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The Adult Care Licensure Seclion and the
Buncombe County Department of Social Services
conducted an annual survey and complaint
investigation on July 23, 27, 28, 2015 with an oxdt
conference via telephone on July 28, 2015.

1T0A NCAC 13G .0406(2)(5) Other Staff
Qualifications

10A NCAC 136G .0406 Other Staff Qualifications
{a) Each staff person of a family care home
shail:

(5} have no substantiated findings fisted on the
North Carolina Health Care Personnel Registry

according o G.3. 131£-255;

This Rule is not met as evidenced by:

Based on interview and record review, the facitity
failad t0 asswre 1 of 2 staff (Staff B) had no
substantiated findings on the North Carolina,
Health Care Personnel Registry.

The findings are:

Raview of Staff B's personnel record revealed:
-Staff B was hired as a2 Supervisor-in-Charge
(SIC} on 4/12/08.

~Staff B's first day of work was on 4/26/08.
-there was documentation of a Health Care
Personnel Registry (HCGPR) check dated 4/9/08
with no subsianiiated findings.

Telephone interview on 7/29/15 at 9:45am with
the Administrator revealed:

-Staff B was hired in 2008 as a "live-in® staff.
-Staff B was a full-time employee.

-Staff B switched o part-time employment (the
administrator could not remember the date when
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this change in employment status occurred).
-She was aware that Staff B had also worked
part-lime at another health care facility.

-Staff B returned to udl-time status in August
2013 _

-She had not received any resident complaints or
concerns pertaining to Staff B's performance.
~Thefacility’s propely managers regularly
interview residents about staff performance and
completion of their job duties.

Review of a HCPR chack completed on 7/28/15
by the Administrator for Staff B revealed two
substantiated findings entered on the registry on
11721413,

Telephone iderview on 7/28/15 at 3:00pm with
the Administrator revealed:

-She was not aware of Siaff B's substantiated
findings.

-5taff B had not made her aware of the findings.
-On 712715 following a discussion with the
surveyors, she had instructed a property manager
to begin annual HCPR checks on alt employees.

Staff B was not available for interview.

10A NCAC 136G .1008{a} Controlled Substances

10A NCAC 13G 1008 Controlled Substances
(a3 Afamily care home shall assure g readily
retrievable record of controlied substances by
documenting the recsipt, 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 reconcifiation.

This Rule is not met as evidenced by:
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controlied substances which included oxycodone,

moiphine sulfate ER, clonazepam, Adderall and
lorazepam resuiting in amounts which ranged
from 8 {o 357 tablets of controfled substances
being unaccounted for 4 of 4 sampled r%tdents
(Residents #1, #2, #3, and #4).

The findings ares:

A. Review of Resident #2's current FL2 dated
12/2/14 revealed:

-Diagnoses included: chronic pain, quadripiegia,
sacral pressure uicers, and neurogenic blagder.
-Non-ambulatory

-indwaelling catheter

-inconfinent of bowsi

-Admitted to the facility on 11/25/14

1. Review of 2 physician’s order for Resident #2
dated 2/26/15 revealed oxycodone 10mg every
four hours at Bam, 12noon, 4pm, and 8pm.

Review of a physician's order for Resident #2
dated 3/23/15 revealed oxycodone {used to
controt pain) 10mg every four hours at Bam,
12ncon, 4pm, and 8pm and every four hows as
needed from Bpm to 8am.

Review of Resident #2's February, March, April,
May, and June 2015 Electronic Medication
Administration Records (EMARs) revealed:
-Oxycodone 10mg take 1 tablet every four hours
at 8am, 1Znoon, 4pm, and 8pm.

~Oxycodone 10mg take 1 tablet every four howrs
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as needed from 8pm to Bam.

-Scheduled dose administration was documentad
as four times a day as ordered.

-A total of 505 scheduled and as needed doses
were documented as administered from 2/26/15
{0 6/30/15.

Review of a physician’s order for Resident #2
dated 7/23/15 revealed oxycodone 10mg every
four howrs at 8am, 12noon, 4pm, and 8pm then
may give 1 tablet at 12midnight and 4am.

Review of Resident #2's July 2015 EMAR
revealed:

-Oxycodone 10mg take 1 tablet every four hours
at Bam, 12n00n, 4pm, and 8pm.

