5, 2024
{d) The hot water systerm shall be of such size iwee Y a?d Ias ngfh ad by the Maunt?qanaa Director
to provide an adequate supply of hot water to tn erfup ﬁmm rmﬁhc:{uz W but d.' ng. I the
the kitchen, bathrooms, laundry, housekeeping hi"fpfm e fs above 116 it Wﬂ,‘ be adjustafl and e
closets and soll ity room. The hot watar sintenance Diractor will continue to monitor. Aleg

temperature at alf fitures used by residents wiltbe kept of weekly temperaturss.

chaoll ho mointainad of & mintem oF 400
degress F (38 degrees ) and shall not
exceed 116 dogrees F (46.7 degrees C). This
rulo applles o new and existing facilities.

This Rule i not met as evidenced by:
TYPE B VIOLATION

Based on observations, record reviews,

and Intetviews, the facility failed to ensure

the hot water temperatures were

maintained at a

minirdum of 100 degrees Fahrenheit (F) lo a
maximum of 116 degrees F on one section of
the 100 hall for 1 the sink fixture and 1 tub
fixture in the common spa, and 4 of 4 fixtures
{4 sinks) located in residents’ rooms and uged
by the residents,

The findings are:

Observation of the hot water temperature in
the 100 hall somemon spa on 05/21/24 at
8115am revealed the hot water iemperaturs
was 124 degrees F at the sink and tub,

Observation of the hot water temperature at
the bathroom sink of resident room 101 on i
05121724 af 9:20am revesied the hot water ]
temperature
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was 124 degrees F.

Interview with the resident who resided in
rosident room 101 on 07/25/23 at S:22am
revesled:

-She used the sink independently,

~Staff adjusted the shower waterio a
comfortable termperature.

-She never had an issue where the water
ternperature was too hot becauss she
adjusted the water temparature by mixing In
some cold water when using the sink.
~She frad never been bumed by hot water.

Qbgervation of the hot water temperature at
the shared resident bathroom sink between
resident room 104 and resident room106 on
Q521724 at 9:28am revealed the hot water
{emperature was 124 degrees F. No steam
was visible,

Observation of the hot water temperaiure gt
the bathroom sink in resident room 107 on
OB/21124 ot 9:28am revealed the hot water
temperature was 128 degrees F. No steam
was vizible.

intendew with the resident who resided in
resident room 107 on 05/21/24 at 11:00am
ravealad: -He knew the hot water temperature
wags “pretty hot”,

~He adijusted the hot and cold water 1o he
comfortable.

-He had not been burned by the hot water,
-He had not seen a staff checking the hot
water temperature.

Obsernvation of the hot water temperature at
the shared hathroom sink between room 108
and room111 on 05/21/24 at 9:25am revealed
the hot water temperature was 129 degrees F
No steam was vishle.
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interview with a resident who resided in
resident room 109 on 05/21/24 at ©:43am
revesied:

-She used the sinkfrequently.

«She knew the hot water temperatura wag
“raglly hot”,

-She never had an issue where the water
temparature was o hot because she
adjusted the water femperature by mixing in
some cold water when using the sink.

~She had never besn burned by hot watet.
-She had not told any staff member about the
kot water being too hot.

interview with a resident who resided in
rasident room 111 on 05/21/24 at 11:20am
ravealed: ~She used the sink occasionally,
-She knew the hot water temperature was
"hot", -Bhe never had an issue where the
water

temperatire was ton hot bacause she
adjusted the water temperature by mixing in
some culd water when using the sink,
~Ghe had never been bumed by hot water,
-Facility staff check the hot water
temperature oceasionally,

~Sha had not fold any staff about the hot
water being too hot,

On G821 724 st 9:40am the Administrator
and Maintenance Director (MD) were
informed of elevated hot water temperature
on the 100 hall from the common spa o
raom 111 and ware requested ic post signs
in the residents’

bathrooms and the comrmon spa alerting
residents of the elevated hot water
temperature. The residents should reguest
staff assistance with using the water,

interview with the Administrator on 05/21/24
at 1001 5am revealed:
~5he had made signs for posting in the

D 113
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bathrooms of the residents residing on the
100 hall section affected by elavated hot
water

temperatiras,

~The common spa also had a sign on the door
to alert rosidents of the elevated hot water
temperatures.

