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D 000 Initial Comments D 0co

The Adult Care Licensure Section and the
Alexander County Deparfment of Social Services
conducted an annual survey and complaint
investigation on December 7 - 11, 2015 and
Cecember 14, 2015, The complaint investigation
was initiated by the Alexander County
Department of Social Services on July 24 2015,

D 101 10A NCAC 13F .0309{b)(c) Plan For Evacuation D101 Rule  [0A NCAC 13 F.0309
(LY()Plan For

10A NCAG 13F .0308 Plan For Evacuation . \
Evacuowtion witl

{t) There shall be rehearsals of the fire plan

quarterly on each shift in accordance with the be et b | +he
requirement of the Jocal Fire Prevention Code e (l 4 .
Enforcement Official. totlowing:
{c) Records of rehearsals shall be maintained
and copies furnished to the county department of v F{ e d il rCh&U-‘(.SO-rlS
social services annually. The records shai! .
include the date and time of the rehearsals, the Wil loe. hC\d waritr N
shift, staff members present, and a short on e ach Shy M
description of what the rehearsal involved. 0L Co .
This Rule shall apply to new and existing Yd ance Witk ‘H"\Qa
facilities. reéguivements of i,
local Fire Prevention
This Rule is not met as evidenced by: Co d,c, QH‘FD e me,h-l. \ I HI G
Based on observations, interviews, and record pEdlep '
reviews the facility falled to assure rehearsals of ﬁ\ cal Gng récor CL'S
the fire plan were performed quarterly on each of reheavsels Will e
shift in accordance with the requirement of the fMaoin +a.‘ .
focal Fire Prevention Code Enforcement Official. ined an d CopieS

-Fu.vm’s\ch +o Hoe 1ocal

The findings are: counhy d cgar+m¢h+
Review of the facility's Fire Dril Schedule forms of 50 cogl Crvices

revealed: dnrnuwoliy . .
-They had 13 fire rehearsals from 3/15/15 to . ! QC Por+5 Wi ]
12/7115. Include, clade, + e,
-Twelve fire rehearsals on the 6:00am to 6:00pm Cont,
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Continuad From page ‘Shl(..}, staff aD!’ES'@M‘}
! - shif, .
; 355 at 10:15am Ond a brjef
f ' 4/8/15 at 9:30am de scriptien of What
. 4/20/15 at 11:00am Yoo K, 5
5/10/15 &t 11:00am o Place .
524/15 at 10:00am
9i22A15 at 10:00am
10/6/15 at 2:00pm Dirvector vill
10/14415 at 11:00am " 2 v \ A .
+o re ¥
1/04/15 at 2:00pm O J{—I i' l ( S
11/18M5 at 10:30am oy +wl\1 per shif+.
M/23/15 on 1st shift (a0 time documented)
12/04115 at 9:00am -
-Cne fre rehearsal on the 5:00pm ta 6:00am A M E 1/\/ L/J‘ o D
shift.
&/18/15 at 3:30pm 3(4 -“J B 7 .
; ; 7 TE A
e Y.l
. Interviews with residents during the survey W}é / r
: ' ravealed; K Zﬁ
|

| -One resident stated she had livad at the facility W
for 2 years and rermemberad only 2 fire dritts, %

. -Another resident stated there had been 2 fire

| drifls in December 2015,

-Athird resident stated “wa have fire drills about

once or twice a month *

Random interviews with staff durirg the survey
revealed:

-There had only been 2 fire rehearsals in the past
i nine months, ane in November 2015 and one in

{ Cecember 2015.

; -There had never been any fire rehearsals dene

! since staff was hired.

Interview with the Direclor on 12/14/15 at 4:07pm
; revealed "l try to have fire drills once per quarter
on each shif."

—— e ——— i ———— e}
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113 10A NCAC 13F .0311(d) Other Requirements D113

10A NCAC 13F .0311 Other Requirements

{d) The hot water systemn shall be of such size to
provide an adequate supply of hot water to the
kitchen, bathrooms, laundry, housekeeping
closets and soil utifity room. The hot water
temperature at all fixtures used by residents shall
be maintained at & minimum of 100 degrees F
(38 degrees C} and shall not exceed 116 degrees
F {(46.7 degrees C). This rule applies to new and
existing facilities,

This Rule is not met as evidenced by:

Based on observations, record reviews, and
interviews, the facility failed to assure hot water
temperatures were maintained at 1 tub and 2
sinks used by residents at a minimum of 100
degrees Fahrenheit.

The findings are:

A tour of the facility on 12/7/15 revealed:

- At 10:32am, the water temperature in the sink of
the women's half bath beside resident room #6
was B0 degrees Fahrenheit. A recheck of the
temperature of this sink at 2:40pm revealed a
temperature of 80 degrees Fahrenheit.

- At 10:45am, the water temperature in the sink of
the full bath with the walk in whirlpool tub was 78
degrees Fahrenheit. A recheck of the
temperature in this sink at 2:35pm revealed a
temperature of 80 degrees Fahrenheit.

- At 10:47am, the water temperature in the
whirlpool tub was 80 degrees Fahrenheit. A
recheck of the temperature in the whirlpoo! tub at
2:37pm revealed a temperature of 82 degrees
Fahrenheit.

Rule IDA NCAC I3F
0311 (d)

Will e met by the
followWing .
- Tlhe \no}j wWater syster
will ade uod*cl\l provide
+he su pcf( of hot
watev +o +he Kitchen,
bo_/-’rhroomg’ lfxundr\.’,
house Keeping closets
and Soil w '\t"h} rotm .

Hot Watey +em Pe,ra,quve.
Checks Will he
c.omP\e,s,bd Wtcv\lq to

ensure +hot
‘\‘CW\P&YW“U—Y{% avye
Maintained ot a
Minimurs 0fF (00°F,
and  shatl ot
€xceed I\ F.

ml?\o[ 5
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revealed:

- At 8:10am, the waler temperature in the
wormen's half bath sink was 82 degrees
Fahrenheit.

- At 8:13am, the water temperature in the sink of
ine bath with the whirlpco) tub was 82 degress
Fahrenheit.

- At B:16am, tha water temperature in the
whirlpool tub was 84 degrees Fahrenheit.

" Confidenfial interview with a resicent revealed:

- The temperature of the whirlpog! tub was too
cold, and hzd been that way for about 2 months.

- The resident had arthritis, and the whiripool tub
relped the arthritis pain.

- The resident had tod the facility dizector but was
not sure of the exact date.

Interview with the facility Administrater on 12/7/15
at 2:45pm revealed:

- He was unaware of the low water temperatures
in those bathrooms.

- The fadility hiad 5 different hot waier heaters and
he believed these two affecled bathrooms were
an the same hot water heater.

- Mo resident had complained o him about hot
waler temperaturas.

Interview with the facility Directar on 12/7/15 at

i 247pm revealed no resident had complained

about the water temperaturas and a plumber
would be called lo correct the prablem.

Review of the facifity's water temperafure icgs
revesiad:
- On B/19/15 at 4pm, the water temperatures in

. the whirlipoot tub and sink were beth 100 degrees

Fahranheit.
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D 113 Continued From page 4 D113

- On 9/9/15 at Bpm, the water temperatures in the
whiripool tub and sink were both 100 degrees
Fahrenheit.

- 0On 10/12/15 at 7:3Cpm, the water temperatures
in the whirlpoot tub and sink were both 95
degrees Fahrenheit.

- On 11/12/15 at 5pm, the water temperatures in
the whirlpool tub and sink were both 95 degrees
Fahrenheii.

- On 12/7115 at Bpm, the water temperatures in
the whiripool tub and sink were both 80 degrees
Fahrenheit, with a notation stating, "possible
heating efement malfunction, will recheck on
12/8/15."

Review the water temperature logs ravealed the
sink temperature in the women's half bath was
not menitored.

Confidenrtial interview with facility staff revealed:
- She assisted residents with baths in the
whirlpool tub, and the water temperatures did not
feel cool to the touch.

- Residents had never complained abaut the
water being too cold, although 1 resigent in
particutar would like the water warmer.

- It took the hot water "a while to recover, about
15 to 20 minutes." if another resident had just
taken a shower.

Interview with the plumber on 12/8/15 at 9:30am
revealed:

-The mixing valve was not operating properly.
-The mixing valve on the affected water heater
was badly corroded and was replaced today.

A recheck of the water temperatures on 12/9/15
revealed:

- At 10:50am, the hot water temperature in the
sink of the whirlpool tub bath was 106 degrees
Division of Health Service Ragulation
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70A NCAC 13F 0406 Test For Tuberculosis
{a} Upon empioyment or living in an adult care
home, the administrator and all other staff and

; any live-in ron-residents shall be tested for

tuberculosis disease in compliance with control
measures adopted by the Commission for Health
Services as specified in 10A NCAC 41A .0205

i including subsequent amendments and editions,

Copies of the rule are available 2t fo charge by
contacting the Department of Heaith and Hurmar
Services Tubercuiosis Control Program, 1902
Mait Service Center, Raleigh, NG 27899-1902.

This Rule is not met as evidenced by:
Based on interviews and recoid reviews the

 fagility failed to assure that upon employment 1 of

3 sampled staff (Staff ) was tested for
tubercuiosis disease in compliance with control

i Mmeasures adopled by the Commission for Health

Senvices,
The findings are:

Review of Sla¥ U's employment record ravealed:

. -Staff D was hired on 12/26/14 as a Medication
: Aide (MA).

-A "Record of Tuberculosis (TB) testing" farm
contained documentaticn of a TH test teing
administered on 5/28/15, but there was no
documented results.
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D113 Continued From page 5 D113
| Fahrenheit.
, - At 1:52am, the hot water temnperature in the
| whirkpool tub was 108 degrees Fahrenheit.
| - At1D:58am, fhe hot water temperature in the
sink of the women's half bath was 104 degrees
Fahrenheil.
' i l\ & :
D 131| 10A NCAC 13F .0406(a) Test For Tuberculosis ot |Rule ! DA NLAC 12 ,

040k (L)
Witl be. met v ¥he
L ollowing '
< Sta Wil have
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D 131| Continued From page 6 D13t

-Na further documentation for TB testing.

interview with Staff D revealed:
-She had one TB test on 5/28/15.
-The results were never documented.

Interview with the Director on 12/11/15 at 4:00pm
revealed:

-Staff D had one TB test administered while
employed at the facility, but the test results had
never been documented by a Registered Nurse.
-It was the responsibility of the Director to ensure
TB testing was performed on all employees.

Review of facility's policy on TB testing revealed:
-The 2 step process involves administering an
intra-dermal tuberculin skin test {TST) upon hire
far persons who cannot provide a documented
negative TST within the previous 12 months; if
the first reading is negative, administer a 2nd test
in 2-3 weeks, and record the 2nd reading.

-The first skin test on the two-step process should
be completed prior to employment.

D 176) 10A NCAC 13F .0601 (a) Management Of D176
Facilities

10A NCAC 13F .0601Management Of Facilites

(a) An adult care home administrator shall be
responsible for the total operation of an adult care
heme and shall also be responsible to the
Division of Health Service Reguiation and the
county depariment of social services for meeting
and maintaining the rules of this Subchapter.

The co-administrator, when there is one, shall
share equal responsibility with the administrator
for the operation of the home and for meeting
and maintaining the rules of this Subchapter.

Division of Health Service Regulation
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The term administrator alsc refers 1o
co-administrater where it is used in this
Subchaptar.

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

. Based un chservations, interviews, and record

reviews, the Administrator failed o assure the
iotal operation of the facility met and maintained
rules related to management of the faciiity, fire
drills, water ternperatures, tuberculosis testing of
staff, resident assessmerts, personal care and
supervigion, acliviies, exploitation, centrolled
srug recard keegping, reporting to the Heafth Care
Personnel Registry {HCPR), and reparting to
rhameacy.

The findings are;

Interview with the Director on 12/14/15 at 4:07prm
revealed:

-The Administrator was present in the facility
about twice a waek.

-The Administrator was not involved with resident
care.

-The Administrator routinely delegated
management tasks and respensibilifies to the

. Director.

Interview with the Adminisirator on 12/14/15 a1
5:00pm revealed:

-He was in the facility 2 to 3 days per week.

-"l oversee the total operations of the facility.”