-Oxytodone 10mg take 1 tablet every four hours
as needed from 8pm to 8am from 7/1/15to
7122115,

-Oxycodone t0mg may give 1 tablet at
12midnight and 4am starting 7/23/15.
~-Scheduled dose administration was documented
as four times a day ss ordered,

i -A'total of 127 scheduled and as needed doses

were documented as administered from 7141510 -
TI2TI15,

Review of Resident #2's Delivery Mariifest for
oxycodone 10mg tablets revealed:

-1,260 tablets of oxycodone 10mg were
dispensed to the resident by the pharmacy from
2/26/15 to 7i24/15,

-180 doses of oxycodone 10mg tablets were
delivered on the following dates: 2/26/15, 3/23/15,
4120115, 5/12/15, 8415, 77115, and on 7/24/15.

Cbservation of Resident #2's oxycodone 10mg
tablet supply on hand on 7/27/15 at §:45am
revealed there were 271 tablets of oxycodone
10rng on hand..
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Review of the discrepancy records for the
pharmacy, EMAR and observation of medication
on hand for Resident #2 revealed:

-A total of 1,260 tablets of oxycodeone 10mg were
dispensed fo the resident by the pharmacy from:
2126015 07124115,

-Atotal of 632 scheduled and as needed tablats
were documented as administered from 2/26/15
to 724115,

-271 tablets were on hand in the medication cart.
~Resulting in a discrepancy of 357 oxycodone
10mg tablets.

-There was ne documentation of any tabiets
returned to the pharmacy.

Review of the controlied substance {C8S) logs on
hand for Resident #2's oxycodone 10mg tabiets’
revedied:

-CS logs were unavailable for oxycodons 10mg
tablets delivered on /26115, 3/23/15, 571218,
6/4115, and 717115, )

-GS log dated 4/20/15, pharmacy labeied with
quantity dispensed of 180 tabiets, entries
documented on C8 log as administered was for
80 tablets (5/17/15 8pm to 6/1115 4pm). No
further documentation concerning the ather 120
tabiets.

-A second handwritten CS log with administration
dates of 6/1/15 8pm to 6/30/15 12pm
(documented enfries for 90 tablets) was undated,
had.no prescription number, and had no
decumented quantity received for administration.
-A third handwritten CS log with administration
dates of 6/30/15 4pm to 7/8/15 8am (documented
entries for 23 tablets) was undated, had no
prescription number, and had no documented
quantity received for administration.

-C8 log dated 7715, pharmacy Iabeled with
quartity dispensed of 180 tablets, enfries

{

wehioaien Wa ok .

- B sencnstvadgy Wh%\'\ N
LTS fm W\%ﬁ%;}

: A VN0 R e 4
SO S Igeoe inofeiont

b cantroNed aALeanm e
2 oo o \eoed rror

CZ

Division of Health Service Regulation
STATE FORM

fflog

BEYZN

{f condinuation shaal 5 of 26




L

PRINTED: 08/11/2015

FORM APPROVED
DRivision of Health Service Redqulation
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CGRRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
FCLOT1327 B WING 07/29/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE. ZIP CORE
" - 36 SMITH GRAVEYARD ROAD
SOUNDVIEW ASSISTED LIVING # 1
ASHEVILLE, NC 28806
XHiD SUMMARY STATEMENT OF CEFICIENCIES fia} PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {EACH DEFIGIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY GR LSC IDENTIFYING INFORMATION) THG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
C 367! Continued From nage § G 367

documented on CS tog as administered wasfor 5
tablets (7/27/15 7pm to 7/28/15 Tam}. No further
documentation concerning the other 175 tablels,
-GS log dated 7/24/15 had two sheets with
guantity dispensed 90 fablets, phammacy labeled,
no entries documented as administered on either
log. ’

tnterview with Resident #2 on 7/28/15 at 8,30am
revealed:

-"I'm being cared for."

-1 get my pain meds on time."

"] have chronic lower back pain, since | broke my
neck 2 years ago.” )

~"My legs ache like hell” from chronic pain and
edema.

-Recently one of his physician's had adijusted his
pain medications and had disconfinued his
fentanyl patch (Used to control pain) and Percoget
{used to control pain) and said "if 1 could talk, |
wasn't in pain.”

~"F'm losing weight and can't sléep” because of
the pain.

-Another physician adjusted his pain medication
ragimen "about 2 month or more age™ and the
regimen now helps for about 45 minutes after
taking the pain medication "then the pain is back.”
-"I nezd to be put back on the fentanyl patch.”

-" got no life. Fm being tortured.”

-He had no problems with the care he received in
the facility. "They do what they can.”

~The resident was able o accurately identify the
shape, size, and color of gach of his ordered
controlled substance medications..

-Staff were administering his controlied
medications as they were ordered by the .
physician.