-8he woulld inform the medications aides
{MA} and perscnal care aides (PCA) 4o be
on alert for residents needing assistance
with the hot water adiustments,

~The MD was working on firkding the hot
waler heater for the affected rooms and
would adjust temperatures to the 400116
degrees F range. -A plumber would be
called if the MD could not get the hot water
temperaiure corractad.

~The Administrator was infarmed sha neaded
o irdormn the surveyor when the hot water
temperafures were ready to ba raechacked
for compliance.

On 08/21/24 at 11:10am, the surveyor's
thermarmeter was calibrated using an ive
water slurry with o reading of 32 degress F
registered on the thermometar.

interview with the MD on 05/21/24 at
10:30am revesied:

~He thought the elevated hot water
temperatures were coming from one hot
water heater

-He would adjust the hot water heater
temperature, flow the hot water and inform
the surveyor when hot water tamperatures
ware within the 100 to 116 degrees F

range. : ,

-He checked hot water temperature routinely.
Interview with a POA on 05/21/24 at 11:00am
revested no resident on the 00 hall
compained o her regarding elevated hot
water tamperatures.

Second interview with the MD on 05/21/24 at

D 413
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12:05pm revealed:

“Ha checked hot water temperature randormly,
2 firmes a month, throughout the facility and
had hot water temperature 1003 for review,
~He only checked hot water tomperatures
one time this meonth,

~The facllity had 7 to 8 hot water heaters
located thraughout the facility rather than a
large bodler, «Each water heater provided hot
water for a select group of rooms,

-The facility owner repiaced individual hot
water heaters over the last 2 vears.

~There had been hot water temperatures
that were below 100 dagrees F on the
affected

section of the 100 hall a few weeks ago.
~The hot water heater was tumed way past
116 degrees F but he did not change the
temperature and was not sure if someone
working replacing hot water heatersina
different section of the facility changed the
satling.

~He returned the thermostat setting fo less
than 116 degrees F setting.

Review of the available hot water temperature
log on 05/21/24 revealed:

~Qn 05/03/23, there were 4 hot water
tarnperatures documented for residents’
rooms ranging from 100 to 103 degrees F,
-On 04/22/24, there were 4 hot watar
temperatures documentad for residents'
rooms ranging fram 100 to 102 degrees F.
-On 04108124, there were 4 hot water
temperatures documented for residents’
rooms ranging from 405 to 10 degrees F,
~n 03/25/24, there were 3 hot water
ternperatures documented for residents’
rooms ranging from 103 o 105 dagrees F.
L0 0311724, there wara 3 hot water
temparatures documented for residents’
raoms ranging from 101 to 110 degrees F.

Divistan of Health Service Regaiation
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A recheck of the bathroom sink'and tub in
the commen bathroomfspa on 521724 of
1:10pm revealed the hot water temperature
was 110 dogrees F,

Arecheck of the bathroom sink.in resident
room 107 on 05/21/24 at 1:15pm revesaled
the hot waler temperaturs was 110 degrees
F.

A recheck of the bathroorm sink between
realdent room 104 to 108 on 05/21/24 at
117pm revealed the hot water temperature
was 110 degrees F, -

A recheck of the bathroom sink in resident
room 107 on 05/21/24 at 1:20pm rovealed
e hot water tempersture was 110 degrees
F

A recheck of the bathroom sink betwean
resident ropms 109 and 111 on 05/21724 at
1:28pm

revealad the hot water temperature was
10 degrees F,

On 05/21/24 at 11:30am, the MD was
informed hot water temperatures were within
100 o 116 degrees F and signs in residants’
room ralated to elevated hot water
tamperatures coudd be

reamoved.