Areas of nen-compliance identified during the
survey were:

i A. Based on abservations, interviews, and racord
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. reviews the facility faided to assure rehearsals of
the fire plan were performed guarterly on each
shift in accordance with the requiremant of the

| looat Fire Prevention Code Enfercement Official.

| [Refer to D 101, 10A NCAC 13F .0308(k){c) Plan

. For Evacuation]

B. Based on observations, record reviews, and
interviews, the facility faited to assure hot water
temperatures were maintained at 1 tub and 2

. sinks used by residents at a minimum of 10¢

. degrees Fahrenheil.[Refer to D 113, 10A NCAC
: 13F .0311(d) Other Requirements]

C. Based on interviews ano record reviews the
{acility failed to assure that upon employment 1 of
5 sampled staff {Staff D) was tested for
tubercuiosis disease in compliance with controt

i measures adopted by the Commission for Health
Sendces. [Refer to D 131, 10A NCAC 13F
.0406{a) Test For Tuberculesis]

D. Based on interviews and record reviews, the
tacility fated to assure assessments for 9 out of
14 residents (#1, #2. #3, #4, 46, #9 #10, #12,
and #13) were complated within 30 days following
admission and at least annually thereafter using
an assessment instrument established by the
Department or an instrument approved by ‘he
Department based cn it containing at least the

. same information as required on the established
instrument. [Refer to D 284, 10A NCAC 13F
£801(b) Resident Assessment)

|

: E. Based on irferviews and record raviaws, the

I faciity failed to provide supervision for 1 of 14
sampled residenis {Resident #7) who
demansirated sexually inapprapriate behaviars
towsrds 2 residernts (Resident #2 and Resident

. #14). [Refer to D 270, 10A NCAC 13F .0901(b)
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D 176 Continued From page 9 D176

Personal Care and Supervision, (Type B
Violation. )

F. Based on observations, interviews, and record
reviews, the facility failed to assure a minimum of
14 hours of planned group activities per week
were scheduled that include activities that
promote socialization, physical interaction, groug
accomplishment, creative expression, increased
knowledge and learning of new skills [Refer o D
317, 10A NCAC 13F .0905(d} Activities Program]

G. Based on observations, interviews, and record
reviews, the facility failed to assure that each
resident shall have the opportunity to participate
in at least one outing every other month, [Refer to
D 319, 10A NCAC 13F .0905(f) Activities
Program}

H. Based on observations, record reviews and
interviews, the facility failed to assure 2 of 6
sampled residents (#1 and #5) were free from
exploitation by diversion of their controlled
medications by staff. (Zolpidem 10mg and Noree
5/325.) [Refer to D 338, 10A NCAC 13F 0909
Resident Rights, (Type B Violation.)]

|. Based on chservations, record reviews, and
interviews, the facility failed to assure
accountability of controlled drugs as evidenced by
the failure to assure accurate records of the
receipt, administration, and disposition of
controlled drugs for 4 of & (#1, #4, #5, and #11)
sampled residents. [Refer to D 392, 10A NCAC
13F .10C8(a) Controlled Substances, (Type B
Viclation.)]

J. Based on observations, record reviews and
inferviews, the facility failed to report suspected
diversion of controlled drug medications by staff
Division of Health Service Regulaticn
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to the dispensing pharmacy for 2 of 6 (#1 and #5)
sampled residents. (Zolpidem 10mg and Norco
5/325.) [Refer 10 D 399, 10A NCAC 13F .1008(h}
Controlied Substances)

K. Based on observations, record reviews and
interviews, the facility failed fo investigate and
report 3 suspected staff (Staff A, Staff G, and
Staff H) who had allegations of controlled drug
diversion to the Health Care Personne! Registry
(HCPR). [Refer to D 438, 10A NCAC 13F .1205
Health Care Personnel Registry, (Type B
Violation.)]

A Plan of Protection was submitted by the facility
on 12/14/15 that included:

-The Administrator will take a more detailed
involvement in the management of the facility.
-The Administrator will work to correct the items
that are out of compliance, to get them into
compliance, and stay in compliance.

~The Administrator will continue to monitor all
areas to maintain and protect the residents from
harm.

-The Administrator will work with the Director to
ensure the residents are kept safe at all times.

DATE OF CORRECTION FCR THIS TYPE B
VIOLATION SHALL NOT EXCEED JANUARY 28,
2016.

10A NCAC 13F .0801(b) Resident Assessment

10A NCAC 13F .0801Resident Assessment
{b) The facility shall assure an assessment of
each resident is completed within 30 days
following admission and at least annually
thereafter using an assessment instrument

D176

0254
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established by the Department or an instrument
approved by the Department based on it
containing at least the same information as
required on the established instrument. The
assessment to be completed within 30 days
following admission and annually thereafter shail
be a functional assessment to determine a
resident's leve! of functioning to include
psychosocial well-being, cognitive status and
physical functioning in activities of daily living.
Activities of daily living are bathing, dressing,
persanal hygiene, ambulation or locomotion,
transferring, toileting and eating. The
assessment shall indicate if the resident requires
referral to the resident's physician or other
licensed health care professional, provider of
mental heaith, developmental disabilities or
substance abuse services or community
resource.

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to assure assessments for 9 out of
14 residents (#1, #2, #3, #4, #6, #9, #10, #12,
and #13} were completed within 30 days following
admission and at least annually thereafter using
an assessment instrument established by the
Depariment or an instrument approved by the
Department based on it containing at least the
same information as required on the established
instrument.

The findings are:

A. Review of Resident #1's current FL2 dated
11117/15 revealed diagnoses which included:
neuropathy. ostecporosis, and depressive

disorder.

Review of Resident #1's record revealed:

Rule I0A NCAC 13F

0§01 (b)) Resident

AsSCSSman“r Wil ke
et b\] +he -Fo!lOth\(j "

AWV residenY assessments
Wil be cormpleted within
30 days of admission ang
comple fed annually
Haere afder USTAH an
aAs5¢sSment ns ment
established by +he
chox%—an-l- oy an
instrument O.,Pvpm\/bd-
b\ e departrent
based on i+ C-°ﬂ+ainfn3

at least Hhe Sarme
infer mothon require

cont.
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-There was no current Resident insHumen 1. The
AssessmenyCare Plan. A55eS55vmen + COW\P]L#’C‘
-An admission date of 6/23/09. Withim 30 d“‘l S
Interview with Resident #1 on 12/07/15 at Lol lowr r‘\a odm i ssion
10.00am revealed she required the use of a aAnd a ually, witl be
wheelchair for ambulation. a. funetonal | g sess ment
Refer to interview with Director on 12/14/15 at to deder mine Y
16:45am. resvdents’ level of
B. Review of Resident #2's current FL2 dated -F'uhc,h' oning in achviles
10/27/15 revealed diagnoses which included: of day \\{ Livs . basHn;
major depression and post traumatic stress d T } nfj o
disorder. vessina, pevsonal
_ hyaien . O..mbu.la.,h‘gn
Review of Resudgnt_#Z s Resident Register Or \D oo ""fDY'\
revealed an admission date of 8/01/09. ' ) )
Svans fovvi nj, loilehng,
Review of Resident #2's assessment and care Q_nd ﬁ&:‘h nos
plan dated 2/13/14 revealed: ‘ The. CLSSC;? sreRE Wil l 25/[{;
-She was verbally and physically abusive. ’ d : +€, ._F_ d 'i
-She was injurious to self and property. INnaos ! he vesyden
-She recsived mental health services and requivesS redfovval 4o Hhel
medications for mental iliness. re ‘od th+§' ‘r\\{ S1rcanm Or
-Required limited assistance with toileting, . h :
Ha 3 eot+h
ambulation and grooming. © ev ’ i d o
-Required extensive assistance with bathing and Cavye ‘P\”D'F‘f-ﬁS \'l:nrma_,lJI PYOV\'d?J
d ing.
ressing Of mental heoldh,
Refer to interview with Director on 12/14/15 at devel op mental Avsapil;hes
10:45am. or Substunce alouse
C. Review of Resident #3's current FL2 dated Sevrv (eSS Or communiy \\!
6/2/15 revealed diagnoses which included: rmild ressuwroe. .
mental retardation, impulse control disorder,
gastroesophageal reflux disease, hypothyraidism,
seizure disorder and seasonal allergies.
Review of Resident #3's Resident Register

Division of Health Service Regulation
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revealed an admission date of 8/24/17.

Review of Resident #3's record revealed an
assessment and care ptan dated 10/13/14.

. Refer to interview with Director an 12/14/15 at
10:45am.

D. Review of Resident #4's F2 daled 10/615
revealed:

-Oiagnoses of parancid schizophrenia,

[ hypertension, and abesity.

-An admission date of 7/9r10.

Review of Resident #4's record reveaisd there
- wag no curent Resident Assessment/Care Plan,

Refer to interview with Director an 12714/15 at
1C:4bam.

! £ Review of Residenrt #5's FL2 dated 3/12/15

- revealed:

-Oiagnoses of schizoaffective disorder and mi'd
mental retardation.

Review of Resident #5's Resident Register
revealed an admission date of 8/19/14.

, Review of Resient #6's recond reveaied there
| was no current Rasident Assessment/Care Plan.

Refer to interview with Director or 12/14/15 at
10:45am.

F. Review of Resident #9's FL2 dated 10/26/15
revealed:

' -Diegnoses of schizophrenia, insulin dependent
ciabetes mellitus, and seizure disorder.

| Review of Residen! #6's Resident Register

:Dircd-or Wh\ 1v'\ornl+-or
Resident A““’bm&‘\"'s
ot ever O drg 5519 n,
whnerm o S\W'JV'\'\ Cand l
Changt ©clurs and
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revealed an admission date of 5/20/14.

Review of Resident #9's record revealed an
assessment and care plan dated 5/26/14.

interview with Resident #9 on 12/7/15 at 9:45am
revealed he was independent with activities of
daily living (ADL) and only required assistance
with medicaticns.

Refer to interview with Director on 12/14/15 at
10:45am.

G. Review of Resident #10's FL2 dated 10/24/15
revealed:

-Diagnoses of diabetes mellitus, mental
retardation, and chronic obstructive pulmonary
disease.

Review of Resident #10's Resident Register
reveaied an admission date of 10/01/C8.

Review of Resident #10's record revealed there
was no current Resident Assessment/Care Plan.

Refer to interview with Director on 12/14/15 at
10:45am.

H. Review of Resident #12's current FL2 dated
1/16/15 revealed diagnoses which included:
mederate mental retardation and major
depression,

Review of Resident #12's Resident Register
revealed an admission date of 3/01/08.

Review of Resident #12's assessment and care
plan dated 10/13/14 revealed:

-She was verbally abusive at times, resisted care,
and had disruptive behavior.

Division of Heaith Service Regulation
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-She required supervision related to her behavior.
-She received mental heaith services ang
medications for mental iliness.

-Required supervision with eating, ambulation,
dressing, and transferring.

-Required limited assistance with toileting, and
grooming.

-Required extensive assistance with bathing.

Refer to interview with Director on 12/14/15 at
10:45am.

I. Review of Resident #13's current FL2 dated
8/11/15 revealed diagnoses which inciuded: mild
intellectual disabilities, anxiety and major
depressich.

Review of Resident #13's Resident Register
revealed an admission date of 8/11/14.

Review of Resident #13's assessmen! and care
plan dated 8/30/14 revealed:

-She received mental health services and
medications for mental illness.

-She required the use of a wheeichair for
ambutation, but can ambulate short distances
with a walker.

-She required supervision with eating.

-She was totally dependent with toileting,
ambulation, bathing, dressing, grooming, and
transferring.

Interview with Resident #13 on 12/07/15 at
10:40am revealed:

~She required help getting in and out of bed.
-She needed help with transfers in and out of
wheelchair,

-She needed help using the bathroom and with
other daily activities.

Division of Health Senvice Regulation
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Supervision

10A NCAC 13F .0901 Personal Care and
Supervision

(b) Staff shall provide supervision of residents in
accordance with each resident's assessed needs,
care plan and current symptoms.

This Rule is not met as evidanced by:
TYPE B VIOLATION

Based on interviews and record reviews, the
facility failed to provide supervision for 1 of 14
sampled residents (Resident #7) who
demonstrated sexually inappropriate behaviors
towards 2 residents (Resident #2 and Resident
#14).

The findings are:

Review of Resident #7's current FL2 dated
6/24/2015 revealed:

-Diagneses included autistic disarder, depression,
mental retardation, pituitary disorder, bipolar lI
disordes, attention deficit hyperactivity disorder,
and sexual psychopathy.

This rule Wit be me+t

Rule. I0A NCAC T3F
0901(b) Personal Cave
ang SLLFCYV{S\'OY'\

Mmon:toring resident £7
o ensurehis locomotion
and e Sa.-iie,—\\] of obeyr
residents. § i

. " g 77 wil

635 o Cdicakon onproper
nterachons Wit other
resvdends.