-A uring drug screen was performed by his new
physician on his first visit and the test did not
show any of his ordered controlled medications

Division of Health Service Regufation
STATE FORM 89 BFY21H 4 continuation sheet 6 of 26
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being in his urine.

-He had a repeat using fest "2 to 3 weeks agp”
and it "had meds in it."

- have fo sit in pain all the time.”

-"Pain slregses me out and causes me to take
more [anti-anxiety medication]”,

- glance at my meds each iime | get them.®

interview with the Administrator on 7/28/15 at
10:00am revealed:

-Resident #2's urine drug screen completed on
8/18/15 was negstive for any controlled
medications, .

-Residant #2's repeat urine drug soreen
completed on 7/21/15 was positive for controlled
medications.

Telephone interview with the facifity pharmacy on
7128115 at 10:10am revealed they had no record
of any refurned axycodone 10mg tablets for
Resident #2.

Refer to the interview with the Administrator on
7/27/15 at 10:46am.

Refer to the interview with the Administrator on
72715 at 3:11pm.

Refer to the interview with the Property Manager
on 7/27/15 at 4:00pm.

Refer to telephane interviews with the facility's
pharmaty on 7/28/15 at 11:00am and 1:45pm.

Refer to telephone interview with the facility's
contracied Licensed Health Professional Support
(LHPS) nurse on 7/28/15 at 11:11am.

2. Review of a physician’s order for Resident #2
dated 3/23/15 revealed morphine sulfate ER
Division of Health Service Regulation
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{used for slow release pain control) 15my 1 tablet
two fimes dally,

Review of 2 physician's order for Resident #2
dated 8§/18/15 revealed "discontinue morphine
sulfate ER 15mg 1 tablet every 12 hours.”

Raview of Resident #2's March, April, May, and
Jure 2015 EMARS revealed:

~Merphine ER 15mg 1 tablet twice daily at 8am
and 8pm.

-Scheduled dose administration was documented
twice daily as ordered.

-Atotdl of 174 scheduled doses were
decumented as administered from 3/23/15 at
8pm to 6/18/15 at 8am.,

Review of Resident #2's Delivery Manifest for
morphine sulfate ER 15mg tablets revesled:
-240 tablets of morphine sulfate ER 15mg were
dispansed to the resident by the pharmagy from
3/23/15 to 6/4i15,

-B0 tablets of morphine sulfate ER 15mg tablats
were delivered an the following dates: 3/23/15,
4121115, BMZM5, and 6/4/15.

-On 511315, delivered 54 tablets.

Review of the C35 logs on hand for Resident #2's
morphine sulfate ER 15mg tablats revealed:

-CS logs were unavailable for deliveries made on
3123115, 421145, and 6/4/15.

-GS log dated 5/12/15, pharmacy labeled with
quariity dispensed of 80 tablets, entries
documented on CS log as administered was for
27 tablets (6/5/15 8am to 6/18715 8am). No
further documentation concerning the other 33
iablets.

-C8 log with a handwritten date of 4/27/15,
pharmacy labeled with quantity dispensed of 54
tablets, entrigs documented on CS log as

Division of Health Service Reguiatian
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administered was for 53 tablets (5/8/15 8am to
6/4/15 8pm). No further documentation
concerning the other tablet,

Observation of Resident #2's medications on
hand on 7/27/15 at 8:45am reveated there was no
morphine sulfate ER 15mg tablets on hand.

Review of Resident #2's Drugs Returned to
Pharmacy form dated 6/18/15 revealed:

-33 tablets of morphine suifate ER 15mg were
docurmentad as returned to the pharmacy due to
discontinuation.

-There were two signatures on the bottorn of the
form verifying the accuracy of amount to be
returned fo the pharmacy.

Telephone interview with the facilify pharmaey on
712818 at 10:10am revealed:

-They had no record of any returned momphine
sulfate ER 15mg tablets for Resident #2.

-They coukd not find a copy of the Drugs
Returned to Pharmacy form dated 6/18/15.

Review of the discrepancy records for pharmacy,
EMAR, and observation of medication on hand
for Resident #2 revealed:

-A total of 240 tablets of morphine sulfate ER
16mg tablets were dispensead to the facility for
Rasident #2 from 3/23/15 to 6/4/15.

-0 doses were on hand in the medication cart.
-174 doses were documented as administerad
from 323/15 1o B85,

-Pharmacy denies recelving any retumed
momphine suifate ER 15mg tablets per interview.
-Resulting in a discrepancy of 65 morphine
sulfate ER 15mg tablets.