The facility failed to ensure hot water
{omiperatures for 6 fixtures used by residents
were maintained between 100+116 degrees F
related to hot water temperatures checked
that ranged from 124-129 detrees F. A hot
water temperature of 129 degrees F could
rasuftina first degres burn in less than 30
seconds and a second degree bum in 1
minute, This failure was detrimental to the
health, safety and weifare of the residents
and sonstiiutes a Type B Violation.
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The facllity pravided 2 pian of protection in
gecordance with 6.5, 1310-34 on 05/21/24
for this violation.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED July §, 2024,

10A NCAG 13F .1004{) Medication
Administration

10A NCAC 13F 1004 Medication
Administration {a) An adulf sare home shall
asegure that the preparation and adrinistration
of medications, prescription and
non-prascription, and treatments by staff are
in accordance with:

{1) arciers by a licensed prescribing
practifioner which are maintained in the
resident's record; and {2) rules in this Section
and the faciiity's pollcles and procedures,

This Rule is not met as evidenced by:

Based on observations, interviews, and record
raview, the facility failed to ensure medications
were administered as ordered for 2 of 4
rasidents (#6 and #7) observed during the
moming

medication pass on 05/23/24.

The: findings are:

The medication arror rate was 8% as
evidenced by 2 etrors out of 253 opportunities
during the 8:00am medication pass an
OB/22H24.

1. Review of Resident #6's current FLZ
dated 04/61/24 revesled: ‘
<Diggnoses included autism disordar and
sehizophrenia, :

-Thera was an order for Sertraline {used to
treat various mental disordersy 100mg daily.

!
D13 |

[ 358

All Medication Aids will be in-serviced on Medication
Administration by RN Nurse Consultant. Staft wil
administer as prascribad by the Dector and EMAR,
They will perform the 6 rights and 3 checks with
each resident as they give out medication,
according to policy, The RCC will monitor EMAR
oncé 3 week to ansure all medications e being
given and that they are avaliable, Any problems
Tousnd will be corrected immediately through training
&nd continued monitorng.

Dy §, 2024
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Observation of the moming madication aide
{MA) during the medication pass on 05/22/24
at

7:32am revealed:

~The MA displaved the moming medications
scheduled for 8:00am administration for
Resident #8 an the electronic medication
administration record {eMAR) computer
monitor

~The MA consulted the eMAR computer
munitr saveral fimes while preparing
Resident #6's medications.

~The MA prepared 10 oral medications from
binge packaged medication cards, and
proparad one dose of reconstituted liquid
medication for

Resident #6.

~The MA observed Resident %6 take the
medications.

=The MA returned to the medication cart
and documented the medication
administration by olicking record on the
eMAR computer screen. -Sertraline 100mg
was not included in the

medications prepared and observed
administered fo Resident #6 at 7:32am,

Review of Resident #6's May 2024 aMAR
on (5/22/24 at 8:20am revealad:

-There was an entry for sertraline 100mg
one tablet dally and scheduled for
administration at 8:00am daily,
~Serirafine 100my was documented as
administered at 8:00am on 05/22/24.

Cbservation of Resident #6's medications on
hand for administration on 05/22/23 at 8:55am
mvealed there was a bingo packaged
medication card labeled for sertraline 100mg
dispensed for 30 tablets on 04/24/24 with 12
tablets remaining located at the front of the
area dosignated for Resident #6's
medications,

Divigion of Health Sarvice Rapulation
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Interview with the moming MA &t 8:55am
revealed. ;

-8he consulted the eMAR computer screen
as she prepared the residents’

madications.

~Resident #6 had a lot of madications.

-She had retumed all the medications
propared for Resldent #8 grouped together to
the drawer space designated for Resident #5
after she prepared the medications for
administration earller in the day, except 5
controlied madication which she retumed to
the locked drawer of the medication cart, and
an empty bingo card,

-She must hava overiooked prepating
Resident #8'% seriraline 100myg since it was
nat groupsd  with the other medications,
interview with the Administrator on 05/22/24
at 9:00am revoalod the MA musgt have
overiooked sertrading 100mg and
dosumented as

administered along with the resident's

other 8:00am medications,

interview with Resident #5's primary caro
physician (POP) on 08/22/24 at 10:00am
revealed:

-MAs should be administering medicetions as
crdered, and not have missed a dose of
seriraline H0mg for Resident #6 thig moming.
Mot receiving sertraling 100mg as ordered
could eause changes in mood and/or
behaviors with increased anxisty or
depresasion, .

-Residant #6's seriraline 100mg was

ordered ones a day and could be
administered now (10:0020m) to ensure the
rasident received his medication,

interview with the Resident Care Coordinator
{RCC) on 0522724 at 4:00pm revealed she
was mformed the moming MA omitted
Resident #6's sertraline 100mg during the
8:00am medication

Divdsian of Health Service Reguistion
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pass by the Administrator around 10:30am.