5—"&@; will conduct
hou.r' k\l checks on
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Refer to interview with Director on 12/14/15 at

10:45am.

interview with the Director on 12/14/15 at

10:45am revealed:

-There were no other care plans available.

-it was her responsibitity to ensure assessments

and care plans were completed cn all residents.

D 270 10A NCAC 13F .0901(b) Personal Care and D270

(Z{ZD[ 7
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Review of Resicent #7°s resident register
revealed an admission date of 7401/2015,

Review of Residert #7's care plan dated 7/01415
revealed there were no assessed supervision
needs.

Review of Nurse's Notes for Resident #7

revealed:

On 09/14/2015 "Res went it another res

room.”

-On 09/13/2015 "Res was (6!d he couldnt be

hugging staff anymore "

-On DM BF2015 "Res dent #7 was caught going

into another residerts room during the snack

pass. He was told {o stay out of everyone's reom

excepl his own, he gol upset and said everycre

treats him like a child.”

-On 03/20/2015, "Res took [named mesitent]

which is ancther res 1¢ his room and was fold not

_ to do that again. He was caught 10 mins later
with & bianket in the living room res had his and
arother residents body covered up messing with
her. He was told to {ake his blanket back to his
ronm was alse told not to bother other res. Res
said she loved him and res told him that she
warnted 1o be with him. Staff taliked to him again
and told res not to be on couch with this res again

: when sta’f checked on him 5 mins laer res was

| caught kissing same res. Res was all over ths

"8 on couch, Staff toid him again ard then res

went 1o his reom and s now resting

-Ne futher documentation of any ather sexually

[nappropridte behavior,

Refer to interview wilh the Dirgctor and

Adeministrator on 12/08/2015 at 3:50pm.
[

- interview with Resident #7 on 12/08/2045 at

enter oddher refidend’s
voems L nvided .

‘The drrector witl foid
Mmonthid rvicothimae 4o
ensure eoch r&iw\en-&
needs -

The director vk
schedule nontrly
frainings foy STuff
From mentzl healin
Provider.

Director pi it rontter

notwtons trat ar@
fecorded On +he
NMuvse's Net+e s S

Pper shift ol a db-i\\[
basis:
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2:56pm revealed:

-He was sent to nearby hospital due to a “nervous
breakdown" because other residents were
"picking on him and calling him names."

-Since he returned from the hospital his behavior
had been better, he had not been stealing things,
no lying, or standing over top of people, or
interrupting.

Interview with Resident #7's family member on
12/09/2015 at 12:00pm revealed:

-Resident #7 was living at home most of the time
since 2002, but did have one failed placement at
ancther assisted living facility.

-Resident #7 needed 24 hour care which she
could not provide at home,

-The Director had called her each time there had
been a behavioral incident with Resident #7.
-Resident #7's behavior had improved since his
most recent hospitalization.

Review of Resident #7's record reveated:
-Resident #7's primary care provider had not
been notified by the facility about his behaviors,
-There had been no incident repoerts completed
by the facility regarding his behaviors.

A_ Review of Resident #2's current FL2 dated
10/27/2015 revealed:

-Diagnoses included major depression and
post-traumatic stress disorder.

-She required limited assistance with ambulation
and transfers.

~8he required supervision with toileting, bathing,
eating, and dressing.

Review of Resident #2's record revealed an
admission date of 8/01/09.

Interview with Resident #2 on 12/8/2015 at ;
Division of Health Service Regulation
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11:45am revealed:

-Resident #7 had grabbed her right breast and
fondled it and turned her head around and kissed
her open mouthed.

-The incident happened on the porch at the
facility,

-She felt degraded and angry.

-She notified the Administrator on Monday
morning {10/05/15) following the incident.

-The Administrator and Director "did not do
anything, they just scolded Resident #7 and told
him to leave the women alone.”

-The Administrator did not ask her about notifying
Law Enforcement.

-Resident #2 notified local law enforcement.
-Local law enforcement filled out papers about
the incident between her and Resident #7,
-Resident #7 was "talked to " by local law
enforcement about inappropriate behaviors.
-Resident #7 was told by local law enforcement if
he touched her again he would be charged with
sexual harassment.

Interview with Resident #7 on 12/08/15 at 2:56pm
revealed:

-"{ kissed her on the forehead.”

-"l was hugging on her and going too far with it
too passionate”

-He was "frying to take it into a relationship.”

-"I am not supposed to get close to her"

Interview with Resident #7's family member on
12/09/2015 at 12:00pm revealed:

~The family member was aware of an incident
between Resident #7 and Resident #2.

-The family member gave details of the incident,
acknowledging that Resident #7 kissed Resident
#2 without consent and touched her breast.

Interview with local law enforcement on

Division of Health Service Regulation
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12111/2015 at 12:00pm revealed:

~There were allegations that Resident #7 touched
Resident #2's leg and kissed her.

-Resident #7 stated he had kissed her.

-Resident #7 said he tried to kiss Resident #2 and
put his hand on her knee, but she said "no” and it
stopped.

-The officer met with Resident #2 and Resident
#7 and told them to keep their hands to
themselves and to avoid unwanted touching
-They had received numercus complaints from
Resident #2.

-The officer was unaware of any incidents
involving other residents.

Further review of Resident #2's record revealed
there was no documentation of the incident with
Resident #7 or of any measures taken to keep
her safe.

Refer to interview with the Director and
Administrator on 12/08/2015 at 3:50pm.

B. Review of Resident #14 current FL2 dated
07282015 revealed:

-Diagnoses included dementia, chronic
obstructive pulmonary disease, hypothyroidism,
tobacco abuse, and low vitamin D.

-She was ambulatory and was a wanderer,

Review of Resident #14’s record revealed an
admission date of 12/02/14 and that she had a
Guardian,

Confidential telephone interview with former staff
on 12/09/2015 at 10:22am revealed-

-Resident #7 had taken Resident #14 into his
room, laid in bed with her covered up, in
September 2015.

- Resident #14 had severe dementia and "would
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walk in circles around you if you would let her."
-The incidents were written up in Nurse's Notes
and the Director was notified about the fact that
Resident #7 was trying to have sex with Resident
#14.

Interview with Resident #7's family member on
12/08/2015 at 12.00pm reveaied:

-The family member was aware of an incident
between Resident #7 and Resident #14.

-The family member knows that Resident #7 was
found in bed with Resident #14.

-The family member stated that Resident #7 has
the mind of a child and when Resident #14 told
him that she loved him, Resident #7 mistakenly
theught she meant "l love you” in a romantic
way.

-The family member stated that Resident #14 is a
sweet lady and tells everyone that she loves
them.

-The family member stated that she was upset
that any harm occurred to Resident #14.

-The family member staied that Resident #7 did
not understand Resident #14's diagnosis of
dementia.

Interview with Resident #14's Guardian on
12/14/15 at 2:00pm revealed:

-The resident could not recall any recent
inappropriate kissing or touching.

-The resident kept stating she had been hit by
“that man" on the head.

-The resident's roommate had seen Resident #7
hug Resident #14.

-Her roommate had not witnessed Resident #7
kiss Resident #14 or go into their room.

Refer to interview with the Director and
Administrator on 12/08/2015 at 3:50pm.
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Interview with the Director and Administrator on
12/08/2015 at 3:50pm revealed:

-Resident #7 "sits in his room and masturbates™;
has the "mind of a child"; and "never bothered
anybody."

-Resident #7 "had to be talked to about what
inappropriate behavior is, and given examples”
after the incidents cccurred.

-Resident #7 was moved, after the incidents
occuired, from one end of the facility fo the other,
so that staff could meonitor his actions at all times.
-They denied that Resident #7 ever held any
residents hands or hugged any residents.

-There were no other incidenis reported.

On 12/08{2015, the: facility provided the following
plan of protection:

-Staff will monitor Resident #7 to ensure his
location and the safety of other residents.
-Resident #7 will be given education on proper
interactions with other residents.

-Staff will do hourly checks on Resident #7. ! :
-Resident #7 will not enter other resident rcoms
uninvited.

-The Director will hold monthly meetings to
ensure each Resident's needs.

-The Director wilf schedule monthly training for
staff from a mental heatth provider,

THE CORRECTICN DATE FOR THIS TYPE B

VIOLATION SHALL NOT EXCEED JANUARY 28,
2015.

D317 10A NCAC 13F .0905 {d) Activities Program D317

10A NCAC 13F .0905 Activities Program
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(d} There shalt be a minimum of 14 hours of a
| variety of planned group activities per week shat
©include activifies that promate socialization,

. physical interaction, graup accomplishment,

" creatve expression, increased knowledge and
learning of new skifts. Homes thai care
exclusively for residents with HiV disease are
exempt from this requirement as long as the
facility can demonstrate planning for each
resident's involvement in a varisly of activities,
Examples of group activities are graup singing,
dancing, garnes, exarcise classes, sezsonal
parties, discussion groups, drama, resident
council meetings, bock reviews, music
appreciation, review of current events ard
spelling bees.

This Rule is not met as evidenced by:

: Based on observations, interviews, and record

! reviews, the facility faited tc assure a mirimum of
14 heurs of planned group activities per week

. were scheduled that include activities that

promete socialization, physical interaction, group

accomplishment, creative exprassion, increased

knowiedge and leaming of new skills

Interviews with facility residents during tour on

1210715 revealed:

-One resident liked Ic watch fostball, but thare

t was "nothing to do here, na activities.”
-Another resident stated, “thers were no activities

i here, and they havan't filled out the activity

calendar since I've been here.™

-Another resident staled "we don't have any

i activities, we need something to do.”

4 -Another resident stated “we play games.*

Anether resident stated, "sometimes we play

games, play ball, have singing ard dancing.”

-Anather resident stated "the activity board is
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i |
' empty, there have been no activities or outings ‘ i
: ont wpon ‘
* for the past 2 months." ;a'r e d ’ |
-"“We don't do anything here, the chuicnes don't Ough Yussery imgh gn (L ‘l
i
|
|
|

come anymore, it alt stopped in August.” eariy basis . Outp "\ﬁ}g
! -"Sometimes we do ouzzles.” \l A
i -ihe staff that was respansitle for activities now Will be vwwerniterzg as
| had PCA duties and was responsible for .
transporiatian, Wedl b‘{ bein
A e -5/ RV
Confidential interviews with staff revealed: : = e d ’ 5h
-The facility was nat providing 14 hours of ite. Divector s -t-e
aclivities per week. i »
“The activity director was responsigle for i Whevre +he ounr
activities. : A -
-The activity director also worked as a personal Wil dake Dlate A
care aide and pravided vansponation for P rauns 0f @ YevYy
reside nts.
-The attivity director tried to do what was 0+her on e .

scheduled on the activity calencar,
. -They play games such as binge, exercise and go
on some outings.

"They just went tc the kocal Chiisimas parade.” M E N 1.') E ;)
-"Birthday parties stopped afler August.” / ;

Review of the December 2015 activily calendar M ( oAU
on 12710745 at 12:17pm revealed: \( X
-There were no actvities listed on the calendar in ?/ig{ [ue

the halkvay of the facility.

-The calendar was biank.

Observation on 12/10M5 at 10:00am reveated a ﬁp
local elamentary school group brought gifts and

. sang songs for the residents. 9,\ ‘9" l(ﬁ

Ancther observation cn 12/10M15 at 12-30pm
ravealed the resicents were playing board games
and comhoie in the living room.

Inferview with the Director on 12/14/15 at 4:07pm
ravealed:
Divisian of Health Service Regulation
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-A personal care aide was responsible for
activities and also provided transportation for the
facility.

-Activities included: birthday parties, outings to
local retail stores, cornhole, and checkers.
-Recent activities included a trip to the Christmas
Parade, but "not too many [residents] wanted o

go."-
D 319 10A NCAC 13F .0905 {f) Activities Program D 319
10A NCAC 13F .0805 Activities Program

(f) Each resident shall have the opportunity to
participate in at ieast one outing every other
menth. Residents interested in being involved in
the community more frequently shall be
encouraged to do so.

Rule: oA NCAC \3F
0905 (£) Achvihes

. . . Dywara
This Rule is not met as evidenced by, .
Based on observations, interviews, and record TR 5 yule will e rret
reviews, the facility failed to assure that each m a ) m res I‘d?. n+ S
resident shall have the opportunity to participate be ‘A
1

in at feast one outing every other month. iven ..qu’ ‘ {f% "b
QpPpET Fun I'H-\—D Par‘HfA'PﬂaLC-

The findings are:
e ouwhing ever

Interviews with facifity residents during the tour on Cimer Y igory s Qc S\'de h+5
12/07115 revealed: : .
-One resident stated, "The lift on the van does not ‘\’lht.u‘\' G‘U(‘e_ e rf_' sted in
work, have to use the hand crank.” bein nwvolved in +he
-Another resident stated, "I've not been to the Cormrmung mMoyYe

store in 4 months." ‘ _ﬁrc weri will be

-Some residents were taken to the Christmas e F\b)

ureoe'd o do So.