Interview with the Administrator on 7/27/15 at
10:48am reveaied:

Division of Heahh Service Reguiation
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-There were 33 urtacoounted for morphing sulfate
ER 15mg tablets for Resident #2.

-"We have documentation where they were
returned on our side, but the phamacy says thay
did not receive the medication."

Interview with Resident #2 on 7/28/15 at 9:30am
reveaied:

<“'m being cared for"

- get my pain meds on time."

-"{ have chronic fower back pain, since | broke my
neck 2 years ago.”

"My legs ache like hell” from chronic pain and
edema.

-Recently one of his physician's had adjusted his
pain medications and had discontinued his
fentanyl patch (used to conirol pain} and Percocet
(used te control pain} and sald "if F could talk, |
wasi't in pain.”

-"P'm losing weight and can't slesp” because of
the pain. )

-Another physician adjusted his pain medication
regimen “about & month or more ago” and the
regimen now helps for about 45 minutes after
taking the pain medication “then the pain is back.”
=" need to be put back oni the fentany! patch.”

<1 got no life. I'm being toriurad.”

-He had no problems with the care he received in
the faciiity. "They do what they can”

-The resident was able to acourately identify the
shape, size, and color of each of his ordered
controfled substance madications.

-Staff were administering his controtled
medications as they were ordered by the
physician.

~A uring drug screen was performed by his new
physician on his first visit and the test did not
show any of his ordered controfied medications
being in his urine.

-He had a repeat uring test °2 to 3 weeks ago®

Division of Heaith Service Regutation
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and it "had meds in it"

-1 have to sit in pain alf the time.”

~"Pain stresses me out and causes me to iake
more [anti-anxiety medication]”.

-"| glance at my meds each time 1 get them."

Interview with the Administrator on 772815 at
10:00am revealed:

-Resident #2's yrine drug screen completed on
6/18/15 was negative for any controlled
medications.

-Resident #2's repeat wrine drug screen
completad on 7/21/15 was positive for controlied
medications.

Refer o the interview with the Administrator on
782715 at 10:46am.

Refer to the interview with the Administrator on
712715 3t 3:1ipm.

Refer to the interview with the Properly Manager
on 727115 at 4:00pm.

Refer to telephone interviews with the facility's
phammacy on 7/28/15 at 11:00am and 1:45pm.

Referio telephone interview with the facility's
contracted LHPS nurse on 7/28/15 at 11 1tam.

B. Review of Resident #1's current F1.2 dated
3130715 revealed:

-Diagnoses included: cardiopulmonary disease,
adrenal mass, osteoporosis, history of mood
disorder, pneumonia, history of chronic opiate
use, history of stable pericardial effusion,
hypertension, and gastroesophageal reflux
disease.

-Admitied to the facility on 7/1/11.

Division of Health Servica Regulation
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Review of physiciar's order for Resident #1 dated
2124115 revealed oxycodone (used to control
pain) 5mg every 6 hours as needed for pain.

Review of physician’s order for Resident #1 dated
3730415 revealed oxycodone 10mg every 4 hours
at 8am, 12noon, 4pm and 8pm.

Review of Resident #1's March, April, May, June,
and July 2015 EMARs revealed:

~Oxycedone 5 mg discontinued on 3/2/15,
~There was ne documentation of any oxycodone
5mg tablets returned to the phammacy.

-Drder on 3/3/15 for oxycodone 10mg one tablet
every 4 hours &t Bamn, 12noen, 4pm and 8pm.

-A total of 581 scheduled dosagas were
documented on the EMAR as administered from
3/4/15 to 7127115,

-The EMAR indicated Resident #1 was agmitted
to thie hospital March 12 and 13, 2015 and March
27,28, 29 and 30, 2015.

Review of Resident #1's records revealed the CS
logs were missing for the oxycodone 10mg
tablets from 4/3/12 to 5/16/15 and 6/2/15 to
T35,

-Review of CS logs for Resident #1's oxycodone
10mg tabiet did not match the EMARS for the
number of times the medication was
administerad.

-The TS logs dated 3/2/15 to 4/2/15 did not have
the official prescription label and the preseription
was handwritten on the CS lng.

-According to the avaitable CS logs, out of 588
opportunities, 165 tablets of oxycodone 10mg
ware administered from 3/3/15 o 7/27/15.

Review of Resident #1's Delivery Manifast for
oxycodone 10mg revealed:

-800 tablets were dispansed by the pharmacy
Division of Heatth Service Regufation
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from 373115 to 6/28/15 and delivered ic the
facility.