Based on abservations, interviews, and
record review it was determined that
Resident #6 was a poor historizn,

Refer to the interview with the Administrator
on 05/22/24 at 8:00am.

Refer to the interview with the Resident
Care Coordinator (RCC) on 05/22/24 at
4:00pm.

2. Revigw of Resident #7's current FL2
dated 07/26/23 revealed:

-Diagnoses Type 2 Disbetes Meliitus,
~There was an order for metformin 500mg
{uzed o treat elevated blood sugar in
diabetes) two times a day.

Review of Resident #7's signed physician's
order dated 01/28/24 revesiad:

~There was ah ok for metformin 1000mg
daily in the moming with meals.

-There was an order for metformin 500mg in
the evening with mesls,

Obzervation of the moming medication alde
(MA) during the medication pass on 0572224
at

7:40am revealed; .

~The MA displayed the moming medications
scheduled for 8:00am administration for
Resident #7 on the electronic medication
administration record (eMAR) computer
monitor,

-The MA consulted the eMAR computer
moniter several times while prapating
Resident #7's medications.

-The MA prepared 4 oral medications from
bingo packaged medication cards for
Resident #7. -The MA punched ope metiormin
§00mg tailet from a bingo packaged
medication card labeled

Division of Haalth Service Regidation
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as dispansed on 04/24/24 for 30 tablets with
16 tablets remaining. (The bingo card had a
green auxiiary sticker with "evening” affixed
to the front upper right hand comer of the
card). :

-The MA observed Resident #7 fake the
medications and proceed into the dining room
for breakfast,

-The MA returned {o the medication cart
and documented the madication
administration by clicking record on the
eMAR eomputer screen.

Interview with the moming MA on 05722724
at 7:41am revealed Resident #7 had 2
bingo :

packaged madication cards in the drawer
for administration and beth were for
metformin, so she was going to use the one
labeled avening because she already
pulled the card from the drawer,

interview with Resident #7 on 05/22/24 at
7:43am revealed:

~He dapended on the medication staff io
administer his medications fike they wera
orderad. .

-He did not know the strengths of hig
madications or how his diabates medication
was ordered,

Review of Resident #7's May 2024 eMAR
on 052224 at 8:30am revealed:

-There was an eniry for metformin 1000mg
one tablet once daily in the moming with
maals and scheduled for administration at
8:00am dally. -Metformin 1000mg was
dovumented as

administered at 8:00am on 05/22/24,
Observation of Resident #7's medications
on hand for administration on 0B/22/23 at
8:55am revealed:

-There was a parflal bitigo packaged
medication card labeled for metformin
1000mg for ons tablet
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daily in the mornirg with meals, dispensed for
30 tablets on 04/24/24.

~There was a bingo packaged medication card
labeled for matformin 500mg one tablet every
avening with meals dispensed for 30 tablets on
04424724, with 186 tablets remaining located at
the front of the area designated for Resident
#7's medications.

Interview with the moming MA at 8:10am
ravestad;

-She consulted the eMAR computer sereen
as she prepared the residents'

medications.

-Resident #7 had two bingoe cards for
metformin {ablets In his medication an hand
for

admiristration,

~Bhe did not realize Resident 7's moming
metformin was 1000mg and his svening
metfarmin was S00mg.

-Sihe remembered Resident #7's metformin
administerad during the 8:00am medication
pass today (05/22/24) had the green evening
sticker at the upper right comer.

~She overlooked comparing the strenath of
the metformin on the eMAR computer
monitor to the bingo card's metformin 500my
strength.

Interview with the Administrator on 05/22/24 at
9:00am revesled tha MA must have
averooked Resident #7's metformin orders
were for 1000mg in the moming and 500mg
in the avening with bingo cards for each doss
on the medication cart,

Interview with Resldem #7's prirary care
physician (PGP} on 05/22/24 at 10:05am
reveaiad:

-MAg should be administering medications as
ordered and administered metformin 1000mg
for Resident #7 this moming instead of
500img. ~Not receiving metformin as onrdered
could resutt

D 358
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in highser blood glticose levels and pooy
diabetes control,

-Resident #7's could receive another dose of
matformin 500my now to equal the 1000mg
dose ordered in the moming,

Review of Resident #7's record revealed a
laboratory test result for hemoglobin A1C (a
test used to measure bluod glucose levels
over an extended period of fime} level of 8.8
with a range of 4.8 to 5.6 being considered
normal,

Refar to the interview with the Administeator
on 0822124 at 9:008m.