Parade this year, but they only made one trip with
the van.
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. -Staft old the residents in wheelchairs "you can't

~ go" because tha litt was broken.

. -Anaother resident stated, "there were no activities
here, and they haven't filled out the activity
calendar since !'ve baen hare.”

* -Another resident stated "“the activity board is
empty, there have been no activities or cutings
ior the past 2 months."”

-Another resident stated “we don't have any

' activities, we need something to do."

. -Another resident stated "the lift on the van is

oroken, so residents that use wheeglchairs cannot

go on outings.”

“"We don't do anything here, the churches don't

' come anymeore, it all stopped in August.”

-The stalf that was responsible for activities alse

waorked as a personal care aide (PCA) and was

also responsible for transportation.

Canfidential interviews with fadlity staff revealed:
-The activity director was responsivle for
activities.
-The activity diractor also worked as a PCA and
provided transportation for residents.
-The activity director tried to do what was
scheduled on the activity calendar.
-They play games such as bingo. exercise and go
on same outings.
. -"We have not been on any outings ina long
" ume.”
-The lift on the large white transport van was
“totally broken now. "
~"They just went to the local Chrisimas parade.”

~ Review of the December 2015 activity calendar
on 12/10/15 at 12:17pm revealed:

+ -There were no outings listed on the calendar in

; the hallway of the facility.

! -The calendar was biank,

1
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Interview with the Director on 12/14/15 at 4:07pm
revealed:

-A PCA was responsibie for activities and also
provided transportation for the facility.

-Activities included: birthday parties, outings to
local retail stores, cornhole, and checkers.
-"Whoever wants to go [on outings], can go, we
have 2 vans."

-"Both vans are available for activities, and the lift
on the van works."”

-Residents requiring wheelchairs are allowed to
go on outings.

-There is only one resident that would require the
use of the lift on the van for outings.

-Recent activities included a trip to the Christmas
Parade, but "not too many [residents) wanted o

go.

interview with the Administrator on 12/14/15 at
5:00pm reveated:

-The manual lift on the van works "as far as |
know."

="l will send it to the shap tomeorrow."

-There is only cne resident that would require the
use of the lift on the van for outings.

-"Some people [staff] don't like to drive the white
van [large van with Jift]."

-The Administrator was responsible for repairs on
the van.

D338 10A NCAC 13F .0909 Resident Rights D 338

10A NCAC 13F .0909 Resident Rights

An adult care home shall assure that the rights of
all residents guaranteed under G.S. 1310-21,
Declaration of Residents' Rights, are maintained
and may be exercised without hindrance.
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This Rule is not met as evidenced by:
TYPE B VIOLATION

Based on observations, record reviews and
interviews, the facility failed to assure 2 of 6
sampled residents (#1 and #5) were free from
exploitation by diversion of their centrolled
medications by staff. {Zolpidem 10mg and Norco
5/325.)

The findings are:

A. Review of Resident #5's current FL2 dated
7/14/15 revealed:

-Diagnoses included dementia, anxiety,
depression, congestive heart faifure, and afrial
fibrillation.

-A medication order for Acetaminophen 500mg, 2
tabiets every 6 hours as needed for pain.
{Acetaminophen is an analgesic used to treat
mild to moderate pain.)

-An admission date of 2/27/15.

Review of Resident #5's record revealed:

-A medication order dated 10/1/15 for Norco
5/325 {Hydrocodone/Acetaminophen 5/325} 180
tablets, 1 tablet every 4 hours as needed for pain.
(Norco is a controlled drug used to treat
mederate o severe pain.)

-Standing orders dated 10/21/15 for
Acetaminophen 325mg, 2 tablets every 4 hours
as needed for pain, headache, or fever.

Observation of Resident #5's medications on
hand on 12/10/15 at 10;10am revealed:

-No Hydrocodone 5/325mg tablets available to
administer to Resident #5.

-House stock for Acetaminophen 325mg and
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interview with the pharmacist a: the pharmacy
. provider on 12/10/15 at 3:05pm revealed:
-They had sent all 180 tablets of
Hydracodone/Acefaminophen 5/325 to the fadility
in Qetober 2015,
. “They sent controlled drug count sheets “or
Resident #5's Hydrocodone/Acetaminophen
5/325.
-1 he facility had nof returmed any
i HydrecodonefAcetaminophen 5/325 o the
| pharmacy for Resident #5.

Review of Resident #5's electronic Medication
Administration Record (eMAR) for October,

: November, and Decamber 2015 revealed 25
tablels of Hydrocodone/Acetaminophen 56325
dacumented as adminiskered.

Review of Resident #5's electronic Medicztion
Administration Record (eMAR) for December

. 2015 revealed the Mydrocodonel/Acetaminophen
i 5/325mg was documented as administered on

i 12/418 at 12:51am, and 12/10/15 at 2:10am.

Review of Resident #5's electronic Medication
Administration Record (eMAR) for Novernber
2015 revezled the Hydrecodone/Acetaminophen
5/325mg was documented as administerad on
[ 1'/6415 at 3:03pm. 11/10/15 at 11:81am, 1112415
at 11:55am, and 11/26/15 at 11:35pm.

Review of Resident #5's electronic Medication
Administration Record {eMAR) for Qctober 2015
ravealed:

-The Hydrocodone/Acetamingphen 5/325mg was
decurnented as adminisiered on 10/2/15 at
J:45pm, 10/3/15 at 11:46am, 10/4115 at 7:33pm,
10/5115 at 3:46pm, 10/6/15 at 1:53pm, 10/7115 at
1:07pm, 10/9/15 at 3:42pm, 10/1 015 at 11:30am,
10/10M5 at 9:5%pm, 10/11/15 at 4:39pm,
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10/12/1% at 2:04pm, 10/46/15 at 2:18pm,
10/18/15 at $:45pm, 10/17/15 at 2:31pm,
10/18/15 at 11:47am, "0/18/15 at 5.40pm,
10/29/15 at 3:27pm, 1/30/15 at 8.25am, and
10/30415 at 3:28pm,

Review of Resident #5's controlled drug count

: sheet for the Hydrccodone!Acetammophen 51325

revealed:

-Cnly 1 controlled drug sheet available fram
10/14/15 through 12/10415 in the faciity, with 15
tablats noted as delivered on 10714/15.

-The controlled drug count sheet was handwritten
by madication aide staff.

: -Fifteen tablets of Hydrocodone were

documentad as administered on the following
dates; 2 tablets on 10/16/15, 2 tabtets on
G175, 1 tablet on 10/18/15, 1 tablet on
10528115, 2 tablets on 10/30/15, 1 tablet on
“1/5/15, 1 tadlet on 11/6/15, 1 tablet on 11/10/15,
* tablet on 11712/15, 1 tablet on 11/26/15. 1 tablet

| on 1243115, and 1 tablet on 12/10/15.

 Interview with the Medication Aide (MA} on

121015 at 10:15am reveajed:
-She was not aware of any other

. HydrpeodonalAcetaminophen 5/325 tablets
- available in the facifity for Resident #5.

-She was not sure what happened to Resident
#5's other tablets of
Hydrocodone/Acetaminophen 5/325.

-She was not sure what happened to the other
controlled drug count sheeis for Resident #5's
Hydrocodore/Acetaminophen 5/325.

-Old controled drug count sheets are placed in 2

* wire hasket just outside the facility office for fing.

© Interview with Resident #5 on 12/10/15 at
" 11:28am revesled:
: -He was not sure what pain medications he togk.
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-He couid not recall any incidences of unrelieved
pain.
-Staff gave him pain medications when he asked
for them.

interview with the same MA on 12/10/15 at
3:40pm revealed:

-She understood Resident #5°s pain medications
based on how he asked for them.

-"When Resident #5 asked for two little white
pills, he wanted Tyienol."

-"When he asked for a little white pill, (MA i
expressed a gesture of two fingers showing the ‘
size of the tablet), he meant the Hydrocodone."

Interview with the facility Director on 12/10/15 at
4:00pm revezled she was unaware of Resident
#5's missing tablets of
Hydrocodone/Acetaminophen 5/325.

Interview with the same MA on 12/10/15 at
5:10pm revealed: :

-She had handwritten the only available controlied
drug count sheet for Resident #5's Hydrocodone
at the request of the Director on 10/M14/15
because no other controlled drug count sheets
were available for Resident #5's Hydrocedone.
-On 10/14/15 when the controlled drug count
sheet was created, there was only one cassette
of 15 Hydrocodone tablets available for Resident
#5,

Review of phamacy delivery sheets faxed to the
facifity on 12/10/15 revealed:

-60 tablets of Hydrocodone/Acetaminophen 5/325
for Resident #5 were sent to the facility on
10/1/15 and signed for by Staff B, a Personal
Care Aide {PCA) at 2:14am.

-120 tablets of Hydrocodone/Acetaminophen
5/325 for Resident #5 were sent to the facility on
Division of Health Service Regulation
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10/215 and signed for by Staff B at 1:46am.

Review of facility records revealed:

-The Director received monthly pharmacy
stetements for all residents, including Resident
#5,

-The statement had details about medications
sent, including the name of the drug and the
number of tablets sent.

Interview with Staff B on 12/11/15 at 11;45pm
revealed:

-The Hydrocodone/Acetaminophen 5/325 was
here in the facility when she checked them in on
10/1/15 and 10/2/15.

-Some typed controlied drug count sheets from
the pharmacy came in with the
Hydrocodone/Acetaminophen 5/325, but she was
not sure how many.

-After she checked in the controlled drugs on the
moming of 10/1/15 and 10/2/15 she placed the
plastic bags containing the controlled drugs in the
locked medication room.

-The MAs and Director had keys to the
medication room.

-There were a "bunch of casseties” of Rasident
#5's Hydrocodone/Acetaminophen 5/325.

-After she placed them in the medication room,
Staff B was not sure what happened to Resident
#5's Hydrocodone/Acetaminophen 5/325.

Observation of the facility's medication delivery
system revealed:

-Each cassette of medications can hold up to 16
tablets.

-180 tablets of Hydrocodone/Acetaminophen
5/325 would require 11.26 cassettes of 16, or 12
cassettes of 15 tablets each,

Based on review of controlled drug logs,
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medication administration records, records for the
receipt and disposition of medications,
observation of medications on hand and
interviews, the facility could not account for 155
tablets of Hydrocodone/Acetaminophen 5/325.

Refer to interview with facility Director on
12/10M15 at 4:.00pm.

Refer o interview with a first shift MA on 12/10/15
at 5:10pm. ’

Refer to interview with the facility Administrator an
12/10/15 at 5:45pm.

B. Review of Resident #1's current FL2 dated
11117115 revealed:

-Diagnoses included depression, asthma,
neuropathy, and osteoporosis.

-A medication order for Zolpidem (a controlled
drug used to treat insomnia) 10mg, 1 tablet at
bedtime as needed for insomnia.

-An admission date of 06/23/09.

Observation of Resident #1's medications on
hand on 12/08/15 at 2:30pm revealed a casselte
of Zolpidem 10mg with a dispensing date of
11/24/15 and 16 tablets in the cassetie.

Review of Resident #1's electronic Medication
Administration Recard (eMAR) for December
2015 revealed Zolpidem 10mg had not been
documented as administered from 12/01/15 to
12/0715.

Review of Resident #1's eMAR for November
2015 revealed Zolpidem 10mg had not been
documented as administered from 11/01/15to
11/30/15.
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Review of Resident #1's eMAR for Cctober 2015
revealed Zolpidemn 10mg had been documenied
as administered once, 10/03/15.

Review of Resident #1's eMAR for September
2015 revealed Zolpidem 10mg had not been
documented as administered from 09/01/15 to
09/30/15.

Review of Resident #1's eMAR for August 2015
revealed two tablets of Zolpidem 10mg had been
documented as administered on 08/28/15 and
08/29/15.

Review of Resident #1's controlled drug count
sheet dated 4/17/15 for the Zolpidem 10mg
revealed:

-Sixteen tablets noted as delivered on 04/17/15,
-Eight tablets of Zolpidem 10mg were
documented as administered on the following
dates; 7/26/15, 8/28/15, 8/29/15, and 10/03/15.
-Four tablets of Zolpidem were documented as
administered on the controlled drug count sheet
on 9/11/15, 8114/15, 8/27/15, and 10/16/15, but
were not documented cn the eMAR.