~Prescription delivery dates and quantity were 120
tablets were delivered on 3/3/15, 4/2/48, 5/1/15,
5/30/15 and B/28/15.

Review of the discrepancy record for the
paharmacy, EMAR and observation of medication
on had for Resident #1 revealed:

-A total of 800 tablets of oxycodone 10mg were
dispensed to the resident by the pharmacy from
373115 to 6/29115.

-A total of 581 tablets scheduled were
documented on the EMARS as administered from
37315 to 7127115,

-A total of 165 tablets were documented on the
available CS logs, as administered from 3315 o
72718,

-11 tablets were on-hand in the medication cart.
~There was no decumentation of any tablets
returned to the pharmacy.

-Resulting in a discrepancy of 8 oxycodone 10mg
{ablets,

Interview with Resident #1 on 7/23/15 at 10:30am
revealed:

| have never ran out of my medications and | do
not miss any of my medication.”

- cannot tell you what every pill is, but we can
look at them if we want."

-l there Is an emergency and we run out of
medication the pharmacy will bring it.”

-“if | saw anything inappropriate | would report it
and they would be fired.”

-Resident #1 revealed no concerng about not
receiving medications or any concemns due to
pain other than the normal aging process.

interview with the Administrator on 7/27/15 at
9:00am revealed:

Division of Health Service Regulation
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-C5 logs missing for Residant #1's oxycodone
cannot be found. '

-The Adminisirator stated the control sheets are
not accurate and do not match the EMARS
because they are done by hand and not scanned
into the computer.

-The Administrator stated the control sheets look
as if they were completed in a hurry and not at
the time they were administering the medications
as policy states.

~The Administrator acknowledged the CS logs are
expected to be in the notebook designated for
control jogs at alt times once they are compieted.
-The Administrator would expect the property
manager to monitor this process.

Refer {o the interview with the Administrator on
1127145 at 10:46am.

Refer to the interview with the Administrater on
7/2715 at 3:11pm.,

Refer to the interview with the Property Manager
on 712715 at 4:.00pm.

Refer to telephone interviews with the facility's
pharmmacy on 7/28/15 at 11:00am and 1:45pm.

Refef to telaphane interview with the facility's
contracted LHPS nurse on 7/28/15 at 11:1tam.

C. Review of Resident #4's current FL2 dated
15115 revealed:

-Diagnoses included: Crohn's disease, abdominal
ascites, smali micro perforation, abdominal pain,
diarrhea, anxiety, thought disorder and insomnia.
-Admitted to the facility on 12/26/14,

1. Review of a physician's order for Resident #4
dated 372515 revealed clonazepam tmg at
Rivision of Heaith Service Regulation
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breakfast, lunch and bedtime (clonazepam is
used to treat seizure disorders or panic disorder).

Review of Resident #4's March, April, May and
June 2015 Electronic Medication Administration
Records {(EMARS) revealed:

-Clonazepam img at breakfast, lunch and
bedtime.

~-Scheduled dose administration was documented
as 8am, 12pm and Spm.

-A fotal of 253 scheduled doses were
documented as administered from 3/25/15 to
B6/17THE.

Review of a physician's order for Resident #4
dated 6/17715 revealed: :

-Discontinue clonazepam 1mg at breakfast, lunch
and bedtime.

-Clonazepam 1mg every day st bedtime,
-Clonazepam 1mg every day, as needed for
agitation.

Review of Resident #4's Juna and July 2015
EMARS revealed:

-Clonazepam 1mg every day at bedtime.
~Clonazepam 1mg every day as needed for
agitation.

~Seheduled dose administration was documented
8pm and every day as needed.

-A total of 53 schaduled and as needed tabiets
were documented as administered from 8/18/15
to 712715

Review of Resident #4's Delivery Manifest for
clonazepam Tmg tablets reveaisd: .
-390 tablets of clonazepam 1mg were dispensed
{o the resident by the pharmacy from 3/20/15 o
81818,

-Prescription delivery dates and quantities were;
3/20/15 delivered 80 tablets, 4/13/15 delivered 90
Division of Health Service Regulation
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tablets, 4/29/15 delivered 90 tablets, /30115
delivered 90 tablets and B/18/15 delivered 60
tablets.

Observation of Resident #4's clonazepam 1mg
tablat supply on hand on 7/127/15 at 2:45pm
revesaled there were 57 tablets of clonazepam
1mig en hand,

Review of the discrepancy records for the
pharmacy, EMAR and cbservation of medication
on hand for Resident #4 reveated:

-Atotal of 360 tablets of clonazepam 1mg were
-dispensed to the resident by the phammacy from
3/20/15 fo B118/15. :

-57 tablets were on hand in the medication cart.
-306 tablets were documented as administered
from 3/25115 to 7/27/15.