Refer tu the interview with the Resident
Care Coordinator (RCC) on 05/22/24 at
4:000m,

interviow with the Adrministrator on 05122124

at 9:00am revesiad:

~The MAs were supposed o administer
medications by consulting the eMAR computer
monitor as the medications were prepared, !
check the medications as prepared on the
computer display, administer medications, and
then click record on the eMAR. computer
screen to

document administration,

~The facility's contracted PCP was schaduled to
gome 1o the facilify today (05722/24) and would
be contacted immediately upon arrival.

Interview with the RCC on 08/22/24 at
4:00pm revealed:

~The MAS wers trained by the RCC or
Aclministrator,

~The faciity's precadure for administering
medications was to adminisier medications
by consulling the eMAR compiser monitor
as the medications were prepared, check
the

medications as prepared on the computer
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display, administor medications, and
then dick record on the eMAR
computer screan to
documeant administration.
~She was informed the moming
MA omittad Resident #8's
seriraling 100mg during the
B:00um mmadication pass.
page | 1CANCAC13F 1008 (a) Controlled Substences | rags | All Madication Alds will be in-serviced on Jully §, 2024

104 NCAC 13F 1008 Controllad
Substances (a) Ap adult care home
ghall assure & record of controlled
substances by docurnanting the recaigd,
adrministraiion, end disposition of
controlled subsiences. These records
shali e reaintaingd with tha resident's
record in the facility and in sush an
arder thetthere can be acourate
reconclltation of controlled substances.
This Rule s not met ag avidencad by:
Based on obsarvations, Interviews, and
record reviews, the facility falied o
ensire a readily retrievable record that
accurately reconciled the recelpt and
administration of a eontrolied
submtance for 1 of 5 sampled residents
{#3ywho received a controtied
substance for pain,

The findings are:

Raview of Resident #3's curant

FLZ datad Q04/08/24 reveated:
~Dlagnoses included essentist
hypertenision, hypothyroldism, CVA
with loft hemniparasis non dominant
side, encephalepathy, and type 2
dinbatay mellitus without

complications,

Review of Resident #3°s physician's
orders dated 14/06/24 rovesied an order
for pragebalin 7Smg {a Schedule V
controlled substance used to treat
moderate {0 sevan pain) one tabilet g
day for

Medication Adr

they are a\railabé

i
I

1

inistration by RN Nurse Consuitant,

“talf and thay \nfi%? administer as praseribed by the
Doctor and EMAR, They will sigh the narcotic
preseribed out on EMAR and Narcotle shaets ,
according to poﬁ;cy,,the RCC will menitor EMAR
and Narootic &hgm for compllance onge a wesk to
ensure ali rmedications are being given and that

0. Any problems found will be

corrected Immadiately through training and
gantined monit;ming.
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pain,

interview with a representative from the
facility's contracted pharmacy on 05/22/24 at
11:35am reveated:

~The pharmacy provided a Gontrolied
Substance Count Sheet (CBCS) for each
quaniity dispensed 1o be used to document
administration for

inventory control,

-0n 02/18/24, pregabatin 75mg was i
dispensed for a guantity of 30 tablefs,

-0n 84/18/24, progabalin 75my was

dispensed for a quantity of 30 tablets,

-On 056/18/24, pregabalin 75mg was defivered
for a quantity of 30 tablets,

Review of Resident #3's March 2024
electronic medication administration record
{aMAR)

revesied.

-There was an entry for pregabalin 75mg
stheduload daily at 8:00pm.

~Pregabalin 75mg was documented as
auministered on 03/25/24 at 8:00pm on the
eMAR but not signed out on the CSCS for
the corresponding time.

-Pragabalin 75mg was documented as
administered for 13 doses from 03/18/24
through 03/31/24.