-Six tablets of Zolpidern 10mg were documented
as taken home on the following dates; 7/26/15,
8/30/15, 2 on 10/07/15, 10/15/15, and 1 tablet on
an undated entry.

-One tabfet of Zolpidem 10mg was documented
as wasted on 11/19/15,

-One tablet of Zolpidem 10mg was deducted from
the conirolled drug count sheet on 10/18/15, but
documentation was absent for the quantity given,
signature of the MA, and was not documented on
the eMAR.

Review of the MA staffing schedule on 12/10/15
revealed that Staff A was working on 10/18/15.
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Review of Resident #1's controlled drug count
sheet dated 10/07/14 for the Zolpidem 10mg
revealed:

-Sixteen tablets noted as delivered on 10/07/14.
-Nine tablets of Zoipidem 10mg were
documented as administered on the following
dates; 5/14/15, 5/22/15, 6/01/15, 6/24/15,
6/27/15, 6/28/15, 7/01/15, 7/05/15, and 7/06/15.
~Two tablets of Zolpidem 10mg were documented
as taken home on 6/08/15.

-A guantity of five Zelpidem 10mg tablets were
docurnented as "quantity left" on the sheet.
-There was no further documentation of the
administration of the five remaining tablets.

Review of Resident #1's record revealed:

-A Medication Release Form dated 6/08/15 with 2
Zolpidem tablets documented as sent home with
Resident #1.

-A Medication Release Form dated 11/19/15 with
1 Zolpidem tablet documented as sent home with
Resident #1.

-There were no Medication Release Forms for
Zolpidem 10mg sent home with Resident #1 on
7/126/M15, B/30/15, 10/07M5 and 10/16M15,

-There were nc other Medication Release Forms
in the record.

Interview with Resident #1 on 12/07/15 at
10:0Cam revealed the resident's Zolpidem 10mg
had been "coming up stolen.”

Interview with a first shift Medication Aide {MA) on
12/08/15 at 2:45pm revealed that Resident #1
had never ran out of Zolpidern 10mg in the past.

Interview with the pharmacist at the pharmacy
provider on 12/09/15 at 3:20pm revealed:

-They had sent leave of absence Zolpidem 10mg
for Resident #1 as follows: quantity of 4 on ;
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10/19/15, quantity of 3 on 10/29/15, and quantity
2 on 11/04/15.

-Cassettes for use on the medication cart were
sent on 4/17/15 quantity 16 and 11/24/15 quantity
6.

Interview with the facility Director cn 12/10/15 at
3:45pm revealed:

-She was unaware of Resident #1's missing
doses of Zolpidem.

-She was not sure what happened to Resident
#1's remaining 5 tablets of Zolpidem that were
documented on the 10/07/14 controiled drug
count sheet, and the 8 Zolpidem that were
prepared by the pharmacy for leave of absences
on 10/19/15, 10/28/15, and 11/04/15.

-She was unable to find Resident #1's Medication
Release Forms for the leave of absences on
10/18M15, 10/29/15, and 11/04/15.

-She had suspected one of the MA staff (Staff A}
of taking the medications, and stated "l believe
(Staff A) took them, she was working then
(between Septermnber and October 2015)."

-She did not report Staff A te Health Care
Personnel Registry (HCPR), and stated, "I started
to look at stuff (controlled drug count sheets} and
gather evidence, but | never reported her."

Interview with the first shift MA on 12/10/15 at
4:45pm revealed:

-She was not aware of any other Zoipidem 10mg
tablets available in the facility for Rasident #1.
-She was not sure what happened to Resident
#1's remaining 5 tablets of Zolpidem 10mg that
were documented on the 10/07/14 controlled drug
count sheet.

-There were no other controlled drug count
sheets available for Resident #1's Zolpidem
10mg.

-The undated entry on the 4/17/15 controlled drug
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count sheet was sent home with Resident #1 on
11/20/15. B

Based on review of controlled drug logs,
medication administration records, records for the
receipt and disposition of medications,
observation of medications on hand and
interviews, the facility could not account for 14
tablets of Zolpidem 10mg.

Refer to interview with facility Director on
12/10M15 at 4:00pm.

Refer to interview with a first shift MA on 12110115
at 5:10pm.

Refer fo interview with the facility Administrator on
1211015 at 5:45pm.

Interview with facility Director on 12/10/15 at
4:00pm revealed:

-She suspected 3 of the MA staff (Staff A, Staff G,
and Staff H), and one MA in particular (Staff A),
and believed they took the controlled drugs,
controlled drug count sheets, and pharmacy
delivery sheets.

-No residents had complained of missing
medications.

-Staff A would occasionally "trash" a controlied
drug she had dropped without a withess, against
facility policy, .
-The Director did not report her suspicions to the
phamnacy.

-The Director did not report Staff A to Health Care
Personnel Registry (HCPR) because she "could
not prove anything."

-She believed these incidents happened in late
September or early Qctober.

-When Staff A worked, she acted weird (no
Division of Health Service Regulation i
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specifics), and the residents acted weird or
different, "like they were not getting their
medicines.”

-All 3 of the suspect MAs, were eventually fired
around the end of October.

-Residents were acting much better since those 3
MA were fired.

Interview with a first shift MA on 12/10/15 at
5:10pm revealed:

~When controlted drug orders came in from the
pharmacy, we (the MA) had to count the
medications with the pharmacy driver,

-if there was a discrepancy between the
controlled drugs in the pharmacy tote and the
packing slip, "we send the whole thing (tote) back
to the pharmacy.”

Interview with the facility Administrator on
12/10/15 at 5:45pm revealed

-Staff A's fast pay check was dated 11/3/15 with
her last day of employment of 10/18/15,

-He was not aware of the missing controlled
drugs.

On 12/10/15, the facility provided the following
plan of protection:

-The facility will continue to have staff meetings
and inservices regarding resident rights, personal
care, and supervision.

-The facility will ensure that all resident rights are
met and maintained concerning all medications
and controlled drugs,

-The Director and the MAs will oversee and
continue to monitor controlfed drug count sheets
for errors and for missing medications.

THE DATE OF CORRECTION FOR THIS TYPE ;
B VIOLATION SHALL NOT EXCEED JANUARY |
Division of Health Service Regulation

STATE FORM e ORHZ11 If continuation sheet 38 of 67




PRINTED: 01/08/2016

o . FORM AFPPROVED
Division of Health Service Requlation
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SUAVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: o COMPLETED
hal0o2004 B. WING 12114/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3 N IGH
ALEXANDER ASSISTED LIVING BEHCH A VESOLTH
TAYLORSVILLE, NC 28681
(%) ID SUMMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHGULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMAT!ON) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFIGIENCY)
D 338} Continued From page 39 0338
28, 2016,
D 392 10A NCAC 13F .1008(a) Controlled Substances D392

10A NCAC 13F .1008 Controlled Substances
{a) An adult 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
recerd and in such an order that there can be
accurate reconciliation.

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

Based on observations, record reviews, and
interviews, the facility failed to assure
accountability of controlled drugs as evidenced by
the failure to assure accurate records of the
receipt, administration, and disposition of
controlled drugs for 4 of 6 (#1, #4, #5, and #11)
sampied residents.

The findings are:

A. Review of Resident #5's current FL2 dated
711415 revealed:

-Diagnoses included dementia, anxiety,
depression, congestive heart failure, and atrial
fibrillation,

-An admission date of 2/27/15,

Review of Resident #5's record revealed:

-A medication order dated 10/1/15 for Norco
5/325 (Hydrocodone/Acetaminophen 5/325) 180
tablets, 1 tablet every 4 hours as needed for pain.
{Norco is a controlled drug used to treat
moderate to severe pain.)
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| Observation of Resident #5's medications on

hand on 12/10/15 at 10:10am revealed no

| Hydrecodone 5/325mg tablets availab'e 1o
 administer ta Resident #5.

lnterview with the pharmacist at the pharmacy
provicer on 12/10/15 at 3:05pm revealed:
-They had sent ail 180 fablets of

* HydrocodonelAcetaminophen 5/325 ta the facility

" irn October 2015,

-They provide controlled drug count sheeis for
dispensed controfied drugs.

| -The fachity had not returned any

Flydrocadone/Acetaminaphen 5/325 to the

pharmacy for Resident #5.

Review of Resident #5's elecironic Medication
Administration Record [eMAR) for October,
Movember, and December 2015 revealed 25
tablets of Hydrocodonesacetaminophen 5/325
were documeanted as administered.

Review of Resident #5's only conlrolied drug
count sheet from 1014115 through 1201015 for
the Hydrocodone/Acetaminophen 5/325 revesled:

. -Only 1 contralled drug sheet available in the

facility, with 15 tabiets noted as delivered on

10114415,

-The controlled drug count sheet was handwritien
by medicalian aide staff.

-Fifteen tablets of Hydrocodone were
documentad as administered on the foliowing
dates; 2 tablets on 10/16415, 2 tablats an
101718, 1 tablet on 10/18/45, 1 tablet on
10/29/15, 2 tablets on 10/30M5, 1 tablet on
11/5/15, 1 tablet on 11/6/15, 1 tablet an 11/10/1 5,
1 fablet on 11/12/15, 1 tablet on 11/26/1 5, 1 tablet
on 12/3/15, arxd 11ablet on 12/10MS5.
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Review of facility's pharmacy delivery sheets
revealed no record for Resident #5's
Hydrocodone/Acetaminophen /325 tablets. |~ | T
Interview with the Medication Aide (MA) on
12/10/15 at 10:15am revealed:

-She was nat aware of any other
Hydrocodone/Acetaminophen 5/325 tablets

‘| available in the facility for Resident #5.

-She was not sure what happened to Resident
#5's missing tablets of
Hydrocodone/Acetaminophen 5/325.

-She was net sure what happened to the other
controlled drug count sheets for Resident #5's
Hydrocodone/Acetaminophen 5/325,

Interview with the facility Director an 12/10/15 at
4:00pm revealed:

-She was unaware of Resident #5's missing
doses of Hydrocodone/Acetaminophen 5/325.
-She suspected 3 of the MA staff, and 1 MAin
particular {Staff A), and believed they tock the
controlled drugs, controlled drug count sheets,
and pharmmacy delivery sheets.

-Staff A acted "weird when she worked,” (no
specifics given), and refused to take a drug test
when requested by the Director.

-She believed these incidents happened in late
September or early October 2015,

Interview with the same MA on 12/10/15 at
5:10pm: revealed:

-She had handwritten the only available controlled
drug count sheet for Resident #5's Hydrocodone
at the request of the Director on 10/14/15
because a controlled drug count sheet was not
available for Resident #5's Hydrocodone.

-On 10/14/15 when the confrolled drug count
sheet was created, there was only one cassette
of 15 Hydrocodone tablets available for Resident

Division of Health Service Regulation
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#5,

Review of pharmacy defivery sheets faxed to the
facility on 12/10/15 revealed:

-60 tablets of Hydrocodone/Acataminophen 5/325
for Resident #5 were sent to the facility on
10/1/15 and signed for by Staff B, Personal Care
Aide (PCA) at 2:14am.

-120 tablets of Hydrocodane/Acetaminephen
5/325 for Resident #5 were sent to the facility on
10/2/15 and signed for by Staff B at 1:46am.

Interview with Staff B on 12/11/15 at 11:45pm
revealed:

-The Hydrocodone/Acetaminophen 5/325 was
here in the facility when she checked them in on
10/1/15 and 10/2/5.

-Typed controlled drug count sheets from the
pharmacy came in with the
Hydrocodone/Acetaminophen 5/325 tablets, but
she was not sure how many.

Based on review of controlled drug logs,
medication administration records, records for the
receipt and disposition of medications,
observation of medications on hand and
interviews, the facility could not account for 155
tablets of Hydrocodone/Acetaminophen 5/325.

Refer tc review of the facility's policy on
medication administration and controlled drugs.

Refer to interview with a first shift MA on 12/10/15
at 5:10pm.

Refer to interview with facility Director on
12/10M15 at 4:00pm.

B. Review of Resident #4's FL2 dated 10/6/15
revealed:
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16 tablets each.

that count sheet.

2015 revealed:

2015,

2015 revealed:

-Diagnoses included paranoid schizophrenia,
hypertension, and obesity.

-A medication order for Ambien 5mg, 1 tablet at
bedtime as needed for sleep. (Ambien is a
cantrolled drug used to induce sleep.)

-An admission date of 7/9/10.