~Resulting in a discrepancy of 27 clonazepam
img tablets.

-There was no documentation of any tablets
returned to the pharmacy.

Interview with Resident #4 on 7/28/15 at 10:05am
revealed: ’

~He knew what his madications looked like.

-He gets his meds on fime.

-Staff were administering his confrofied
medications as they were ordered by the
physician.

~He recailed not taking 2 or 3 pm tablets of the
clonazepam and is working with his doctor to take
tlonazepam just once per day.

-Ha had no problems with the care he receivadg.

Review of the "Drugs Retumed to Pharmacy”
records provided by the facifity's pharmacy
revealed no record of returned clonazepam 1mg
tablets for Resident #4,

Division of Heaith Service Regulation
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Refer to the interview with the Administrator on
7127115 at 10;46am. '

Refer io the interview with the Adminisirator on
THTI5 at 3. 11pm.

Refer to the interview with the Property Manager
on 712715 at 4:00pm.

Refer to telephone interviews with the facility's
pharmacy on 7/28/15 at 11:00am and 1:45pm.

Refer to telephone interview with the facility's
contracted LHPS nurse on 7/28/15 at 11:11am.

2. Review of a physician's order for Resident #4
dated 6/22/15 revealed Adderall 10mg every
moming.

Review of & physician's order for Resident #4
dated 6/26/15 revealed an order o discontinue
Adderall 10mg every morming.

Review of Resident#4's June 2015 EMARs
revealed:

-Adderall 10mg every morming.

-Scheduled dose administration was documented
as fam.

-Atotal of 2 scheduled doses were documented
as administered on 6/25/15 and 6/26/15.

Review of Resident #4's Delivery Manifest for |

Adderall 10mg tablets revealed 30 tablets were
dispensed and delivered to the resident by the

phammacy on 6/25/15,

Interview with Resident #4 on 7/28/15 at 10:0bam
revealed:

-He knew what his medications locked lika.

-He gets his meds on time.

Division of Health Service Regulation
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-Staff were administering his controlied
medications as they were ordered by the
physician.

-He had quit taking the Adderall because it was
upsetting his stomach.

-He had no probiems with the care he received.

Observation on 7/27/15 at 2:45pm revealed there
were no Adderall 10mg tablets for Resident #d's -
on-hand in the medication cart or in the locked
storage awaiting return to the pharmacy,

Interview with the Administrator on 7/28/15 at
10:20am revealed:

-There was no C3 log for Resident #4's Adderall.
-She did not know the reason for the missing CS
log.

-There was no documentation of the Adderall
being refumad fo the pharmacy.

-She did not know the reason for the missing 28
Adderall tablsts,

Review of the "Drugs Returned fo Pharmacy”
records provided by the facility's pharmacy
revealed no record of returned Adderall 1mg
tablets for Resident #4.

Refer to the interview with the Administrator on
7127115 at 10:4B6am.

Refer to the interview with the Admfﬁistrator on
7127115 at 3: 11pm.

Refer to the interview with the Properly Manager
on 727145 at 4:00pm.

Refer to telephone interviews with the facility's
pharmacy on 7/28/15 at 11:00am and 1:45pm,

_ Refer to telephone interview with the facility's
Division of Health Service Regulation
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contracied LHPS nurse on 7/28/15 at 11:1tam.

D. Review of Resident #3's current FL2 dated
B/5/M15 revealed:

-Diagnosss inciuded: high blood pressure,
gastroesophageal reflux disease (GERDY), thyroid
disorder, chronic pain, schizoaffective disorder.
~Lorazepam 0.5 mg twice daily {forazepam is
used to treat anxisty digorders).

-Admitted to the facility on 71711,

Review of a physician’s order for Resident #3
dated 3/9/15 revealed lorazepam 1mg twice daily.

Review of Resident #3's March, April, May and
June 2015 EMARSs revealed:

-Lorazepam 1mg twice daily.

-Scheduled dose administration was documented
as 8am and 8pm.

-A totat of 184 scheduled doses were
documented as administered from 3/1/15 to
B/5/15,

Reviaw of Resident #3's Delivery Manifest for
lorazepam tmg tablets revealed:

-300 tablets of lorazepam 1mg were dispensed to
the resident by the pharmacy from 3/7/151t0
5/28/15.