Review of Resident #3's CSCS for pregabalin
75mg dispensed on 03/19/24 (30) revealed 12
out of 30 doses were signed out with no
migsing medications, compared to the March
2024 eMAR documentation of 13
adrministered dogos,

Review of Resideni #3's April 2024 eMAR
revealad:

~There was an entry for pregabalin 75my
scheduled dafly at :00pm.

-Pregabalin 76mg was documented as
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administered for 30 doses from 04/01/24
through 04/30/24,

-On 04/12/24, one dose of pregabalin 75mg
was documented as administared on the
eMAR but not signed out on the CSCS for

the

camesponding fime.

~0in 04/20/24, one dose of pregabalin 75mg
wis docutrented az administered on the MAR
but not signed out on the C3CS for the |
comesponding Hme. I

Review of Resident #3's C8CS for pregabalin
75my dispensed on 04/19/24 (30) revealad 28
out of 30 doses were signad sut with no
migsing madications, compared to the March
2024 eMAR documentation of 30
administered doses.

Review of Resident #3's May 2024 ¢MAR
raveatad: . |
-There was an entry for pregabalin 75mg
schedule daily at 8:00pm, ‘

-« Pregabalin 75mg was dosumented as
administerad for 20 doses from 05/01/24
through 05/20/24.

-On 05/16/24, one dose for pregabalin 75mg
scheduled for B:00pm was documented as
administered on the eMAR but documented
as "not pulled” on the CSCS for the
corresponding time.

Review of Resident #3's CSCS for pregabalin
785mg dispensed on DS/ME/24 (30} revealed
from 05/01/24 through 05/20/24, there were |
19 out of 30 doses thet were slgned out with
no missing medications, compared to the
March 2024 eMAR documerntation of 20
administerad dosas, ;

Observation of the medication on hand
reveated 19 out of 30 doses were dispensed
from 05/01/24 through 05/20/22; which

correspanded with the
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interview with Resident #3 on 08/22/24 at
2:25pm revealed:

~The medication gide (MA) brought her
medications to her every day in a cup, and
she took the medication with water,

~She was not sure of the names of the
medications.

-She did not know she was taking
pregabalin. ~&Bhe wag naot in pain.

Intarviaw with a medication aide (MA) on
Q5122124 at 2:450m revealed:

“Wher a controfled medication was
administered, she pulled the medication card
from the

madication cart and sdministered the
madication {a the resident.

-8he documented that It was glven on the
aMAR and signed the controlled substance
logbook with the date and time given,
interview with a =econd MA, on 05/22/2023
at 3:00pm revesied:

-When a controlled medication was
administered, she would find the rosident's
nare in the MAR, check the medication listed
ant! dosage to see f it matched the
medication on hand and

administared the medication to the
rasident. -She would documant the
medication wag

adrminigtered on the eMAR and in the
confrolied substance iogbook. |

-3he would not document ontit the
medication was administersd because the
regident might refuse.

interview with the Resident Care
Coordinator (RCC) on 06/22/24 at

3:35pm revealed:

-Her expectation would be for all MAs to
follow the correct protocol for
administration of all
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medications.

~The MAs should maks sura they have the
controlled substance loghook out before
administering controlled medications, so they do
not forget to document they administered the
madication. :

~The protosol was to sdmirster the medication 1o
the resident, record the administration of the
madication on the eMAR and in the controlled
substsnce joghook,

~All MAs ware trained on this protocol, and she
wouid expect all of them to follow this protocel,

interview with Administrator on 05/22/24 at
4:00pm revealad;

«Her expectation was the MAs should not record
in the eMAR or controlied substance loghook until
after the meadications ware administered.

-All MAS ghould pull the medication, administer it
o the resident and then dogument it in the aMAR,
-if it was 4 controlled medication, it should be
documanted on the eMAR and in the controlled
substance ioghaok,

~Thers was 2 system lo place to check for
medication errors in the logbook and the eMAR,
~The Administrator would check the logbook
line-by-fine for errors and compare it o what was
documented as administersd In the eMAR.

~The Administrator was not aware of the errors
made on the eMAR o 04/12/24; 04/20/24 and
05M10/24 beeause she had not reviewed the
controlled substance lngbook or MAR for the
month of Aprit or May 2024,
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