Review of facility records revealed:
-Only two controlled drug count sheets for
Resident #4's Zolpidem Smg (generic Ambien),

-One controlled drug count sheet was started on
11/6/15 with Zolpidem 5mg documented as
administered every day from 11/6/15 through
11/21/15 with D tablets documented as remaining.
-The other controlled drug sheet was started on
11/22/15 with Zolpidem 5rmg documented as
given every day from 11/22/15 through 12/6/15,
except for 11/23/15, and 2 tablets remained on

Observation of Resideni #4's medications on
hand on the afternoon of 12/8/15 revealed 2
tablets of Zolpidem 5mg remained in the cassette
for the above controlled drug count sheet.

Review of Resident #4's electronic Medication
Administration Records (eMARs) for Octobe

-Zolpidem 5mg was documented as administered
on the 3rd, 5th, 6th,7th, Bth, 9th, 10th, 14th, 16th,
17th, 20th, 23rd, 24th, 26th, 27th, 29th, and 37st
for a total of 17 doses,

No controlled drug sheet was available to
reconcile the doses administered in October

Review of Resident #4's eMARSs for November
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-Zolpidem 5mg was documented as administered
on the Tst, 3rd, 7th, 8th, 14th, 16th, 18th, 20th,
21st, 22nd, 24th, 25th, 27th, 28th, and 30th of
Novernber 2015 for a total of 15 doses.

No controfled drug sheet was available to
reconcile the doses administered on the 1st and
3rd of November 2015,

Review of Resident #4's electronic Medication
Administration Records {eMARs) for December
2015 revealed:

-Zolpidem 5mg was documented as administered
on the 2nd, 3rd, 5th, and 6th of December 2015
for a total of 4 doses.

From 11/6/15 to 11/30/15, 13 doses of Zolpidem
5Smg documented as given on Resident #4's
eMAR, and 24 doses are signed out on the
controlled drug count sheet.

From 12/1/15 through 12/7/15, 4 doses of
Zolpidem 5my documented as given on the
eMAR, and & doses signed out on the controlled
drug count sheet.

Interview with the Medication Aide {MA)} on
1219115 at 10:25am revealed:

-She always recorded medications on the eMAR
when she gives them.

-Resident #4 did not ask for his Zolpidem the past
2 nights.

~8he could not explain the discrepancy in the
controlled drug count sheed and the eMAR counts
of Resident #4's Zolpidem.

Interview with Resident #4 on 12/9/15 at 2:35pm
revealed:

-He took his Ambier: every night, and it helps him
sleep.
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-He was aware of what his generic Ambien [
looked like. |

Interview with the dispensing pharmacist on ‘
12/9/15 at 3:10pm revezled:

-16 tablets of Zolpidern 5mg were dispensed for .
Resident #4 on 9/18/15, i
-15 tablets of Zolpidem 5mg were dispensed for I
Resident #4 on 10/1/15.

-15 tablets of Zolpidem 5mg were dispensed for
Resident #4 on 10/19/15.

-16 tablets of Zolpidem Smg were dispensed for
Resident #4 on 11/4/15.

-16 tablets of Zolpidem 5mg were dispensed for
Resident #4 on 11/21/15.

Interview with the pharmacist at the pharmacy
provider on 12/10/15 at 3:05pm reveaied they
provide controlied drug count sheets for all
dispensed controlled drugs.

Review of faciiity records revealed no controfled
drug count sheets for Resident #4's Zolpidem
dispensed on 9/18/15, 10/1/15, and 10/19/15.

Refer to review of the facility’s policy on
medication administration and cantrolled drugs.

Refer to interview with facility Director on
12/10M5 at 4:00pm.

Refer to interview with a first shift MA on 12/10/15
at 5:10pm,

C. Review of Resident #1's current FL2 dated
/1715 reveaied:

-Diagnoses incfuded depression, asthma,
neuropathy, and osteoporosis.

-A medication order for Zolpidem (a controlled
drug used to treat insomnia) 10mg, 1 tablet at
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bedtime as needed for insomnia.
-An admission date of 06/23/09.

Observation of Resident #1's medications on
hand on 12/08/15 at 2:30pm revealed a cassefte
of Zolpidem 10mg with a dispensing date of
11/24/15 and 16 tablets in the cassette.

Review of Resident #1's electronic Medication
Administration Record (eMAR) for December
2015 revealed Zolpidem 10mg had not been
documented as administered from 12/01/15 to
12/07/15.

Review of Resident #1's eMAR for November
2015 revealed Zolpidem 10mg had not been
documented as administered from 11/01/15 to
11/30/15.

Review of Resident #1's eMAR for October 2015
revealed Zolpidem 10mg had been documented
as administered once, 10/03/15.

Review of Resident #1's eMAR for September
2015 revealed Zolpidem 10mg had not been
documented as administered from 09/01/15 to
08/30/15.

Review of Resident #1's eMAR for August 2015
revealed 2 tablets of Zolpidem 10mg had been
documented as administered on 0B/28/15 and
08/29/15.

Review of Resident #1's controlled drug count
sheet dated 4/17/15 for the Zolpidem 10mg
revealed:

-Sideen tablets noted as delivered on 04/17/15.
-Eight tablets of Zolpidern 10mg were
documented as administered on the following
dates; 7/26/15, 8/28/15, 8/29/15, and 10/03/15.
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-Four tablets of Zalpidem were documented as
administered on the controlied drug count sheet
on 9/11/15, 9114715, 9/2715, and 10/16/15, but
were not decumented on the eMAR.

-Six tablets of Zolpidem 10mg were documented
as taken home on the following dates: 7/26/15,
8/30/15, 2 on 10/07/15, 10/16/15, and 1 tablet on
an undated entry.

-One tablet of Zolpidem 10mg was documented
as wasled on 11/19/15,

-One tablet of Zolpidem 10mg was deducted from
the controlled drug count sheet on 10/18/15, but
documentation was absent for the quantity given,
signature of the MA, and was not documented on
the eMAR.

Review of the MA staffing schedule on 12/10/15
revealed that Staff A was working on 10/18/15.

Review of Resident #1's controlled drug count
sheet dated 10/07/14 for the Zelpidem 10mg
revealed:

-Sixieen tablets noted as delivered on 10/07/14.
-Nine tablets of Zolpidem 10mg were
documented as administered on the following
dates; 5/14/15, 5/22/15, 6/01/15, 6/24/15,
6/27/15, 6/2BM5, 7/01/15, 7/05/15, and 7/05/15.
-Two tablets of Zolpidem 10mg were documented
as taken home on 6/08/15.

-A quantity of five Zoipidem 10mg tablets were
documented as "guantity left" on the sheet. .
-There was no further documentation of the
administration of the five remaining tablets.

Review of Resident #1's record revealed:

-A Medication Release Fomm dated 8/08/15 with 2
Zolpidem tablets documented as sent home with

Resident #1.

-A Medication Release Form dated 11/19/15 with

1 Zolpidem tablet documented as sent home with
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Resident #1,

-There were no Medication Release Forms for
Zolpidem 10mg sent home with Resident #1 on
7126115, 8/30/15, 10/07/15 and 10/15/15.

-There were no other Medication Release Forms
in the record.

Interview with the pharmacist at the pharmacy
provider on 12/09/15 at 3:20pm revealed:

-They had sent leave of absence Zolpidem 10mg
for Resident #1 as foliows: quantity of 4 on
10/19/15, quantity of 3 on 10/29/15, and quantity
2 on 11/04/15.

-Cassettes for use on the medication cart were
sent on 4/17/15 quantity 16 and 11/24/15 quantity
16.

Interview with the facility Director on 12/10/15 at
3:45pm reveated:

-She was unaware of Resident #1's missing
doses of Zolpidem.

-She was not sure what happened to Resident
#1's remaining 5 tablets of Zolpidem that were
documented on the 10/07/14 controlled drug
count sheet, and the 2 Zolpidem that were
prepared by the pharmacy for leave of absences
on 10/19/15, 10/29/15, and 11/04/15,

-She was unable to find Resident #1's Medication
Release Forms for the leave of absences on
1019115, 10/29/15, and 11/04/15.

-She had suspected one of the MA staff {Staff A)
of taking the medications, and stated 't believe
(Staff A} took themn, she was working then
(between September and Oclober 2015)."

Interview with the first shift MA on 121045 at
4:45pm revealed:

-She was nat sure what happened to Resident
#1's remaining 5 tablets of Zolpidem 10mg that
were documented on the 10/07/14 controlled drug
Division of Health Service Regulation
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count sheet.

-There were no other controlied drug count
sheets available for Resident #1's Zolpidem
10mg.

-The undated entry on the 4/17/15 controlled drug
count sheet was sent home with Resident #1 on
11/20/15.

Based on review of controiled drug logs,
medication administration records, records for the
receipt and disposition of medications,
observation of medications on hand and
interviews, the facility could not account for 14
tablets of Zofpidem 10mg.

Refer to review of the facility's policy on
medication administration and controlled drugs.

Refer to interview with a first shift MA on 12/10/15
at 5:10pm.

Refer to interview with facitity Director on
12/10/15 at 4:.00pm.

D. Review of Resident #11's current FL2 dated
4/13/15 revealed:

-Diagnoses included degenerative disc diseass of
the lumbar and sacral spine, seizure disorder,
hypertension, chronic pain, and chronic anxiety,
-A medication order for Fentanyl (a controlled
medication used to treat severe pain) 50meg/hour
patch, apply 1 patch topically to skin every 72
hours.

-An admission date of 4/29/15.

Observation of Resident #11's medications on
hand on 12/10/15 at 10:00am revealed a plastic
bag of Fentanyl 50mcg/hour patches with a
dispensing date of 11/23/15 and 4 patches in the
bag.
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Review of Resident #11's electronic Medication
Adrministration Record (eMAR) for November
2015 revealed:

-An order for Fentany! 50meg/hour, apply 1 patch
every 72 hours.

-Six patches documented as administered on
11/3/15, +1/8/15, 11/9/15, 11/12/15, 11/15/15, and
11/18/15.

-Documentation that the medication was "not on
the cart" on 11/21/15,

-Documentation that the medication was "not
required” on 11/26/15 and 11/29/15.

-There was no further documentation that
Fentanyl 50 mcg/hour was administered on any
other dates.

Review of Resident #11’s controlled drug count
sheet dated 11/23/15 for the Fentanyl
50mcg/hour revealed:

-Ten patches noted as gefivered on 11/23/15,
-Three patches of Fentanyl 50 mcg/hour were
documented as administered on the controfled
drug count sheet on the following dates: 11/24/15,
11/27/15 and 11/30/15, but were not documented
as administered on the November 2015 eMAR.

Interview with the pharmacist at the pharmacy
provider on 12/09/15 at 3:20pm revealed they had
sent Fentanyl 50 meg/hour quantity 10 for
Resident #11 on 11/253/15.

Interview with the first shift MA on 12/10/15 at
4:45pm revealed:

-Resident #11 ran out of Fentanyl 56 mcg/hr on
11/21115.

-The due date "gets messed up" when we wait for
a new prascription,

-The pharmacy had been contacted to correct the
due dates,
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Interview with Resident #11 on 12/10/15 at
11:00am revealed:

"I do run short sometimes.”

-The due dates on the @MAR are incorrect.
-She kept a calendar in her room of all dates she
received the Fentanyl patch.

-She “got out of pain patch” one time on
November 21, 2015.

"It (Fentanyl) has run out other times, but they
(facility} say it's the doctor's fault, but | think it's
the pharh’lacy."

Interview with the facility Director on 12/14/15 at
4:07pm revealed:

-The due dates for the Fentanyl patch were
wrong in the system, and that resulted in the
eMARs showing the medication was "not
required".

-"This happens every time a new prescription is
filled."

Refer to review of the facility's policy on
medication administration and controlled drugs.

Interview with the facitity Director on 12/10/15 at
4:00pm revealed:;

-She suspected 3 of the MA staff (Staff A, Staff G,
and Staff H), and one MA in particufar (Staff A),
and believed they took the controlled drugs,
controlled drug count sheets, and pharmacy
delivery sheets.

-She believed these incidents happened in late
September or early October 2015.

Review of the facility's policy on medication
administration and controlled drugs revealed:
-The MAR will include the date and time of
medication administation with the name and
Bivision of Health Servica Regulation ’
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initials of the person administering the
medication.

-Documentation of controlled drugs will be
mainiained by the facility and will be available for
review.

-The record of docurmentation (of controlleg
drugs) will be kept in the resident's record, ex.
MAR or controlled drug sign-out record.

Interview with a first shift MA on 12/10/15 at
5:10pm revealed:

-When controlled drugs came in from the
pharmacy, we {the MA) had to count the
medications with the pharmacy driver.

-If there was a discrepancy between the
controlled drugs in the pharmacy tote and the
packing slip, "we send the whole thing (tote) back
to the pharmagy."