-Prescription delivery dates and quaniities were
60 tablets delivered on 3/7/15, 3/21/15, 4113115,
817115 and 5/29/15,

Review of the discrepancy records for the
phamacy, EMAR and observation of medication
on hand for Resident #3 revealed:

~Afotal of 300 tablets of lorazepam Tmg wers
dispensed to the resident by the pharmagcy from
3/7/15 to 5/28M5.

-194 fablets were documented as administered
from 3/1115 {0 67515,

Ditvision of Heatlth Service Regulation
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-There were no lorazepam 1mg tablets on hand
in the medication cart.

-There was documentation dated §/18/15 of 24
lorazepam 1mg tablets returned to the pharmacy,
-Resuiting in a discrepancy of 82 lorazepam 1mg
tablets.

Review of the GBS logs on hand for Resident #3's
lorazepam 4mg tablets revealed CS logs were

unavailable for lorazepam 1mg tablets delivered
on 37715, 3121/15, 4113115, 57115 and 5/28/15.

Review of Resident #3's June 2015 and July
2015 EMARS revealed:

-Lorazepam Q.5mg twice daily.

-Scheduled dose administration was documented
as Bam and 8pm.

-A total of 89 scheduled tabiets were documented
as administersd from 6/6/15 to 7727115,

Review of Resident #3's Delivery Manifest for
torazepam 0.5mg tablets revealed; -

-180 tablets of lorazepam 0.5mg were dispensed -
o the resident by the phamacy from 6/6/15 to
T20115,

-Prescription delivery dates and quantities were

&0 tabtets delivered on 6/5/15, 6/24/15 and
712015,

Obsearvation of Resident #3's lorazepam 0.5mg
tablet supply on hand on 7/27/15 at 1:40pm
rovealed there were 85 tablets of lorazepam
0.5mg on hand.

Review of the discrepancy records for the
phamacy, EMAR and observation of medication
on hand for Resident #3 revealed:

-Atotal of 180 tablets of lorazepam 0.5mg ware
dispensed to the resident by the pharmacy from
B/515 to 7/20M5.

Division of Heaith Service Reguiation
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-85 tableis were on hand in the medication cart.
-89 tablets were documented as administered
from 6/8/15 to 7/27/15.

-Resulting in a discrepancy of & lorazepam $.5mg
tablets,

~There was no documentation of any tablets
returned to the pharmacy.,

Review of the TS logs on hand for Resident #3's
lorazepam 0.5mg tablets revealed:

-G8 logs were available for lorazepam 0.5mg
tablets delivered on 6/5/15, 6/24/15 and 7/20/15.
-No discrepancies noted.

Interview with Resident #3 on 7/23/15 at 11:30am
revealed: :
-He knew what his medications looked like.

-He gets his meds on time.

-Gtaff were administering his controlled
medications as they were ordered by the
physician.

-He had no problems with the care he received.

Refar to the interview with the Administrator on
772715 at 10:48am,

Refer to the interview with the Administrator on
TRTNS at 3 11pm.

Refer to the interview with the Property Manager
on 7/27/15 at 4:00pm,

Refer to telephone interviews with the facility
phamacy on 7/28/15 at 11:00am and 1:45pm.

Refer to telephone intervieaw with the faciiity's
contracted LHPS nurse on 7/28/15 at 11:11am.

Interview with the Adminisirator on 7/27/15 at
10:48am revealed:
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-"We have a meeling setup with the pharmacy to
work out how to tighten up control [substance]
handling.”

-There were "holes” in the system with the
procedure of returning controlled substances to
the facility pharmacy.

-Whert 2 controlled substance needed to be
returned to the facility phamacy, staff were
instrucied fo fill out a retum sheet and staple it to
ihe conirol sheet and place in pharmacy tote.
-When the driver from the pharmacy arrived to
the facility, the driver would remove numbered
ties securing tote for staff to remove medications
for the facility.

~Then returns were 10 be put back in the tote and
facility staff and driver watched as numberad ties
are put back on the tote.

“"Holes” in the system for managing controfled
substances could oceur if the driver says hefshe
didn't have a set of ties to re-gecure the tote in
front of facility staff, but had "extra ties in the car”
and staff don't actually watch the tote being
properly secured,

~Diivers could take advantage of staff who did not
know what they should watch with medication
returns.

-The return tote securing numbered ties are not
two person verified.

-5taff and driver should witness tie numbars
applied on return tote and document, otherwise
the driver could cut ties and reapply different ties
gaining access {o the fote.

Interview with the Administrator on 7/27/15 at
3:11pm revealed:

-She had confronted the former full-time
Supervisor In Charge {8IC) in the facility back on
7122115 and asked him why some of the conirol
sheets were missing.

