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Initial Comments

The Adult Care Licensure Section conducted an
annual survey on October 07, 2025.

10A NCAC 13G .1008(a) Controlled Substances

10A NCAC 13G .1008 Controlled Substances
(a) A family care home shall assure a readily
retrievable record of controlled substances by
documenting the receipt, administration and
disposition of controlled substances. These
records shall be maintained with the resident's
record and in such an order that there can be
accurate reconciliation.

This Rule is not met as evidenced by:

Based on observations, interviews and record
reviews, the facility failed to ensure readily
retrievable records that accurately reconciled the
receipt and administration of controlled
substances for 1 of 3 sampled residents with
orders for a controlled substance to treat pain
(#1).

The findings are:

Review of Resident #1's current FL2 dated
05/27/25 revealed:

-Diagnoses included fibromyalgia, osteoarthritis
and multiple sclerosis.

-There was an order for oxycodone (a medication
to treat pain) 5mg, one tablet three times daily.

Observation of Resident #1's medications on
hand on 10/07/25 at 3:40pm revealed:

-There was a bubble pack containing oxycodone
5mg with five tablets remaining.

-The printed label indicated oxycodone 5mg one
tablet three times daily was prescribed for
Resident #1.
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-The label indicated 90 tablets were dispensed for
Resident #1 on 07/29/25.

-The oxycodone 5mg label indicated there was an
order change and Resident #1's oxycodone 5mg
was decreased from three tablets daily to one
tablet daily.

Review of Resident #1's August 2025 Medication
Administration Record (MAR) revealed:

-There was an entry for oxycodone 5mg one
tablet three times daily scheduled at 7:00am,
3:00pm and 7:00pm.

-There was a handwritten note on the entry
indicating the order was changed on 07/23/25 to
oxycodone 5mg one tablet daily.

-Oxycodone 5mg, one tablet daily was
documented administered to Resident #1 at
7:00pm from 08/01/25 to 08/31/25.

Review of Resident #1's September 2025 MAR
revealed:

-There was an entry for oxycodone 5mg one
tablet daily.

-Oxycodone 5mg, one tablet daily was
documented administered to Resident #1 at
7:00pm from 09/01/25 to 09/30/25.

Review of Resident #1's October 2025 MAR
revealed:

-There was an entry for oxycodone 5mg one
tablet daily.

-Oxycodone 5mg, one tablet daily was
documented administered to Resident #1 at
7:00pm from 10/01/25 to 10/05/25.

Review of the controlled substance count sheet
(CSCS) dated 07/29/25 for Resident #1's
oxycodone 5mg revealed there were six tablets of
oxycodone 5mg remaining.
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Review of the facility's Control Drug Count Shift
Sheet revealed two staff verified the controlled
substances counts were correct on 10/05/25 at
7:00pm.

Interview with the Supervisor-in-Charge (SIC) on
10/07/25 at 3:43pm revealed:

-There were two SICs that staffed the facility.
-He usually counted the controlled substances
with the other SIC who lived at the facility, but he
did not that morning (10/07/25) because he was
busy.

-He and the other SIC did not count controlled
substances every day.

-He thought the date of 10/05/25 was incorrect on
the Control Drug Count Shift Sheet because he
did not work on 10/05/25.

-He could not explain why the oxycodone 5mg
CSCS was incorrect for Resident #1.

Interview with a second SIC on 10/07/25 at
3:52pm revealed:

-There were two main controlled substance
counts each week.

-She counted the controlled substances by
herself on Sundays at 7:00pm because the other
SIC took over the medication cart on Monday
mornings.

-The second main controlled substance count
was on Thursdays at 1:00pm when she and the
other SIC did the count together.

-The count was correct on 10/02/25 at 1:00pm.
-She was unsure why Resident #1's oxycodone
5mg count was not accurate.

Interview with Resident #1 on 10/07/25 at 4:13pm
revealed:

-She knew most of her medications.

-She did not recall a time that she did not receive
her medication.
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Interview with a Pharmacist with the facility's
contracted pharmacy on 10/07/25 at 4:27pm
revealed:

-Resident #1 had an electronic order dated
07/23/25 for oxycodone 5mg, one tablet three
times daily.

-Oxycodone 5mg, 90 tablets were dispensed for
Resident #1 on 07/29/25.

-There was an order on 08/20/25 to decrease
Resident #1's oxycodone 5mg from three tablets
daily to one tablet daily.

-On 09/12/25 oxycodone 5mg 30 tablets were
dispensed for Resident #1.

Interview with the Administrator on 10/07/25 at
4:02pm revealed:

-He expected staff to ensure the CSCSs were
accurate.

-He expected two staff to count controlled
substances together on Monday mornings and on
Thursdays at 1:00pm during shift change.
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