On 12/11/15, the facility provided the following
plan of protection:

-The facility will continue t count all controlled
drugs at the beginning and end of each shift.
-The Director will monitor all control sheets to
ensure that the MARs and controlled drug counts
are accurate.

-The director will perform random cantrolted drug
count checks to verify amounts of controlled
drugs weekly.

-The pharmacy will provide an inservice for all
Medication Aides on all aspects of controlied drug
record keeping, to ensure that all medications are
accounted for.

-The pharmacy will perform medication cart
audits as parl of the quarterly pharmacy reviews.

THE DATE OF CORRECTION FOR THIS TYPE
B VIOLATION SHALL NOT EXCEED JANUARY
28, 20186, |
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10A NCAC 13F .1008 Centroiled Substance

{h) The facility shali ensure that all krown drug
diversions are reported to the pharmacy, local law
enforcement agency and Health Care Personnel
Registry as required by state law, and that ail
suspected drug diversions are reported to the
pharmacy. There shall be documentation of the
contact and action taken.

Pule o NCAC 13 F
. 100% QH) Contvolled

This Rule is not met as evidenced by: S UL\OS toonce

Based on abservations, record reviews and .

imerviews, the facility failed to report suspected ’ Thl S rule will be me:\‘
diversion of controlled drug medications by staff b ensSuYtn m+ a\ \

10 the dispensing pharmacy for 2 of 6 (#1 and #5) . .
sampled residents. (Zolpidem 10mg and Norco Known dv diversionS
5/325.) ore reporteg o +he

The findings are:

P\ﬁarmacq, \ocat law o 9‘0“5
enforcermend- o e,ncx\ih

A. Review of Resident #5's current FL2 dated and treal 4 Cend —pﬁf rel

7145 revealed: Recvsty as reguived
-Diagnoses included dementia, anxiety, .

depression, congestive heart failure, and atrial 5‘\-9\-& law/ Clnd H \ﬁ+ ol

fibrillation. Sl 5P¢,u\—td a m:) d\' vevsionsg

-An admission date of 2/27/15.

n admission date o ave e or-\-{,d 4o HAe
Review of Besident #5's record revealed: P\(\o_r YOG "ﬂne,se, G,GHDF\S
-A medication order dated 10/1/15 for Norco . .
5/325 (Hydrocodense/Acetaminophen 5/325) 180 Wi\ b(/ 0\0 CU«-W\U’\'\‘Cd. %=

tablets, 1 tablet every 4 hours as needed for pain.
{Nerco is a controlled drug used to treat
moderate to severe pain.)

Review of Resident #5's medications on hand on

Bivision of Health Service Regufation
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12/10/15 at 10:10am revealed no Hydrocodone
; 5/325mg tablets available to administer to

! Resident #5.

 Interview with the pharmacist at the pharmacy
. provider on 12/10715 at 3.08pm reveated:

" -They had sent all 180 tablets of

i Hydrocodone/Acetaminophen 5/325 to the facility
| in October 2015,

| ~The facility had not retumed any

: Hydrocodona/Acataminophen 5/325 to the

" pharmacy for Resident #5.

| -The facility had not reported any missing
 controfled drugs or staff suspected of diverting
- medications.

| Review of Resident #5's slectronic Medication

! Administration Record (eMAR) for October,

' November, and December 2045 revealed 25

i tablets of Hydrocodone/Acetaminophen 5/325

i had been documented as administered.

 Review of Resident #5's controlled drug count

: sheet for the Hydrocodone/Acetaminophen 5/325
' revealed:

+ -Onfy 1 controlied drug sheet available in the

- facility from 10/14/15 through 12/10/15, with 15

| tablets noted as delivered on 10/14/15.

: ~The controlled drug count sheet was handwritten
; by medication aide staff.

. -Fifteen tablets of Hydrocodone were

i documented as administered on the following

| dates; 2 tablets on 10/16/15, 2 tablets on
10/17/15, 1 tablet on 10/18/15, 1 tablet on
10/29/15, 2 tablets on 10/30/15, 1 tablet on

- 11/5/15, 1 tablet on 11/6/15, 1 tablet on 111015,
¢ 1 tabiet on 11/12/15, 1 tablet on 11726115, 1 tablet
Lon 121315, and 1 tablet on 12/10/15.

|
i Interview with the Medication Aide (MA) on
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12/10/15 at 10:15am revealed:

-She was not aware of any other
Hydrocodone/Acetaminophen 5/325 tabiets
available in the facility for Resident #5.

-She was not sure what happened to Resident
#5's other tablets of
Hydrocodone/Acetaminophen 5/325.

-She was not sure what happened to the other
controtled drug count sheets for Resident #5's
Hydrocodone/Acetaminophen 5/325.

Interview with Resident #5 on 12/10/15 at
11:28am revealed: -

-He was not sure what pain medications he took.
-He could not recall any incidences of unrelieved
pain.

-Staff gave him pain medications when he asked
for them.

Interview with the facility Director on 12/10/15 at
4:00pm revealed she was unaware of Resident
#5's missing doses of
Hydrocodone/Acetaminophen 5/325.

interview with a MA on 12/10/15 at 5:10pm
revealed:

-She had handwritten the only availabie controiled
drug count sheet for Resident #5's Hydrocodone
at the request of the Director on 10/14/15
because there was no controlled drug count
sheet for Resident #5's Hydrocodone.

-On 10/14/15 when the controlled drug count
sheet was created, there was only one cassette
of 15 Hydrocodone tablets available for Resident
#5.

Review of pharmacy delivery sheets faxed to the
facility on 12/10/15 revealed:

-Sixty tablets of Hydrocodone/Acetaminophen
5/325 for Resident #5 were sent to the facility on
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10/1/15 and 120 tablets of
Hydrocodone/Acetaminophen 5/325 for Resident
#5 were sent to the facility on 10/2/15,

Review of facility records revealed:

-The Director received monthly pharmacy
statements for all residents, including Resident
#5.

-The statement had details about medications
sent, including the name of the drug and the
number of tablets sent.

Refer to review of the facility’s policy an
medication administration and controlled drugs.

Refer to interview with the facility Director on
12/10/15 at 4:00pm.

Refer to interview with a first shift MA cn 12/10/15
ai 5:10pm.

Refer to interview with the facility Administrator on
12/10/15 at 5:45pm.

B. Review of Resident #1's current FLZ dated
11117115 revealed:

-Diagnoses included depression, asthma,
neuropathy, and osteoporosis.

-A medication order for Zolpidem (a controlled
drug used to treat insomnia) 10mg, 1 tabiet at
bedtime as needed for insemnia.

-An admission date of 06/23/09.

Observation of Resident #1's medications on
hand on 12/8/15 af 2:30pm revealed a cassette of
Zolpidern 10mg with a dispensing date of
11/24/15 and 16 tablets in the cassette.

Review of Resident #4's electronic Medication
Administration Record (eMAR) for December
Division of Health Service Regulation
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2015 revealed Zolpidern 10mg had not been
documented as administered from 12/1/15 to
12/7/15.

Review of Resident #1's eMAR for Navember
2015 revealed Zolgidem 10mg had not been

documented as administered from 11/1/15 to
11/30/15.

Review of Resident #1's eMAR for October 2015
revealed Zolpidem 10mg had been documented
as administered once, 10/3/15.

Review of Resident #1's eMAR for September
2015 revealed Zolpidem 10mg had not been
documented as agministered from 9/1/15 to
9/30/15.

Review of Resident #1's eMAR for August 2015
revealed 2 tablets of Zolpidem 10mg had been
documented as administered on 8/28/15 and
8/29/15,

Review of Resident #1's controlled drug count
sheet dated 4/17/15 for the Zolpidem 10mg
revealed:

-Shdeen tablets noted as deliverad on 4/17/15.
-Eight tablets of Zolpidem 10mg were
documented as administered on the following
dates; 7/26/15, 8/28/15, 8/29/15, and 10/3/15.
-Four tablets of Zolpidem were documented as
administered on the controlled drug count sheet
on 9/11/15, 9/14/15, 9/27/15, and 10/16/15, but
were not documented on the eMAR.

-Six tablets of Zolpidem 10mg were documented
as taken home on the following dates; 7/26/15,
8/30/15, 2 on 10/7/15, 10/15/15, and 1 tablet on
an undated entry.

-One tablet of Zolpidem 10mg was documented
as wasted on 11/18/15.
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-Ore tablet of Zolpidem 10mg was deducted from
the controlled drug count sheet on 10/18/15, but
documentation was absent for the quantity given,
signature of the MA, and was not documented on
the eMAR.

Review of the MA staffing schedule on 12/10/15
revealed that Staff A was working en 10/18/15.

Review of Resident #1's controlled drug count
sheet dated 10/7/14 for the Zolpidem 10mg
revealed:

-Sixteen tablets noted as delivared on 10/7/14.
-Nine tabiets of Zolpidem 10mg were
documented as administered on the following
dates; 5/14/15, 5/22/15, 811/15, 6/24115, 6/27/15,
6/28/15, TH/M5, 715/15, and 7/6/15.

-Two tablets of Zolpidem 10mg were documented
as taken home on 6/8/15.

-A quantity of five Zolpidem 10mg were
documented as "quantity left” on the sheet.
-There was no further documentation of the
administration of the five remaining tablets.

Review of Resident #1's record revealed:

-A Medication Release Form dated 6/8/15 with 2
Zolpidem tablets cocumented as sent home with
Resident #1.

-A Medication Release Form dated 11/19/15 with
1 Zolpidem tablet documented as sent home with
Resident #1.

-There were no Medication Release Forms for
Zolpidem 10mg sent home with Resident #1 on
7/26/15, 8/30/15, 10/715 and 10/15/15.

-There were no other Medication Release Forms
in the record.

Interview with the pharmacist at the pharmacy
provider cn 12/8/15 at 3:20pm revealed:

-They had sent leave of absence Zoipidem 10mg
Divisicn of Health Service Regulation
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for Resident #1 as follows: quantity of 4 on
10/19/15, quantity of 3 on 10/29/15, and quaritity
2 on 11/4/15.

-Cassettes for use on the medication cart were
sent on 4/17/15 quantity 16 and 11/24/15 quantity
18.

Interview with the facility Director on 12/10/15 at
3:45pm revealed:

-She was unaware of Resident #1's missing
doses of Zolpidem.

-She was not sure what happened to Resident
#1's remaining 5 tablets of Zolpidem that were
documented on the 10/7/14 controlled drug count
sheet, and the: 8 Zolpidem that were prepared by
the pharmacy for leave of absences on 10/19/15,
10/28/15, and 11/4115.

-She was unabie to find Resident #1's Medication
Release Forms for the leave of absences on
'10/19/15, 10/29/15, and 11/04/15.

-She had suspected one of the MA staff {StaffA)
of taking the medications, and stated "l beligve
(Staff A) tock them, she was warking then
(between September and October 2015)."

Interview with the first shift MA on 12/10/15 at
4:45pm revealed:

-She was not sure what happened to Resident
#1's remaining 5 tabiets of Zolpidem 10mg that
were documented on the 10/07/14 controlled drug
count sheet.

-There were no other controlled drug count
sheets available for Resident #1's Zolpidem
10mg.

-The undated entry on the 4/17/15 centrolled drug
count sheet was sent home with Resident #1 on
11/20/15.

Refer to review of the facility’s policy on
medication administration and controlled drugs.
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Refer to interview with the facility Director on
12/10/15 at 4:00pm.

Refer to interview with a first shift MA on 12/10/15
at 5:10pm.

Refer to interview with the facility Administratar on
12/10/15 at 5:45pm.

Review of the facility's policy on medication
administration and controlled drugs revealed:
-The MAR will include the date and time of
medication administation with the name and
initials of the person administering the
medication.

-Documentation of controlled drugs will be
maintained by the facility and will be availabte for
review.

-The record of documentation {of controlled
drugs) will be kept in the resident's record, ex.
MAR or controlled drug sigr-out record.

Interview with the facility Director on 12/10/15 at
4:00pm revealed:

-She suspected 3 of the MA staff (Staff A, Staff G,
and Staff H), and one MA in particular (Staff A),
and believed they took the missing controlled
drugs, controlied drug count sheets, and
pharmacy detivery sheets.

-"When Staff A worked, she acted weird (no
specifics), and the residents acted weird or
different, fike they were not getting their
medicines."

-Staff A would occasionally "trash” a controlled
drug she had dropped without a witness, against
facility policy,

-The Director asked Staff A to take a drug test
and she refused, (specific time not given, but
Division of Health Service Regulation
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around the time of these events.)