-The SIC was "very fidgety.”
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-"That's when he told me he had some of control
sheets in the kifchen and something was spilled
on some of them 5o he threw them ot

~When the Administralor asked the SIC about
why there was white out on some of the control
shegts the SIC told her 'l need more training”’
~The Adminisirator told the SIC that was "ot an
excuse since he had been a med tech for 8
yoars.”

interview with the Property Manager on 7/27/15 at
4:00pm revealed:

~-She looked at the controlled medication bubble
packs and C§ logs "weekly" for all the controlled
substances stored in the facility medication cart
-She checked the tablets given on the CS log
matched the ordered tablets on the EMAR.
-“Sometimes” she checked controlied substance
supplies on hand, and at other times she checked
the supplies of all medications on hand in the
medication cart.

-C5 legs should have a pharmacy label.

-A handwritten €8 log would only occur when a
medication was supplied by the Veterans
Adminisiration.

-"We have had the pharmacy not send a control
shaet” when they sent a bubble pack of a
controlled substance.

-8he had been unaware of the missing CS logs,
handwritten C8 logs, and inaccurate count down
€8 Iogs for all the residents with orders for
controlied substances in the facility.

Telephone interview with the facility pharmacy on
712815 ot 11:00am revealed:

~Returned medications from non-skilied facilities
are destroyed at the pharmacy.

-May 20, 2015 was the last ime medications
were destroyed,

-He would look for medications returned from the
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facility and provide documentation of his findings.
-"If any medications were retumed they should be
in our possession.”

Second telephone interview with the facility

phammacy on 7/28/15 at 1:45pm reveated:

-He had found "some" documentation of returned

medications. fram the facility to the pharmacy.

~“There still are some items missing.”

-He had no explanation for the discrepancies

between what the facility was reporting and what
they had at the pharmacy.

Telephone interview with the facility's contracted
nurse who performed medication reviews on
7/28M5 at 11:11am revealed:

-She started employment at the facility's
contracted pharmacy in June 2015 and just
recently began completing the pharmacy reviews.
-She dJid recali being at the facility and complating
the medication reviews.

-She would review medications guarterly.

~She would compare the EMARS to the orders.
-She would check on medication availability,
counts and date.

-5She would check lab work for any diabetic
residents or other residents as needed.

-She wouid check controlled substznces counts,
documentation and what medications were
on-hand matched what was documented.

-If there were any issuas, she would note that on
the pharmacy review form,

-She would aiso conduct any L HPS reviews while
at the facility.

A plan of protection was recaived from the facility
on 7/27/15 and inciuded the following:
-Controlled medications will be monitored by
administrative staff weekly with copies of records
faxed to main office for reconciliation during
Division of Health Service Regulation
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follow-up menitoring.
-Administrative staff will communicate directly
with the pharmacy each time & controiled
medication is refumed,
-Staff in the home have been remaved.
-Administrative staff will do documented visits to
residents weekly.
-Staff will sign control sheet whenever the
{medication) can is released belween medication
aides.
-A {control) sheet without any releases or
signatures from a second medication aide will be
an alert for adminisirative staff to investigate
further.
CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED SEPTEMBER
12, 2015,
C 912 .8, 131D-21(2) Declaration of Residents' Rights Co2

(.8, 131D-21 Declaration of Resident's Rights
Every resident shall have the foliowing rights:
2. To receive care and services which are
adequate, appropriate, and in compliance with
relavant federal and state laws and rules and
regulations,

This Rule is not met as evidenced by:

Based on observation, inferview and record
review, the facility failled to assure that every
resident received care and services which are
adequate, appropriate and in compliance with
relevant faderal and Siate laws and rules and
teguiations as related to accurate reconciiation of
controlled medications.

The findings are:

dliels
PER FlEarfont CommupicATON
METH THE  ASMIRISTEATOR,
Rerer 1 TAGC3YT  aleds
104 NeAe . 10080 for
Pl oF COLLERTTN
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Based on observalion, interview, and record
raview, the facility falled to assure accurate
reconciliation and readily refrisvable records for
the recelpt, administration, and disposition of
controlled substances which included oxycodone,
morphirg sulfate ER, clonazepam, adderall and
lorazepam resulting in amounts which ranged
from 8 to 357 tablets of oxycodone of the
controlfed substances being unaccounied for 4 of
4 sampled residents (Residents #1, #2, #3, and
#4) [Refer to Tag 367, 10A NCAC 136G .1008(a)
Controlled Substances (Type B Viotation)].
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