-The Director sought to interview Staff A just
before she was fired, but "as scon as she saw me
(in the facility), (named staffy ran out the front
door.”

-The Director stated that she found a medicaticn
€up containing controlled medications in the
locker of Staff H.

-All 3 of the suspected MAs, were eventually fired
around the end of October.

-Residents were acting much better since those 3
MAs were fired.

-No residents had complained of missing
medications.

-The Director did not report her suspicions to the
pharmacy.

-The Director did not repart Staff A to Heatth Care
Personnel Registry (HCPR) because she "could
not prove anything.”

-She befieved these incidents happened in late
September or early October 2015.

Interview with a first shift MA on 12/10/15 at
5:10pm revealed;

-When controlled drug orders came in from the
pharmacy, we (the MA) have to count the
medications with the phammacy driver.

-If there was a discrepancy between the
controlied drugs in the pharmacy tote and the
packing slip, "we send the whcle thing (tote) back
to the pharmacy."

Interview with the facility Administrator on
12/10M16 at 5:45pm revealed:

-Staff A's last pay check was dated 11/3/15 with
her last day of employment of 10/18/15.

-He was not aware of the missing controlled
drugs.
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Registry
10A NCAC 13F .1205 Health Care Personnel
Registry
The faciiity shall comply with G.S. 131E-256 and
supporting Rules 10A NCAC 130 .0101 and ,
0102, Rule IOA NLAC IBF

12085 Meatdin Cave
Pevsonnel Reais
This rute witl be et b

This Rule is not met as evidenced by:

i

"

TYPE B VIOLATION _

o. 24 hour report Filed
Based on observations, record reviews and With Hre Heat 4 Ceovrel
interviews, the facility failed to investigate and 12 evsonne b ’Q\& 'S CLV'\OL
report 3 suspected staff (Staff A, Staff G, and . ; . ;
Staff M}, who had allegations of controlled drug o ho\j 2;1 o °|ﬁ A‘ ‘%-;0&
diversion to the Health Care Personnel Registry done i . a
(HCPR). report+ wity low @5
The findings are: requi ren T hil \+ml+H

96 are: Cabe Personned fD“(Tj is
Interview with the facility Director on 12/10/15 at for any staff memmbe
3:45pm reveated; S d O{_ d v
-She had suspected one of the Medication Aide div c§+i . ﬂ ]2! 10 |5
(MA) staff (Staff A} of taking contralled drugs that TVEeYso '
belonged to residents, and stated " believe (Staff *T e ‘F"U-C/( i "’\ Wi
A) took thern, she was working then (between - r i .
September and October 2015)." Mmoni to 2‘\ neormin
-She did not report Staff A to Health Care contyolied dvu Ordeys
Personnel Registry (HCPR), and stated, "! started -'FOY' (LN'\O\Ln“rS e chd .
to lock at stuff {controlled drug count sheets) and '
gather evidence, but | never reported her." .,m -po.u U NV \\
. Contyol

Subsequent interview with the facility Director on moni for ot n ‘\é)d
1211015 at 4:00pm revealed: dvan count Shheet s r
-She suspected 3 of the MA staff {Staff A, Staff G, o\l Se,v VorS amck mass '.'19
and Staff H), and cne MA in particular (Staff A), vedt cotons.

and believed they took the controlled drugs, CorT.
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controfled drug count sheets, and pharmac . . 1
delivery sheet?s. g ’ A C\CS P NYVOo \Ve_d n
-When Staff A worked, she acled weird {no med v CCL'*"\ ons di Sa ﬂ'ﬂ?‘\ﬂ
ifics), resi 3 i .
speci cs)“ _and the resident's actt_ed Wei _d or Wit 1 m Cepov -\—(‘. 'l'b
different. “like they were not getting their
medicines.” +he noeP R y FC\.Y'*'Me,h"*‘
-Staff A would occasionally "trash” a controlled i N
drug she had dropped without a witness, against o4 50“ ol SC'V'VI ceS ;
facility policy. Phorm a.c\L ond law
-The Director asked Staff A to take a drug test - h‘FD ree e + )

and she refused, (specific time not given, but
areund the time of these events.) 5 .
-The Director sought to interview Staff A just “The Mmedicat o Kide.
before she was fired, but "as soon as she saw me Will be 4y "Uine e d
{in the facility}, (named staff} ran out the front
door."

-The Director stated that she found a medication
cup containing controlled medications in the
locker of Staff H.

-All 3 of the suspected MAs, were eventually fired
around the end of October.

-Residents were acting much better since those 3 L

MAs were fired. Ad MIHIS‘}—VQA—OYP
-No residents had compiained of missing . .
medications. Wi ll ion -i—t)f ‘H’\CLJ('

-The Director did not report her suspicions to the

pharmmacy. Y‘C,Por'*'\'nj ‘(‘ﬁs been i

-The Director did not report Staff A to Health Care

Personnel Regi._stry {HCPR) because she "could d one. U..,‘OO N c M-\
not prove anything.” .

-She had not reported Staff G and Staff H to intGident.

HCPR.

-She believed these incidents happened in late - r

September or earty Qctober 2015. A’ Mt N D E'D

Interview with the facility Administrater on 2 / ‘/// Iz

12/10/15 at 5:45pm revealed:

-Staff A’s last pay check was dated 11/3/15 with

her tast day of employment of 10/18/15. ] l}) ’
-He was not aware of the missing controiled 9’
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D312

Continued From page 64
drugs.

Refer to Tag D338 10A NCAC 13F 0909
Resident Rights. Based on cbservations, record
reviews and interviews, the faciiity failed to assure
2 residents (#1 and #5) were free from
exploitation by diversion of their controlled
medications by staff. (Zolpidem 10mg and Norco
5/325.)

On 12/10M15 the facitity provided the following
plan of protection:

-Facility will monitor all incoming contrelled drug
orders for amounts received.

-Facility will monitor controlled drug count sheets
for all errors and missing medications.

-All Medication Aides invoived in medications
disappearing will be reported to the HCPR,
Department of Social Services, Pharmacy, and
taw enforcement.

-The Medication Aide wiil be fired.

THE DATE OF CORRECTION FOR THIS TYPE
B VIOLATION SHALL NOT EXCEED JANUARY
28, 2018.

G.8, 131D-21(2) Dedlaration of Residents' Rights

G.S. 131D-21 Declaration of Residents' Rights
Every resident shall have the following rights:
2. To receive care and services which are
adequate, appropriate, and in compliance with
relevant federal and state laws and rules and
regulations.

This Rule is nat met as evidenced by:

D438

Da12

Rule. 5.5, 131 D-21 (2)

Declavation of Residents’
Q.‘ﬁh‘\‘s

‘Residents will veceive
Cove oond sevviceS Whidh
ave o dequnte, aPPmPrm-k_
arnd in cempliance.
Wit velevant federad
and stute Yaws and

rudes and vegulations

oy KeePu‘r\\ﬂ appmﬂ‘:f«

3y ;Dll5
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Based on observations, interviews, and record d,vu L CU"CL re PO""}-\\n |'}‘llol\5

reviews, the facility failed to assure residents and- condvo e d d«m

received care and servi i vate : : -

ecerveq 5] an. ices whlch_were adequate, d ivVerso ns _;‘_o ‘-l"f"\(_,

appropriate, and in compliance with relevant )

federal and state laws and rules and regulations Healtin Cave evso nre_|

in the areas of controlted substances record e i s —\-Y-\f )

keeping and reporting to the Heaith Care J

Personnel Registry (HCPR).
The findings are:

A. Based on observations, record reviews, and
interviews, the facility failed to assure
accountability of confrofled drugs as evidenced by
the failure to assure accurate records of the
receipt, administration, and disposition of
controlled drugs for 4 of 6 (#1, #4, #5, and #11)
sampled residents.

[Refer to D 392, 10A NCAC 13F .1008(a)
Controlled Substances, (Type B Violation.)]

B. Based on cbservations, record reviews and
interviews, the facility failed to investigate and
report 3 suspected staff (Staff A, Staff G, and
Staff H) who had aliegations of eontrolled drug
diversion to the Health Care Personnel Registry
(HCPRY). [Refer to D 438, 10A NCAC 13F ,1205
Health Care Personnel Registry, (Type B
Violation.)]

LS 131D -2 (&)

D914 G.S. 131D-21(4) Declaration of Residents' Rights D914 Declavaton of Resid ents

Rights

H

G.5. 131D-21 Declaration of Residents' Rights

Every resident shall have the following rights: ,Z\ 4 65\'A€n+5 win it I:)C 4:/16_

4. To be free of mental and physical abuse, G i

neglect, and exploitation. m -me_n ol o d Leed 6
. Physveall odouse Meqlect D\\Iﬁ\

This Rule is not met as evidenced by: o X'ats ¥ exploi ‘tation b\l

Based on observations, record reviews, and P

Lok,
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the areas of supervision to prevent sexual
assault, diversion of controlled medications, and
management of facilities.

The findings are:

A. Based on interviews and record reviews, the
facility failed to provide supervision for 1 of 14
sampled residents (Resident #7) who
demonstrated sexually inappropriate behaviors
towards 2 residents (Resident #2 and Resident
#14). [Refer to D 270, 10A NCAC 13F .0801(b)
Personal Care and Supervision, {Type B
Violatian.}]

B. Based on observations, record reviews and
interviews, the facility failed to assure 2 of 6
sampled residents (#1 and #5) were free from
exploitation by diversion of their controlled
medications by staff. (Zolpidem 10mg and Norco
5/325) [Refer to D 338, 10A NCAC 13F .0909
Resident Rights, (Type B Violation.)]

C. Based on observations, interviews, and record
reviews, the Administrator failed to assure the
total operation of the facility met and maintained
rules refated to management of the facility, fire
drills, water temperatures, tuberculasis testing of
staff, resident assessments, personal care and
supervision, activities, exploitation, cantrolled
drug record keeping, reporting to the Health Care
Perscnnel Registry (HCPRY), and reporting to
pharmmacy. [Refer to D 176, 10A NCAC 13F
.0801(a) Management of Facilities, (Type B
Viclation.}}
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Date:

Resident’s Nm:

Nurse’s Notes

Concern or Observation:

336927

Time:
Completed By

‘What was déns to assist resident:

What were the resalts:

174

Date: .

" Resident’s Name:

Nurse’s Notes

Concern or Observation:

Time:

Completed By

What was done 10 assist regident:

What were the results:
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Alexander Assisted Living Activity Assessment N

o . —m emees——

L - Identifying Data: -

Date of Bi_rth: ~ Sex: Race:

Marital Statuas:

Religion Church Minister

Significant Family Members(Relationship)

Occupation Education:

Other:

I,  Assessment Data

Diagmnosis:

Communication

Skills

Comprehengion

Use of
Extremeties

Coordination_

Vision

Patient Room# Physician

——crr—— - - ——
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Alexander Assisted Living Activity Assessment

Hearing

General Appearance

QOther
IIl. Mental Evaluation

Environmental
Orientation

Personal
Orientation

Memory (Past
Events})

Recent Events

Other

IV. Recreational Socialization Skills {(Indicate if still active A):

Interest.
Hobbies

Organizations

Other

Y. Safety

Precautions,

V1. Source of

Patient _Room#t_ Physician :
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Alexander Assisted Living Activity Assessmen:.
Information, ot e
VII.- Activity Release Signed: S
Date: o Completed by: y [
Date: , o B sy

Patient, Roomit Physician . _
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CONTROLLED DRUGS-COUNT RECORD

tionth/Yeor |

FACILITY. UNIT_ P

Signing below acknowledges that you have counted the cantrolied drugs on hand and have found thal the

quantity of cach medication counted is in agreement with the quantity stated on the Controlled Drug |
Administration Record.

_: BETH
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T TSt GO, . 128 7 A ... CONTROLLED DRUGS-COUNT REGORD
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Use a bail poind pen and press hund,
You are making 3 copies.

Vale twecevad

333...._10.3-!.

Qagicdert i " narme)

1 Put Exp.

E¥ Nomber

2 Pat Dachargen

3 Pav. Haap.

Nama n! ™ s

4. Med BT

CONTROLLED SUBSTANCE

PRESCRIPTION RETURNED 70O PHARMACY

4 Mad ¢yt of date

Cuaniny

0 Qr Qatiirnnd

8 Over-slock

SO MMy e Uiy

Stack DEST

Facility:

7. Order Error

Include Clry

Reason

PUSTI B s TSRS SRS

a

9.

10.

11.

12

Date

Nurse's Signature

Date

[anCR

amnz

 White— Pharmacy

U:w:._._mnw, Sygnalure R

Yellow — Pharmacy

”

Piok - Facility
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